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Purpose: The aim of this study was to determine the current status of women’s health behaviors 
and identify the factors that influence them. 
Design and methods: The population of this cross-sectional and descriptive study consisted of 
9,419 women aged 15-49 enrolled at a family health center in a province in eastern Turkey. The 
sample size was determined to be 384 women using a formula for cases with a known population. 
Simple random sampling was employed to select the participants. Data collection was carried out 
through face-to-face interviews using a socio-demographic characteristics questionnaire and the 
Healthy Lifestyle Behavior Scale II. The data were analyzed using t-test, one-way analysis of 
variance, Welch ANOVA, Bonferroni correction, and correlation tests. 
Results: In the study, the mean score for women’s healthy lifestyle behaviors was found to be 
131.97±19.65. Several sociodemographic and health-related factors were associated with women’s 
health-promoting behaviors, including marital status, monthly income, employment and education 
status, chronic disease status, perceived general health, and the number of dependents in the family. 
These factors were determined to play a significant role in shaping women’s health behaviors. 
Conclusion: The study demonstrated that women’s health behaviors are at a moderate level but 
still require improvement. The results offer valuable evidence for enhancing women’s health 
behaviors. Based on these results, it can be concluded that interventions aimed at improving 
women’s health behaviors should be tailored to address the specific factors influencing these 
behaviors, such as marital status, income, education, employment, general health perception, and 
the presence of chronic diseases. 
Keywords: Health behaviors, health promotion, women’s health.  

Highlights 

• Women’s healthy lifestyle behaviors were at a 
moderate level in study population.  

• Marital status, income, education, employment 

and health influenced behaviors.  

• Tailored interventions are recommended to 

improve women’s health behaviors. 

 
 

Introduction 

The contemporary understanding of health 
encompasses protecting, maintaining, and improving 
population health, thereby supporting a health-centered 
care approach (Bahar et al., 2008). The primary goals of 
health promotion include keeping individuals of all ages 
healthy and maximizing well-being in the presence of 
chronic illness or disability. To achieve these goals, 
strategies focused on individual health promotion should 
be established. One such strategy is ensuring that 
individuals within society adopt healthy lifestyle behaviors 
(Ayaz Alkaya, 2017). 

Health-promoting behaviors encompass a range of 
activities aimed at helping individuals maintain and 
enhance a healthy lifestyle (Mo & Winnie, 2010). A healthy 
lifestyle includes behaviors that not only protect against 
diseases but also contribute to long-term well-being. These 
behaviors involve adequate and balanced nutrition, stress 
management, regular physical activity, spiritual 
development, health responsibility, and positive 
interpersonal relationships (Miranda et al., 2008; Mo & 
Winnie, 2010; World Health Organization, 2013). Health 
promotion efforts seek to empower individuals to regulate 

and take control of their own health. As a result, 
individuals develop an awareness of healthy living, 
improve their lifestyles, and avoid risky behaviors 
(McKinnon et al., 2021; World Health Organization, 2013). 

Health-promoting behaviors are essential for everyone 
in society. Recent studies continue to emphasize that 
women’s health-promoting behaviors are closely 
associated with physical, psychological, and social well-
being, particularly in developing countries where 
socioeconomic inequalities may influence access to 
healthcare services and healthy lifestyle opportunities 
(Chehrazi et al., 2021). However, women are among the 
priority groups in the provision of healthcare services 
(Turan Kurtaran et al., 2022). In Turkey, women make up 
approximately half of the total population (49.9% – Turkish 
Statistical Institute, 2021). Moreover, women’s health 
behaviors not only impact their own well-being but also 
influence the health of their spouses, children, and, 
consequently, the overall health of families and 
communities (Sis Çelik, 2018). 

In addition, health-promoting behaviors are key 
determinants in the prevention of non-communicable 
diseases and maintenance of health status worldwide (Mo 
& Winnie, 2010). Non-communicable diseases are reported 
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to be the leading causes of morbidity and mortality in most 
low- and middle-income countries (Miranda et al., 2008). It 
is reported that 63% of annual global deaths are attributable 
to noncommunicable diseases, most of which are 
preventable (World Health Organization, 2013). In 2010, the 
estimated worldwide cost of noncommunicable diseases 
was US$ 6.3 trillion, and is expected to rise to US$ 13 trillion 
by 2030 (Atun et al., 2013). The World Health Organization 
(WHO) has developed policy options and cost-effective 
interventions for the prevention and control of diseases 
(Mo & Winnie, 2010). Among these recently updated 
options, WHO acknowledges that the risk of diseases can 
be reduced by changing four behaviors (tobacco use, 
harmful alcohol use, unhealthy diet and physical inactivity) 
(World Health Organization, 2017). 

