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Abstract  

Purpose: This study was conducted to evaluate the quality of life, insomnia severity, and 

approaches according to the health belief model of obese and overweight individuals who 

applied to the dietician polyclinic of the district health directorate in a district of Istanbul. 

Material and methods: This cross-sectional study was conducted between September 

2022 and March 2023 among 300 obese and overweight individuals aged above 18 who 

applied to the dietician polyclinic of the district health directorate in a district of Istanbul. 

The survey used the insomnia severity index, quality of life short form, and health belief 

model scale. To compare variables, the Chi-Square test, Mann Whitney U, and Kruskal 

Wallis tests were used for statistical analysis of the data. P<0.05 was considered 

statistically significant. 

Results: 97.3% of the participants in the research were female and 2.7% were male. The 

mean scores of those who were overweight on the quality of life scale were found to be 

significantly higher than those of the obese (p<0.001). A significant difference was found 

between the obese and overweight in terms of insomnia severity index scores (p=0.003). 

Also, a significant correlation was found between the perceived benefit subscale and the 

perceived seriousness, sensitivity, importance of health sub-dimensions, and quality of 

life scale scores.  

Conclusions: This study demonstrated the health beliefs, quality of life, and insomnia 

levels of obese and overweight individuals. Qualitative studies to be conducted should 

address the health belief model in more detail by using the data of this study. 

Keywords: Obese, overweight, quality of life, insomnia. 

 

 



 

 

Makale başlığı: Obez ve kilolu bireylerde yaşam kalitesi, sağlık inanç modeli ve 

uykusuzluğun değerlendirilmesi: kesitsel bir çalışma. 

Kısa başlık: Obez ve fazla kilolu bireylerde yaşam kalitesi, sağlık inanç modeli ve 

uykusuzluk. 

Öz 

Amaç: Bu çalışma, İstanbul'un bir ilçesinde ilçe sağlık müdürlüğüne bağlı diyetisyen 

polikliniğine başvuran obez ve fazla kilolu bireylerin yaşam kalitesi, uykusuzluk şiddeti ve 

sağlık inanç modeli yaklaşımlarını değerlendirmek amacıyla yapılmıştır. 

Gereç ve yöntem: Bu kesitsel çalışma, Eylül 2022 ile Mart 2023 tarihleri arasında, 

İstanbul'un bir ilçesinde ilçe sağlık müdürlüğüne bağlı diyetisyen polikliniğine başvuran 18 

yaş üstü 300 obez ve fazla kilolu birey arasında gerçekleştirilmiştir. Anket kapsamında 

uykusuzluk şiddeti indeksi, yaşam kalitesi kısa formu ve sağlık inanç modeli ölçeği 

kullanılmıştır. Değişkenleri karşılaştırmak için Ki-Kare testi, Mann Whitney U ve Kruskal 

Wallis testleri kullanılmış olup, p<0.05 istatistiksel olarak anlamlı kabul edilmiştir. 

Bulgular: Araştırmaya katılanların %97,3'ü kadın ve %2,7'si erkekti. Yaşam kalitesi 

ölçeğinden alınan puanların ortalamaları fazla kilolu bireylerde obez bireylerden anlamlı 

derecede yüksek bulunmuştur (p<0.001). Obez ve fazla kilolu bireyler arasında 

uykusuzluk şiddeti indeksi açısından anlamlı bir fark bulunmuştur (p=0.003). Ayrıca, 

algılanan yarar alt ölçeği ile algılanan ciddiyet, duyarlılık, sağlık önemi alt boyutları ve 

yaşam kalitesi ölçeği puanları arasında anlamlı bir korelasyon bulunmuştur. 

Sonuç: Bu çalışma, obez ve fazla kilolu bireylerin sağlık inançlarını, yaşam kalitelerini ve 

uykusuzluk seviyelerini ortaya koymuştur. Gelecekte yapılacak niteliksel çalışmalar, bu 

çalışmanın verilerini kullanarak sağlık inanç modelini daha detaylı bir şekilde ele 

almalıdır. 

Anahtar kelimeler: Obez, fazla kilolu, yaşam kalitesi, uykusuzluk, health belief model . 

 

 

 

 

 

 

 

 

 

 

 



 

 

Introduction 

Obesity and overweight are health problems that indicate excessive and abnormal 

accumulation of body fat, leading to adverse health effects [1]. Globally, the prevalence 

of obesity and overweight among adults has been increasing over the past few decades. 

According to the World Health Organization, the prevalence of obesity nearly tripled 

worldwide between 1975 and 2016. In 2016, 1.9 billion adults were overweight, and 

650 million of them were obese [2]. Worldwide, the prevalence of obesity has increased 

dramatically during the last four decades, and if this trend continues, a majority of the 

world’s adult population will be either overweight or obese by 2030 [3]. 

Obesity and overweight are serious public health problems that are increasing in 

prevalence in Türkiye and all over the world. Türkiye has the highest obesity rates among 

European countries. According to the WHO European Regional Obesity Report 2022, the 

age-standardized obesity rate in adults in Türkiye is 32.1%, while the overweight rate is 

66.8% [4]. According to Türkiye Health Survey 2019 data, while the rate of obese 

individuals aged 15 years and over was 19.6% in 2016, it was 21.1% in 2019. In terms of 

gender, in 2019, 24.8% of females were obese and 30.4% were pre-obese, while 17.3% 

of men were obese and 39.7% were pre-obese [5]. 

