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Introduction: The diseases and problems due to ageing can affect the quality of life (QoL) 

in the elderly. The aim of this study was to compare the effects of self-care program 

education run by health volunteers and healthcare staff on the QoL in the elderly.  

Methods: In this experimental, field trial study, 150 elderly people living in Mashhad were 

enrolled by multistage sampling in 2014. The participants were randomly assigned to three 

groups of 50 individuals in each; group A was educated by healthcare staff at healthcare 

centers, group B by health volunteers at the elderly's homes, and group C was control. The 

intervention groups (A and B) attended two independent self-care education programs for 

one month. The data were gathered by the SF-36 questionnaire administered before and one 

month after the completion of the program. Data analysis was done by descriptive statistics 

[mean (standard deviation)] and analytical statistics (independent samples t-test and 

Kruskal-Wallis H-test). 

Results: QoL score of the groups A, B, and C was derived 45.44 ± 23.87, 45.36 ± 23.81, 

and 45.38 ± 23.83 before the intervention and 48.79 ± 22.09, 63.15 ± 19.03, and 46.08 ± 

22.67 after the intervention, respectively. The QoL score of the group B was significantly 

higher than the other two groups (p < 0.05) after the intervention. Besides that, after the 

intervention, the mean scores of QoL and physical function, role-physical, role-emotional, 

social function, bodily pain, and general health increased significantly more markedly in the 

group B compared with the other two groups. 

Conclusion: Self-care education by the health volunteers was much more effective than that 

by healthcare staff. In addition, implementing the self-care education program contributed 

to improving QoL and therefore life satisfaction in the elderly. 
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Introduction 

    The elderly over the age of 65 years have the lowest 

level of health knowledge of all age groups. Declined 

literacy may be an important reason for adverse 

outcomes of many chronic diseases (1). According to 

the World Health Organization report, older people 

need healthcare facilities and services more frequently 

than other age groups, but unfortunately, most 

measures to assist older people have so far been taken 
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after the incidence of problems and preventive 

measures have been taken less frequently.  

    Overall, the healthcare services for older people 

comprise a disproportionately small contribution to 

the healthcare services offered to all age groups (2). 

Consequently, many of the personality and mental 

dimensions of older people have remained unknown 

and many of their mental and physical problems are 

still unresolved despite current scientific and 

technological achievements and emergence of many 

sub disciplines of gerontology (3).  

    Recently, in the light of improved longevity indices 

and life expectancy, quality of life (QoL), considered 

to be a more important issue, has been raised. In fact, 

QoL has attracted the attention of many experts on 

gerontology (4). It is therefore necessary to study QoL 

in older people. QoL refers to the people's perceptions 

of their achievements in life with reference to the 

cultural background and value systems in which they 

live and also purposes, expectations, standards, and 

concerns. QoL includes physical health, psychological 

status, autonomy level, social relationships, and 

personal beliefs (5). 

    Addressing QoL and the effects of different 

psychological considerations and improving lifestyle 

can considerably enhance efficiency and autonomy in 

older people and help them manage several 

complications due to old age and associated 

treatments (6). 

    About 1/5 of people with disabilities, and 58% of 

the people aged over 65 years, need help to perform 

daily activities (7). The older people who seek out 

relatives' and caregivers' assistance to do their daily 

activities have a lower level of QoL than other people 

(8). Some studies conducted in Iran demonstrate that 

the QoL of the elderly, particularly women, is not 

acceptable. Albokordi's study showed that 

approximately 40% of the older people in 

Shahinshahr, Isfahan had moderate to low QoL 

(9).Besides that, Ahmadi's research represented the 

low levels of the eight domains of QoL among older 

people in Zahedan (10).  

    Education is considered a main determinant of 

health. It has been clearly established that unhealthy 

and ill people are not necessarily poor but they have 

the lowest level of knowledge (11). Health promoting 

behaviors have been demonstrated to lead to healthy 

old age and improved QoL in older people. To 

improve the elderly's QoL, it is essential to provide 

learning opportunities and to bring about personal 

satisfaction and active social life among them 

(12).Moreover, different studies have confirmed that 

self-care education programs are effective on the QoL 

and help to reduce the problems of older people (13-

17). 

    Despite the significance of self-care for older 

people, this issue has not yet been investigated 

adequately. The aim of this study is to compare the 

effects of self-care education program run by health 

volunteers and healthcare staff on QoL in older people 

in Mashhad, Iran. 