The literature emphasizes that women’s health extends 
beyond fertility and encompasses a much broader scope 
(Chehrazi et al., 2021). Hepburn et al. reported a negative 
relationship between health behaviors, domestic violence, 
and self-efficacy in a study conducted with Black women 
(Hepburn et al., 2021). Chehrazi et al. found a significant 
association between women’s health behaviors and mental 
well-being (Chehrazi et al., 2021). In a study by Hardan-
Khalil involving Arab American women, participants 
scored low in physical activity and stress management 
(Hardan-Khalil, 2020). Similarly, Bilgili and Ayaz Alkaya 
found that women’s health-promoting behavior scores 
were low, with factors such as education, chronic disease 
status, and socioeconomic status influencing health 
behaviors (Bilgili & Ayaz Alkaya, 2009). Likewise, 
Altıparmak and Koca Kutlu also reported low health 
behavior scores among women (Altıparmak & Koca Kutlu, 
2009). 

Previous research highlights the importance of 
examining women’s health behaviors. Such studies help 
identify individuals’ needs, allowing for targeted 
interventions that positively support health behaviors. In 
turn, this contributes to enhancing the quality of life for 
women, who play a crucial role in shaping the future of 
families and society (Akar et al., 2024). Although previous 
studies have investigated women’s health-promoting 
behaviors in different populations, evidence from eastern 
regions of Türkiye remains limited. Sociocultural structure, 
economic conditions, educational opportunities, and access 
to healthcare services may substantially influence women’s 
lifestyle behaviors in these regions. Therefore, identifying 
the factors associated with women’s health-promoting 
behaviors in this specific context may contribute to the 
development of culturally sensitive and region-specific 
health promotion strategies. In this regard, the present 
study provides updated regional evidence regarding 
women’s healthy lifestyle behaviors and their associated 
factors. This study aimed to investigate and identify the 
factors influencing women’s health behaviors in Bingöl, a 
city in eastern Turkey. 

Methods 

Study design 

This study was descriptive and cross-sectional in 
design. 

Sampling 

The study population comprised women aged 15–49 
who visited a family health center in a province in eastern 

Turkey. The sample consisted of 384 women, determined 
using a formula applicable to cases with a known 
population. A simple random sampling method was 
employed to select participants from the women registered 
at the family health center. Eligible participants were 
identified from family health center records, and women 
who met the inclusion criteria and voluntarily agreed to 
participate were included in the study. To improve the 
representativeness of the sample and minimize selection 
bias, participants were selected using a simple random 
sampling approach from the eligible women registered at 
the family health center. Women who voluntarily agreed to 
participate and met the inclusion criteria were included in 
the study. 

Inclusion and exclusion criteria 

Women aged between 15 and 49 years who were 
registered at the family health center, able to communicate 
verbally, and willing to participate in the study were 
included. Women with severe cognitive or communication 
problems that could interfere with data collection were 
excluded from the study. 

Time 

The data collection process for the study began in 
November 2022 and was completed in June 2023. 

Data collection tools 

Data were collected using a socio-demographic 
characteristics questionnaire and the Healthy Lifestyle 
Behavior Scale II. 

Socio-demographic characteristics questionnaire  

This form was developed by the researchers based on 
relevant literature (Çetin Dağlı, 2022; Karataş & Gölbaşı, 
2021; Özcan et al., 2020). It consists of 13 questions designed 
to assess women’s age, marital status, education level, 
employment and income status, number of dependents, 
general health perception, chronic disease status, and other 
socio-demographic characteristics. 

