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Abstract  

Obesity is a global burden that impairs an individual's Quality of life 

(QOL) psychologically, economically, physiologically, and socially. 

Nevertheless, QOL is a multi-dimensional term with no standard definition. 

Health related QOL (HRQOL) can be defined as" individual perception 

about social, physical, mental aspects of health, and how health affects the 

ability to function in life ". Many studies have addressed the negative 

association between excess weight and HRQOL. This study aimed to assess 

HRQOL and to assess the effect of weight loss among  overweight/obese 

adults after attending short-term weight management programs on HRQOL 

and changes in HRQOL. Participants were recruited from adults referred to 

Nutri Health centers of(Ramallah, Nablus, Jenin, Hebron and Tulkarm)  for 

weight management programs during the period between 1of May 2019 to 

30 November 2020. A total of 466 participants (81 males and 383 females) 

with a BMI(body mass index) more than 25kg /m² were involved in the 

study. Body composition, anthropometric measurements, socio-

demographic data, and HRQOL were determined at baseline and after 3 

months of follow-up weight-management program. The results showed a 



XIV 

significant decline in the mean weight of participants from93.9±17.2Kg 

to83.9±15.7 kg over three months; however, (48.7%) participants reported 

a reduction of less than 10% of their weight while (51.3%) participants had 

a reduction of more than 10% of their weight over 3 months.  By using 

paired sample T-test participants reported significant improvement in all 

components of (36-SF) HRQOL after 3 months compared to baseline 

scores. At baseline, participants with higher BMI significantly reported 

lower scores in HRQOL subscales of Physical functioning, Pain, Vitality, 

and General health. while after 3 months, participants with ≥10% loss of 

baseline weight had a greater improvement in the overall QOL scores by 

14.6±17.6 (mean ± SD) compared to 9.7±15.0 for those who lost <10% 

baseline body weight. Moreover, the Role limitation due to physical health 

achieved the highest score after 3 months with mean ±SD of 93.0±20.7 

compared to baseline score of 80.8±32.2. The highest improvement was 

reported in Physical functioning with 18.9 ± 27.3 and 10.9 ± 27.3 for 

participants lost ≥ 10% and < 10%, respectively. In conclusion, weight 

management programs seemed to be not only effective to induce weight 

loss but also, to improve HRQOL. Excess weight is considered a 

detrimental factor for HRQOL. Moreover, data have shown that 

overweight/obese women were more likely to have poorer HRQOL at 

baseline with less improvement in HRQOL after 3 months compared to 

men. Finally, the findings of this study have confirmed that the weight 

management is a holistic process that should consider the patients views 

and improvement in QOL after weight reduction.                      .                   
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Chapter I  

 Introduction  

1.1. Background 

Worldwide, obesity is a health-related issue, due to its complications and 

further economic and social impacts. By definition, obesity is an abnormal 

accumulation of excess fat that impairs health [1], however, according to 

Word health organization overweight adult is defined as a person having 

body mass index (BMI)  25-25.99 kg /m² while BMI ≥ 30kg/m² is 

classified as obese[2]. All over the world, the prevalence of obesity is 

increasing in an alarming way. Nowadays, about one-third of the world's 

population is classified as overweight or obese [1]. The prevalence of 

obesity among adult Palestinians is high compared to other neighboring 

developing countries with a rate of obesity around 30% among Palestinian 

adults until 2013[3]. Alterations in dietary habits, physical inactivity, and 

urbanization may be considered favoring factors for this rapid increase of 

obesity [4, 5]. 

Being obese or overweight or even underweight is not only considered as a 

predisposition factor for many chronic diseases but also has a major 

influence on Quality of life (QOL). QOL, a multidimensional concept, can't 

be expressed simply with terms like wellbeing, or life satisfaction. QOL is 

a reflection of social, emotional physical, mental, and environmental 

aspects of life[6]. however health related quality of life (HRQOL) is an 

individual perception about health and how health affects the ability to 
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function in life[7]. In general, excess weight could have a great influence 

on daily activity, emotional status, and acceptance of self –image[8]. This 

was well demonstrated in the literature, moreover, there is much evidence 

of the association between impairment of physical and mental aspects of 

QOL and elevated BMI [9,10].  On another hand, improvement in domains 

of HRQOL related to weight loss was established in many randomized 

controlled trials [11,12,13]. In addition, many lifestyle interventions for 

weight management such as dietary intervention accompanied with 

physical activity may help in the improvement of QOL of obese and 

overweight individuals [11,14,15]. 

In Palestine, as a result of urbanization and adopting a modern lifestyle, 

obesity rates among adults and adolescents have rapidly increased [4,5]. 

Also, the number of individuals attending dietetic centers seeking weight 

management has increased. Nevertheless, data about the quality of life of 

both obese and non-obese are scarce. Few reports have shown that QOL for 

the general population in Palestine was low compared to other countries 

[16], however, in viewing the literature, it is presumed that the quality of 

life of Palestinian obese is less than the general population[3,17]. 

For obese attending weight management programs, no data are available 

about their HRQOL and further changes in the QOL as a consequence of 

their weight management. This study aims to assess the effect of weight 

management programs applied in dietetic centers in West Bank on 

overweight/obese individuals' quality of life before and after weight loss.  
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1.2. Objectives  

1.2.1. General Objective 

The main aim of this study was to assess the effect of weight loss after 

joining weight management programs on HRQOL among overweight 

/obese adults and to determine  the changes of quality of life and its 

relationship with percentage of weight loss after joining weight 

management programs among overweight/obese adults attending Nutri 

health dietetic centers of(Ramallah ,Nablus, Jenin, Hebron and Tulkarm)  

in West bank . 

1.2.2. Specific Objectives 

More specifically, the study will address the following objectives: 

i. Assess QOL of patients at baseline. 

ii. Asses QOL after 3 months of following weight management programs. 

iii. Determine the changes in QOL during the study period.  

iv.  Find associations  of changes in QOL with other confounders such as 

age, education, gender, and socio-demographic status.  

v. Determine the factors that affect the quality of life of obese and 

overweight individuals. 

1.3. Conceptual Framework 

The conceptual framework of the study is shown in Figure (1). The 

Independent variables that has a major influence on poor HRQOL is excess 

weight and elevated BMI. However, obesity outcomes are associated with 

impaired HRQOL particularly in physical functioning, social status, 
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psychological health, and general health. On another hand, it is assumed 

that weight loss is associated with improvement in HRQOL among obese 

individuals. Socio-demographic and socio-economical factors also have a 

great impact on HRQOL.   
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Figure 1.1 : Conceptual framework of the study
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1.4 Research Hypothesis   

The study hypothesis is summarized as the following: 

ⅰ- Excess weight( being overweight/obese) has a negative impact on 

HRQOL. 

ⅱ- Weight loss after attending weight management programs even in short 

term is associated with improvement of HRQOL of obese and overweight 

individuals. 

ⅲ- Many variables has influence in  differences in HRQOL scores and 

improvement in HRQOL after weight reduction like variations in age, 

socio-demographic factors, and socio-economical variables. 

1.5 Significance of The Research  

The study provides comprehensive data about QOL among overweight and 

obese adults in the West Bank, in Palestine. In addition, it helps to identify 

factors associated with HRQOL among obese and overweight individuals. 

Finally, the study will highlight the importance of attending weight 

management programs and weight loss in improving the HRQOL of 

overweight and obese adults. 
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Chapter II 

Literature Review  

2.1 Obesity and related issues: 

2.1.1 Prevalence and definition. 

Obesity has become a global primary health issue. Globally, the prevalence 

rate of obesity has been tripled science 1975 according to World Health 

Organization (WHO) with more than 1.9 billion adults were classified as 

overweight in 2016, of these over 650 million adults were obese. In 

addition, more than 38.2 million children under the age of 5 years were 

obese in 2019 [1]. In another word, about one-third of the world's 

population is classified as obese or overweight [18]. According to national 

health and nutrition examination survey (NHANES) data, in the USA the 

prevalence of obesity was 42.4 % among adults in 2017-2018 [19]. 

Furthermore, a recent study has projected that the prevalence of adult 

obesity will continue to increase and by 2030 one out of two adults will 

have obesity and 1out of 4 will have severe obesity in the USA [20]. 

By definition, obesity is an abnormal accumulation of excess fat that 

impaired health [19]. The most common measure used for clinical 

screening of obesity is body mass index (BMI). BMI is calculated by 

division of body weight in Kg by body height in meter squared (kg/m²). 

The definition of obesity depends on the method used to determine 

presence of obesity (either waist circumference or BMI) [21]. According to 

WHO body mass index is commonly used to classify obesity and 
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overweight in adults, so for adults‟ overweight is defined as BMI equal or 

greater than 25 while an obese adult has a BMI higher than or equal 30. On 

another hand, age should be considered when defining obesity of children; 

children under the age of 5 years are overweight if their weights -for-height 

are greater than 2 standard deviations above WHO child growth standard 

median. Children will be considered obese if their weights for –height are 

greater than 3 standard deviations above the child growth standard median. 

Children aged between 5-19years old are classified as overweight or obese 

if their BMIs for –age are greater than 1and 2 standard deviations above 

WHO growth reference median respectively [1]. 

Obesity is recognized as an illness and an aggravator of many other 

preventable chronic diseases such as cardiovascular diseases, certain types 

of cancer, diabetes type 2 and all-cause mortality. In addition, obesity is 

found to be associated with  other diseases including: asthma  , infertility, 

cataracts, sleep apnea, gallstones, and others  [22-24]. 

2.1.2 Risk factors  

Obesity is a multifactorial metabolic disorder where environmental factors 

and genetic predisposition interact to manifest its features and complexity. 

Energy imbalance is the fundamental cause of obesity. Many 

epidemiological studies have shown that recent alterations in diet and 

physical inactivity are promoting factors for positive energy balance and 

subsequently weight gain [25]. These factors including increase food 

consumption especially high calories dense food, urbanization, sedentary 
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lifestyle, and possibly novel factors such as endocrine disturbances, 

changes in the gastrointestinal micro biome and inadequate sleep. On the 

other hand, genetics plays a significant role in the development of obesity. 

Several genetic variants (known as single nucleotide polymorphisms, 

SNPs) involved in different biological pathways were identified as 

predisposing of human polygenic obesity and associated with weight and 

different anthropometric differences [26]. However, many forms of 

monogenic obesity have been identified such as the deficiency in leptin and 

melanocortin-4 receptors.  Mutations in receptor gene are the common 

cause of monogenic sever obesity in children [27]. In addition, the 

interaction gene-diet deposition factor of obesity was studied in many 

cohort studies. Results have shown a potential association between DNA 

methylation and packaging and histone modification with adiposity [28]. 

2.1.3 Biological basis  

Oxidative stress plays a crucial role in pathogenesis of obesity and its 

complications. Oxidative stress could trigger obesity due to stimulation in 

deposition of white adipose tissue and may change food intake. Oxidative 

stress can cause an increase in proliferation and differentiation of 

adipocyte.  In addition, the reactive oxygen species could affect neurons in 

hypothalamus that control hunger and satiety [23]. 
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2.1.4 Pathophysiological feature of obesity  

a. Anatomical effect  

The prolonged positive energy balance is leading to excess adiposity and 

excess lipids in form of triglycerides that are spread in many body 

compartments. Subcutaneous adipose tissue is the main storage site where 

visceral adipose tissue is a smaller storage compartment. Obesity is 

accompanied with an increased level of immune cells particularly 

macrophages. In the adipose tissue, with response to cell apoptosis, the 

immune cells start to secrete pro–inflammatory cytokines that may 

contribute to the development of insulin resistance and metabolic syndrome 

[29]. On the other hand, visceral adipose tissue around vital organs like 

kidney may contribute to the development of hypertension. In addition, 

obesity leads to an increase in pharyngeal soft tissue that leads to 

obstruction and narrowing of airways during sleep causing an obstructive 

sleep apnea [30]. Moreover, obesity contributes to mechanical load on 

joints and knees causing osteoarthritis. 

b. Physiological and metabolic effects 

Adipocyte secrets hormones and protein signaling molecules like 

adipokines. Excessive secretion of pro-inflammatory adipokines by 

macrophages and adipocytes within the adipose tissue leads to low grade 

inflammatory state in obese patient.  In addition, free fatty acids in the 

plasma are elevated in obese subjects. Also, lipids are found in liposomes 

organelles within the cell in case of excess adiposity. These liposomes in 
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liver cell for example may leads to increase in size (steatosis)  and forming 

vacuoles which are responsible of many pathological conditions for 

example  cirrhosis, non –alcoholic fatty liver disease (NAFLD)and the 

more sever non-alcoholic steatohepatitis (NASH).   

Moreover, lipid intermediates (like cermides), inflammatory cytokines and 

free fatty acid in non-adipose tissue will impair insulin signaling within the 

cell and contribute to the development of insulin resistance [25]. 

c. Psychological effects  

Obesity and mental illness are associated, however, the mechanism of 

linkage is not clear. There are two directions for such association; the first 

direction is that many mentally-ill patients have a higher risk (2 - 3 folds 

increased risk) of being obese while the second direction is the increased 

risk of mental disease in obese subjects. Obesity is associated with many 

psychiatric diseases such as anxiety, depression, mood disorders, binge 

eating disorder, attention deficit and hyperactivity disorder (ADHD), and 

schizophrenia. Among the suggested mechanisms was the role of 

inflammation, inflammatory markers and changes in the hypothalamic 

pituitary adrenal axis. Nevertheless, some medications used in treatment of 

anxiety, depression and other psychotic disorders have many side effects 

like changes in sleep and appetite and subsequently weight gain [31]. 

2.1.5 Obesity managements  

The main treatment options are lifestyle intervention, pharmacotherapy and 

bariatric surgery. Lifestyle intervention is based on behavioral eating and 
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physical activity modifications [34]. Behavioral therapy is the core of 

lifestyle intervention which can provide patients with technique   to adopt 

the dietary and physical activity recommendations [32]. The medical 

advice „eat less and exercise more „ is not sufficient to achieve successful 

weight loss for most  of obese patients so the guidelines recommend 

patients  to attend  counseling sessions with at least  14 sessions over 6 

months  and follow up over one year[33]. An average of 8% weight loss of 

initial weight is expected. Many dietary approaches with evidence of 

weight loss efficacy are based on a dietary pattern or elimination of one or 

more macronutrients or food groups. Whatever the dietary approach 

reduction of total caloric intake is the main component of any weight-loss 

interventions[35]. Surely, there is no magic diet for weight loss, also no 

superiority for one diet type over other dietary patterns in terms of loss and 

maintenance of body weight. Regardless of which diet type is chosen, there 

are many ways to successful weight loss, therefore   the predictor of 

success is the dietary adherence over a period of time[37]. In other words, 

providers should recommend   diets according to patient preference to 

achieve successful weight-loss and reduce caloric intake. This does not 

mean that the composition of the diet is not important but the secret is to 

induce an initial negative energy balance to promote weight loss[35]. 

Physical activity is another important component of lifestyle intervention to 

manage weight. The general recommendations to increase aerobic physical 

activity to greater than 150 minutes weekly. The American college of sport 

and medicine recommends 200-300 minutes per week for long term weight 
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loss and 150-250 minutes per week to be effective in prevention of further 

weight gain [33]. Table (1) Summary of lifestyle therapy  from  

recommendations  and guidelines of American Association of clinical 

Endocrinologists and American College  of  Endocrinology  for medical 

care of patients with obesity[34]. 