Studies have shown that obesity and overweight are public health problems as they 

are risk factors for many other health issues. In addition to the increased risk of death 

associated with excess body fat, obesity and overweight increase the risk of developing 

various diseases, such as obstructive sleep apnea, type II diabetes mellitus, coronary 

heart disease, and certain cancers [6-8]. Apart from their physical effects, obesity and 

overweight can also cause psychological problems such as depression, stress, anxiety, 

and insomnia, which are as significant as physical problems [9, 10]. Therefore, it has 

become increasingly clear that obesity-related issues do not simply cause or aggravate 

medical conditions [11]. Moreover, all factors affecting a person's private, professional, 

and daily life will directly impact their quality of life. Studies show that being obese or 

overweight has a significant impact on a person's functional capacity and quality of life 

[12, 13]. 

It is also believed to be linked to the psychological effects of increased obesity and 

the impact of sleep loss on hormones such as leptin and ghrelin, which play a crucial role 

in the central regulation of appetite and energy expenditure [14, 16]. The significant 

decrease in average sleep duration over the last 50 years, which aligns with 

the rise in obesity rates in the population, suggests that recurrent partial sleep 

deprivation could have significant implications for public health due to the adverse effects 

observed in metabolic and hormonal processes [14]. 



 

 

Studies have shown that being obese or overweight reduces quality of life and increases 

the severity of insomnia. However, few studies have evaluated these effects together 

with the health belief model. This study examines individuals' levels of insomnia 

according to the Health Belief Model and their quality of life, as well as the impact of 

sociodemographic factors such as marital status, gender, and education level on quality 

of life. 

To investigate the relationships between these factors, this study was conducted to 

evaluate the quality of life, insomnia severity, and approaches according to the health 

belief model of obese and overweight individuals who applied to the dietician polyclinic of 

a district health directorate in a district of Istanbul. 

 

Material and methods 

Type of research  

This is a descriptive and cross-sectional study that has used a face-to-face survey 

design. 

Study population  

This study was conducted between September 2022 and March 2023. When the 

daily dietitian application was calculated as 18 individuals, the universe of this study was 

determined as 1440 adults aged above 18 years. The sample size for the study was 

calculated using the OpenEpi website [15]. When the sample size was calculated with 

50% anticipated frequency and a 5% margin of error, it was aimed to reach 304 

individuals. In this study, the convenience sampling method, one of the non-probability 

sampling techniques, was used for sample selection. 

The study was completed with 300 individuals. Inclusion criteria were to be over 18 

years old, obese, overweight, and not having any disease that could cause weight gain.  

Measuring tools 

Data collection was carried out face-to-face. A survey form consisting of 91 

questions in total was directed to the participants. In the first part of the questionnaire, 

there are questions about sociodemographic characteristics, whether there is a chronic 

or psychiatric disease, height, weight, fat measurements, and the number of applications 

to a dietitian. The BMI was calculated using the standard formula: weight in kilograms 

divided by the square of height in meters (kg/m²). According to World Health Organization 

(WHO) guidelines, individuals were classified as follows: Overweight: BMI 25-29.9 kg/m², 

Obesity: BMI ≥30 kg/m². Weight was measured using a ‘Tanita BC-418 ma’ scale. The 

scale was calibrated before each session to ensure accuracy. 



 

 

Height was measured using a standard stadiometer (ADE Assembly Note Column 

Scale). Participants were asked to stand upright without shoes, with their backs against 

the stadiometer, and their heads in the Frankfort plane position. 

All measurements were conducted by a single dietitian to maintain consistency 

across the data collection process. 

In the second part, there is a 32-item health belief model scale, the Turkish validity, 

and reliability of which was developed by Dedeli et al. (2011) [17].  

The health belief model scale  

This scale consists of a total of 32 items, each scored on a 5-point Likert scale. The 

first 7 items are rated as follows: 1: Never, 2: Sometimes, 3: Often, 4: Very Often, 5: 

Always. The subsequent 25 items are rated as follows: 1: Strongly Disagree, 2: Disagree, 

3: Neutral, 4: Agree, 5: Strongly Agree. The 16th item is reverse-coded. The Obesity 

Health Belief Model Scale does not calculate an overall score. Each subscale is 

calculated by summing the item scores within the subscale and dividing by the number of 

items in that subscale. It consists of the importance of health, the perception of 

seriousness, the perception of sensitivity, the perception of obstacles, and the perception 

of benefit. The averages of the scores obtained by the individuals from each sub-

dimension are given and it is interpreted that the one with the higher average has more 

perception of that sub-dimension. The importance of health consists of 8 items; It shows 

the level of importance that individuals give to their health. Perceived severity evaluates 

to what extent individuals see obesity as a serious disease and consists of 4 items (9, 10, 

11, 17). Perceived sensitivity evaluates the extent to which individuals find themselves 

prone to complications and health problems that may develop due to obesity, and to what 

extent they find the interventions related to obesity useful and consists of 4 items (12, 13, 

14, 16). Perceived benefit shows the level of awareness of the benefits that individuals 

will gain in terms of their health when they can manage obesity and consists of 8 items 

(21, 22, 24, 25, 26, 27, 28, 32). Detected obstacle shows the level of barriers that 

individuals perceive in applying health recommendations for obesity and consist of 8 

items (15, 18, 19, 20, 23, 29, 30, 31). The Cronbach alpha coefficient of the scale is 0.80. 