Healthy Lifestyle Behavior Scale II  

This scale was originally developed by Walker et al. 
revised in 1996, and renamed the Healthy Lifestyle 
Behavior Scale II (HLBS-II) (Walker et al., 1987). The 
Turkish validity and reliability study was conducted by 
Bahar et al. (Bahar et al., 2008). The scale consists of 52 items 
across six subscales: Health responsibility, physical 
activity, nutrition, mental development, interpersonal 
relationships, and stress management. It contains no 
negatively worded items and is scored on a 4-point Likert 
scale: Never (1), Sometimes (2), Frequently (3), and 
Regularly (4). The total possible score ranges from 52 to 208, 
with higher scores indicating better health-promoting 
behaviors and lower scores indicating poorer health-
promoting behaviors. The Cronbach’s alpha coefficient for 
the overall scale is 0.92, with subscale values ranging from 
0.64 to 0.80. In this study, the Cronbach’s alpha coefficient 
was found to be 0.90 for the overall scale and between 0.61 
and 0.81 for the subscales. 

Statistical analysis 

Data were analyzed electronically using the SPSS 25.0 
software package. Prior to statistical analyses, normality 
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assumptions were evaluated using skewness-kurtosis 
values and histogram distributions, while homogeneity of 
variance was assessed using Levene’s test. Parametric tests 
were performed because the data demonstrated 
approximately normal distribution characteristics. 
Independent samples t-test, one-way analysis of variance 
(ANOVA), Welch ANOVA, Bonferroni post-hoc test, and 
correlation analyses were used to evaluate the data. Welch 
ANOVA was preferred when the homogeneity of variance 
assumption was not met. A p-value of less than 0.05 was 
considered statistically significant for all analyses. 

Ethical considerations 

Approval for the study was obtained from the Atatürk 
University Faculty of Nursing Ethics Committee (Date: 
17.11.2022, No: 2022-11/8), and permission for data 
collection was granted by the provincial health directorate. 
The purpose of the study was explained to the women 
participating, and their verbal consent was obtained. The 
study was conducted in accordance with the principles 
outlined in the Declaration of Helsinki. 

Results 

The distribution of the women who participated in the 
study according to their descriptive characteristics is 
presented in Table 1. The mean age of the participants was 
31.21±8.23 years, with 66.9% being married. Additionally, 
45.8% of the women had a university education or higher, 
64.3% were not employed, and 47.1% reported an income 
equal to their expenses. In the study, 35.7% of the women 
had no children, and 41.9% had no dependents. 
Furthermore, 52.9% of the participants reported a moderate 
general health status, and 80.7% had no chronic diseases 
(Table 1). 

Table 1.  
The distribution of women according to descriptive 
characteristics. 

Values n (%) 

Mean age: 31.21±8.23 (17-50 age)   
Education status   
Literate 18 4.7 
Primary education 76 19.8 
High school 114 29.7 
University and above 176 45.8 
Employment status   
Employee 109 28.4 
Unemployed 247 64.3 
Other (seasonal workers) 28 7.3 
Marital status   
Married 257 66.9 
Single 127 33.1 
Perception of income   
Income less than expenditure 155 40.4 
Income equal to expenditure 181 47.1 
More income than expenditure 48 12.5 
Number of people provided care   
No 161 41.9 
One person 46 12.0 
Two-three 105 27.3 
Four and above 72 18.8 
Perception of health   
Very good 54 14.1 
Good 101 26.3 

Middle 203 52.9 
Weak 26 6.8 
Chronic disease status   
Yes 74 19.3 
No 310 80.7 

The mean scores of women’s healthy lifestyle behaviors 
are presented in Table 2. In this study, the total score for 
women’s health-promoting behaviors was 131.97±19.65. 
Upon examining the sub-dimension scores, it was observed 
that the lowest score was obtained in the physical activity 
dimension (15.59±4.83), while the highest score was 
recorded in the spiritual development dimension 
(27.16±4.64) (Table 2). 

Table 2.  
The distribution of women’s mean healthy lifestyle score. 

HLBS-II mean score Number 
of Item
  

Cronbach’s 
Alpha  

Distribution 
Range 

Mean±SD 

Health responsibility 9 0.73 9-36 22.73±4.92 
Mental development 9 0.75 15-36 27.16±4.64 
Nutrition 9 0.61 9-32 20.86±4.13 
Interpersonal 
relationships 

9 0.69 14-36 26.35±4.44 

Physical activity 8 0.81 8-31 15.59±4.83 
Stress management 8 0.62 9-32 19.25±4.04 
Total 52 0.90 89-199 131.97±19.65 

The comparison of healthy lifestyle behavior scores 
among women based on their descriptive characteristics is 
presented in Table 3. When examining educational level 
and healthy lifestyle behaviors, it was found that women 
with a university degree or higher had significantly higher 
physical activity scores compared to those with lower 
education levels. Similarly, working women had 
significantly higher physical activity scores than non-
working women. Although the health responsibility, 
nutrition, and spiritual development scores of married 
women were significantly higher than those of single 
women, the physical activity scores of single women were 
significantly higher than those of married women (p<0.05). 