Table 2.1:  Summary of lifestyle therapy according  to recommendations 

of American Association of Clinical Endocrinologists and American 

College of Endocrinology guidelines for medical care of patients with 

obesity . 

Meal plan Physical activity Behavior  

Reduce calorie healthy meal 

plane 

500-750 Kcal daily deficit  

Individualize based in 

personal preference and 

culture  

Meal plans can include: 

Mediterranean 

,DASH(dietary approaches to 

stop hypertension), low-carb, 

low fat, volumetric, high 

protein and vegetarian. 

Meal replacement  

Avery low –calorie diet  an 

option in selected patients 

and need medical care 

supervision 

Voluntary aerobic 

physical 

activity>150mints /week 

performed on 3-5 separate 

day/weeks 

Resistant exercise: single 

set repetitions involves 

major muscle 2-3/week 

Reduce sedentary 

behavior 

Individualized based on 

limitation and preference  

Intervention package 

includes: 

-Self-monitoring(food 

intake, exercise and 

weight . 

-Goal setting 

-Education(face to 

face meeting, group 

sessions and remote 

technology) 

-Problem solving 

-Behavioral contacting  

-Stress reduction 

-Psychological 

evaluation, counseling 

and treatment when 

needed 

-Cognitive restricting 

-Motivational 

interview 

-Mobilization  of 

social support 

structures   
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2.1.5.1. Dietary management  

 In the literature, there is no superiority for any dietary approach by its 

nutrients, food group, or dietary pattern over other dietary patterns in 

weight loss or maintenance of weight loss. However, any dietary approach 

is effective for weight loss  as long as it enhances energy deficit and induce 

energy intake manipulation [35]. In other words, the key factor in weight 

reduction is „energy reduction‟. A variety of energy approaches induced 

significant weight loss mainly by energy reduction. The main dietary 

approaches in weight management emphasize on modification of 

macronutrients composition of diet, energy manipulation, addition or 

elimination of specific food group or adoption of a dietary pattern [36].  

1. Dietary approaches based on alteration of carbohydrates, fat and 

protein contribution in the diet   

A low-fat diet, low carbohydrate, moderate or even high protein diets are 

well-known to be effective dietary approaches based on target 

macronutrients in weight management [37]. Whatever the target 

macronutrient is, energy deficit must be established in order for weight loss 

to occur. Low carbohydrates or very low carbohydrates diets induce satiety 

and suppress hunger. The National Lipid Association has defined very low 

carbohydrate diet (VLCD) as; less than 10 % of total daily energy from 

carbohydrate  based on 2000 kcal  while diet between 10-25% of energy 

from carbohydrate is considered as low carbohydrate diet  ,on another 

hand,  regarding to weight management a  meta-analysis has shown that 

low carbohydrate diet specially very low carbohydrate diet(<20-50g per 

day ) was associated with decrease weight and fat mass in many clinical 
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trials [38] in contrast,  many trials have shown that there was no further 

beneficial or superiority  of low carbohydrate diets over other isocaloric 

diets in long term weight loss [39]. In some clinical trials, high protein 

intake during weight loss (around 1.38g/kg body weight ) also was 

associated with higher weight loss compared to  standard protein diet 

(0.8g/kg body weight ) with the same energy content [40]. Moreover, after 

9-month dietary intervention the  high protein low carbohydrate hypo 

caloric diet (contained 34% protein ) has shown a significant higher weight 

loss than standard hypo caloric diet (contained 20% protein [41]. In 

contrast,  clinical trials  showed no further beneficial effect   on weight loss  

and waist circumference   [ 42,43].  

2. Energy intake manipulation  

Intermittent fasting (IF) refers to a repeated dietary approach  based on 

restriction of energy intake for a short period, mainly few days, then energy 

is provided with excess  than requirements. Many  studies have suggested 

that IF is an efficacious dietary approach. An example of this  approach is 

alternate day fasting [50].  However,  many studies and meta-analysis 

showed no additional beneficial  effect on weight loss or fat mass  

compared to continuous energy restricted diets   such as VLCD. The results 

of comparison between IF and VLCD have shown that there was no 

significant difference of mean body weight or fat mass, moreover,  0.88 kg 

loss of weight in VLCD than alternate day fasting was reported  [44, 45]. 

3. Dietary pattern for weight loss  

Recant knowledge about the complex synergistic interaction between 

nutrients and other food components has led to increase interest in whole 
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dietary patterns. However,  dietary pattern that takes food as a whole is 

preferred over macronutrients restriction for either health issues or long 

term adherence in weight management [46]. The most popular dietary 

patterns are plant based dietary pattern ( such as vegetarian and vegan ) and 

traditional derived diet such as Mediterranean pattern which is  intensively 

studied in weigh management, Mediterranean dietary pattern based on 

whole grains, high consumption of fruits and vegetables , olive oil as a core 

composition of daily diets, nuts, plant protein and wine also it characterized 

by moderate intake of dairy products, poultry and sea food  with low 

consumption of  red meat [46]. A meta-analysis showed that Mediterranean  

diet was effective in the reduction of weight and glycemic control than 

control diets  in diabetic patients [47]. Moreover  a 3-month intensive  

dietary intervention based on Mediterranean diets showed durable and  

more weight loss (6.8 kg ) than conventional intervention  [48]. On another 

hand, plant-based dietary pattern like vegetarian diet showed a significant 

reduction in body weight, a meta-analysis showed that participants 

assigned to non –vegetarian diets for at least 3.5 month showed  2.0 kg less 

weight loss compared to those a assigned to vegetarian diet  [49]. 

Summary of some clinical trials of various dietary intervention on body 

weight is shown in Table (2). 



17 

Table 2.2: Clinical trials of different dietary intervention for weight loss 

Author  Study design  Subjects  Intervention   Main Finding  Ref. 

Chi et 

al.(2019) 

RCT For 12 week 271 

(NAFLD) patients 

subjected randomly 

to alternate day 

fasting , time 

restricted feeding or 

control group  

   

Alternate day fasting  After 4 weeks ,significant reduction in 

weight 4.3kg in group of alternate fasting 

and 3.6kg in group of time –restricted 

feeding compared to control group an d 

higher reduction after 12 weeks, after 12 

weeks significant reduction in fat mass 

and serum triglyceride    

50 

Moreno et 

al.(2014) 

RCT Very low-calorie 

ketogenic diet or 

low-calorie stander 

diet for 12 months  

 

 

 

 

Very low-calorie ketogenic 

diet or low-calorie stander diet 

for 12 months   

After 12 months participants with very 

low-calorie ketogenic diet has a 

significant  higher weight loss of 

(19.9±2.3kg )compared of those in low 

calorie stander diet (7±5.6kg) and 88% of 

participants with VLCK  loss more than 

10% of their initial weight, lean mass not 

affected  

51 

Trepanowski 

et al.(2017) 

RCT 100 obese 

participants  for one 

year  dietary 

intervention  

Alternate day fasting(25% of 

energy need on fast days and 

125%of energy needs on feast 

days )  or daily calorie 

restriction(75% of energy need 

every day ) compared to 

control no dietary changes     

Alternate fasting  had highest dropout  

rate, weight loss  are similar for those 

with alternate fasting and daily energy 

restriction after 6,12 months  with mean 

loss of about 6.8% for alternate fasting 

and  6.8% for the second group after 6 

months  , alternate fasting had no superior  

effect on weight  loss compared with 

daily restricted energy  

52 

Gardner et RCT 609 over weight Healthy low fat diet vs. No significant difference in weight loss 53 
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Author  Study design  Subjects  Intervention   Main Finding  Ref. 

al.(2018) adults for 12 months   healthy low carbohydrate diet   after one year (-5.3 kg for HLF compared 

with 6kg for HLC  

Haywood et 

al.(2017) 

RCT Total 117 

participants older 

obese   

36participants on exercise with 

healthy diet advice ,40on 

exercise with hypo caloric diet 

and 41 on exercise with very 

low caloric diet  for 12 months 

Weight reduced by 3.7% in group 1 ,5% 

in group 2 and 11% in group 3 , very low 

caloric diet had significant highest 

reduction in  weight and fat  

54 

Bruci et 

al.(2020) 

Observational 

prospective  

study  

92 participants 38of 

them had mild renal 

function impaired 

the rest had no renal 

condition  

Very low calorie ketogenic 

diet  for 3months  

Average weight loss was 20% of initial 

weight and  significant reduction in fat 

mass ,improvements in metabolic 

parameters and 27% of patients with mild 

renal failure reported normalized  

glomerular  filtration after dietary 

intervention     

55 

Cunha et 

al.(2020) 

Open –

randomized 

controlled 

prospective pilot 

study  

39 patients   20 participants on very low 

caloric ketogenic diet and 19 

participants on stander low 

calorie diet  

 Significant higher  weight reduction  was 

9.59±2.87%in VLCKD vs.1.87±2.4% in 

LC diet ,significant reduction  in visceral 

adipose tissue and liver fat in VLCKD 

group   after  2 months  

56 

 

Abbreviations: NAFLD: non-alcoholic fatty liver disease, VLCK: very low calorie ketogenic diet, LO: low calorie, HLF: healthy low fat, 

HLC: healthy low calorie.   
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2.2 Quality of Life (QOL) 

2.2.1 Quality of life concept  

QOL is, relatively, a new concept introduced in the early of 1970s as an   

outcome measure and evaluation of health care. The progress in medical 

innovation has reduced  mortality due to  infectious diseases and  brought a 

significant  improvement in life expectancy.  Such changes make it too 

important to measure how people live these extra or additional  years [58].  

QOL can be defined according to world health organization   as 

individuals‟  perception  of their position in life in the context of culture 

and values system  in which  they live  and in relation  to their goals, 

standards, expectations and concerns [57]. However, there is  no standard 

definition of QOL. Many approaches do exist to define the concept of 

QOL. Some of these approaches are based on human needs ,others are 

based on expectations, subjective well-being, preference satisfaction, 

objective lists and life satisfaction [6]. An example of other definition of 

QOL  is” An overall general well-being that comprises objective 

descriptors  and subjective evaluation of physical, mental, emotional and 

social wellbeing   together with extent of personal development and 

purposeful  activity, all of them weighted  by set of  values”  [58]. In the 

literature,  health and QOL are definitely distinct concepts  therefor  health 

is just one dimension of QOL, while QOL is a multi –dimensional term 

[59]. On the hand, Health related quality of life ( HRQOL)  is a subset 

referring  to health domain of life and it  can be defined as “individual‟s  

perception about physical ,social and mental aspect  of health  and  how  
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health  impacts on  individual  ability to function  in life   “ which can be 

measured objectively  or subjectively [60]. However, HRQOL is 

considered  a reflection of impacts of disease or treatment on daily activity 

and disability [7]. HRQOL is widely used when relating to a particular 

influence of an illness, health care policy or medical treatment on 

individual‟s QOL.  

2.2.2 Quality of Life measurement  

Quality of life is not a biological entity. As it is a complex concept many 

different instruments were used to assess QOL most of them were 

developed  based on empirical considerations not on   conceptual models 

[61]. In the literature, subjective individuals experience  expressed through   

an essential  set of dimensions (physical, social and psychological 

functioning ) under each broad  dimensions   a  group of sub-dimensions  

well be found [62]. HRQOL instruments can be classified  into  three 

categories  according to the type of report, scores and population [63]. 

However, reported information can be obtained from participants 

themselves or by others (self –reported Vs. proxy report); scores may be 

(single indicator, profile or battery approach) and according to the 

population they classified into (generic or condition specific ). In general, 

HRQOL  measuring instruments  are divided into generic or condition-

specific questionnaires. Condition-specific instruments are focused on 

study quality of life among a certain population with regard to specific 

diseases or symptoms. This type of questionnaires also allows evaluating 

certain treatment effects, while, generic questionnaires, in contrast,  
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measure QOL across a health condition. Both types have weaknesses and 

strengths and sometimes it is more appreciated to use both to get clearer 

information. Compared to general or generic instruments, condition-

specific instruments may give sufficient details with appreciated validation. 

On another hand,  generic instruments allow comparison among different 

groups or studies. Several criteria should be met in any HRQOL 

instruments so it must be valid, appropriate, responsive, reliable,  simple 

and reasonably short to be completed [64].  The choices of instrument  

depend on the aim of a study and  the study  population  .  

The most  commonly used generic  instruments  for adults  are :36-  short-

form health survey (36-SF), EuroQOL-5 dimension (EQ-5), WHOQOL- 

BREF, 12-SHoRt form (12-SF), Cantrill's ladder and satisfaction with life 

scale (SWLS). While the most commonly used disease–specific 

instruments are: EORTC QLQ C-30, gastrointestinal index QOL (GIQLI), 

Asthma quality of life questionnaire(AQLQ),  Stork specific QOL 

scale[6,63]. In fact, most HRQOL questionnaires have been classified as 

measures of self-perceived health, describe health by using wellbeing and 

functioning, and do little about QOL as QOL is a more wider term. 

2.2.2.1. 36-items short-form health survey (36-SF) 

36-SF is one of the most common generic self-administrated questionnaire, 

it contains 36 items covering eight health dimensions. These 8 items reflect 

physical and mental health quality of life. Briefly, these are physical 

functioning (grade in which any health problem could affect the daily 
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physical activities like self-care activity, walking and lifting  weight, role 

limitation due to  physical health problems that can interfere with work 

activity ,bodily pain ( intensity and tolerance of pain  and  how it affects 

work ),vitality (energy feeling Vs. fatigue and exhausting ) , social 

functioning (how health can interfere with habitual social life ), general 

health (subjective perception or belief about current health and future 

perspectives about health ),role limitation due to emotional health problems 

and mental health (general mental health covering  depression ,anxiety 

emotional and general positive  effects )[65]. Scores of each dimension  are  

coded, summed  and converted  into scale  from 0-100 where higher score 

defining more favorable health status  [66]. SF-36 version II is  based on 

the original and widely used 36-SF however it has more improvement in 

words, layout of questions and  response options. These changes improve 

the precision, reduce floor –ceiling effect (change response from 

dichotomous scales to five points response categories that substantially 

produce a smaller stander deviation)   and make the new version ´s  

dimensions  more reliable than original one [67]. On another hand,  

recently RAND-36 is the most widely used  HRQOL instrument. This 

generic profile measure  is equivalent to 36-SF and measure functioning 

and well-being [68]. It is composed of 36 items to assess eight health 

concepts: Physical functioning(10items ), Role limitation due to physical 

function(4 items), Emotional wellbeing(5 items), Role limitation due to 

emotional health (3 items), Social functioning (2 items), Pain (2 items), 

Energy/Fatigue (4 items) and General Health (5 items with additional item 
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about  perceived health changes during the last 12 months )  and two other 

scales which  derived from the eight scales score (mental and physical 

health ) [69]. 

2.3 Quality of Life and Obesity  

Obesity as a primary health issue  impairs individual‟s  quality of life 

physiologically, economically and psychologically  due to its associated 

complications  and further social and economic  impacts. Moreover, many 

studies have shown that higher body mass index  is related to reduced   

(HRQOL),  especially physical and mental aspects of HRQOL [2, 11]. 