In this study, it was found to be 0.72. 

In the third part, the Quality of Life Scale Short Form was used.  

Quality of life scale short form  

 This scale consists of 34 questions. It was validated and reliable in Turkish by 

Ünal et al. [18]. A 5-point Likert scale (1-5) is used for each question, it was graded from 

1 to 5 (1: always/enormously; 2: often/a lot; 3: sometimes/ moderately; 4: rarely/a little; 5: 

never/not at all). A score was then calculated for each dimension by adding together its 



 

 

constituent items. Scores obtained by adding up answers graded from 1 to 5 of all items 

per dimension were transformed to convert the lowest and highest. The lowest 34 points 

and the highest 170 points can be obtained from the quality of life scale, and as the score 

increases, it is seen that individuals have a better quality of life. The Cronbach alpha 

coefficient of the scale is 0.80. In this study, it was found to be 0.70. 

 In the fourth part, the Insomnia Severity Index was used.  

Insomnia severity index  

7-item Insomnia Severity Index validity and reliability of which were made by 

Boysan et al. (2010) [19]. The survey is a 5-point Likert scale, rated as follows: '0: None, 

1: Mild, 2: Moderate, 3: Severe, 4: Very Severe’. In the insomnia severity index, high 

scores indicate deterioration in sleep quality. If the total scores are between 0-7, there is 

no clinical insomnia, 8-14 is considered as the lower threshold for insomnia, 15-21 is 

moderate insomnia, and 22-28 is severe insomnia. The Cronbach alpha coefficient of the 

scale is 0.79. In this study, it was found to be 0.71. 

Permission was obtained from Istanbul Medipol University Clinical Research Ethics 

Committee for the study. 

Statistical analysis 

Descriptive data are presented as standard deviation values, means, and frequency 

tables. The chi-square test was used for statistical analysis of the data, to compare 

variables. The normal distribution of variables was examined using histogram and 

Kolmogorov-Smirnov/Shapiro-Wilk tests. Independent samples were compared with the t-

test for continuous variables with parametric distribution, and those without normal 

distribution were compared with the Mann-Whitney U and Kruskal Wallis tests. 

Relationships between non-normally distributed continuous variables were evaluated with 

the Spearman correlation test. The SPSS Statistics 20.0 (Armonk, New York: IBM Corp.) 

statistical program trial version was used. P<0.05 was considered statistically significant.  

 

Results 

This study was completed with a total of 300 individuals. 97.3% of the participants in 

the research were female and 2.7% were male. All of the participants are over the age of 

18 and their average age is 38.00±8.96. 28% of the participants were overweight (BMI 

25.0 kg/m2-29.9 kg/m2), and 72% were obese (BMI>30.0 kg/m2). 53.3% of the 

participants stated that a dietitian from a different institution had applied before. The first 

application of 41% of the participants applied to our institution, the second application of 

26.7%, the third application was 9.6%, and four or more applications were 22.7% 44% of 



 

 

the participants stated that they had any chronic disease, and the most frequently 

mentioned chronic disease was diabetes mellitus. 

The sociodemographic characteristics of the participants in the study were 

examined according to the insomnia severity index and are shown in detail in Table 1. 

Accordingly, it was determined that obese people had significantly more severe insomnia 

symptoms than overweight people (p=0.003), and those with chronic diseases had 

significantly more severe insomnia symptoms than those without chronic diseases 

(p=0.034). 

In Table 2, the sociodemographic characteristics of the participants and the scores 

they got from the quality of life scale were compared. The participants' quality of life scale 

average scores were 128.61±24.71, with a minimum of 36 points and a maximum of 170 

points. When quality of life scores were evaluated according to gender, males’ quality of 

life scores were higher than females, and the difference was not significant (p=0.560). 

The mean scores of those who were overweight on the quality of life scale were found to 

be significantly higher than those of the obese (p<0.001). There was a significant 

difference between the patients with chronic (p=0.022) or psychiatric disease and those 

without lower quality of life scale scores (p=0.012). 

When the quality of life of the participants was evaluated according to the severity of 

insomnia in Table 3, the scores of the participants with moderate and severe insomnia 

were found to be significantly lower (p<0.001). 

The comparison of the scores they got from the health belief model subscales 

according to their sociodemographic characteristics is shown in Table 4 in detail. The 

difference between the scores of the participants' perceived barriers (p=0.002) and 

benefits sub-scales according to their educational status was found to be significant 

(p=0.011). The presence of obesity in first-degree relatives and the score they got from 

the perceived disability subscale were also found to be significant (p=0.008). A significant 

difference was found between the obese and overweight in terms of perceived benefit 

scores (p=0.029). A comparison of the insomnia severity of the participants according to 

the sub-dimensions of the belief model in health is shown in Table 5 in detail. There was 

a significant difference between insomnia severity scores and both the importance of the 

health subscale (p=0.007) and the perceived barriers subscale (p=0.014). 