When comparing income perception and healthy 
lifestyle behaviors, it was found that women with a high 
income perception had significantly higher stress 
management and physical activity scores compared to 
those with a low income perception. In the analysis based 
on the number of dependents, women who cared for four 
or more people had significantly lower physical activity 
scores than those in other groups. However, the spiritual 
development sub-dimension scores of women caring for 
four or more dependents were significantly higher than 
those of the other groups (p<0.05). 

When comparing the perception of general health 
status and healthy lifestyle behavior scores, women who 
rated their health as “very good” had significantly higher 
total scores and scores across all sub-dimensions compared 
to the other groups. Additionally, the total healthy lifestyle 
behavior scores and nutrition sub-dimension scores of 
women without chronic diseases were significantly higher 
than those of women with chronic diseases (p<0.05).  

The relationship between women’s age and healthy 
lifestyle behavior scores is presented in Table 4. As shown 
in the table, a weak negative relationship was found 
between age and the physical activity dimension, 
indicating a significant decrease in physical activity levels 
as age increased. On the other hand, a weak positive 
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relationship was observed between women’s age and the 
interpersonal relationships sub-dimension, meaning that 
interpersonal relationships were significantly positively 
affected by increasing age. 

Discussion 

In the study, the evaluation of women’s health 
promotion behaviors was conducted using the mean scores 
of the HLBS-II and its sub-dimensions. A higher total score 
and sub-dimension scores on the HLBS-II indicate better 
health behaviors. The study also examined the effects of 
various factors on women’s healthy lifestyle behaviors, 
including age, education, employment status, marital 
status, income perception, number of dependents, general 
health perception, and chronic disease status. 

In this study, the mean total score of the women’s 
HLBS-II was 131.97±19.65. When similar studies in the 
literature were reviewed, the total score of the HLBS ranged 
between 128.16±19.18 and 134.80±21.37 (Çetin Dağlı, 2022; 
Karataş & Gölbaşı, 2021; Özcan et al., 2020; Pehlivan et al., 
2017). In studies conducted in other countries, the total 
score of the HLBS was found to range between 124.05±17.28 
and 136.64±22.37 (Ahmadi et al., 2020; Bakouei et al., 2017; 
Fathnezhad-Kazemi et al., 2021; Hamed Bieyabanie & 
Mirghafourvand, 2020). The results of this study are 
consistent with the results of other studies. 

When the sub-dimension scores of the HLBS-II were 
analyzed, the health responsibility score of the women was 
found to be moderate (22.73±4.92). In Burucu and Kıyak’s 
study, the women’s health responsibility score was found 
to be 21 (Burucu & Kıyak, 2022). The results of this study 
are similar to those of other studies. When the study results 
are considered together, it can be concluded that women’s 
health responsibility scores are not at an optimal level. This 
may be attributed to factors such as women’s insufficient 
knowledge about health, the multiple roles they juggle 
(e.g., home, work, and childcare), as well as their 
socioeconomic status and education level. 

In this study, women’s physical activity scores were 
low (19.25±4.04). Pehlivan et al. found the physical activity 
subscale score to be 17.2±5.0 (Pehlivan et al., 2017), Özcan 
et al. 14.99±4.71 (Özcan et al., 2020), and Çetin Dağlı 
18.68±5.07 (Çetin Dağlı, 2022). These results suggest that 
women may be taking on more responsibilities in their 
daily lives, which limits the time they can dedicate to 
themselves and physical activity. 

In this study, the health responsibility and nutrition 
sub-dimension scores of married women were significantly 
higher than those of single women. On the other hand, 
single women had significantly higher scores in the 
physical activity subscale. Topçu and Gülcivan found that 
married women had higher health responsibility and 
interpersonal relationships subscale scores compared to 
single women (Topçu & Gülcivan, 2017). Similarly, 
Karabulut and Altun found that single women had 
significantly higher physical activity subscale scores than 
married women (Karabulut & Altun, 2018). The results of 
this study align with the results of these previous studies. 