However, the reduction in  QOL has been established even in absence of 

chronic diseases [70]. On other hand, gender may play a significant 

difference in the deteriorating   effect of obesity on quality of life with 

obese  women have more adversely effect on QOL than obese men [71, 72, 

73]. Moreover, that  the negative effect of excess weight on  dimensions of  

HRQL had a great difference among age groups where obese elderly have 

reported the most negative effect in the dimensions  of mobility and 

pain/discomfort HRQL [74]. Not only obese adults had declined QOL but 

also, obese children have reported a poorer QOL compared to other healthy 

or chronically ill children [75, 76, 77]. A study with a meta-analysis has 

reported significant  reductions in   overall , psychological and physical 

HRQL among obese children and adolescents   [78]. In a cross sectional 

study,  the degree of obesity has negatively affected the scores of QOL in 

children  and adolescents who reported increased sleep difficulties  and 

depression [79]. In addition, the interaction between gender , social class, 
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educational level and BMI also has  a great impacts on reduction of  

HRQOL [80]. 

Obesity and its complications have great deterioration effects on  quality of 

life. The clinical impacts  of obesity resulted in mental and  emotional 

problems that  impaired the social life of obese patients and resulted in 

lowering self-esteem.  Moreover obesity has great negative impacts in 

functionality and mobility and will interfere with most of the physical 

activities [8]. All of these can explain the link between obesity and poor 

QOL. Some clinical trials showing the impacts of obesity and excess 

weight on QOL, are shown in Table ( 3 ). 
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Table 2.3: Summary of clinical trials showing impact of obesity on QOL 

Authors Study design  Assessment tool Subjects   Country  Main finding  Ref. 

Serango-

Aguilar et 

al.(2009) 

  EuroQOL-5D 

questionnaire 

4110 people aged >16 

years old  

Spain Obese participants showed lower 

scores compared with normal 

weight participants in EQ-5D index 

(.65 Vs.87) obesity have a negative 

impacts on HRQOL even in 

absence of chronic diseases 

81 

Oliva-

Moreno et 

al.(2013) 

Drawn data 

from survey  

EQ-5D 9226observations from 

ESCA (health survey) 

Spain  Excess weight had negative effect 

on HRQOL  

Dimensions of  mobility and pain 

were the strongest negatively 

affected 

74 

Yang et 

al.(2016) 

Cross-sectional  EQ-5D 6217 men and 8243 

women classified 

according to BMI and 

metabolic 

abnormalities into 4 

categories   aged >30 

Korea  Metabolic abnormal but normal 

weight men have the worst 

condition in all domains  where in 

women  metabolic abnormal obese 

women have the worst scores 

Obesity is strongly associated with 

impairment in HRQL in women 

71 

Busutil et 

al.(2017) 

Longitudinal 

population –

based survey  

EuroQol-5D-5L(EQ-

5D-5L)and VAS( visual  

analogue scale  

18682 adults  Spain  Self –prevised problems in EQ-5 

dimension were increased along 

the BMI  specially pain /discomfort 

dimension and mobility   

70 
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Authors Study design  Assessment tool Subjects   Country  Main finding  Ref. 

No association between obesity 

and mental health  

Obesity reduce HRQOL 

significantly in women and elderly 

over 64 years old  

Baile et 

al.(2020) 

Descriptive –

cross sectional 

study  

Kids screen instrument 

,health behavior school 

age children 

questionnaire and 

Cantril scale to evaluate 

life satisfaction    

1197 school age 

children with mean age 

14 years old , 50% girls  

Spain  Boys have higher  HRQOL than 

girls 

Obese boys showed  a significant 

lower scores in HRQOL and life 

satisfaction than normal weight 

group 

82 

Zhang et 

al.(2019) 

Cross sectional 

study  

EQ-5D and VAS 27257 adults >18 years 

old  

China  Men had higher( EQ-5D)utility 

value than women  

In women obesity is associated 

with negatively and significantly 

HRQOL according  to BMI is 

differ by gender 

73 

You et 

al.(2018) 

Cross sectional 

study  

EQ-5d and VAS 10257 elderly >60 

years old classified 

according to BMI 

China  Underweight elderly and 

overweight women were more 

likely suffer of lower HRQOL   

83 

Abbreviations: BMI: body mass index, ESCA: health survey of Catalonia,  EQ-5D: European  quality of life 5-dimention, HRQOL: 

health related quality of life,  5L: 5-level, VAS: visual analogue scale  
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2.4 Effect of weight loss and  various  weight loss interventions  

on Quality of life  

 Health recommendations that recognize the obesity as chronic disease 

emphasize on weight management to decrease it complications and 

improve QOL. Recently, a huge advance has been established in the main 

three modalities to manage obesity :life style intervention, 

pharmacotherapy and weight loss operations including bariatric surgery 

[34]. Reduction in weight, particularly more than 5%  of body weight, is 

related to deceased risk of incidence of obesity-comorbidities   and have 

been established to improve health of obese patients, however, this finding 

is not significantly clear  according to quality of life of obese. According   

to a study with meta-analysis, bariatric and non-bariatric weight loss is 

associated with improvement in HRQOL ,moreover, losses of more than 5 

% weight is associated with improvement  of some scales of HRQOL 

significantly in  physical domain and physical functioning. The means 

difference of 2.83, 6.81 points were reported in physical component and 

physical functioning, respectively [11,12]. In contrast,  a cohort prospective  

study showed that to achieve minimal  clinical importance difference in 

HRQOL of severely obese patients  the weight reduction of at  least 20% 

was needed [84]. 

There was a consistency in the literature that higher BMI was associated 

with lower QOL, however, evidence that weight loss  due to lifestyle 

modification was associated with improvements in HRQOL was not 

consistently demonstrated in some clinical trials may due to variation of 
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intervention methods or poor reporting. However,  many studies reported 

an association between weight or BMI changes and improvement in 

HRQOL [11,12,13] especially after bariatric surgery weight loss 

intervention [85,90]. However, all of this studies showing significant 

improvements in HRQOL after bariatric and the greatest improvement 

were in physical –wellbeing rather than mental aspect of QOL furthermore, 

results of long term psychological QOL of patients following bariatric did 

not improve despite of major improvement in weight and physical aspect of 

QOL [86]. Moreover, in a retrospective analysis of 2137 patients after 

gastric bypass showed that a higher% of total weight loss is positively 

related to HRQOL scores after 15 and 24 moths follow up compared to 

preoperative scores however, total scores and subscales of 36-RAND and 

(IWQOL) is significantly improved at the two points of follow up, in 

addition, physical health scores(PHS) of 36-RAND was negatively related 

to BMI at baseline and after 15,24 months where mental health scores 

(MHS) of RAND is negatively associated with higher BMI after 24 months 

so in general, higher BMI was associated with lower scores of both subtotal 

36-RAND  and (IWQOL)before and after surgery [90]. The reason may 

explain this clear improvement   in surgical intervention but not in all other 

non-surgical intervention is the average weight loss in surgical intervention 

is larger than the weight loss in  other types of non- surgical intervention. 

Most  trials have shown improvement in physical but not mental or social 

HRQOL following weight loss resulted from life style intervention. In 

general, greater weight loss was associated with improved HRQOL 
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following  long term weight loos intervention typically 6-9 months with a 

mean average of weight loss of about 5-10% of initial body weight. Some 

findings were lack for evidence that improvement in QOL was due to 

weight loss  or not [87, 88]. Moreover, results from two cohorts US women 

have shown  losses of about 15 Ibs (~ 7.5 kg)  or more were associated with 

0.89 point improvement in physical component scores [89]. On another 

hand, results from clinical studies were variable according to the type of 

life intervention ( dietary, behavioral or physical activity ). In  a clinical 

study using  very low calorie  ketogenic diet(consists of energy reduction 

of  less than 800Kcal/day at the beginning  of the study) the intervention 

for 4 months  among 20 obese aged from 18-58 years has resulted in a 

decrease of 7 units in BMI with mean of 18kg fat mass lost at the end of the 

intervention, such a decrease was associated with significant improvement 

in all domains except the social and anxiety domains of (IWQOL-lite) 

questionnaire, while the greatest improvements were in physical 

functioning  and self-esteem during ketosis phase , moreover,  all 

participants reported lower baseline scores in domains of 

(IWQOL)compared to other points of the intervention [91]. Similarly, after 

a 6-month calorie reduction in two protein levels, 67 obese elderly subjects 

with frailty have shown a significant improvement in physical functioning 

composite after 3 and 6 months follow up and the mental health improved 

significantly after 3 months only.  In this clinical trial the participants 

assigned randomly to either high protein or control protein level with 

energy deficit of 500 Kcal/day for both groups with a goal of 10% weight 
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loss,  participants showed significant weight loss (mean of 8.4 kg) at the 

end of 6 months , component domains of physical QOL that showed 

significant improvement  were physical functioning, role limitation and 

pain where vitality and social functioning significantly improved  after 3 

months only [92]. Same trends were found with137 obese adults who 

enrolled a 14-weeks of intensive lifestyle intervention with low calorie diet 

programs(90mints group lifestyle modification session weekly and 1000-

1200kcal/day diet) who had lost  more than 5%of initial weight then 

randomly assigned to lorcaserin ( which is approved for  chronic weight 

management ) or placebo for additional 52 weeks for weight loss 

maintenance. Participants have shown improvement in all outcomes(weight 

specific HRQOL and related psychological outcomes) except  weight –

related public distress. Moreover, significant improvement was achieved  in 

weight related QOL even a moderate weight loss has been reported, 

however, the greater  improvements in physical , sexual and self-esteem  

and total score of (IWQOL)were in participants who lost 10% of their 

initial weight compared with those lost <5%. In addition,  improvements in 

(IWQOL) was sustained during52 weeks of weight loss maintenance [94]. 

Not only dietary modification was associated with improvements but also 

behavioral counseling accompanied with life style modification has 

improved HRQOL in physical, pain interference , social satisfaction role , 

depression and fatigue domains of PROMIS-29 items, (patients report 

outcome measure information system ), in rural women with obesity ages 

>40 years, in addition, women with more than 10% weight loss reported 



31 

lower depression, less pain and higher physical functioning than those lost 

less than 5% or gained weight [14]. Moreover, intensive behavioral 

intervention alone or in combination with pharmacotherapy, like 

Liraglutide an FDA approved drug to manage weight, to enhance weight 

loss was reported to improve  QOL greater if greater weight loss has 

occurred independently to the type of  treatment, in this clinical trial 150 

obese participants  were randomized into three intervention groups: 50 

obese had intensive behavioral therapy alone(21 sessions), 50 had 

combination of intensive behavioral therapy plus 3mg/day Liraglutide and 

50 obese had intensive behavioral therapy plus Liraglutide companied with 

12 weeks portion control diet), participants in these 3 groups of 

intervention lost 6.1%, 11.5%, 11.8% of their weight respectively  [93]. On 

another hand, addition of aerobic or resistance training to caloric restricted 

diet have shown significant improvement in HRQOL mainly in physical 

functioning and social outcomes in older adults with obesity, this finding 

has shown a superior effect of caloric resection accompanied with physical 

activity over caloric restriction alone for both weight loss  and 

improvement of QOL [95]. In this clinical trial the comparison of effect of 

dietary weight loss alone or in combination with aerobic/resistance training  

on HRQOL has demonstrated when 249 overweight and obese older adults 

were assigned randomly  into three intervention groups for 18 weeks of 

intensive treatment and follow up, in addition, all participants engaged a 

weekly behavioral weight loss sessions with a goal of 7-10% weight 

reduction. However, with regard to the exercise component participants in 
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those  dietary weight intervention plus aerobic exercise or on dietary 

weight intervention plus resistance training had a 4  sessions of exercise  of 

45 mints per a week. The results show  a statistically higher scores on  the 

SF-12  and better satisfaction with physical function  in participants of the 

both exercise combined groups than those in dietary weight  intervention 

alone [95].       

Table 4 Summary of some clinical trials showing association between  

weight loss  intervention and quality of life among obese and overweight 

subjects. 
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Table 2.4:  association between  weight loss and  QOL via various intervention methods in clinical studies  

Author  Study  design  Assessment 

tools  

Intervention method  Subjects   Main finding  Ref. 

Monpellier 

et 

al.(2017) 

Retrospective 

analysis  

36-RAND and 

impact of weight 

on quality of life 

(IWQOL- lite ) 

Gastric bypass 2137 patients  Scores ofRAND-36and (IWQOL) 

is significantly improved after 15 

and 24 months ,patients with higher 

weight loss had a higher 

improvement in QOL scores 

90 

Castro et 

al.(2018) 

Nutrition 

intervention 

study  

(IWQOL-lite) Very low  caloric 

ketogenic diet 

intervention  for 4 

months 

20 obese (12 

females +8 males ) 

7unit decrease in BMI at end of 

intervention , lower (IWQOL-Lite) 

scores at baseline compared to 

other point of intervention  all 

domains are significantly improved 

except social anxiety domains,  

significant improvement were in 

physical functioning  and self-

esteem during ketosis phase    

 

91 

Payne et 

al.(2018) 

Combined –

group 

analysis of 

secondary 

variables 

from RCT 

36-SF 

Satisfaction with 

life scale 

(SWLS) 

Six months of reduced 

calorie diet at two 

protein levels   

67 obese elderly 

>60  

Significant improvements in 

physical functioning composite 

QOL after 3,6 months of 

intervention and bidirectional  

association between weight loss 

and mental health   

92 
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Author  Study  design  Assessment 

tools  

Intervention method  Subjects   Main finding  Ref. 

Chao et 

al.(2019) 

RCT SF-36 and  

weight –related 

QOL assessed by 

(IWQOL) 

3 different groups of 

intervention : intensive 

behavioral therapy for 

obesity alone ,intensive 

behavioral therapy plus 

3mg/day liraglutide and 

Liraglutide with IBT and 

12 weeks portion 

controlled diet  

150 obese  ,50 

participant in each 

intervention group  

Weight loss were 

6.1(IBT),11.5(IBT plus liraglutide) 

and11.8 in the third category . 

independent of treatment group 

with greater  weight loss is 

associated with greater 

improvement in QOL  

 

93 

Pearl et al. 