The sub-dimensions of the health belief model, the scores obtained from the short 

form of the quality of life scale, and the correlation dimensions between the age variable 

were evaluated (Table 6). Accordingly, a significant correlation was found between the 

perceived benefit subscale and the perceived seriousness, sensitivity, importance of 

health sub-dimensions, and quality of life scale scores. While there was a positive 



 

 

correlation between the perceived usefulness subscale and the other subscales of the 

scale, a negative correlation was observed with the quality of life. Perceived disability and 

perceived susceptibility subscales also showed a significant negative correlation with the 

quality of life scale. A significant positive correlation was observed between the age 

variable and the importance of the health subscale. 

 

Discussion 

The participants' views on obesity, their quality of life, and their insomnia indices 

were assessed in this study of overweight and obese people. Ninety percent of the 

individuals in this study who made dietetic applications were females. WHO statistics 

from 2016 showed that 39.2% of obese people in Turkey who were 18 years of age or 

older were female and 24.4% were male; Turkish Statistical Institute (TUIK) data from 

2019 showed that 24.8% of obese people who were 15 years of age or older were female 

and 17.3% were male [2, 5]. The higher incidence of obesity in females can be attributed 

to several factors, such as living a more stressful lifestyle than men, engaging in less 

physical activity, and experiencing hormonal or obstetric issues unique to females. 

After assessing the participants' degree of insomnia, it was shown that those who 

were obese had more severe insomnia than those who were overweight. Furthermore, it 

has been observed that moderate to severe symptoms of sleeplessness are more 

common among obese or overweight people with chronic illnesses. Greater primary 

sleep disruptions and daytime tiredness were similarly linked to higher body mass, 

according to a study by Duraccio et al. [20] involving 1,133 participants. Muhammad et al. 

[1] did a cross-sectional study on 31,358 older persons and discovered that widows and 

singles experienced more severe insomnia than married people. This study 

demonstrated a strong correlation between the severity of insomnia and marital status, 

with divorced people reporting more mild insomnia. In the study they conducted, Vorona 

et al. [21] discovered a strong correlation between obesity and sleeplessness. Logue et 

al. [22] found in another study that obese patients had lower sleep duration and lower 

quality sleep. Additionally, Buscemi et al. [23] observed that among a sample of 200 

obese patients with chronic illnesses, there was a strong correlation between obesity and 

shorter sleep durations. 

The short form of the quality of life scale was used to evaluate participants' obese 

and overweight participants' quality of life. It was shown that those who were obese had 

poorer quality of life scores than those who were overweight. A substantial inverse 

association between obesity and quality of life was discovered in Jia et al.'s study [24], 

which is consistent with the findings of this study. They also stated that the quality of life 



 

 

is low in those who are overweight, but the quality of life decreases as the BMI level 

increases, and the quality of life increases with weight loss. In a study conducted by Sach 

et al. [25] with a sample of 1865 individuals, it was stated that the quality of life of obese 

individuals was lower than those of normal weight and that their obesity-related chronic 

diseases may also be effective. In this study, the quality of life of obese and overweight 

individuals with comorbidities such as chronic illnesses and psychiatric disorders was 

found to be significantly lower than those who do have not any psychiatric or chronic 

diseases. In a cohort study involving 64,631 individuals that evaluated the relationship 

between obesity and quality of life, it was found that obese and overweight individuals 

had lower quality of life compared to those with normal weight. Additionally, those with 

three or more mental or physical illnesses were also associated with lower quality of life. 

The findings of this study, which have a higher reliability than ours, support our findings 

[26]. In Thommasen et al.'s study [27], it was concluded that the presence of chronic 

disease is the strongest determinant among the health-related parameters affecting 

quality of life. In this study, quality of life was found to be significantly lower in individuals 

with more severe levels of insomnia. Similarly, a study conducted in São Paulo that 

evaluated the relationship between insomnia and quality of life also found that the 

severity of insomnia had a significant impact on quality of life [28]. 

It was found in this study that individuals who had applied to dietitians at various 

institutions had a lower quality of life. This might be the result of situations brought on by 

their despondency, the fact that these people apply to more institutions and do not 

receive the answers they want, or a combination of psychological or genetic diseases. 

The scores of the participants from the health belief model scale in obesity are not 

calculated as the total score, and the scores of the sub-dimensions were evaluated 

separately. Accordingly, the participants got the highest score from the perceived 

seriousness sub-dimension and the lowest score from the perceived obstacle sub-

dimension. According to the obesity health belief model scale; the increase in the 

individual's perception of seriousness is related to their awareness of the seriousness of 

the situation and its consequences. Individuals with a high perception of seriousness 

towards a health problem are more likely to engage in health-promoting behavior 

because they feel prone to contracting the disease. In the studies, it was determined that 

the most effective determinants of behavior change were Perception of Benefit and 

Perception of Obstacles, while the least effective determinants were Perception of 

Severity, and it was stated that the effect of the perceived obstacle should be reduced 

and the effect of other sub-dimensions should be increased for the realization of the 

health behavior related to the disease [29, 30]. Barakat et al. [31] in a study carried out, it 



 

 

was stated that the increase in perceived benefit also improves preventive health 

behaviors.  