The higher health responsibility and nutrition scores of 
married women compared to single women may be 
attributed to the fact that married women tend to take care 
of their own health while also managing the health of their 
children and spouses. Marriage may be associated with 
healthier lifestyle patterns, as married individuals 
generally exhibit more regular eating habits and engage in 

fewer risky behaviors. In traditional societies, women’s 
roles may place additional pressure on them to attend 
health check-ups and develop healthy lifestyle habits. 
Conversely, single women may find it easier to incorporate 
physical activity into their daily lives due to the flexibility 
of their lifestyle, fewer responsibilities, and the ability to 
focus more on themselves. 

In the study, women with university education and 
above had significantly higher physical activity subscale 
scores compared to the other groups. Karataş and Gölbaşı’s 
study found that women with high school education and 
above had higher scores in the physical activity subscale 
compared to those with less than high school education 
(Karataş & Gölbaşı, 2021). Similarly, Gözüyeşil et al. found 
that women who graduated from primary or middle school 
had lower HLBS-II total scores than other groups 
(Gözüyeşil et al., 2019). Burucu and Kıyak also found that 
the physical activity scores of women with high school 
education and below were low (Burucu & Kıyak, 2022). 

Women with higher education levels may place greater 
emphasis on physical activity due to factors such as 
increased health awareness, better economic opportunities, 
and improved time management skills. These factors likely 
contribute to the higher physical activity scores observed 
among women with higher educational attainment. 

In this study, the physical activity sub-dimension 
scores of working women were significantly higher than 
those of non-working women. Similarly, in the study by 
Topçu and Gülcivan, working women had higher HLBS 
scores compared to non-working women (Topçu & 
Gülcivan, 2017). In Burucu and Kıyak’s study, working 
women had higher scores in both the physical activity sub-
dimension and the HLBS scores (Burucu & Kıyak, 2022). 
These results may reflect the increased mobility in the daily 
routines of working women, their tendency to engage in 
physical activity for stress management, and the better use 
of financial resources. 

The study also found that the total scores, physical 
activity, and stress management subscale scores of women 
whose income was higher than their expenses were 
significantly higher than those whose income was lower 
than their expenses. In the study by Kahyaoğlu Süt and 
Hür, women whose income was equal to or higher than 
their expenses had higher HLBS scores than those whose 
income was lower than their expenses (Kahyaoğlu Süt & 
Hür, 2020). Similarly, Çetin Dağlı found that the health 
responsibility and stress management sub-dimension 
scores of women whose income was equal to or greater 
than their expenses were significantly higher than those 
whose income was lower than their expenses (Çetin Dağlı, 
2022). 

Women whose income is equal to or greater than their 
expenses experience less financial stress due to economic 
security. This financial stability might be associated with 
better stress management and higher engagement in 
physical activity. Additionally, financial security can 
enhance health awareness and provide women with the 
means to invest more in healthy lifestyle behaviors. 

In the analysis based on the number of dependents, the 
physical activity scores of women caring for four or more 
people were significantly lower than those of other groups. 
Possible reasons for this could include a lack of time, 
insufficient support, and physical and emotional fatigue. 
On the other hand, the spiritual development scores of 
women caring for four or more people were significantly 
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higher than those of the other groups. This could be due to 
the strong social bonds women form while caring for family 
members or dependents, as they may experience 
compassion and a sense of fulfillment in providing care. 
This caregiving process might be associated with higher 
spiritual development scores and a greater sense of inner 
well-being. 

Additionally, in this study, women who defined their 
health as very good had significantly higher total scores, as 
well as higher scores in all sub-dimensions of the HLBS, 
compared to the other women. In another study, women 
who perceived their health as very good also had 
significantly higher total scores, as well as higher scores in 
the physical activity, spiritual development, and stress 
management sub-dimensions (Çetin Dağlı, 2022). Similarly, 
Bilgili and Ayaz Alkaya found that women with very good 
health perception had significantly higher total scores than 
others (Bilgili & Ayaz Alkaya, 2009). The results of this 
study align with and support these previous results. 

In this study, the total scores and nutrition subscale 
scores of women without chronic diseases were 
significantly higher than those of women with chronic 
diseases. In contrast, Burucu and Kıyak’s study (Burucu & 
Kıyak, 2022) found that women with chronic diseases 
exhibited better health-promoting behaviors. Çetin Dağlı’s 
study also found no significant difference between the total 

and sub-dimension scores of women with and without 
chronic diseases (Çetin Dağlı, 2022).  