(2018) 

RCT IWQOL-lite , 

PHQ-9   

60weeks :14 weeks 

intensive life style 

intervention with low 

calorie diet program then 

additional 52 weeks for 

weight maintenance in 

Lorcaserin or placebo 

randomly   

137 adults with 

obesity  

After 14 weeks significant 

improvement in all  

outcomes(weight specific HRQOL 

and related psychological outcomes 

) except weight related  –public 

distress scale of (IWQOL), 

improvement  in physical 

functioning ,self-esteem and sexual 

life were greater in participants lose 

10% of initial weight than those 

lost 5%  , improvement in weight 

related QOL achieved with 

moderate weight loss and sustained 
during weight maintenance     

94 

Hageman Randomized PROMIS-29  Life style modification 216 ruler women Change in weight is associated  14 
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Author  Study  design  Assessment 

tools  

Intervention method  Subjects   Main finding  Ref. 

et 

al.(2019) 

interventional 

clinical trial 

items ( patients 

report outcome 

measure 

information 

system )  

for initial weight loss(6 

months) then other six 

months guided weight 

loss by using Web-based 

life style intervention  

ages >40 years old  with improvements in HRQOL 

domains :in physical domain ,pain 

interference, depression   ,fatigue 

and satisfaction in social role , 

women with more than 10% weight 

loss had a higher improvement than 

women who gain or lost 5% of their 

weight   

Fanning et 

al.(2018) 

RCT SF-12 P, 

satisfaction with 

physical 

functioning  

Three intervention 

groups for 18 months  : 

dietary intervention 

alone to weight loss, 

dietary +aerobic exercise 

training for 4daysper 

week and dietary 

+resistant training 4days 

/week 

249  obese and 

overweight older 

adults  with 

metabolic 

syndrome or 

cardiovascular 

disease  

Addition of aerobic or resistance 

training to caloric restriction 

resulted in  greater weight loss and 

significant improvement in physical 

functioning HRQOL and 

satisfaction with physical 

functioning ,participants with 

aerobic or resistance training 

reported better QOL than those 

with caloric restricted diet alone  

95 

Abbreviations: IWQOL-impact of weight on quality of life ,IBT: intensive behavioral treatment ,SWLS: satisfaction with  life scale, 

QOL: quality of life, HRQOL: health related quality of life, BMI: body mass index, PROMIS-29:patient –reported outcomes 

measurement information system-29itemes, PHQ-9:patient health questionnaire . 
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Chapter III 

Methodology 

3.1 Study Design 

3.1.1 General Design  

The current study has followed a quasi-experimental study design and was 

conducted  to determine the impacts  of weight loss on quality of life   by 

using  a validated and reliable questionnaire. The study was conducted 

among adult participants who attending Nutri Health, a specialized dietetic 

center located in the West Bank. The participates enrolled in weight 

management programs. Participants were eligible to enroll in the study if 

their ages were over 18 year-old  and if their BMI was >25 kg /m², as 

verified by an objective measurement taken by trained dieticians in 

registered centers.  The study was conducted between 1
st
 of May  2019 and 

30
th
 of November 2020. All eligible participants who visited Nutri Health 

centers during the period of the study were invited to take part. The study 

included all participants who met the eligible criteria, completed 

assessment and had complete data required for analysis at baseline and 

after 3-month follow up. Trained data collection dieticians assisted 

participants in completing the quality of life questionnaire properly, and 

conducted all assessments of nutritional status at baseline and after 3 

months.  Respondents were informed that the participation is voluntary and 

the information would be treated confidentially.  
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Quality of life Questionnaires were administrated to the participants at 

baseline and at the end of 3 months follow-up assessment. 

3.1.2 Study sitting 

 This study was conducted in the West Bank Nutri Health centers (special 

dietetic outpatient clinics) of Ramallah, Jenin, Tulkarm, Nablus and 

Hebron, to cover the 3 geographical areas; the north, the center and the 

south. 

3.2 Data collection  

 Data were collected when participants have attended Nutri –Health centers 

for dietary weight management  at the their first visit during the period of 

study. A well-trained registered nutritionist has filled the questionnaires 

and conducted the body measurements at baseline and after 3 months of 

weight loss programs. The questionnaire consisted of 3 parts: the first part 

was about socio-demographic data and includes questions about age, 

gender, marital status, education, living place, occupation and average 

monthly income. The second part was about nutritional status of 

participants including health status, anthropometric measurement and body 

composition. The third part was to assess participants QOL by using the 

short form 36 (SF-36) health survey. 36-SF HRQOL translated and valid 

version to Arabic was used (Appendix 1) [96] . This instrument is easy to 

administer, not time consuming. available in many different languages and 

valid and reliable on different population Although other tools may be 

more sensitive but the validity is still a main concern. All eligible 
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participants were given a booklet containing all data and assessments 

required for the study. participants interviewed to collect socio-

demographic data by using the first part of the questionnaires. 

Having completed socio-demographic information, the participants were 

made ready to complete the second section regarding the  anthropometric 

and nutritional assessment. Anthropometric and body composition 

measurements were taken by well-trained nutritionists  in the registered 

centers. Participants then were asked to complete QOL assessment. 

3.3 Ethical considerations 

The study protocol was approved by Internal Review Board for Research 

Ethics at An-Najah National University on 31ᵗʰ March 2019. In addition the 

eligible participants were asked to sign a consent form before the onset of 

the study .   

3.4. Subjects Selection 

Participants were selected from Palestinian adults who attending Nutri 

Health centers at the period of study to participate in weight management  

programs and to receive dietary   weight reduction plans. Participants must 

be adults with BMI > 25kg/m².  

3.5 Sample size calculation 

The sample size was calculated using the following formula (Chan 2003):   

 n=  2+ (C/δ
2
)              

δ= µ2-µ1/ σ 
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µ1- µ2= mean difference between the baseline and the follow up variables  

σ = the standard deviation of mean after the follow up=  

C is a constant = 10.5 (90% power, α = 0.05)  

The means and standard deviations were taken from a similar study 

conducted by Imayama et al. (2011) [15] which has determined the 

improvement of Quality of life of adults after weight management program 

using WHO HRQOL. The changes in the QOL mean score before and                                                                                                                                                                                          

after the intervention was 2.7, and the standard deviation was 17.2. 

Ninety% power and 0.05 level of confidence were assumed to calculate the 

sample size. 

Therefore: 

n = 2+ 10/(2.7/17.2)
2 

n = 2+437, n = 439 participants 

3.6 Subjects Characteristics 

3.6.1 Study population 

All eligible participants who attending the centers at the period of data 

collection accepted the participation invitation and completed the required 

assessment at baseline and after three months of joining weight reduction 

programs. 

3.6.2 Exclusion criteria   

Participants were excluded if they:  

i.  Had   a positive history of any medical or psychiatric disorders  

ii. Refuse to participate at baseline or after 3 months follow-up. 
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iii. Pregnant women  

iv. Had undergone bariatric surgery <2 years ago  

v. Didn‟t have weight loss or even had weight gain instead after three 

months of follow-up. 

3.6.3 Inclusion criteria 

The inclusion criteria including adult participants > 18 years old with BMI 

> 25kg/m²   and completed baseline and three months follow up required 

assessment and data for analysis.   

3.7. Nutritional status  assessment  

The nutritional status assessment was carried out using anthropometric 

measurement and body composition. At baseline and after 3 months.  

3.7.1. Anthropometric measurement 

Weight and height measurements were recorded at baseline and after three 

months. The measurement was done according to the standard 

anthropometric techniques. Prior to the measurement, all equipment was 

calibrated. The anthropometric measurements were performed wearing 

light clothing without shoes.  The measurements were repeated twice to 

obtain an average reading.  Body weight was measured to nearest 0.1 kg by 

using electronic scale while, height was determined to the nearest 0.5 cm at 

the head level by using a tape measure fixed to the wall. The participant 

was in light clothing without shoes and in a standing position looking 

straight  ahead. The shoulder and buttocks were against the wall with 

joined feet while arms were hanging on both sides. Each subject was asked 

to take off all belongings/jewelries and accessories (wallet, watch, shoes, 
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mobile phones, keys, belt, bracelet, changes, etc.) that might contribute to 

weight. Body mass index was calculated as body weight in kilogram 

divided by height squared in meter (kg/m²). BMI was classified according 

to WHO classification: less than18.5=underweight, 18.5-24.99=normal 

weight, 25-29.99=overweight, 30-34.99=obese class I, 35-39.99 =obese 

class II and ≥40 as obese class III [2]. 

3.7.2  Body composition 

The body composition was done by using bioelectronics impedance (BIA), 

Korean brand model of Mediagate BOCA X1® as in Figure (2). The 

subjects were asked to take off their shoes and socks and belongings as 

mentioned above. The subjects were asked to stand up as shown in the 

figure (2) in posture position and were asked to stand with both bare feet 

parallel on the electrodes upright with full face while other two electrodes 

were fixed to hands. Fat mass, fat percentage, fat-free mass, soft lean mass, 

skeletal lean mass, and basal metabolic rate were recorded. Anthropometric 

and body composition were repeated twice and then averaged. 

 

Figure 3.1: BIA model of Mediagate BOCA X1® [photo from 

medigate.koreasme.com 
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3.8 Quality of Life assessment 

The Arabic version of self-administered 36-SF health questionnaire was 

used to assess participants HRQOL [96]. The 36-SF HRQOL is considered 

a superior and relatively simple instrument to assess QOL and can be used 

to a general or specific population. The validity and reliability of this 

questionnaire were established in the past [96,97,98]. It is composed of 36 

items that assess the following eight HRQOL domains or scales. Physical 

functioning, General health, Role limitation due to physical health, 

Energy/Fatigue, Body pain, Emotional wellbeing, Role limitation due to 

emotional problems and Social functioning. Response to each question 

within the domain were added up to achieve scores ranging from 0-100, 

where 0 indicates the worst  health status and 100 indicates the best health 

status. A global health transition question was asked to rate the 

participant‟s general health compared to one year ago [66, 67]. Scoring of 

36-SF included two steps the first step was recoding the numeric value of 

each item in a new score ranging from 0-100, in the second step the items 

in the same scale were averaged to get the score corresponding to each 

domain [99].  

3.9 Weight management programs 

All participants were subjected to three-month intensive weight-reducing 

programs. The dietary plans and physical activity instructions were tailored 

according to the participants  preference and obesity degree. All 

participants were in good physical health to perform a regular physical 

activity of 45minutes a day for 4 days a week. They have received a dietary 
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plan of  4 meals per day: breakfast, lunch, snack, and dinner. The caloric 

restriction diet contained 800-1500 Kcal /day and 1000-1800 Kcal/day for 

females and males, respectively.  Total energy requirement was calculated 

by using the Harris-Benedict  equation for each participant. Participant was 

subjected to iso-caloric dietary plans throughout three months.  

Harris –Benedict equation for estimation of BEE (kcal/ day) the following 

equation was used as following [100]: 

BEE(male ) = 66.47+ (13.75×weight ) +(5.003× height ) –(6.775×age ) 

BEE(female) =655.09+(9.563×weight)+(1.85×height)-(4.676×age) 

Weight in kg, Height in cm and Age in years .  

3.10 Statistical analysis  

Statistical package for social science ( SPSS)  for windows  version 20 for 

statistical analysis was used. All statistical values were considered 

significant at P value <0.05. The data were cleaned,  before the analysis, 

from missing data of primary outcomes like weight, height and  quality of 

life data at baseline and after 3-month follow up.  Participants who had 

missed data of primary outcomes were excluded from the final analysis. 

Variables of  quality of life domains at baseline and after three months 

were calculated, then  the descriptive statistics such as mean and standard 

deviation was calculated. By using means, standard deviations analysis, 

one-way ANOVA and  independent sample  T-test, the socio-demographic 

variables were compared with different SF-36 domains at baseline and after 

3 months. Changes of each domain score were calculated by the mean 

difference between scores of domains after 3 months and scores at baseline. 



44 

Furthermore, paired sample t-test was used to test the significance of 

changes in various QOL parameters (as individual domain scores and total 

QOL score) from baseline to the end of 3-month follow up. Mean change 

scores of weight and QOL  scores were calculated from baseline to 3-

month follow up. Moreover,  analysis of changes in QOL after 3 months 

related to changes in weight was conducted by independent sample T-test 

after categorizing the participants according to their percentage of  weight 

loss  into two main groups ( participants lost less than 10% of their initial 

weight and participants ≥ 10% of their initial weight).   
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Chapter Ⅳ 

Results 

4.1Participants Recruitment 

Participants were recruited from adults attending Nutri Health (a 

specialized dietetic center located in the West Bank) to  participate in  

weight management  programs. Six hundred and ten subjects were invited 

to participate in the study  while 516 subjects completed the assessment. 

Thirty two subjects were excluded from the final analysis  due to missing 

data in the primary outcome (QOL data and weight changes) and 18 

participants also were excluded due to they didn‟t have weight loss or had 

weight gain instead after three months .  Thus the data of a total of 466 

participants were included in the final analysis. The flowchart of participant 

recruitment is shown in Figure (3). 
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Figure 4.1: Recruitment process and exclusion of participants for final data analysis. 
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4.1.2 Participants Characteristics  

4.1.2.1 Socio-demographic characteristics 

A total of 466 participants were involved in the study. The mean age was 

33±10 years, ranged from18-68 years old The distribution of participants in 

different age categories is shown in Figure (4). As shown in Table (5) the 

majority of participants were females (82.6%), married (63.5), with 

bachelor  degree (57.5%), unemployed (59%) and living in the city 

(55.6%). Above quarter of the participants had a monthly  average income 

between1500-3000 ILS(Israeli shekel ).  

Table 4.1:  Socio-demographic characteristics of participants, 

presented as number and %.  

 Parameter  N % 

Gender 

 

Male 81 17.4 

Female 385 82.6 

Material status 

 

 

Single  157 33.7 

Married  296 63.5 

Other 13 2.8 

Current employment 

status 

 

Employed 191 41 

Unemployed  275 59 

Education level 

 

 

 

 

Primary school(less than 10 years) 27 5.8 

Secondary school 156 33.5 

Bachelor or equivalent 268 57.5 

Higher education (Master or doctoral) 15 3.2 

Area of living Town 186 39.9 
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 Parameter  N % 

 

 

City  259 55.6 

Camps  21 4.5 

Monthly average income 

 

 

 

 

Less than 1500 101 21.7 

1500-3000 130 27.9 

3000-5000 80 17.2 

>5000 39 8.4 

No data 116 24.9 

 

Figure 4.2: Distribution of participants according to their age categories. 

4.1.2.2  Nutritional status  

At baseline, the sample had a mean±(SD) weight of 93.9±17.2 kg, and BMI 

of 35.4±5.7kg/m². BMI was ranged from 25.02 to 58.87kg/m².  As Figure 

(5) shows about 76 participants (16.3%) were overweight and the rest were 

obese.  
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Mean fat mass was 39.5±12.4 kg for men and 37.9±9.7 for women taken 

for a subgroup of 246 participants.  

4.1.2.3  Quality of life at baseline 

In general, participants reported a mean ±SD  score of total QOL of( 

66±18), however, the maximum score achieved in Role limitation due to 

physical  health domain with a score of (81±32) while vitality domain 

reported the lowest score with a mean of (51±19). 