In this study, when the relationships between the sub-dimensions of the health 

belief model scale and the variables were examined, a significant relationship was found 

between the education level of the individuals and the perceived barrier and benefit sub-

dimensions. As the level of education increases, the perceived disability score 

decreases, while the perceived benefit score increases. Kahraman et al. [32] by this 

study, it was stated that there was a significant difference between education level and 

perceived disability dimensions. Darvishpour et al. [33] on the other hand, it is necessary 

to develop educational interventions to improve health behaviors, and in this way, 

perceived benefits should be understood and barriers to health behaviors should be 

removed. When obese and overweight individuals were compared according to the 

health belief model, it was determined that the perceived benefit scores of obese 

individuals were significantly higher. This may be related to the awareness that obese 

individuals will gain more benefits from losing weight than overweight individuals. 

However, no significant difference was observed in terms of perceived severity between 

obese and overweight individuals. A study conducted in Iran with students reported that 

overweight students scored lower on perceived severity compared to those with normal 

weight. The lack of a significant difference in our study may be because we did not 

compare these findings with normal-weight individuals [34]. 

There are also some limitations of the research. First, the use of a non-probability 

sampling method and the fact that patients were recruited from a single center limit the 

generalizability of the study results. Additionally, as a cross-sectional study, it has the 

disadvantage of not being able to establish causality. Secondly, the length of the 

questionnaire was reflected in the answers of the participants and caused reluctance to 

answer some of the questions, resulting in missing data. Thirdly, the fact that the 

research was conducted in a low socioeconomic region caused the participants to have 

difficulty understanding and answering the questions, and it may tend to show differently.  

Despite these, the research is a powerful one as it has not been done before in the 

region. In addition, in the literature, these scales have been evaluated separately in 

obese individuals, and studies in which all of them are evaluated together are limited.  

Accordingly, it was found that the level of insomnia was more severe, and the 

quality of life was lower in obese individuals than in overweight individuals. According to 

the health belief model, it was determined that the scores of obese individuals on the 

perceived benefit subscale were higher than those who were overweight. In addition, the 

relationship between education level and perceived disability and benefit has been 



 

 

revealed. Qualitative studies to be conducted should address the health belief model in 

more detail by using the data of this study. In addition, these individuals continue their 

dietitian controls, and changes after weight loss should be recorded or prospective 

studies should be planned. 

Conflict of interest: No conflict of interest was declared by the authors. 

References 

1. Muhammad T, Gharge S and Meher T. The associations of BMI, chronic conditions, 

and lifestyle factors with insomnia symptoms among older adults in India. PLoS One 

2022;17:0274684. https://doi.org/10.1371/journal.pone.0274684 

2. World Health Organization 2019; Available at: https://www.who.int/news-room/fact-

sheets/detail/obesity-and-overweight#:~:text=%2Fm2).-

,Adults,than%20or%20equal%20to%2030. Accessed March 29, 2023 

3. Haththotuwa RN, Wijeyaratne CN, Senarath U. Worldwide epidemic of 

obesity. Obesity and obstetrics. Elsevier 2020;3-8. https://doi.org/10.1016/B978-0-12-

817921-5.00001-1 

4. World Health Organization Report. Available at: 

https://apps.who.int/iris/bitstream/handle/10665/353747/9789289057738-eng.pdf. 

Accessed March 29, 2023 

5. Türkiye Sağlık Araştırmaları 2019. Available at: 

https://data.tuik.gov.tr/Bulten/Index?p=Turkey-Health-Survey-2019-33661. Accessed 

March 29, 2023 

6. Chatterjee A, Gerdes MW, Martinez SG. Identification of risk factors associated with 

obesity and overweight—a machine learning overview. Sensors 2020;20:2734. 

https://doi.org/10.3390/s20092734 

7. Sarma S, Sockalingam S, Dash S. Obesity as a multisystem disease: Trends in 

obesity rates and obesity‐related complications. Diabetes Obes Metab 2021;23:3-16. 

https://doi.org/10.1111/dom.14290 

8. Waddell IS, Orfila C. Dietary fiber in the prevention of obesity and obesity-related 

chronic diseases: From epidemiological evidence to potential molecular 

mechanisms. Crit Rev Food Sci Nutr 2023;63:8752-8767. 

https://doi.org/10.1080/10408398.2022.2061909 

9. Vogelzangs N, Kritchevsky SB, Beekman ATF, et al. Obesity and onset of significant 

depressive symptoms: results from a prospective community-based cohort study of 

older men and women. J Clin Psychiatry 2009;70:391-399. 

https://doi.org/10.4088/JCP.08m04743blu 



 

 

10. Simon GE, Von Korff M, Saunders K, et al. Association between obesity and 

psychiatric disorders in the US adult population. Arch Gen Psychiatry 2006;63:824-

830. https:// doi:10.1001/archpsyc.63.7.824 

11. Hecker J, Freijer K, Hiligsmann M, Evers S. Burden of disease study of overweight 

and obesity; the societal impact in terms of cost-of-illness and health-related quality of 

life. BMC Public Health 2022;22:46(e1-13). https://doi.org/10.1186/s12889-021-12449-

2 

12. Stephenson J, Smith CM, Kearns B, Haywood A, Bissell P. The association between 

obesity and quality of life: a retrospective analysis of a large-scale population-based 

cohort study. BMC Public Health 2021;21:1-9. https://doi.org/10.1186/s12889-021-

12009-8 

13. Busutil R, Espallardo O, Torres A, Martinez Galdeano L, Zozaya N, Hidalgo Vega A. 

The impact of obesity on health-related quality of life in Spain. Health and Quality of 