Methods 

Procedures 

    In this experimental, field trial study, 150 elderly 

living in Mashhad participated. According to a similar 

study (18), mean difference of 55.3 and 75.5 and 

standard deviation of 15.4 and 17.6 respectively, 

based on a relevant formula, for two independent 

groups, 95% confidence interval (CI), and a test 

power of 90%, a sample size of 50 people was 

determined for each group. As we had two 

intervention groups (A and B) and one control group, 

150 people were enrolled into the study. 

    The sampling was multistage random. Accordingly, 

first, 10 healthcare centers were selected from 

Mashhad urban districts and then one health house 

from each healthcare center. Therefore, 10 health 

houses were selected. Afterwards, 15 referred people 

were randomly enrolled from each health house 

according to the medical records. Of these people, five 

were assigned randomly to the group A, five to the 

group B, and five to the control group.  

    In this study, two education methods were used as 

follow: 

1. Education run by healthcare staff at healthcare

centers (group A): Initially, the letters of invitation 

were sent to the elderly's homes and a pretest was 

administered at the beginning of the session. In each 

educational group discussion, lasting for 90 min, five 

people participated. First, the participants were asked 

to reply to a number of questions about the subject of 

interest and their statements were written on a board. 

Then, further details on the subject were given and 

another issue was raised. This process continued until 

all the subjects were raised for group discussions 

among the participants. Exercises were taught by role 

playing and then relevant further details were offered 

to the participants. The sessions were held once a 

week for three weeks. Post-test was administered one 

month after the completion of the education at the 

participants' homes. 

2. Education run by health volunteers at the

participants' homes (group B): First, the health 

volunteers referred to the participants' homes and 

administered pretest after the participants provided the 

consent to participate in the study. Then, the first 

training session was held. The training materials were 

taught within three 1-h sessions. The health volunteers 

referred to the participants' homes, once a week, with 

previously made appointment. Post-test was 

administered one month after the completion of the 

education. For education, question-answer, 

demonstration, and lecturing were used.  

    For the control group, the health volunteers referred 

to the participants' homes and filled out the pretest 

questionnaires followed by a post-test one month 

later. To observe research ethics, this group was 

invited to healthcare center at completion of the study 

to attend a training session.  

    The inclusion criteria were being over 60 years, not 

suffering from cancer and advanced diseases, living in 

Mashhad, and referring to the determined health 
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houses conveniently to attend the training sessions; 

and the exclusion criteria were not attending the 

training sessions of education program, acute diseases 

and disorders such as respiratory and gastrointestinal 

infections, and cancer. 

Measures 

    The data were gathered by a questionnaire 

including demographic characteristics and Short Form 

Health Survey 36 (SF-36) questionnaire to measure 

QoL. SF-36 is one of the most reliable available 

instruments to measure health-related QoL with 

already confirmed validity and reliability in Iran (19). 

It has been shown to be suitable for use in elderly 

populations (20). It measures eight domains of health 

status: physical functioning, role physical, bodily 

pain, general health perception, vitality, social 

functioning, role emotional and mental health. For 

each domain a score from 0 to 100 is calculated, with 

higher scores indicating better health.  

Statistical analysis 

    The data were analyzed by descriptive [mean 

(standard deviation)] and analytical (independent 

samples t-test and Kruskal-Wallis H-test) statistics in 

SPSS 18. 

Ethical considerations 

    Prior to enrollment, the participants provided a 

written consent for participation in the study. 

Moreover, they were ensured that the questionnaires 

would be kept anonymous and the data confidential. 

As well, the principles of self-care for older people 

were briefly taught to the participants in the control 

group within one session after posttest. 

Results 

    The mean age of the participants was 71.92 ± 7, 

70.69 ± 6.14, and 62.48 ± 7.87 years in the groups A 

and B and the control group, respectively. Sixty per 

cent (n: 30) of the participants in the group A, 54% (n: 

27) in the group B, and 44% (n: 22) in the control

group were female. Regarding educational level, 48% 

(n: 24) of the participants in the group A, 44% (n: 22) 

in the group B, and 46% (n: 23) in the control group 

were illiterate. Table 1 shows the demographic 

characteristics of the participants. There was no 

significant difference in the frequency distributions of 

gender, educational level, children number, the 

number of people living with the participant, health 

insurance enrollment, and diseases among the studied 

groups (p > 0.05). 

    Comparison of the mean QoL total score and 

subscales before and after the intervention are shown 

in Table 2. As is shown in Table 3, the mean 

difference in the QoL total score and subscales was 

statistically significant among the three groups under 

study (p < 0.001). 