4.1.2.3.1 QOL according to gender at baseline 

The total score of quality of life and scores of different eight domains of 

the 36-SF Health Survey at baseline according to gender  are shown in 

Table (6). In general, males had  a higher scores in all concepts of QOL 

than females. Moreover, there was a significant difference between male 

and female in overall quality of life score, and other three health concepts 

scales (Emotional well-being, Pain and Role limitation due to emotional 

problems )  P<0.05. In addition, males had a mean score of (70±17) in total 

QOL score where the highest score was reported in Role limitation due to 

physical health  problems with a mean ±(SD) of (83± 27) and the lowest 

score was in Vitality(Energy/Fatigue) with  a mean ±SD of (55±21). On 

other hand, compared to males, females had a mean score of total QOL of 

(65±18) with a highest and lowest scores of a mean of (80±33) and 

(51±18)in Role limitation due to physical health and Vitality concepts  

respectively.    
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Figure 4.3:  Classification of participants according to BMI categories at baseline 

 

Table 4.2: Quality of Life of participants accoding to gender at baseline  

QOL Total 

466 

Male  

81 

Female  

385 

P-value  

Physical  functioning  71±28 71±27 71±28 .93 

Role limitation  due to physical health 81±32 83±27 80±33 .44 

Role limitation due to emotional problems  65±44 75±41 62±44 .015* 

Energy/fatigue  51±19 55±21 51±18 .063 

Emotional well –being  56±20 63±23 55±19 .001** 

Social functioning  70±23 73±23 69±23 .146 

Pain  65±26 71±24 64±26 .022* 

General health  65±21 68±21 64±20 .123 

Total QOL 66±18 70±17 65±18 .013* 

 Significant at p value <0.05, *:p<.05,**:p<.01 by using the independent samples T-test.  
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4.1.2.3.2 QOL according to age at baseline   

As shown in Table (7), there was a significant difference between 

participants with different age categories in means of scores of total QOL, 

Physical  functioning, Role limitation due to physical health, Pain and 

General health (P<0.05). In general, the highest scores in these Physical  

functioning, Role limitation due to physical health, Pain and General 

health  domains were for participants who were less than 40 years old, 

while the lowest scores were for older participants with age of >50 years. 

Moreover. The highest score domain  was reported to participants with age 

less than 40 years old in the concept of Role limitation due to physical 

health with a mean ±SD of (83±30), while the lowest score was reported  to 

participants with the age of more than 50 years old in Vitality 

(Energy/Fatigue ) with mean ±SD of (46±21). 
 

Table 4.3: QOL of participants at baseline according to their age 

categories 

QOL 
18-39 

years 

40-50 

years 

50-51 

years 
P- value 

Physical  functioning 75±26 58±28 57±25 .000** 

Role limitation  due to 

physical health 
83±30 75±35 76±37 .014* 

Role limitation due to 

emotional problems 
65±43 61±44 70±46 .624 

Energy/fatigue 53±19 49±15 46±21 .054 

Emotional well –being 56±20 59±19 56±20 .793 

Social functioning 70±27 70±21 68±23 .969 

Pain 68±25 61±23 52±30 .001** 
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QOL 
18-39 

years 

40-50 

years 

50-51 

years 
P- value 

General health 67±20 60±21 55±20 .000** 

Total QOL 67±18 61±17 60±18 .008** 

 Significant at p<0.05,  *:p<.05,**:p<.01 by using one way  ANOVA 

4.1.2.3.3QOL according to socio-demographic factors at baseline 

Tables (8,9) show the QOL of participants according to their socio-

demographic status. As shown in Table (8) according to marital status 

single participants had significantly higher scores in overall QOL score and  

scores in Physical functioning, Energy /Fatigue, Pain and General health 

among other participants while the lowest scores were for widowed or 

separated  participants. In general, single participants reported the highest 

scores in all domains with a mean (±SD) 69±16 for total QOL compared to 

divorced, separated, or widowed participants who had score mean (±SD) 

58±20 for total QOL. According to living locations, cities had a significant 

highest score in the mean of total QOL score compared with camps or 

towns. 

 According to Table (9), employed participants had significantly higher 

scores than unemployed participants in total score of QOL and scores of 

three domains ( Role limitation due to physical health, Emotional well-

being and General health) (P<0.05). With regard to employment status, 

participants who earned an average monthly income over 5000 ILS had a 

significant higher score in the Emotional well-being domain,  compared to 

other participants who earned  less.  According to the educational level, 

participants who attained higher education had significantly higher scores 

in domains of Physical functioning, Social, Pain and General health with( 

P<0.05). 
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Table 4.4:  QOL and socio-demographic status of participants at baseline (1) 

 Marital status  Living place  

QOL/socio-demographic factor Single  

(157) 

Married  

(296) 

Others  

(13) 

P-value  Town  

(186) 

City 

(259)  

Camps  

(21) 

P-Value  

Physical  functioning  78±24 67±29 65±28 .000** 69±27 73±28 61±32 .124 

Role limitation  due to physical health  84±30 79±33 71±39 .180 76±36 84±29 85±27 .050* 

Role limitation due to emotional problems  62±44 66±44 56±44 .497 62±44 66±43 71±43 .484 

Energy/fatigue  55±18 50±18 40±19 .001** 49±18 53±19 51±18 .099 

Emotional well –being  57±21 56±19 52±27 .752 55±20 58±20 50±21 .081 

Social functioning  71±24 69±23 66±25 .709 68±23 71±23 67±26 .291 

Pain  72±23 63±26 49±28 .000** 62±26 68±25 63±31 .096 

General health  68±19 63±21 60±20 .029* 62±22 67±19 64±22 .095 

Total QOL 69±16 64±18 58±20 .011* 63±19 67±17 64±18 .033* 

 Significant at P<0.05, *:p<.05,**:p<.01 by using one -way ANOVA test. 
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Table 4.5: QOL and socio-demographic status at baseline(2) 

 Employment status  Average monthly  income  

QOL Employed 

(191 ) 

Unemployed 

(275) 

P value <1500 ILS 

( 101) 

1500_3000ILS 

(130) 

3000-5000 

(80) 

>5000 

(39) 

P-value 

Physical  functioning  74±26 69±29 .098 69±29 75±26 67±28 75±27 .143 

Role limitation  due to 

physical health  

85±27 78±35 .014*¹ 82±32 84±28 79±32 83±33 .717 

Role limitation due to 

emotional problems  

67±43 63±44 .408 62±45 63±43 70±44 68±46 .592 

Energy/fatigue  53±18 50±19 .124 51±19 55±18 50±19 53±21 .327 

Emotional well –being  59±21 54±19 .013*¹ 52±19 57±19 59±20 63±22 .021*² 

Total QOL 68±16 64±19 .014*¹ 65±16 67±16 65±19 69±19 .439 

Social functioning  71±22 69±24 .195 68±23 72±22 69±26 74±20 .451 

Pain  67±25 64±27 .141 67±25 66±25 62±27 71±25 .337 

General health  67±20 63±21 .050*¹ 65±18 65±19 66±20 68±25 .870 

 Significant at P<0.05, *:p<05,¹:by using independent samples T-test,,²:by using one-way ANOVA. 
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4.1.2.3.4QOL according to BMI at baseline 

Table (10) shows the mean and SD of scores of QOL according to BMI at 

baseline. Participants with higher BMI significantly have reported lower 

scores in total QOL compared to other classes. Similarly, significant 

differences among different BMI classes were in Physical functioning, 

Fatigue /Energy,  Pain, and General health with P<0.05. 

Table 4.6:  QOL according to BMI at baseline  

QOL  domains  

 

            N 

Overweight 

 

      76 

Obese 

class I 

    160 

Obese 

class II 

    147 

Obese class 

III 

       83 

P-value  

Physical  functioning  80±26 75±27 67±29 63±27 .00** 

Role limitation  due to 

physical health  

84±30 81±32 82±32 75±34 .331 

Role limitation due to 

emotional problems  

65±44 65±42 66±44 60±46 .73 

Energy/fatigue  55±17 53±18 51±20 46±19 .017* 

Emotional well –being  61±20 57±19 55±20 53±22 .127 

Social functioning  68±26 68±23 72±23 69±21 .373 

Pain  70±24 69±24 65±26 55±27 .000** 

General health  69±18 65±21 64±20 60±21 .040* 

Total QOL 69±18 67±17 65±18 60±19 .012* 

 Significant at P<0.05, *:p<.05,**:p<.01 by using one- way ANOVA test
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4.1.3  Effect of weight management intervention 

4.1.3.1 Body Weight and BMI 

After 3 months  of weight management programs, the mean ± (SD) of 

weight was  83.9±15.7 kg and BMI was 31.6±5.4 kg /m². BMI ranged from 

20.7±5.4 to 50.4±5.4 kg/m². Figure (6) shows the distribution of 

participants on different BMI categories. Thirty-four participants (7%) 

were normal weight, 166 (35.6%)were overweight and the rest were obese. 

The mean fat mass 29.4±11.7 and 32.1±10.0kg for men and women, 

respectively. 

 

 

Figure 4.4: Distribution of participants according to BMI after 3 months weight 

management.  
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4.1.3.2 Quality of life 

Table (11) shows the total score of QOL  and the scores of eight domains 

after 3 months weight management intervention. The overall quality of life 

score increased  to  mean ±SD of 77±13 as a total for all participants; 

84±11 for males and 76±13 for females. Role limitation due to physical 

problems concept achieved the highest score in quality of life for all 

participants regardless of their  gender with a mean and SD of (93±21). In 

contrast,  Vitality which measures Energy /Fatigue level had the worst 

score for them with a mean ±SD of (64±18). Obviously, males had a higher 

scores in all QOL concepts than females   also there was  a significant  

difference between males and females in all of the quality of life 

concepts(P<0.05) except domains of Role limitation due to physical health 

problems. 

Table 4.7:  QOL for participants after three months 

QOL Total 

466 

Male  

81 

Female  

385 

P-value  

Physical  functioning  86±22 92±14 84±24 .007** 

Role limitation  due to physical health  93±21 95±16 92±21 .25 

Role limitation due to emotional problems  80±37 89±28 78±38 .015* 

Energy/fatigue  64±18 72±17 62±18 .0001** 

Emotional well –being  64±19 72±19 62±18 .0001** 

Social functioning  78±19 83±16 77±19 .006** 

Pain  77±16 84±18 76±20 .002** 

General health  77±16 82±15 76±17 .003** 

Total QOL 77±13 84±11 76±13 .0001** 

Significant at P<0.05, *:p<.05,**:p<.01  by using independent samples T-test  
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4.1.4  Primary outcomes 

4.1.4.1 Changes in weight 

The mean of body weight declined significantly after three months 

compared to baseline weight. Participants reported a decline of 

mean ±SD of weight from 93.9±17.2kg to 83.9±15.7 kg over three 

months. Two hundred and twenty seven participants (48.7%) had a 

reduction < 10% of their weight while 229 subjects (51.3%) had a 

reduction ≥ 10% of their weight after 3 months. Moreover, BMI 

declined as a mean and SD from 35.38±5.7 to 31.6±5.4. Figure (7) 

shows changes in BMI categories after three months of joining the 

weight management programs.  

 

Figure 4.5:  Changes of BMI after 3 months of joining weight management programs 
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4.1.4.2 Changes in Quality of Life: 

Participants reported a significant improvement in mean scores of all 

quality of life components after 3 months of joining weight management 

programs compared to baseline scores (P<0.05). Table (12) summarized the 

mean scores of all components of QOL scales and overall quality of life 

score. 

Table 4.8: Changes in QOL  at baseline and after three months 

presented as mean ±SD  

Quality of life domain  

 

At baseline  After 3 

months  

P-value  

Total QOL 66±18 77±13 .000** 

Physical  functioning  71±28 86±22 .000** 

Role limitation  due to physical health  81±32 93±21 .000** 

Role limitation due to emotional 

problems  

65±44 80±37 .000** 

Energy/fatigue  51±19 64±18 .000** 

Emotional well –being  56±20 64±19 .000** 

Social functioning  70±23 78±19 .000** 

Pain  65±26 77±20 .000** 

General health  65±21 77±16 .000** 

 Significant at P<0.05, **:p<.001 by using  paired samples T-test  

4.1.4.3 Effect of changes in weight on quality of life 

Table (13) shows the higher  percent of weight loss is associated with  

significantly greater  improvements in total quality of life and all quality of 

life subscales after 3 months(P<0.05)  with exception in Role limitation due 
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to physical health, Role  limitations due to emotional problems and Pain 

scales . Participants who lost more than 10% percent of their weight had a 

greater improvement in overall quality of life and all of its scales with  

mean± SD of  14.6±17.6 in overall quality of life score. The highest 

number of change or improvement was in Physical functioning in group 2 

(participants who lost more than 10% of their weight ) with a mean of 

18.9±27.3 compared with participants who lost less than 10% of their 

weight with a mean of 10.9±23.8. 

Table 4.9:  Relationship between reduction in weight and changes in 

quality of life  

scale  change  

 

Group 1 (< 

10%weight 

reduction 

Group 2(≥ 

10%weight 

reduction  

P-value  

Change in Physical functioning    10.9±23.8 18.9±27.3 .001** 

 Change in Role limitation  due 

to physical health   

10.4±28.9 14.7±35.5 .158 

 Change in Role limitation due to 

emotional problem   

14.3±39.6 18.5±43.3 .293 

 Change Energy/fatigue  9.2±18.4 15.8±21.3 .000** 

 Change in emotional  6.4±14.5 9.3±16.3 .050* 

 Change in Social function  6.3±20.1 10.1±20.8 .047* 

 Change in Pain  10.8±23.7 14.4±25.6 .109 

 Change in General health  9.3±18.3 15.4±20.2 .001** 

 Change in Total QOL 9.7±15.0 14.6±17.4 .002** 

Significant at P<0.05, *: P<.05,**:P<.01 based on independent samples T-test. 
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4.1.5 Secondary outcomes   

4.1.5.1 Effect of socio-demographic factors on changes in Quality of 

Life 

As shown in Tables (14, 15, 16,17,18), in general, according to table 

(14)males had  greater improvements in several QOL scales after 

intervention than females with an exception in changes in  Role of 

limitation due to the emotional problems scale. Physical functioning and 

Energy/Fatigue significantly have improved in males more than females 

(with p=0.014, 0.040 respectively ). On the other hand,  according to 

marital status significantly the greatest  number of improvement in QOL 

was in participants who were widowed or separated, so according to the 

marital status of participants the significant improvement in the number of 

QOL scales was in overall QOL, Social, and Pain  QOL subscales(P<0.05) 

with mean± SD of 16.8±22.7, 15.4±24 and 26.9±31.7 respectively. 

In addition, as shown in table(15) there was a significant improvement in 

QOL in  Role limitation due to physical health and general health 

subscales according to the employment status of participants with( P<0.05). 

Unemployed participants had a greater improvement in the number of QOL 

scores that was significantly (P<0.05) in Role limitation due to physical 

health and General health subscales than employed participants. Moreover, 

according to table(16) participants who earned an average monthly income 

between 3000-5000 had a significantly (p = 0.047) greater improvement in 

Physical functioning than other participants. 
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Moreover, as shown in table (17) Participants who live in towns had 

significantly (p=0.041 ) greater improvements in the total QOL and Role 

limitations due to physical health than others who live in cities or camps. 

Finally, according to table (18) improvement in the Emotional concept of 

QOL were significantly higher among participants who had primary 

education with (P=0.032) than others. 
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Table 4.10:  Effect of socio-demographic factors on changes in QOL. 