Life Outcomes 2017;15:197(e1-11). https://doi.org/10.1186/s12955-017-0773-y 

14. Van Cauter E, Spiegel K, Tasali E, Leproult R. Metabolic consequences of sleep and 

sleep loss. Sleep Med 2008;9:23-28. https://doi.org/10.1016/S1389-9457(08)70013-3  

15. OpenEpi Sample Size. Available at: 

https://www.openepi.com/SampleSize/SSPropor.htm. Accessed August 14, 2022 

16. Rahe C, Czira ME, Teismann H, Berger K. Associations between poor sleep quality 

and different measures of obesity. Sleep Med 2015;16:1225-1228. 

https://doi.org/10.1016/j.sleep.2015.05.023 

17. Dedeli Ö, Fadıloğlu Ç. Obezitede sağlik inanç modeli ölçeği’nin geliştirilmesi. TSK 

Koruyucu Hekimlik Bülteni 2011;10:533-542. 

https://doi.org/10.5455/pmb.20110118022318 

18. Yağma NM, Ünal E, Gökler ME, Mollahaliloğlu S. Cross-cultural adaptation, reliability, 

and validity of the Turkish version of the obesity specific quality of life questionnaire: 

quality of life, obesity, and dietetics (QOLOD) rating scale. Turk J Med Sci 

2021;51:2369-2376. https://doi.org/10.3906/sag-2005-412 

19. Boysan M, Güleç M, Besiroğlu L, Kalafat T. Uykusuzluk Şiddeti Indeksi'nin Türk 

örneklemindeki psikometrik özellikleri. Anadolu Psikiyatri Dergisi 2010;11:248-252. 

20. Duraccio KM, Simmons DM, Beebe DW, Byars KC. Relationship of overweight and 

obesity to insomnia severity, sleep quality, and insomnia improvement in a clinically 

referred pediatric sample. J Clin Sleep Med 2022:18;1083-1091. 

21. Vorona RD, Winn MP, Babineau TW, Eng BP, Feldman HR, Ware JC. Overweight and 

obese patients in a primary care population report less sleep than patients with a 



 

 

normal body mass index. Arch Intern Med 2005;165:25-30. 

https://doi.org/10.1001/archinte.165.1.25 

22. Logue EE, Scott ED, Palmieri PA, Dudley P. Sleep duration, quality, or stability and 

obesity in an urban family medicine center. J Clin Sleep Med 2014;10:177-182. 

https://doi.org/10.5664/jcsm.3448 

23. Buscemi D, Kumar A, Nugent R, Nugent K. Short sleep times predict obesity in 

internal medicine clinic patients. J Clin Sleep Med 2007;3:681-688. 

https://doi.org/10.5664/jcsm.27023 

24. Jia H, Lubetkin EI. The impact of obesity on health-related quality-of-life in the general 

adult US population. J Public Health-UK 2005;27:156-164. 

https://doi.org/10.1093/pubmed/fdi025 

25. Sach TH, Barton GR, Doherty M, Muir KR, Jenkinson C, Avery AJ. The relationship 

between body mass index and health-related quality of life: comparing the EQ-5D, 

EuroQol VAS, and SF-6D. Int J Obes 2007;31:189-196. 

https://doi.org/10.1038/sj.ijo.0803365 

26. Stephenson J, Smith CM, Kearns B, Haywood A, Bissell P. The association between 

obesity and quality of life: a retrospective analysis of a large-scale population-based 

cohort study. BMC Public Health 2021;21:1900(e1-9). https://doi.org/10.1186/s12889-

021-12009-8 

27. Thommasen HV, Zhang W. Impact of chronic disease on quality of life in the Bella 

Coola Valley. Rural Remote Health 2006;6:528(e1-18). 

https://doi.org/10.22605/RRH528 

28. Lucena L, Polesel DN, Poyares D. et al. The association of insomnia and quality of life: 

Sao Paulo epidemiologic sleep study (EPISONO). Sleep Health 2020;6:629-635. 

https://doi.org/10.1016/j.sleh.2020.03.002 

29. Khorsandi M, Fekrizadeh Z, Roozbahani N. Investigation of the effect of education 

based on the health belief model on the adoption of hypertension-controlling behaviors 

in the elderly. Clin Interv Aging 2017;12:233-240. https://doi.org/10.2147/CIA.S117142 

30. Sulat JS, Prabandari YS, Sanusi R, Hapsari ED, Santoso B. The validity of health 

belief model variables in predicting behavioral change: a scoping review. Health Educ 

2018;118:499-512. https://doi.org/10.1108/HE-05-2018-0027 

31. Barakat AM, Kasemy ZA. Preventive health behaviors during the coronavirus disease 

2019 pandemic based on the health belief model among Egyptians. Middle East Curr 

Psychiatr 2020;27:43(e1-9). https://doi.org/10.1186/s43045-020-00051-y 



 

 

32. Kahraman G, Türker B, Akbolat M. Obeziteye yönelik tutum ve inançların 

geliştirilmesinde sağlık programlarının etkisi. Acıbadem Univ Sağlık Bilim Derg 

2015;6:89-98. 