Discussion 

    This study was conducted to compare the effects of 

the self-care education program run by health 

volunteers and healthcare staff on the QoL in older 

people. According to the findings, the QoL of the 

participants improved after the implementation of the 

program. Consistently, Rostami (14), Heidari (17), 

Dicson, John, Tung, and Rayyani (21-24) reported 

that self-care education program was effective in 

improving the QoL in the elderly. 

    In this study, the self-care education program run 

by the health volunteers was more effective on the 

participants' QoL compared with that run by the 

healthcare staff. This can be due to the health 

volunteers ' presence at the participants' homes, and 

because the materials were taught in a real-life setting 

through an informal, simple, and plain language, they 

are more likely to be understood and accepted 

efficiently and to lead to change the attitudes and 

finally the behavior, enabling the participants to 

practice self-care and ultimately improving their QoL. 

    In this study, in the group A, except the scores of 

mental health and role-physical, other subscales' 

scores had a statistically significant difference 

between before and after the interventions, while in 

the group B, all the subscales' scores were derived to 

have a statistically significant difference between 

before and after the intervention. The program run by 

the health volunteers can be therefore more effective 

than that run by the healthcare staff. The health 

volunteers-run program has helped people change 

their attitude toward their potentials and take action to 

improve life circumstances. This program was also 

found to improve self-esteem and self-reliance among 

both male and female health volunteers and the 

enrolled families. The evaluation of this program from 

1997 to 2005 demonstrated that the involvement of 

health volunteers caused 20-25% improvement of 

health indices (23). 

   The studies conducted by Rostami (14), Masoudi, 

Horner, and Gamal (26-28), reporting all the subscales 

of QoL to improve significantly after intervention, are 

in agreement with the present study. Torrens study 

(29) found that none of the subscales improved 

significantly, inconsistent with the present study. 

   In the group A, bodily pain score increased most 

and role-physical score least markedly, which is 

consistent with the studies by Alboukordi and 

Hamidizadeh (9, 30). It can be argued that since the 

group A were educated by the healthcare staff, and 

physical problems increase in old age, the participants 

paid attention mostly to this subscale so as to be able 

to relieve their bodily problems and pains.  

    In group B, role-emotional score increased most 

and general health score least markedly. In old age, 

people usually live alone and are therefore more likely 

to look for companions than other age groups. As the 

group B were educated by the health volunteers, the 

increased score of role-emotional can be attributed to 

the fact that health volunteers deal more frequently 

with others in community and are familiar with 

people's problems and needs, and since they taught the 

material at the participants' homes, then they can be 
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considered to be companions for the elderly and 

improve their mental problems to some extent. Some 

studies have demonstrated that social support plays an 

intermediate role in the process of psychological 

pressure and the people who enjoy more social  

Table 1. Frequency distributions of demographic characteristics of the participants among the studied groups 

p Control group Intervention 

group B 

Intervention group 

A 

 Groups 

% N % N % N Variable 

0.27 56 28 46 23 40 20 Male Sex 

44 22 54 27 60 30 Female 

0.99 46 23 44 22 48 24 Illiterate Education 

level 30 15 32 16 30 15 Primary 

24 12 24 12 22 11 Secondary 

0.83 86 46 88 44 90 45 Yes Insurance 

14 7 12 6 10 5 No 

0.54 34 17 30 15 24 12 Yes Having 

diseases 66 33 70 35 76 38 No 

Table 2. Distribution of mean QoL total score and subscales before and after the intervention in studied groups 

Control Group B Group A 

 Stage 

QoL components 

Mean(SD) Mean(SD) Mean(SD) 