 Gender  Marital status  

 Male  Female  P-value  Single  Married  Other  P-

value  

Change in Physical functioning    21.0±24.5 13.3±25.8 .014*¹ 10.8±21.1 16.7±27.8 15.4±24.1 .069 

 Change in Role physical   21.0±24.1 12.1±33.9 .993 10.7±28.6 12.8±33.7 11.5±44 .810 

 Change in Role emotional  14.0±36.9 15.0±43.5 .696 14.4±4.9 16.1±41.7 20.5±53.6 .847 

 Change Energy/fatigue  16.6±20.1 11.6±19.8 .040*¹ 9.9±18.9 13.5±20.4 20.4±22.9 .068 

 Change in emotional  8.7±17.1 7.5±15.0 .497 5.7±14.4 8.6±15.7 9.2±20.1 .157 

 Change in Social  10.0±18.9 7.8±20.7 .378 4.9±18.9 9.7±20.9 15.4±24.0 .025*² 

 Change in Pain  12.4±23.7 12.1±25.0 .930 8.4±20.4 13.5±25.6 26.9±31.7 .010*² 

 Change in General health  13.8±20.1 11.8±19.3 .397 10.2±18.6 13.0±19.6 15.4±23.2 .276 

 Change in Total QOL 13.6±16.8 11.5±16.8 .297 9.1±14.7 13.0±16.9 16.8±22.7 .032*² 

 Significant at P<0.05, *:p<.05,**P<.01, by using ¹:indepenant samples T-test,²:one- way ANOVA . 
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Table 4.11:   Effect of socio-demographic factors on changes in QOL (2). 

 Employment  

 Employed  Unemployed  P 

Change in Physical Functioning   14.8±22.5 14.6±27.8 .937 

 Change in Role physical   8.5±27.8 14.6±35.0 .047* 

 Change in Role emotional  12.6±40.4 17.8±43.7 .189 

 Change Energy/fatigue  11.7±18.9 13.0±0.9 .490 

 Change in emotional  6.9±14.7 8.2±15.9 .356 

 Change in Social 7.1±18.4 8.9±21.7 .345 

 Change in Pain  11.6±24.2 12.5±25.1 .713 

 Change in General health  9.9±19.1 13.6±19.5 .040* 

 Change in Total QOL 10.4±14.9 12.9±17.4 .122 

 Significant at P<0.05,*:p<.05,**P<.01, by using independent samples T-test, 
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Table 4.12:   Effect of socio-demographic factors on changes in QOL (3). 

 Average monthly  income  

 <1500 1500-3000 3000-5000 >5000 p 

Change in Physical. F   12.5±23.8 12.5±24.2 21.5±26.3 15.5±23.9 .047* 

 Change in Role physical   7.9±36.0 9.2±26.9 14.3±.5 12.2±36.7 .539 

 Change in Role emotional  12.5±45.9 17.9±45.1 11.7±34.8 7.7±33.7 .498 

 Change Energy/fatigue  13.9±19.9 9.8±18.7 14.7±20.4 10.9±21.2 .0258 

 Change in emotional  10.1±17.4 7.0±14.6 7.9±18.0 2.8±9.0 .095 

 Change in Social 6.8±21.5 6.9±20.2 8.9±20.2 6.7±19.0 .891 

 Change in Pain  11.5±25.6 9.4±23.3 12.6±26.4 11.6±24.2 .813 

 Change in General health  12.2±19.5 11.3±17.7 12.8±20.0 8.7±22.6 .736 

 Change in Total QOL 10.9±17.3 10.5±14.4 13.0±16.9 9.5±17.0 .636 

Significant at P<0.05,*:p<.05,**P<.01, by using one- way ANOVA 
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Table 4.13:  Effect of socio-demographic factors on changes in QOL (4) 

 Living place 

 Town  City  Camps  P 

Change in Physical functioning  17.2±8.5 12.6±26.3 19.5±28.9 .143 

Change in Role physical   16.7±34.4 8.8±31.0 10.7±25.7 .041* 

 Change in Role emotional  19.0±42.0 12.7±43.0 22.2±37.0 .237 

 Change Energy/fatigue  14.3±17.2 10.9±20.1 14.3±17.2 .213 

 Change in emotional  8.3±14.3 6.9±16.3 10.3±13.6 .484 

 Change in Social  9.1±21.1 4.0±19.7 14.9±22.9 .182 

 Change in Pain  14.9±24.2 10.2±25.2 12.9±24.8 .143 

 Change in General health  13.8±20.3 10.9±18.7 10.7±20.1 .298 

 Change in Total QOL 14.1±16.9 10.0±16.1 11.8±16.4 .025* 

 Significant if P<0.05,*:p<.05,**p<.01  according to one -way ANOVA. 
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Table 4.14:  Effect of socio-demographic factors on changes in QOL (5).  

 Education level  

 Primary  Secondary  Bachelor higher p 

Change in Physical. F   11.5±32.4 16.3±29.6 14.1±22.8 13.3±19.1 .759 

Change in Role physical   22.2±35.6 11.2±32.9 11.8±32.2 6.7±17.6 .363 

 Change in Role emotional  18.5±36.2 16.2±46.4 16.1±41.3 4.4±17.2 .313 

 Change Energy/fatigue  12.9±23.6 12.9±20.3 12.4±19.7 8.3±7.7 .865 

 Change in emotional  12.9±19.7 6.9±15.9 8.1±14.8 1.3±7.7 .032* 

 Change in Social  5.1±25.1 7.8±20.9 9.0±19.9 5.0±16.9 .701 

 Change in Pain  23.4±27.7 10.6±26.5 12.1±23.6 9.3±15.8 .095 

 Change in General health  13.7±19.7 12.3±22.2 12.0±17.6 9.3±18.7 .917 

 Change in Total QOL 15.0±17.1 11.9±16.9 11.8±16.4 5.8±9.1 .384 

Significant if P<0.05,*:p<.05,**p<.01  according to one -way ANOVA. 
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4.1.5.2 Relationship between  BMI  and QOL  

As  shown in Table(19) changes in QOL scales according to BMI category 

after  three months.  There was a significant difference in changes of QOL 

according to BMI  categories  in concepts  of Physical Functioning, social 

functioning and General health scales (P<.05). Participants who were obese 

class III had the highest changes in Physical functioning  concept after 

three months with mean changes  ±SD  of 24.7±29.5 while participants 

who became normal weight after three months had the highest changes and 

improvements in Social functioning and General health concepts with 

(P=0.02, 0.03) respectively. In general, improvement  in quality of life 

became more obvious if participants were either normal weight or obese 

class III. 
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Table 4.15:  Changes in QOL according to BMI categories after weight reduction  

Change QOL  domains Normal eight 

  34 

Overweight 

 166 

Obese class I 

      151 

Obese class II 

      81 

Obese class 

III 

         34 

P vale  

Change in  Total QOL 17.4±21.0 10.8±15.0 11.6±16.0 10.5±17.4 16.2±17.5 .123 

Change in Physical  functioning 18.4±25.5 14.5±22.9 14.7±26.4 9.3±27.5 24.7±29.5 .050* 

Change Role limitation  due to physical health 17.4±41.7 9.7±28.7 10.8±32.4 13.6±35.1 20.3±32.0 .381 

Change Role limitation due to emotional 

problems 
21.6±58.0 14.3±40.1 13.5±40.0 18.9±43.8 18.6±43.6 .757 

Change Energy/fatigue 14.6±18.7 11.9±20.1 13.0±20.7 11.2±20.2 3.7±19.0 .901 

Change in Emotional well –being 10.0±12.5 5.8±14.2 10.1±17.8 5.9±13.9 7.9±14.6 .084 

Chang in  Social functioning 17.3±23.4 8.1±17.6 8.9±22.5 3.4±19.0 8.1±21.5 .022* 

Change in  Pain 17.9±23.3 11.0±23.5 10.1±25.1 13.4±27.5 17.9±23.3 .266 

Change in General health 18.5±19.1 10.8±19.1 13.0±19.5 8.2±18.7 17.2±20.8 .032* 

 Significant at P<0.05, *:p<.05 according to one-way ANOVA test. 
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Chapter V 

Discussion 

The current study was conducted to evaluate the impact of weight reduction 

programs on HRQOL among overweight/obese adults  after 3 months of 

weight management. At baseline subjects with higher BMI have reported 

lower scores in QOL. 

In general, participants reported a significant decline in weight after 3 

months of joining weight management programs. Moreover, half of the 

study participants has lost about 10kg during the program with  BMI has 

declined by about 3.78.  

 Participants showed a significant improvement in mean scores of all QOL 

components compared to baseline  scores however, a higher percentage of  

weight loss was associated with a significantly greater  level of 

improvements and changes in QOL and QOL subscales after 3 months of 

weight management programs.  Particularly participants who lost more 

than 10% percent of their weight had a greater improvement in overall 

quality of life and all of its subscales with mean± SD of  14.6±17.6 in 

overall quality of life score.  The domain that demonstrated the greatest 

improvements was Physical functioning subscale of QOL among 

participants who lost more than 10% of their initial weight. In general, for 

every level decreased in BMI there was an improvement by 3.86 point in 

the QOL. 
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5.1 Weight changes after three months of attending weight 

management programs  

The results showed a decline in weight after three months of dietary 

management however more than 51.3% of participants had a reduction of 

more than 10% of their initial body weight with a mean loss of about 10Kg 

during three months. Compared to a previous study of weight management 

programs  based on a combination of  dietary management and physical 

activity,   weight reduction recommendations showed no superiority of any 

dietary approaches by its nutrient, food group or dietary pattern to be more 

effective in a mean loss of weight. However, “energy deficit “must be 

established in order to  show a significant weight reduction [37]. In a 

previous study  a baseline to 6 month-weight loss was about 9.4% in 

participants who completed intensive lifestyle approaches which have 

included low caloric eating and 30 mints of daily walking [101]. The 

current finding is in line with another study that showed a mean weight loss 

of about 9.3% of initial body weight after 14 weeks of a low caloric  diet  

program combined with physical activity [94]. Also, most obese 

participants have a mean loss of 5-10% of their initial body weight after 12-

18 months of lifestyle modification [14,95]. Moreover, a modest weight 

loss of about 6-7%  was achieved either by calorie-restricted diet or 

increased physical  activity in obese postmenopausal women after 16 

weeks of intervention [102]. In contrast, an average weight loss was 20% 

of initial body weight and a significant reduction in fat mass was in  63.7% 

of ninety two participants following 3 months of a very-low-calorie 
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ketogenic diet with more than 24.2% of participants reached a weight loss 

of more than 20% of initial body weight [55]. An explanation to why 

participants may differ in their weight loss degree was the adherence. Many 

studies showed an association between weight loss and adherence 

regardless of dietary intervention however, many participants find it 

difficult to adhere to a weight loss diet due to limitation of food intake 

[103].  Additionally, adherence to daily calorie restriction declined after 

about 4weeks (one month) and continue to decrease [104].  

5.2 Changes of QOL related to weight 

5.2.1 QOL at baseline  

Concerning HRQOL at baseline participants with higher BMI showed 

lower scores in  36-SF concepts. Especially, in physical and emotional 

domains. Many previous studies showed the similar trends of the negative 

association between BMI and QOL however, participants with higher BMI 

had significantly reduced physical Quality of Life and there was an inverse 

linear relationship (as the level of BMI became higher the scores in 

physical component became lower) across different BMI categories even in 

absence of chronic diseases [9,11,13,78]. Impairment in QOL was 

particularly in the physical aspect, pain and vitality (energy/fatigue ) where 

the lowest score was in obese class III  participants. This is in agreement 

with previous studies  showed that dimensions of mobility and pain are the 

largest components negatively affected by obesity [70,74], while physical 

functioning and vitality were the lowest scores in male outpatient with 
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BMI>35 [105]. Regarding to the mental aspect of quality of life some 

studies   showed a weak association between BMI and the mental aspect of 

QOL, in contrast, a meta-analysis has shown that impairment was mainly in 

obese class III participants  and that was less obvious in other classes [9]. 

This finding is not surprising as obesity and its complications result in 

numerous emotional and mental problems that interfere with social life and 

relationship with others, in addition to a decrease in the self-esteem. 

However, many biological studies explained this result by bi-direction 

causal–relationship of mental condition such as anxiety, depression and 

mode disorders [31]. An explanation of the lack of significant association 

of BMI and emotional well–being among different BMI categories may be 

because the current study used a population of participants who were 

seeking treatment of obesity and they were likely to have a homogenous 

level of emotional problems.  With regard to  pain and physical functioning 

impairment, increasing in weight and BMI have contributed negatively to 

the mechanical load on joints and have shown an impact on physical 

functioning of obese interfering with their daily activities. Many obese 

have recognized that obesity was a great limitation in their physical 

performance [8]. Nevertheless, to address the relationship between obesity 

and impairment in HRQOL few studies  have investigated the underlining 

mechanism.  The  general   explanation was that obesity will lead to low -

grade inflammation that underlines the biological, physiological  and  

psychological etiology of impaired  HRQOL [22]. 
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5.2.2 QOL after  three months of weight reduction 

 Subjects have reported significant improvements in QOL after 3 months of 

weight reduction in all aspects of QOL. This finding is consistent with 

many previous studies that showed a linear relationship  between weight 

change  and HRQOL  [11,12,13,106]. Moreover, current findings showed  

that higher  percentage of weight loss was associated with  significantly 

greater  numbers of  improvement and changes in the quality of life and all 

QOL  subscales after 3 months.   Greater improvement with exceptions in 

Role limitation due to physical health, Role  limitations due to emotional 

problems and Pain scales,  was reported with subjects lost more than 10% 

of their initial weight compared to those lost less than 10% of their weight. 

Such results are consistent in many  studies [14,87,88,94,107] in which  a  

greater acute weight loss intervention with a mean loss of an average 

weight loss  of 10% was associated with improved HRQOL. The highest 

improvement in QOL in our study was in Physical functioning domain after 

three months of weight reducing-program  and this was consistent  with 

pervious  results from a  study showed that loss of about 15 Ibs ( ~7.5 kg) 

or more was associated with 0.89 point improvement in Physical 

component score [89] also after 3 and 6 months of reduced caloric diet 

[92]. In addition, most of the previous studies  reported improvement in the 

physical aspect of 36-SF more frequently than mental  /psychological or 

emotional  aspect [12].  However, the results of other clinical studies varied 

according to the type of intervention and QOL measurement tools but, most 

of them demonstrated greater improvement in QOL within the group of 
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greater weight loss independently of the type of intervention[90,93]. In 

addition, according to the current study changes in QOL were greatly and 

more clear  related to BMI if participants were normal weight or obese 

class III mainly in Physical functioning subscale more than other classes . 

One potential explanation of the  improvement in Physical functioning, 

Social and Vitality (Energy/Fatigue) subscales after weight loss is that 

adiposity induces inflammation, hypertension and insulin resistance which 

in turn impair cardiac, atrial and skeletal muscle elasticity and functioning 

leading to a decrease in physical functioning and performance [108]. 

5.3. Socio-demographic factors associated with changes in 

Quality of Life after weight reduction  

5.3.1 changes in QOL according to gender  

At  baseline males had higher scores in all over QOL subscales which were 

significantly  higher than females in Emotional wellbeing, Pain and Role 

limitation due to emotional problems. This was consistent with other 

previous studies that reported that association between weight  and QOL 

may differ according to gender with women had lower scores than men 

[109]. Others showed a gender difference in the impact of obesity in QOL. 

Overweight or obese women showed significantly lower scores and a 

negative association between BMI and HRQOL [72,110]. Also, overweight 

and obese men reported better scores in Vitality, Social functioning  and 

Mental health than women  and obese women who showed a greater deficit 

in Physical functioning and Emotional [111]. Nevertheless, obese men had 
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lower scores than normal-weight men [105].  According to this study, 

levels of improvement in QOL were greater in males than females  after 

weight reduction except in Role of limitation due to emotional problems 

subscale however, this was not statistically significant. Improvement in 

QOL was significantly greater in men than women in Physical functioning 

and Vitality. In addition, women had the highest improvement in Role 

emotional subscale.  