According to the results of this study, women without 
chronic diseases may adopt healthier lifestyles due to their 
awareness of disease prevention. This might be associated 
with more balanced and healthy eating habits, which might 
explain the higher nutrition scores. On the other hand, 
women with chronic diseases may already be more 
accustomed to practicing healthy lifestyle behaviors to 
manage their conditions, potentially leading to higher 
HLBS scores. However, the results of this study are not 
consistent with those of other studies. This discrepancy 
may be due to differences in the populations studied, 
cultural contexts, or the specific health conditions involved. 

Study design 

This study has several strengths. First, it provides 
current regional data regarding women’s health-promoting 
behaviors in eastern Türkiye. Second, the use of a validated 
measurement tool strengthened the reliability of the 
findings. However, some limitations should also be 
acknowledged. Due to the cross-sectional design, causal 
relationships cannot be established. In addition, the 
findings were based on self-reported data, which may have 
introduced response bias. Since the study was conducted in 
a single region, the generalizability of the findings may be 
limited. 

Table 3.  
Comparison of the mean scores of healthy lifestyle behaviors according to the descriptive characteristics of women.  

Values Health 
responsibility 

Physical 
activity 

Nutrition Mental 
development 

Interpersonal 
relationships 

Stress 
management 

Total 

 Mean±SD Mean±SD Mean±SD Mean±SD Mean±SD Mean±SD Mean±SD 

Marital status 
Married 23.19±5.01 15.02±4.94 21.20±4.05 27.49±4.42 26.61±4.34 19.17±4.04 132.70±19.54 
Single 21.78±4.59 16.74±4.40 20.19±4.22 26.50±5.02 25.82±4.60 19.43±4.07 130.49±19.86 
 t=2.663 t=3.323 t=2.255 t=1.979 t=1.631 t=0.596 t=1.038 
 p=0.008 p=0.001 p=0.025 p=0.049 p=0.104 p=0.552 p=0.300 
        
Education status 
Literate1 22.88±3.62 13.33±4.00 18.55±3.58 28.11±5.01 26.94±3.48 19.72±4.29 129.55±14.97 
Primary 
education2 

23.06±5.49 13.51±4.86 21.03±4.13 27.35±4.73 26.73±4.74 18.84±4.44 130.55±18.32 

High school3 22.35±4.14 15.60±4.18 20.64±4.08 26.84±4.88 25.98±4.31 19.14±3.62 130.57±17.75 
University 
and above4 

22.81±5.25 16.72±4.94 21.17±4.16 27.20±4.43 26.36±4.48 19.46±4.12 133.74±21.69 

 F(Welch)=0.402 F=9.825 F=2.380 F=0.476 F=0.558 F=0.531 F(Welch)=0.878 
 p=0.752 p=0.000 

4>3>1,2 
p=0.069 p=0.699 p=0.643 p=0.661 p=0.456 

        
Employment status 
Employee1 22.44±5.43 17.06±5.00 21.13±4.15 26.76±4.64 26.23±4.33 19.24±3.72 132.89±22.28 
Unemployed2 22.91±4.82 14.73±4.62 20.77±4.11 27.28±4.65 26.42±4.44 19.14±4.16 131.27±18.40 
Other 
(seasonal 
workers)3 

22.25±3.55 17.50±4.21 20.67±4.32 27.71±4.64 26.14±4.94 20.32±4.17 134.60±19.87 

 F=0.475 F=11.752 F=0.325 F=0.690 F=0.100 F=1.068 F=0.528 
 p=0.622 p=0.000 

1,3>2 

p=0.723 p=0.502 p=0.905 p=0.345 p=0.590 

        
Perception of income 
Income less 
than 
expenditure1 

22.20±4.41 14.89±4.56 20.37±4.00 26.88±4.73 25.87±4.40 18.70±3.93 128.94±17.97 

Income equal 
to 
expenditure2 

23.16±5.06 15.88±4.74 21.04±4.22 27.50±4.50 26.72±4.39 19.45±4.06 133.77±19.69 

More income 
than 
expenditure3 

22.81±5.81 16.77±5.71 21.97±4.03 26.83±4.90 26.47±4.66 20.29±4.13 134.97±23.47 
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 F=1.579 F=3.399 F=2.499 F=0.882 F=1.542 F=3.279 F=3.205 
 p=0.208 p=0.034 