42.84(32.62) 42.90(33) 42.62(32.57) Before Physical function 

45.40(33.53) 61.20(29.11) 47(32.55) After 

0.07 <0.001 <0.001 p-value 

33(34.79) 39(35.77) 34.50(34.95) Before Role-physical 

36(37.17) 66(31.84) 37(37.88) After 

0.08 <0.001 0.13 p-value 

42.67(40.43) 43.33(38.83) 42.67(38.71) Before Role-emotional 

42.67(41.51) 73.33(30.12) 54.67(39.13) After 

0.09 <0.001 0.003 p-value 

47.60(16.69) 47.20(15.71) 47.30(17) Before Vitality 

48(17.61) 59(13.92) 50(16.48) After 

0.52 <0.001 <0.001 p-value 

54.20(18.68) 53.52(18.43) 53.76(18.54) Before Mental health 

49.88(13.32) 63(13.57) 51.92(12.24) After 

0.7 <0.001 0.31 p-value 

47.85(26.09) 47.74(25.09) 48.02(25.69) Before Social function 

49(25.73) 71(23.61) 55(24.74) After 

0.22 <0.001 <0.001 p-value 

54.55(30.23) 55.30(31.70) 55(31.02) Before Bodily pain 

55.30(32.08) 67.70(25.41) 59(29.72) After 

0.39 <0.001 <0.001 p-value 

42.60(19.33) 42.40(20.26) 42.80(20.61) Before General health 

43.80(19.91) 58.80(16.86) 47(18.57) After 

0.04 <0.001 <0.001 p-value 

45.38(23.83) 45.36(23.81) 45.44(23.87) Before Total QoL 

46.08(22.67) 63.15(19.03) 48.79(22.09) After 

0.05 <0.001 <0.001 p-value 
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Table 3. Distribution of mean difference in the QoL total score and subscales before and after the intervention in 

studied groups 

p Control Group B Group A QoL components          

Mean (SD)Mean (SD)Mean (SD) 

< 0.001 2.56 (3.52) 18.30 (13.40) 4.38 (3.58) Physical function 

< 0.001 3 (1.50) 27 (21.43) 2.50 (4.94) Role-physical 

< 0.001 0 (0) 30 (25.77) 12 (20.69) Role-emotional 

< 0.001 0.4 (3.17) 11.80 (9.32) 3 (4.07) Vitality 

< 0.001 -4.32 (10.29) 9.48 (16.02) -1.84 (12.62) Mental health 

< 0.001 1.15 (4.94) 23.23 (15.84) 6.69 (12.41) Social function 

< 0.001 0.75 (1.80) 12.40 (11.87) 4 (6.55) Bodily pain 

< 0.001 1.20 (2.68) 16.40 (15.09) 4.20 (6.36) General health 

< 0.001 0.70 (2.42) 17.79 (10.08) 3.35 (3.84) Total QoL 

support suffer from fewer diseases (31). In addition, 

the most increased score among the QoL subscales 

was reported for social function in the studies by 

Tamari (26) and Dai (32), for vitality in Torrens study 

(29), and for role-emotional in Gazibara study (33). 

The least increased score was reported for general 

health in the studies by Tamari (26) and Dai (32), for 

physical function in Torrens study (29), and for role-

physical in the studies by Gamal (28) and Gazibara 

(33). The differences in the findings could be 

attributed to education methods, cultural differences 

and different socioeconomic status among the 

participants in the studies. 

Conclusion 

    Self-care education program run by the health 

volunteers is more effective than that run by the 

healthcare staff. More clearly, the materials taught by 

the health volunteers improve knowledge and attitude 

of the elderly. This led the elderly paying more 

attention to their own health and taking self-care more 

seriously, and therefore reducing the problems due to 

old age and preventing the acquisition of preventable 

diseases. Besides that, the QoL is associated with 

health, i.e, people with satisfactory levels of mental 

and physical health are highly likely to have higher 

levels of QoL. Self-care program is one of the factors 

that can greatly affect health especially in old age. 

Self-care refers to the actions that people take to 

promote their own health. Self-care can therefore 

result in improved QoL. Although occasionally 

disregarded, adopting suitable teaching methods is 

particularly important to increase the efficiency of 

education programs. To develop a fruitful education 

program, we require the best available approach to 

implement it. Taken together, we should pay further 

attention to self-care in all age groups especially older 

people and conduct further studies with different 

education methods in the future 

Study limitations 

    In this study, the questionnaires were filled out with 

the information obtained from the participants' self-

reports. Moreover, the participants' own statements 

were relied on and no clinical examinations were 

conducted to decide on their health. As a result, the 

findings should be interpreted cautiously. 

Conflict of interest 

    The authors declare that there is no conflict of 

interests. 

Acknowledgement 

    The authors thank all personnel in healthcare 

centers who cooperated in the study especially the 

health volunteers and also all seniors who participated 

in the study. 

References 

1. Manafo E, Wong S. Health literacy programs for

older adults: a systematic literature review.

Health Education Research. 2012; 27(6): 2-14.

2. Raji MA, Al Snih S, Ray LA, Patel KV,

Markides KS. Cognitive status and incident

disability in older Mexican Americans: findings

from the Hispanic established population for the

epidemiological study of the elderly. Ethnicity &

Disease. 2004; 14(1): 26-31.