This can be explained in two directions firstly, biophysical problem of 

obesity among women is higher as they reported poorer emotional health 

and greater severity and duration of pain as a consequence of obesity than 

men [112]. In general, obese are more prone to have daily pain as a study 

has shown that an association of obesity and lower back pain was 

significantly higher among obese women [113]. Moreover, obese women 

reported a decreased emotional health particularly with those having 

chronic conditions [114]. Secondly, the psychological and sociocultural 

context of  women in the societies may cause them to experience poor 

psychological health  and dissatisfaction with their  body image and shape 

[115]. On the other hand, stigmatized obese women make them more likely 

to feel bad about their body shape and to be more susceptible  to distress 

[116].  Women, in general, are more likely to have depressive symptoms 

than men and some men don't consider obesity as a health risk. Moreover, 

the concept of beauty may also play a significant role in the psychological 

differences among gender. 
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According to changes in QOL related to gender after weight reduction the 

same finding was observed with men have reported the highest 

improvements in all levels of HRQOL subscales with an exception to 

changes in Role limitation due to emotional problems, however, the 

significant differences were reported only in Physical functioning and 

Vitality subscales. The previous two-direction explanation can be used. In 

addition, improvement in  Role emotional in women  after weight reduction  

could be due to improvement in satisfactions of body shape after weight 

loss and subsequent improvement in the social life of obese women. 

Moreover, many studies confirmed that women had a higher probability of 

worse HRQOL than men independently of their obesity degree. This can be 

mainly explained due to socio-demographic and socioeconomic status. 

Disparity between men and women in Palestine especially in average 

income and marital status were the most contributors of gender differences  

[117,118]. 

5.3.2.QOL and age of participants  

At baseline, the findings showed a significant difference between 

participants with  different age categories  in means of scores of  total 

quality of life, Physical  functioning, Role limitation due to physical health, 

Pain and General health. However, as participants became older their 

scores in different domains became less with exception of Role limitation 

due to emotional problems subscale. This finding,  is in agreement with 

other studies that showed that obese elderly reported a poor HRQL with  

the most negative  HRQOL in dimensions of Pain and  Physical 
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functioning [74,119]. It was reported that consequence of increasing age 

with respect to the weight of obese participants has a negative impact on 

HRQOL [120], Moreover, it  was shown that the worst QOL aspect as age 

and BMI increased, was Physical functioning . In another study, obesity 

was a predictor of poorer QOL in older obese adults  >55 years, in addition 

to other factors such as advanced age, presence of chronic conditions, 

fewer years of education and lower annual income [121]. In contrast, 

another recent study found no relationship between HRQOL scores and age 

among different obesity categories [122]. 

 An explanation is that, being  an overweight or obese can worsen the age-

related decline in physical functioning and can induce other clinical 

adverse  outcomes like arthritis and frailty  which also have negative 

impacts on HRQOL [123,124 ]. In general, the decline in scores of 

HRQOL with age was due to physiological aging and a decrease in 

physical activity. 

5.3.3 QOL related to other  socio-demographic factors  

According to the marital status of participants, single showed the highest 

scores in QOL which was statistically significant in concepts of Physical 

functioning, Vitality, Pain and General health. While widowed or separated 

participants reported the lowest QOL scores. Participants who lived in 

cities had a significantly higher total HRQOL particularly in Role 

limitation due to physical problems concept compared to those living in 

camps or towns, in addition,  employed participants had a higher HRQOL 
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than unemployed participants which significantly was reported in 3 

domains (Role limitation due to physical health, Emotional well-being and 

General health). Moreover, participants who earned an average monthly 

income of more than 5000 ILS had a significant highest score in Emotional 

well-being concept of QOL among other participants who earned less. In 

addition, those who had a higher education reported significantly the 

highest scores in domains of Physical functioning, Social, Pain and 

General health. In another word, single, employed, living in cities, earned 

an average income of more than 5000 ILS and had a higher educational 

level participants have reported  higher HRQOL. This finding is in 

agreement with a previous study that showed a significant lower HRQOL 

was reported in un-employed, low income, less educated and had chronic 

conditions participants [125]. Other study showed  that marital status, 

economical status and educational attainment were significantly associated  

with HRQOL scores [126]. Moreover, other studies showed that lower 

educational level and lower income were major contributors for lower 

scores in HRQOL [117,127]. A recent study has shown that low socio-

economic status was significantly associated with low HRQOL [128].  In 

contrast marital status was found to variable as some studies showed that 

married and widowed individuals when compared to single participants 

have recorded better scores in social and emotional roles [129,130]. 

Many studies have shown a direct association between BMI and 

socioeconomic status. The association between obesity and lower QOL 

may due to social stigmatization  of obese  subjects   and environmental 
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reaction to obesity [131,133,134]. Moreover, understanding  the 

relationship between HRQOL and socioeconomic status is a complicated 

process due to the fact that different aspects of socioeconomic status  affect 

the health and HRQOL either separately or by overlapping  at different 

levels of life [128,132,135,136,137]. For example, education is linked to 

health through its effect on  improving income and through knowledge 

about healthy behavior and accessing sources about healthy lifestyle. 

Furthermore, income and education together were the most associated 

contributors to variation in HRQOL scores. Those with the lowest 

education and income groups have the worst HRQOL scores.  

With regard to employment, the worst HRQOL was found among 

unemployed obese participants compared to employed  persons this was 

due to the fact that being obese and homebound will, further, result in 

social and emotional deteriorations [125 ]. Moreover, obese women or men 

are less likely  to be recommended to an employment  due to negative 

stereotyped  view about obese abilities by their societies. In general, there 

was an association between socioeconomic status and HRQOL. People 

with low socio-economic status were more likely to have unhealthy habits, 

higher socioeconomic pressure and low quality and quantity of health care 

services. Furthermore, socioeconomic status affects people‟s psychological 

status and views to the environment around them  and has a great influence 

on how they behave [128]. 
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Chapter VI 

Conclusions, Limitations And Recommendations 

 6.1   Conclusion 

In conclusion: 

 The implementation  of various weight reducing  programs included  a 

combination of moderate exercise and a caloric restriction diet,  has 

been proven to induce weight loss. 

 HRQOL has significantly improved as body weight reduced after 3 

months of weight management. 

 Moreover, the levels of HRQOL improvement were positively 

associated with level of weight loss. With physical functioning being 

the most improved subscale. 

 In addition, elevated  BMI  was an important determinant factor of 

HRQOL with participants having higher basal  BMI  were reported to 

have lower scores of HRQOL. 

 Men performed better than women with regard to HRQOL at baseline 

and after 3 months of weight management. 

 Women were more vulnerable to have lower HRQOL associated with 

obesity than men.  

 Socio-demographic factors played a major role in HRQOL at baseline 

and the level of improvement after three months. 
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  6.2  Limitations 

The current study has some limitations related to the nature of the 

methodology, participants and recruitment procedure: 

Methodology:  using the 36-SF instruments to assess the HRQOL has 

some limitations as this generic measure may be less sensitive than an 

obesity-specific questionnaire to measure the HRQOL of obese participants 

like (IWQOL) and it is recommended to use both generic and specific 

questionnaires.  

Recruitment procedure: taking into account the relatively short duration 

of follow-up (3 months )  may not enough to have significant changes in 

HRQOL and weight  of all participants.  

Participants: there was some referral bias as the study used subjects who 

were seeking treatment for their  obesity and attending   weight reducing 

programs, so they were more aware about the  impairment of  their 

HRQOL and daily activity  as a consequence  of obesity.  

6.3 Recommendations  

The results of this  study  highlighted the importance of weight reducing  

programs  in achieving  weight loss and improve the QOL of  obese adults. 

Recommendations for obese and general public   to adopt a healthy 

lifestyle contains alteration in diet and physical activity in order  to have 

less impairment in  physical and emotional  aspects of QOL.  Moreover, 

recommendations for health authorities alike organizations to promote the 

use and accessibility of community-based obesity reduction programs with 
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free or low cost for obese individuals. Moreover, conducting educational 

sessions and motivational interviews to educate obese and general public  

how to have an effective weight management  and promote weight loss and 

how this will improve their QOL on the short and long terms. 

6.3.1 Recommendations for Further Research  

In order to build upon these results,  the study recommends long term 

follow-up studies   to  assess QOL among obese participants  and to use  

both generic and obesity-specific measures  to evaluate HRQOL before and 

after  various  weight reducing programs. Also,  further studies  are 

required to explore more factors associated with impairment in QOL 

among obese participants such as eating behaviour, environmental factors 

and presence of chronic diseases.  Moreover, further  interventional studies 

with a larger obese population  with more comorbidities and obesity-related 

health problems are also needed to verify whether the improvement in QOL 

is related to weight loss or not. 
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Appendix Ⅰ 

Booklet of socio-demographic information questionnaire and Arabic 

version of 36_short form  Health-related Quality of life  

An-Najah national University  

 

 حأثٛز بزايح ادارة انٕسٌ قصٛزة انًذٖ عهٗ جٕدة انحٛبة نزٔاد يزاكش انحًٛبث فٙ فهسطٍٛ

 عضٝضٛ اىَشرشك:

 

 

َضع بٍٛ ٚذٚك ْذا الاسخبٛبٌ لإَجبس انذراست انًذكٕرة اعلاِ َخأيم حعبَٔك يعُب فٙ الاجببت 

عٍ الاسئهت بذقت ٔيٕضٕعٛت ًٔٚكٍ الاسخفسبر يٍ انببحث عٍ أ٘ جشئٛت أ أ٘ سؤال غٛز 

ٔاضح فٙ الاسخبٛبٌ, َٔعهًك ببٌ جًٛع انًعهٕيبث  سٛخى جًعٓب لأغزاض انبحث انعهًٙ 

 ٔسخعبيم بسزٚت حبيت ٔنٍ حسخخذو لأغزاض اخزٖ

 

 

 فزٚق انبحث
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 اىشقٌ اىرغيغيٜ ىلاعرثٞاُ

 انبٛبَبث  انذًٕٚغزافٛت ٔالاجخًبعٛت

اىشقٌ\الاعٌ   

 اىعَش 

اّثٚ -2  اىدْظ رمش -1 

اخشٙ) ٍطيق ٗاسٍو ..(-3 ٍرضٗج-2  اىحاىح  اعضب -1 

 الاخرَاعٞح

دساعاخ عيٞا) -3

ٍاخغرٞش اٗ 

  دمر٘سآ

خاٍعٞح شٖادج -3

 اٗ دتيً٘

ذعيٌٞ ثاّ٘ٛ -2 ذعيٌٞ اترذائٜ) -1: 

عْ٘اخ  11اقو ٍِ 

 ٍذسعح(

اىَغر٘ٙ 

 اىرعيَٜٞ 

لا اعَو-2     اعَو -1   اى٘ظٞفح 

 ّ٘ع اى٘ظٞفح

4->5000  3-3111-5111  2-1511-3111  ٍغر٘ٙ اىذخو  1501>-1 

ٍخٌٞ -3 ٍذْٝح -2  قشٝح-1   ٍناُ اىغنِ  

انحبنت انصحٛت ٔححهٛم انجسى    

 اى٘صُ

 اىط٘ه

 ٍقٞاط ٍحٞػ اىععذ

 ٍحٞػ اىخصش 

 ٍحٞػ الاسداف

 ٍحٞػ اىصذس 

 اىنريح اىععيٞح 

 اىنريح اىذْٕٞح 

 ّغثح اىنريح اىععيٞح 

 ّغثح اىنريح اىذْٕٞح 
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 انُسخت انعزبٛت يٍ اسخبٛبٌ جٕدة انحٛبة

  

-5ٍقث٘ه   -4خٞذ  -3خٞذ خذا    -2ٍَراص   -1تشنو عاً ٍقٞاط اىصحح ىذٝل : 

 ظعٞف 

1 

 يسخٕٖ حقذو صحخك يع انشيٍ

افعو تنثٞش ٍقاسّح -1ٍإ٘ ذقَٞل ى٘ظعل اىصحٜ  ٍقاسّح تاىغْ٘اخ اىَاظٞح : 

اى٘ظع ٍشاتٔ  -3اىصحح افعو ٍِ اىغْح اىَاظٞح اىٚ حذ ٍا  -2تاىغْح اىَاظٞح   

اع٘أ تنثٞش ٍِ اىغْح  -5اع٘ا ٍِ اىغْح اىَاظٞح اىٚ حذ ٍا   -4ىيغْح اىَاظٞح   

 اىَاظٞح  

2 

ِ ادائل ىٖزٓ اىْشاغاخ  اىعْٞفح ٍثو اىشمط ٗحَو ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍ

 الاثقاه  ٍَٗاسعح ذَاسِٝ ق٘ٝح ....... اىخ

لا لا ٝحذٕا -3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

3 

ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ اىَر٘عطح ٍثو اصاحح 

ث٘ىْٞح اٗ ىعة اىد٘ىفغاٗىح اٗ دفع اىَنْغح اىنٖشتائٞح اٗ ىعة اى  

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

4 

ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ اىثغٞطح ٍثو حَو اغشاض 

 اىثقاىح

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

5 

ىٖزٓ اىْشاغاخ)صع٘د اىعذٝذ ٍِ صف٘ف ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل 

 اىذسخاخ(

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

6 

ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ)صع٘د  صف ٗاحذ ٍِ  

 اىذسخاخ (

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    --1  

7 

اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ)الاّحْاء اٗ ٕو ٗظعل  

 اىشم٘ع (

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    --1  

8 

ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ)اىَشٜ ٍغافح ٍٞو اٗ امثش 

) 

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    --1  

9 

 ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ)اىَشٜ عذج ش٘اسع(

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

11 

 

 ٕو ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ)اىَشٜ ٍغافح شاسع(

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

11 

و ٗظعل اىصحٜ الاُ ٝحذ ٍِ ادائل ىٖزٓ اىْشاغاخ) الاعرحَاً اٗ اسذذاء ٕ 12 
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 اىَلاتظ (

لا لا ٝحذٕا-3ّعٌ تشنو قيٞو   -2ّعٌ ٝحذٕا تشنو مثٞش    -1  

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

 تغثة ٍشنيح حشمٞح )اقرطاع اٗ ذقيٞو اٗقاخ اىعَو اٗ اىْشاغ اىٍٜٞ٘ ( 

لا -2ّعٌ          -1  

13 

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

اقو ٍِ اىَر٘قع ٍْل اّداصٓ(تغثة ٍشنيح حشمٞح)اّداص   

لا-2ّعٌ          -1  

14 

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

 تغثة ٍشنيح حشمٞح)اىرقيٞو اٗ اىحذ ٍِ ّ٘عٞح اىعَو (

لا-2ّعٌ          -1  

15 

ىْشاغ اىٍٜٞ٘ تغثة خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ ا 

 ٍشنيح حشمٞح)صٝادج اىَدٖ٘د اىَثزٗه ىْفظ اىعَو  اٗ صٝادج فٜ ٗقد اّداصٓ ٍقاسّح تاىَعراد