3>2>1 
p=0.084 p=0.415 p=0.215 p=0.039 

3>2>1 
p=0.042 

3>2>1 
        
Number of people provided care 
No1 22.31±4.23 16.37±4.47 20.84±4.13 26.88±4.74 26.01±4.50 19.39±3.94 131.83±19.17 
One person2 22.52±4.86 16.21±5.54 21.08±4.17 26.80±4.62 26.08±4.38 19.15±3.68 131.86±21.57 
Two-three3 22.71±5.49 15.35±4.92 20.86±4.05 26.77±4.61 26.30±4.05 19.29±4.04 132.30±19.91 
Four and 
above4 

23.81±5.42 13.80±4.58 20.79±4.30 28.61±4.30 27.34±4.81 18.97±4.55 133.34±19.40 

 F(Welch)=1.449 F=5.203 F=0.053 F=2.897 F=1.584 F=0.190 F=0.160 
 p=0.231 p=0.002 

1,2>3>4 
p=0.984 p=0.035 

4>1,2,3 
p=0.193 p=0.903 p=0.923 

        
Perception of health 
Very good1 24.66±4.78 18.96±4.97 22.98±4.78 29.14±3.60 27.70±4.16 21.48±3.42 144.94±18.77 
Good2 23.38±4.99 16.43±4.72 21.67±3.89 27.54±4.72 26.64±4.24 19.82±3.81 135.50±19.86 
Middle3 21.98±4.77 14.48±4.24 20.19±3.73 26.76±4.61 26.08±4.57 18.45±3.92 127.97±17.96 
Weak4 22.03±4.86 14.00±5.59 18.65±4.34 24.73±5.08 24.50±4.03 18.69±5.11 122.61±18.69 
 F=5.295 F=15.897 F=11.093 F=6.648 F=3.639 F(Welch)=10.954 F=15.221 
 p=0.001 p=0.000 p=0.000 p=0.000 p=0.013 p=0.000 p=0.000 
 1>2>3,4 1>2,3,4 1,2>3,4 1>2>3>4 1>2,3>4 1>2>3,4 1>2>3,4 
        
Chronic disease status 
Yes 22.18±4.95 14.97±4.68 19.87±3.92 26.70±5.12 26.07±4.41 18.88±4.35 128.69±18.91 
No 22.98±4.89 15.88±4.88 21.33±4.15 27.38±4.40 26.48±4.45 19.43±3.89 133.50±19.84 
 t=1.500 t=1.721 t=3.252 t=1.337 t=0.836 t=1.231 t=2.243 
 p=0.134 p=0.086 p=0.001 p=0.182 p=0.404 p=0.219 p=0.025 

 

Table 4. 
The relationship between women’s age and healthy lifestyle behavior scores. 

Health 
responsibility 

Physical 
activity 

Nutrition Mental 
development 

Interpersonal 
relationships 

Stress 
management 

Total 

Age r=0.093 
p=0.070 

r=- 0.153** 
p=0.003 

r=0.062 
p=0.222 

r=0.080 
p=0.118 

r=0.119* 
p=0.020 

r=-0.011 
p=0.833 

r=0.042 
p=0.409 

Note: *p<0.05, **p<0.001. 

Conclusion 

In this study, women’s healthy lifestyle behavior scores 
were found to be moderate. Factors such as marital status, 
education, employment status, income level, number of 
dependents, general health perception, and the presence of 
chronic diseases were identified as important determinants 
of healthy lifestyle behaviors. These results suggest that 
there is a need to improve women’s health behaviors.  

The development and maintenance of healthy 
behaviors is a gradual process that requires continuous 
support. To facilitate this, individual awareness, social 
support, and institutional arrangements must be integrated 
to help women adopt and sustain healthy behaviors. 
Simply increasing individual awareness is not sufficient for 
sustaining health behaviors in the long term. Health 
policies and interventions should consider the 
socioeconomic, cultural, and environmental factors that 
influence women’s health behaviors. 

Providing motivation and consistent support 
throughout the health promotion process can significantly 
contribute to the sustainability of behavioral changes. In 
order to build a healthy society, it is crucial to continue 
efforts aimed at strengthening women’s health behaviors, 
demonstrating commitment to their well-being for the long 
term. Future studies involving multicenter and 
longitudinal designs are recommended to better 
understand the long-term determinants of women’s health-
promoting behaviors and to evaluate the effectiveness of 
intervention programs. 
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