3. Ghahramani L, Nazari M, Mousavi MT.

Improvement of quality of life in elderly men in

Kahrizak nursing home based on educational

intervention. Knowledge & Health. 2008; 4(2):

18-23. [Persian]

4. Ajh N, Mehrtash B, Javadi A. Effect of education

and social support on quality of life among

elderly living in nursing homes (2010). The

Journal of Qazvin University of Medical

Sciences. 2012; 16(3): 46-52. [Persian]

5. Yen CF, Kuo CY, Tsai PT, Ko CH, Yen JY,

Chen TT. Correlations of quality of life with

adverse effects of medication, social support,

course of illness, psychopathology, and

demographic characteristics in patients with

 [
 D

O
R

: 2
0.

10
01

.1
.2

42
36

17
9.

20
16

.2
.1

.3
.3

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 e

hj
.s

su
.a

c.
ir

 o
n 

20
26

-0
2-

20
 ]

 

                               5 / 7

http://www.ncbi.nlm.nih.gov/pubmed?term=Manafo%20E%5BAuthor%5D&cauthor=true&cauthor_uid=22752153
http://www.ncbi.nlm.nih.gov/pubmed?term=Wong%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22752153
https://dor.isc.ac/dor/20.1001.1.24236179.2016.2.1.3.3
https://ehj.ssu.ac.ir/article-1-50-en.html


Ghofranipour et al. 

Elderly Health Journal 2016;2(1):14-20.  19

panic disorder. Depression and Anxiety. 2007; 

24(8): 563-70. 

6. Mellor D, Davison T, McCabe M, George K. The

management of depressed elderly care recipients:

family perspectives on the skills of professional

carers. Journal of Community Health Nursing.

2008; 25(1): 44-61.

7. Lee TW, Ko Is, Lee KJ. Health promotion

behaviors and quality of life among community-

dwelling elderly in Korea. International Journal

of Nursing Studies. 2005; 49(2): 129-37.

8. Hellstrom Y, Persson G, Hallberg IR. Quality of

life and symptoms among older people living at

home. Journal of Advanced Nursing. 2004;

48(6): 584-93.

9. Albokordi M, Ramezani MA, Araizi FS. A study

on the quality of life among elderly Shahinshahr

area of Isfahan province in Year 2004.

Jundishapur Scientific Medical Journal. 2007; 5

(4): 701-7. [Persian]

10. Ahmadi F, Salar A, Faghihzadeh S. Quality of

life in Zahedan elderly population. Journal of

Hayat. 2004; 10(3): 61-7. [Persian]

11. Mirsaeedi ZS, Eftekhar Ardebili H, Nouri Jalyani

KA. Effect of a self-care program on quality of

life of the elderly clients covered by health

centers of Southern of Tehran. Journal of School

of Public Health and Institute of Public Health

Research. 2013; 10(4): 17-32. [Persian]

12. Doshmangir P, Shirzadi S, Tagdisi MH,

Doshmangir L. Effect of an educational

intervention according to the PRECEDE model

to promote elderly quality of life. Journal of

Education and Community Health. 2014; 1(2): 1-

9. [Persian]

13. Salar AR, Ahmadi F, Faghihzadeh S. Study of

effectiveness of continuous care consultation on

the quality of life of elderly clients. Zahedan

Journal of Research in Medical Sciences (Tabib-

e-shargh). 2004; 5 (4): 261-7. [Persian]

14. Baraz Sh, Rostami M, Farzianpor F, Rasekh A.

Effect of Orem self-care model on elderly's 

quality of life in care centers of Masjed Suleiman 

in 2007-2008. Arak University of Medical 

Sciences Journal. 2009; 12(2): 51-9. [Persian] 

15. Salimi F, Garmaroudi G, Hosseini SM , Batebi

A. Effect of self–care educational program to

improving quality of life among elderly referred

to health centers in Zanjan. Journal of Education

and Community Health. 2015; 2(2): 28-37.

[Persian]

16. Davies N. Promoting healthy ageing: the

importance of lifestyle. Nursing Standard. 2011;

25(19): 43-9.

17. Heidari M, Shahbazi S. Effect of self-care

training program on quality of life of elders. Iran

Journal of Nursing. 2012; 25(75): 1-8. [Persian]

18. Loving GL, Wilson JS. Infusing critical thinking

into the nursing curriculum through faculty

development. Journal of Nurse Educator. 2000;

25(2): 70-75.

19. World Health Organization. Division of mental

health: Field Trial WHOQOL 100.Geneva:

WHO; 2006.