لا-2ّعٌ          -1  

16 

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

 تغثة ٍشنيح عاغفٞح اٗ ّفغٞح ) اىشع٘س تالإحثاغ ٗاىر٘ذش (

لا-2ّعٌ          -1  

17 

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

 تغثة ٍشنيح عاغفٞح اٗ ّفغٞح)الاّداص اقو ٍِ اىَعراد(

لا-2ّعٌ          -1   

18 

خلاه الاستعح اعاتٞع اىَاظٞح, ٕو ٗاخٖد ٍشامو فٜ اىعَو اٗ اىْشاغ اىٍٜٞ٘ 

فٞح اٗ ّفغٞح)ىٌ ذعذ ذٖرٌ تإّداص اىعَو تاّرثآ ماىَعراد(تغثة ٍشنيح عاغ  

لا-2ّعٌ          -1  

19 

ٕو ٍشاميل اىْفغٞح ٗاىعاغفٞح ذرذاخو ٍع ّشاغاذل الاخرَاعٞح ٍع اىعائيح اٗ 

 الاصذقاء اٗ اىدَاعاخ 

تشنو شذٝذ خذا-5تشنو شذٝذ    -4تشنو ٍر٘عػ   -3تشنو خفٞف    -2ىٞظ دائَا    -1  

21 

 ٍا ٍذٙ شذج الاىٌ اىدغَاّٜ اىزٛ ذعاّٞٔ خلاه الاعاتٞع الاستعح اىَاظٞح

شذٝذ -6شذٝذ       -5ٍْ٘عػ     -4ٍعرذه خذا     -3ٍعرذه     -2لاٝ٘خذ        -1

 خذا 

21 

ٍا ٍذٙ  ذأثٞش الاىٌ اىدغَاّٜ   اىزٛ ذعاّٞٔ عيٚ عَيل اٗ ٗاخثاذل اىَْضىٞح خلاه 

 الاستعح اعاتٞع اىَاظٞح 

مثٞشا-5دسخح شذٝذج     -4ٍر٘عػ     -3قيٞو خذا     -2ىٞظ مثٞشا     -1  

22 

 ٕو ذشعش  تاىحٞ٘ٝح ٗاىطاقح

-6قيٞو خذا  -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

 لااغلاقا 

 

23 
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 ٕو اّد شخص عصثٜ ٍٗر٘ذش

قيٞو خذا -5تعط الاٗقاخ   -4اى٘قد   قيٞلا ٍِ-3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا-6   

24 

 ٕو ذشعش تاىٞأط  ٗتاُ لا شٜء ٝغعذك

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

25 

 ٕو ذشعش تاىٖذٗء ٗاىغلاً 

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

26 

 ٕو ذشعش تاُ ىذٝل مثٞش ٍِ اىطاقح

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

27 

 ٕو  ذشعش تاىنأتح

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

28 

 ٕو ذشعش تاّل ٍشٕق

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

29 

 ٕو ذشعش تاّل شخص ععٞذ

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

30 

 ٕو ذشعش تاىرعة 

قيٞو خذا -5تعط الاٗقاخ   -4قيٞلا ٍِ اى٘قد  -3فٜ اغية الاٗقاخ   -2دائَا  -1

لااغلاقا -6   

31 

خلاه الاستعح اعاتٞع اىَاظٞح ٕو اثشخ ٍشاميل اىحشمٞح اٗ اىعاغفٞح عيٚ حٞاذل 

ٍثو صٝاسج الاقاسب اٗ الاصذقاء الاخرَاعٞح )  

لا اغلاقا-5قيٞو خذا  -4تعط الاٗقاخ  -3فٜ اغية الاٗقاخ  -2دائَا   -1  

32 

 اشعش تاّْٜ اذعشض ىيَشض تشنو اعٖو ٍِ اىْاط

لا فٜ اغية -4لا اعشف  -3ّعٌ فٜ اغية الاحٞاُ -2ّعٌ ٍَا لا شل فٞٔ  -1 

لا اغلاقا -5الاٗقاخ    

33 

 اشعش تاّْٜ عيٌٞ ٗصحٜ ٍثو تقٞح اىْاط اىزِٝ اعشفٌٖ 

لا فٜ اغية -4لا اعشف  -3ّعٌ فٜ اغية الاحٞاُ  -2ّعٌ ٍَا لا شل فٞٔ  -1

لا اغلاقا-5الاٗقاخ    

34 

 اذ٘قع تاُ حاىرٜ اىصحٞح عرصثح اع٘ء ٍَا اّا عيٞٔ الاُ

لا -5لا فٜ اغية الاٗقاخ  -4لا اعشف  -3ّعٌ فٜ اغية الاحٞاُ  -2ّعٌ ٍَا لا شل فٞٔ  -1

 اغلاقا

35 
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 اشعش تأُ حاىرٜ اىصحٞح ٍَراصج

-5لا فٜ اغية الاٗقاخ  -4لا اعشف  -3ّعٌ فٜ اغية الاحٞاُ  -2ّعٌ ٍَا لا شل فٞٔ  -1

 لا اغلاقا 

36 
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Booklet number : 

Socio-demographic data  

 

Name / 

number : 

 

Age: 

 

 

Gender : 

 

1-Male 2- Female  

Marital 

status 

 

  

1-Single  2-Married  3- others (separated, widowed)  

Education 

level 

 

  

 

 

1-primary 

school (less 

than 10years ) 

2-

Secondary  

3-University 

bachelor or 

equivalent  

4-Higher 

education ( 

master or 

doctoral )  

Employment  

 

 

1-Employed  2-Un-employed  

Average 

monthly 

income  

1-<1500 2-1500-

3000 

3-3000-5000 4->5000 

 

Health status and body composition 

 

Health status and body composition   

Weight (Kg)   

Height (m)    

Lean mass   

Fat mass  

Lean mass %  

Fat mass %  
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English version of (36_SF) HRQOL: 

Items  

In general, would you say your health is 

 1-Excellent  

2-Very good 

3-Good  

4-Fair  

5-Poor   

 

1 

Compared to one year ago who you would rate your health in general 

now  

1-Much better  now than one year ago  

2-Somewhat   better  now than  one year ago 

3-About the same  

4-Somewhat worse now than one year ago 

5- Much worse now than one year ago 

 

2 

The following items are about activities you might do during a typical day, 

Dose your health now limit you in these activities? 

 

Vigorous activities  such as running, lifting heavy objects, participating 

in strenuous   

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

 

 

3 

Moderate activities such as moving the table, pushing  a vacuum 

cleaner, bowling, or playing golf  

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

4 
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Lifting or caring groceries  

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

 

5 

Climbing several flights of stairs  

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

6 

Climbing one flight of stairs 

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

7 

Bending ,kneeling ,or stooping  

 1-Yes ,limited  a lot  

 2-Yes ,limited  a little  

   3-No,not limited  at all 

 

8 

Walking more than a mile  

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

 

9 

Walking several blocks 

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

 

 

10 
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Walking one block 

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

11 

Bathing or dressing yourself  

 1-Yes, limited  a lot  

 2-Yes, limited  a little  

   3-No, not limited  at all 

 

12 

During the past 4 weeks have you had any of the following problems 

with your work or other regular daily activities  as a result of your 

physical health  

Cut down the amount of time you spent on work or other activities  

1-Yes  

2-No 

 

13 

Accomplished less than you would like  

1-Yes  

2-No 

 

14 

Were limited in the kind of work or other activities  

1-Yes  

2-No 

15 

Had difficulty performing the work or other activities (for example it 

took extra effort ) 

 1-Yes  

2-No 

 

16 

During the past 4 weeks have you had  any of the following problems with 

your work or other regular activities as a result of any emotional problem 

 such as feeling depressed or anxious   
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Cut down the amount of time you spent on work or other activities  

1-Yes  

2-No 

 

17 

Accomplished less than you would like  

1-Yes  

2-No 

18 

Didn‟t do work or other activities as carefully as usual  

1-Yes  

2-No 

 

19 

To what extent has your physical health or emotional  problems 

interfered with your normal social activities with family, neighbors, or 

groups 

 1-Not at all 

2-Slightly  

3-Moderately  

4-Quite a bit  

5-Extremely  

20 

How much bodily pain  have you had during the past 4 weeks  

1-None  

2-Very mild   

3-Mild  

4-Moderate  

5-Severe 

6-Very severe  

21 

During the past 4 weeks, how much did pain interfere with your 

normal work ( including both work outside the home and housework ) 

1-Not at all  

2-A little bit    

22 
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3-Moderately   

4-Quite a bit  

5-Extremely  

How much of the time during the past 4 weeks  

Did you feel full of pep 

1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

23 

Have you been a nervous person 

 1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

24 

Have you felt so down in the dumps that nothing  could cheer you up 

1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

25 

Have you felt  calm and peaceful 

 1-All of the time   

2-Most of the time     

26 
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3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

Did you have a lot  of energy 

 1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

27 

Have you felt downhearted and blue 

 1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

28 

Did you feel  worn out 

1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

  

29 

Have you been a happy person  

1-All of the time   

30 
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2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

Did  you feel tired 

 1-All of the time   

2-Most of the time     

3-A good bit of the time    

4-Some of the time   

5-A little bit of the time  

6- None of the time  

 

31 

During the  past 4weeks, how much time has your physical health or 

emotional problems interfered with your social activities like visiting 

friends, relatives 

 1-All of the time   

2-Most of the time     

3-Some of the time   

4-A little  of the time  

5- None of the time  

    

32 

I seem to get sick easier than other people  

1-Definitely  true  

2-Mostly true     

3-Don‟t know   

4-Mostly false 

5-Definitely false   

 

 

33 
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I am healthy as anybody I know  

1-Definitely  true  

2-Mostly true     

3-Don‟t know   

4-Mostly false 

5-Definitely false   

 

34 

I expect my health to get worse 

1-Definitely  true  

2-Mostly true     

3-Don‟t know   

4-Mostly false 

5-Definitely false   

35 

My health is excellent  

1-Definitely  true  

2-Mostly true     

3-Don‟t know   

4-Mostly false 

5-Definitely false   

 

36 
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Appendix ⅠⅠ 

Ethical approval  

 



 
 

 جامعة النجاح الوطنية

 العميا الدراسات كمية

 

 

 
 

تأثير برامج ادارة الوزن قصيرة المدى عمى جودة الحياة 
 لرواد مراكز الحميات في فمدطين

 
 اعداد

 اميمة احمد ابو الوفا

 اشراف

 د. محمد التميمي

 د. منال بدرساوي 

 

 

قدمت هذه الأطروحة استكمالا  لمتطمبات الحصول عمى درجة الماجدتير في التغذية وتكنولوجيا 
 فمدطين.-الغذاء بكمية الدراسات العميا في جامعة النجاح الوطنية، نابمس

0202 



 ب 

  في فمدطين عمى جودة الحياة لرواد مراكز الحميات برامج ادارة الوزن قصيرة المدى تأثير

 اعداد

 اميمة ابو الوفا 

 اشراف

 د. محمد التميمي

 د. منال بدرساوي 

 

 الممخص

جهدة حياة الفخد نفديا واقتراديا واجتساعيا  عمى  سمبا عالسيا يؤثختذكل  الدسشة عبأ  
 بلا تعخيف محجد لكن وفديهلهجيا. ومع ذلك, فان مرطمح جهدة الحياة ىه مرطمح متعجد الابعاد

يسكششا تعخيف جهدة الحياة  الستعمقة بالرحة عمى انو " ترهر فخدي حهل الجهانب الاجتساعية 
كثيخ  العسل في الحياة ". تشاولت القجرة عمى ى والعقمية والجدجية لمرحة, وكيف تؤثخ الرحة عم

ن الدائج وجهدة الحياة الستعمقة بالرحة, علاوة عمى ذلك, فقج لجراسات العلاقة الدمبية بين الهز من ا
تقيم جهدة الحياة والتغيخات في جهدة الحياة الستعمقة بفقجان الهزن لجى ىجفت ىحه الجراسة الى 

دة الهزن والدسشة السفخطة بعج السذاركة في بخامج ادارة الهزن في البالغين الحين يعانهن من زيا
فمدطين. تم اختيار السذاركين من الفمدطيشيين الحين تم تحهيميم الى مخاكد نيهتخي ىيمث  

, وقج 2020وايمهل  2019الهزن السختمفة خلال الفتخة الهاقعة بين ايارلمسذاركة  في بخامج ادارة 
انثى( لجييم مؤشخ كتمة الجدم  383ذكخا و81مذاركا بالغا ) 466سهعوفي الجراسة ما مج شارك

. تم قياس تكهين الجدم والقياسات الجدسية والبيانات الاجتساعية والجيسهغخافية ²كغم/م 25اعمى من
في البجاية وبعج ثلاث اشيخ من الانزسام لبخامج ادارة الهزن. اما  وجهدة الحياة  لكل مذارك

اركة في انخفاضا كبيخا في متهسط وزن السذاركين بعج ثلاث اشيخ من السذ الشتائج فقج اظيخت
% 10مذاركا أي ما يقارب نرف السذاركين  فقجوا اكثخ من  229كسا ان   بخامج ادارة الهزن 

العيشة الاولية خلال الثلاثة اشيخ. وباستخجام التحميل الاحرائي وباستخجام اختبار   ممن اوزاني



 ج 

 في جسيع مجالات ومكهنات استبيان جهدة الحياة  اممحهظ وكبيخ  اظيخ السذاركهن تحدشا السددوجة
علاوة عمى ذلك فقج كان عشرخا بعج ثلاثة اشيخ   36السخترخ الحي يحهي الستعمقة بالرحة 

بستهسط   بالرحة البجنية القيهد الستعمقةالابخز في مكهن مقياس جهدة الحياة الستعمق ب التحدن
. بالإضافة  عشج البجاية  32.2±80.8اشيخ مقارنة بستهسط مقجاره  3بعج  20.7±93.0مقجاره 

في فان السذاركين الحين كان لجييم مؤشخ كتمة الجدم اعمى سجمها درجات  اقل بكثيخ الى ذلك 
ومع ذلك فان السذاركين  الفخعية للأداء البجني  والحيهية والالم والرحة العامة مقياس جهدة الحياة

% من وزن خط البجاية لجييم نحدن اكبخ في الجرجات الاجسالية لسقياس جهدة 10≤ن فقجواالحي
 % من اوزانيم10الحين فقجوا اقل من  لأولئك(15.0±9.7( مقارنة ب)17.6±14.6الحياة بسقجار)

( 27.3±10.9(و)27.3±18.9وقج تم الابلاغ  عن اعمى تحدن في الاداء البجني مع )
يبجو   التهالي. وفي الختام من اوزانيم عمى 10من  % او اقل10لمسذاركين الحين فقجوا اكثخ من 

ان بخامج ادارة الهزن فعالة في انقاص الهن وتحدين جهدة الحياة للأشخاص الحين يعانهن من 
فخطة حتى عمى السجى القريخ و الى جانب ذلك يسكن ايزا الاستخلاص ان الهزن الدسشة الس

عخضة لتدجيل مقياس جهدة الدائج يذكل عاملا ضارا لجهدة الحياة وان الشداء البجيشات ىن اكثخ 
بعج ثلاثة اشيخ مقارنة بالخجال اخيخا اكجت  حياة اسهء مع تحدن وتغيخات اقل في جهدة الحياة

راسة ان ادارة الهزن ىي عسمية شاممة يجب ان تأخح بعين الاعتبار اراء السخضى نتائج خحه الج
  والتحدن في جهدة الحياة .

 