33. Darvishpour A, Vajari SM, Noroozi S. Can health belief model predict breast cancer 

screening behaviors? Open Access Maced J Med Sci 2018;6:949-953. 

https://doi.org/10.3889/oamjms.2018.183 

34. Saghafi Asl M, Aliasgharzadeh S, Asghari Jafarabadi M. Factors influencing weight 

management behavior among college students: An application of the Health Belief 

Model. PloS One 2020:15;e0228058. https://doi.org/10.1371/journal.pone.0228058 

 

 

 

Ethics committee approval: Permission was obtained from Istanbul Medipol 

University Clinical Research Ethics Committee for the study (permission date: 

26.08.2022, and permission number 746). Before commencing the research, permission 

to use each scale was obtained from the authors responsible for the scales. 

 

 

 

 

Authors' contributions to the article 

M.A.S. and S.D. constructed the main idea and hypothesis of the study. M.A.S. and 

S.D. developed the theory and arranged/edited the material and method section. S.D. 

has evaluated the data in the Results section. Discussion section of the article written by 

S.D. M.A.S. reviewed, corrected, and approved. In addition, all authors discussed the 

entire study and approved the final version.  

 

 

 

 

 

 

 

 

 



 

 

Table 1. Characteristics of participants according to the Insomnia Severity Index 

Bold values are significant with p<0.05. CI− and CI+ are the lower and upper bounds of the 95% 
confidence interval. *Chi-Square Test  
 

 

 

 

 

 

 

 

 

Insomnia Severity Index  

Clinically 

insignificant 

Insomnia 

threshold 

Moderate 

insomnia 
Severe insomnia 

p value* 

n % n % n % n % 

Gender 
Female 100 38.2 111 42.4 40 15.3 11 4.2 

0.873 
Male 4 50.0 3 37.5 1 12.5 0 0.0 

Education 

Illiterate 1 25.0 1 25.0 1 25.0 1 25.0 

0.109 

Literate 1 9.1 6 54.5 4 36.4 0 0.0 

Primary 

Education 
55 39.0 57 40.4 22 15.6 7 5.0 

Secondary 

Education 
36 46.2 29 37.2 11 14.1 2 2.6 

University 11 30.6 21 58.3 3 8.3 1 2.8 

Marital 

Status 

Married 95 38.9 100 41.0 38 15.6 11 4.5 

0.039 Single 8 44.4 10 55.6 0 0.0 0 0.0 

Divorced 0 0.0 2 40.0 3 60.0 0 0.0 

Psychiatric 

disease 

Yes 3 17.6 9 52.9 4 23.5 1 5.9 
0.355 

No 96 39.0 103 41.9 37 15.0 10 4.1 

Chronic 

Disease 

Yes 35 31.0 47 41.6 23 20.4 8 7.1 
0.034 

No 60 42.0 63 44.1 17 11.9 3 2.1 

BMI 
Overweight 42 51.2 34 41.5 4 4.9 2 2.4 

0.003 
Obese 62 33.0 80 42.6 37 19.7 9 4.8 



 

 

 

 

 

 

 

Table 2. Comparison of the sociodemographic characteristics of the participants 

according to the short form of the quality of life scale 

 

Quality of Life Scale Short Form 
p value 

Mean Standard deviation Minimum Maximum 

Gender 
Female 128.36 25.05 36.00 170.00 0.560* 

Male 135.67 11.78 124.00 151.00 

Education 

Illiterate 129.00 . 129.00 129.00 0.348** 

Literate 115.71 30.01 68.00 148.00 

Primary 

Education 

130.36 23.85 64.00 170.00 

Secondary 

Education 

125.34 26.57 36.00 170.00 

University 134.92 20.17 73.00 163.00 

Marital Status 

Married 128.86 24.77 36.00 170.00 0.419** 

Single 135.00 7.87 126.00 146.00 

Divorced 106.00 39.34 64.00 142.00 

Have a child 
Yes 128.57 24.85 36.00 170.00 0.836* 

No 126.17 24.39 64.00 150.00 

Obesity in first 

degree relatives 

Yes 122.47 26.16 63.00 169.00 0.028* 

No 131.64 23.77 36.00 170.00 

Applying to a 

dietitian at another 

institution before 

Yes 122.36 25.69 36.00 170.00 <0.001* 

No 134.93 22.69 63.00 170.00 

Psychiatric Disease 
Yes 113.54 26.01 63.00 169.00 0.012* 

No 130.31 24.07 36.00 170.00 

Chronic Disease 
Yes 124.45 22.47 64.00 169.00 0.022* 

No 131.39 26.28 36.00 170.00 



 

 

Use of any 

psychiatric drugs 

Yes 108.50 30.85 63.00 169.00 0.021* 

No 129.67 24.24 36.00 170.00 

BMI 
Overweight 138.24 24.90 36.00 170.00 <0.001* 

Obese 124.02 23.37 63.00 165.00 

Bold values are significant with p<0.05. CI− and CI+ are the lower and upper bounds of the 95% 
confidence interval. *Mann Whitney U ** Kruskal Wallis  
 

 

 

 

 

 

 

 

 

 

 

 

Table 3. Comparison of the insomnia severity of the participants according to the short 

form of the quality of life scale 

 