20. Lyons RA, Perry HM, Littlepage BN. Evidence

for the validity of the short-form 36 questionnaire

(SF-36) in an elderly population. Age and

Ageing. 1994; 23(3): 182-4.

21. Vaughan Dickson V, Howe A, Deal J, McCarthy

MM. The relationship of work, self-care, and

quality of life in a sample of older working adults

with cardiovascular disease. Heart & lung: The

Journal of Critical Care. 2011; 41(1): 5-14.

22. John LD. Self-care strategies used by patients

with lung cancer to promote quality of life.

Oncology Nursing Forum. 2010; 37(3): 339-47.

23. Tung HH, Lin CY, Chen KY, Chang CJ, Lin YP,

Chou CH. Self-management intervention to

improve self-care and quality of life in heart

failure patients. Congestive Heart Failure. 2013;

19(4): 9–16.

24. Rayyani M, Malekyan L, Azzizadeh Forouzi M,

Farideh Razban F. Self-care self-efficacy and

quality of life among patients receiving

hemodialysis in South-east of Iran. Asian Journal

of Nursing Education & Research. 2014; 4(2):

165-71.

25. Masoudi R, Soleimani M, Qorbani M,

Hasheminia A, Pour Dehkordi A, Bahrami N.

The effect of family centered empowerment

model on the quality of life in elderly people. The

Journal of Qazvin University of Medical

Sciences. 2010; 14 (1): 57-64. [Persian]

26. Tamari K. Baseline comorbidity associated with

the short-term effects of exercise intervention on

quality of life in the Japanese older population:

an observational study. Archives of Physical

Medicine and Rehabilitation. 2010; 91(9): 1363-

69.

27. Horner-Johnson W, Krahn GL, Suzuki R,

Peterson JJ, et al. Differential performance of sf-

36 items in healthy adults with and without

functional limitations. Archives of Physical

Medicine and Rehabilitation.2010; 91(4):570-75.

28. Gamal RM, Mahran SA, Abo El Fetoh N, Janbi

F. Quality of life assessment in Egyptian

rheumatoid arthritis patients: Relation to clinical

features and disease activity. The Egyptian

Rheumatologist. 2016; 38(2): 65-70.

29. Torrens C, Sanchez JF, Isart A, Santana F. Does

fracture of the dominant shoulder have any effect

on functional and quality of life outcome

compared with the nondominant shoulder?

 [
 D

O
R

: 2
0.

10
01

.1
.2

42
36

17
9.

20
16

.2
.1

.3
.3

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 e

hj
.s

su
.a

c.
ir

 o
n 

20
26

-0
2-

20
 ]

 

                               6 / 7

https://dor.isc.ac/dor/20.1001.1.24236179.2016.2.1.3.3
https://ehj.ssu.ac.ir/article-1-50-en.html


Self-Care Program Education on the Elderly's Quality of Life 

 20 Elderly Health Journal 2016; 2(1):14-20 

Journal of Shoulder and Elbow Surgery. 2015; 

24(5): 677-81. 

30. Hamidizadeh S, Ahmadi F, Aslani Y, Etemadifar

S, Salehi K, Kordeyazdi R. Study effect of a

group-based exercise program on the quality of

life in older men and women in 2006-2007.

Journal of Shahid Sadoughi University of

Medical Sciences. 2008; 16(1): 81-6. [Persian]

31. Pourmohammadrezaei M, Mirzamani Bafghi SM.

The relationship among brain/behavioral systems,

social support and depression. Social Welfare. 

2007; 7(26): 223-45. [Persian] 

32. Dai H, Jia G, Liu K. Health-related quality of life

and related factors among elderly people in

Jinzhou, China a cross-sectional study. Journal of

Public Health. 2015; 129(6): 667-73.

33. Gazibara T, Pekmezovic T, Kisic Tepavcevic D,

Svetel M, Tomic A, Stankovic I, et al. Health-

related quality of life in patients with Parkinson's

disease: Implications for falling. Parkinsonism

and Related Disorders. 2015; 21(6): 573-76.

 [
 D

O
R

: 2
0.

10
01

.1
.2

42
36

17
9.

20
16

.2
.1

.3
.3

 ]
 

 [
 D

ow
nl

oa
de

d 
fr

om
 e

hj
.s

su
.a

c.
ir

 o
n 

20
26

-0
2-

20
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               7 / 7

https://dor.isc.ac/dor/20.1001.1.24236179.2016.2.1.3.3
https://ehj.ssu.ac.ir/article-1-50-en.html
http://www.tcpdf.org