Quality of Life Scale Short Form 

p value 

Mean 

Standard 

deviation 

Minimum Maximum 

Insomnia Severity 

Index 

Clinically 

insignificant 

137.48 21.76 36.00 170.00 <0.001* 

Insomnia 

threshold 

126.49 23.74 63.00 170.00 

Moderate 

insomnia 

114.20 23.78 64.00 155.00 

Severe insomnia 115.71 34.48 70.00 155.00 

Bold values are significant with p<0.05. CI− and CI+ are the lower and upper bounds of the 95% 
confidence interval. * Kruskal Wallis  
 



 

 

 

 

 

 

 

Table 4. Comparison of the sociodemographic characteristics of the participants 

according to the sub-dimensions of the belief model in health 

 

Importance 

of health 

Perceived 

severity 

Perceived 

sensitivity 

Perceived 

barriers 

Perceived 

benefits 

Mean Sd Mean Sd Mean Sd Mean Sd Mean Sd 

Gender 

Female 2.98 0.76 4.75 0.69 4.18 0.94 2.22 0.91 4.67 0.64 

Male 3.11 0.92 4.78 0.41 4.31 0.58 1.56 0.41 4.70 0.33 

p value 0.685* 0.746* 0.865* 0.077* 0.448* 

Education 

Illiterate 3.13 1.02 4.67 0.58 4.44 0.55 3.04 0.69 4.50 0.38 

Literate 3.21 0.94 4.92 0.21 4.48 0.73 3.19 0.95 4.74 0.39 

Primary 

Education 

3.05 0.79 4.65 0.86 4.23 0.98 2.23 0.96 4.68 0.67 

Secondary 

Education 

2.79 0.64 4.86 0.44 4.19 0.85 2.12 0.76 4.74 0.54 

University 
3.03 0.76 4.91 0.24 3.89 0.96 1.84 0.74 4.49 0.73 

p value 
0.162** 0.332** 0.097** 0.002** 0.011** 

Marital 

Status 

Married 3.00 0.75 4.74 0.71 4.20 0.93 2.24 0.92 4.67 0.65 

Single 2.73 0.92 4.86 0.23 3.94 1.03 1.73 0.44 4.66 0.35 

Divorced 2.56 0.22 5.00 0.00 4.45 0.67 1.94 0.77 4.95 0.11 

p value 0.322** 0.364** 0.488** 0.129** 0.098** 

Obesity in 

first degree 

relatives 

Yes 2.97 0.75 4.77 0.69 4.24 0.89 2.39 0.88 4.67 0.54 

No 2.98 0.77 4.74 0.69 4.16 0.94 2.09 0.91 4.67 0.69 

p value 0.847* 0.301* 0.580* 0.008* 0.376* 



 

 

BMI 

Overweight 2.99 0.83 4.66 0.86 4.10 1.04 2.11 0.91 4.52 0.82 

Obese 2.98 0.73 4.79 0.60 4.22 0.89 2.23 0.90 4.73 0.53 

p value 0.782* 0.465* 0.661* 0.295* 0.029* 

Bold values are significant with p<0.05. CI− and CI+ are the lower and upper bounds of the 95% 
confidence interval. *Mann Whitney U ** Kruskal Wallis 
 

 

 

 

 

 

 

 

 

 

Table 5. Comparison of the insomnia severity of the participants according to the sub-

dimensions of the belief model in health 

 

Importance 

of health 

Perceived 

severity 

Perceived 

sensitivity 

Perceived 

barriers 

Perceived 

benefits 

Mean Sd Mean Sd Mean Mean Sd Mean Sd Mean 

Insomnia 

Severity 

Index 

Clinically 

insignificant 

3.18 0.72 4.84 0.46 4.11 0.93 2.05 0.84 4.69 0.49 

Insomnia 

threshold 

2.83 0.71 4.74 0.66 4.15 0.97 2.12 0.83 4.64 0.72 

Moderate 

insomnia 

2.94 0.76 4.80 0.58 4.36 0.78 2.63 0.93 4.73 0.56 

Severe 

insomnia 

2.90 0.96 4.70 0.50 4.39 0.50 2.35 1.04 4.83 0.31 

P value 0.007** 0.375** 0.609** 0.014** 0.448** 

Bold values are significant with p<0.05. CI− and CI+ are the lower and upper bounds of the 95% 
confidence interval. ** Kruskal Wallis 
 

 



 

 

 

Table 6. Correlations between sub-dimensions of belief model in health, quality of life 

scores, and age 

 

Quality of Life 

Scale Short Form 

Age 

Perceived benefits 

Spearman Correlation -0.211** 0.028 

Sig.  

(2-tailed) 
0.006 0.656 

Perceived barriers 

Spearman Correlation -0.289** 0.063 

Sig.  

(2-tailed) 
<0.001 0.347 

Perceived severity 

Spearman Correlation -0.148 -0.024 

Sig.  

(2-tailed) 
0.061 0.702 

Perceived sensitivity 

Spearman Correlation -0.172* 0.078 

Sig.  

(2-tailed) 
0.032 0.217 

Importance of health 

Spearman Correlation -0.095 0.171** 

Sig.  

(2-tailed) 
0.232 0.006 

**. Correlation is significant at the 0.01 level (2-tailed) 
*. Correlation is significant at the 0.05 level (2-tailed) 
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