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Background: Health and treatment groups have the chief responsibility for controlling the risk factors of cardiovascular disease (CVD)
and encouraging appropriate lifestyle changes that affect the prevention of this disease.
Objectives: We sought to assess the lifestyle of physicians, nurses, and faculty members and to determine the most important risk factors
of CVD among them.
Patients and Methods: This cross-sectional study was conducted on the physicians, nurses, and faculty members of Semnan University
of Medical Sciences. The risk factors of CVD under consideration included smoking; sporting habits; life- and work-related stress;
consumption of fruit, vegetables, fish, meat, and fast food; body mass index; systolic and diastolic blood pressures; control of cholesterol,
triglyceride, and blood sugar levels in the preceding two years; history of depression; and family history of CVD.
Results: Totally, 108 subjects who filled in their questionnaires were included in the study. The study population, including 68.5% females,
had a mean age of 36.30 ± 8.878 years. Smokers comprised 1.8% of the subjects. Exercise more than twice a week was reported by 19.4%.
Correspondingly, severe and moderate life-related and work-related stress was reported by 61.1% and 63.9% of the subjects. Also, 17.6% and
51.9% of the respondents consumed vegetables and fruit, respectively, more than once a day; 5.6% had fish more than once a week; and
69.4% and 4.6% ate meat and fast food, respectively, more than twice a week. The mean body mass index was 24.67 ± 3.77, and 39.8% of the
participants were overweight or fat. A history of CVD was reported in 0.9%, history of hypertension in 2.8%, history of diabetes in 1.9%, and
history of depression in 6.5% of the subjects. High triglyceride levels were detected in 7.4%. Additionally, 45% and 53.7% had controlled their
cholesterol and triglyceride levels and blood sugar, correspondingly, for the preceding 2 years. A history of CVD was reported in 20.4% of the
study population. The emphasis on CVD risk-factor control was lower among the physicians than among the nurses and faculty members.
Conclusions: The findings of the present study indicate the necessity of modifying lifestyle and controlling CVD risk factors to upgrade
the programs of the national health system for reducing the incidence of this disease.
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1. Background
Cardiovascular disease (CVD), the most important
chronic disease and the most common health problem
around the globe, constitutes the most common cause
of premature death and disability (1) and is responsible
for 35% of the death rate in developed countries and 30%
of all deaths in the world (2). Projections show that an
estimated 23.3 million people will die of CVD in 2030 (3).
However, research indicates that 75% of CVD mortality
could be decreased with appropriate lifestyle changes;
this is a formidable challenge to which various guidelines on CVD prevention seek to rise (4). Indeed, the risk
factors of CVD can be adjusted and such modification
and control is accompanied by a drop in the rates of CVDrelated death and disability (5). The risk factors of CVD begin in individuals at an early age. The prevalence of these
risk factors is high in South Asia; therefore, the sheer size
of the population in this geographical area requires in-

creased awareness of risk factors and ways and means to
control them (6). The most important risk factors proven to play a role in CVD include smoking, high levels of
blood lipids, hypertension, stress, diabetes mellitus, malnutrition, and obesity (7, 8). These risk factors account for
approximately 80% cases of CVD (4).
Literature review indicates that the routine management of CVD risk factors in usual care is far from satisfactory and countries' national programs for CVD prevention are ineffective in risk-factor control. There is,
consequently, an urgent need to introduce an efficient
and structured intervention regarding CVD risk factors
(9). Preventive intervention is widely recognized as an effectual way to reduce the incidence and progression of
these risk factors, and guidelines on CVD prevention have
defined practical lifestyle changes and therapeutic goals
to that end (10). As a factor of great significance, lifestyle
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has always been the main focus of attention in health
education and promotion (11). In addition, it is believed
that the relationship between CVD and its risk factors
depends on race and geographical region, which underscores the need for an investigation into these factors in
Iran (12).
In individuals with no symptoms, an assessment of CVD
risk factors constitutes the most common way to estimate
the risk of the development of this disease in the next 10
years (13). The progress of some CVD risk factors in a group
of individuals with health-related university education
can determine the real impact of health education as a
measure of health promotion (14). The members of health
and treatment groups with an appropriate knowledge on
CVD risk factors, including physicians, nurses, and faculty
members, play a crucial role in controlling the risk factors
of CVD inasmuch as their lifestyle can influence, directly
or indirectly, the other members of the society (15). However, given the nature of their job, this group of health
care professionals is among the most vulnerable people
to CVD (12). Also, the progression of some CVD risk factors
is known to vary among different groups of health professionals (14). The increasing trend in the incidence of the
majority of CVD risk factors hints at a marked gap between
awareness of these factors and actual adoption of preventive measures. What renders the need for such research
more pronounced is the current dearth of data on CVD
risk factors among health care professionals (12).

2. Objectives

The aim of this study was to assess the lifestyle of physicians, nurses, and faculty members and to determine the
most important risk factors of CVD among them.

3. Patients and Methods

This cross-sectional study with a descriptive-analytical
design was carried out in 2012. The study population was
comprised of all the eligible physicians, faculty members,
and nurses of Semnan University of Medical Sciences. The
samples were randomly selected. The recruited individuals provided consent for participation in the study, and
those who did not agree to participate in the study were
excluded. Data collection was done using a self-report
questionnaire. The prevalence of heart disease was ascertained from self-reported data (16). This assumption was
based on the fact that this was a population with formal
training in health and, as such, possessing an in-depth
knowledge of the risks associated with CVD (14). The correlation between the values obtained by this method
of data collection is desirable; accordingly, this method
does not interfere with data analysis.
The participants received a questionnaire divided into
two parts on demographic information (e.g. age, gender,
educational level, job, marital status, job record, and work
shift) and on such information as lifestyle and CVD riskfactor control. The risk factors of CVD examined included
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those concerning lifestyle (e.g. smoking; sporting habits;
life- and work-related stress; and consumption of fruit,
vegetables, fish, meat, and fast food) using a Likert scale,
ranging from "very low" to "very high", biological factors
(e.g. body mass index, systolic and diastolic blood pressures, history of CVD, hypertension, diabetes mellitus,
hyperlipidemia, and depression), metabolic factors (e.g.
control of cholesterol, low-density lipids [LDL], highdensity lipids [HDL], triglyceride, and blood sugar in the
preceding 2 years), and family history of CVD. These variables were all assessed by referring to the workplace of
the physicians, nurses, and faculty members recruited
in the study and asking them to fill in the questionnaire.
The validity of the tools was assessed by content through
studying authoritative books and journals and seeking
guidance from experts. It is worth noting that further data
on the progression of CVD risk factors in individuals with
university training in health care areas, such as those presented in this study, would allow for the validation of our
findings. The reliability of the tools was assessed through
retesting and determining a correlation coefficient of
0.81. The body mass index (BMI) was the measure of body
fat based on height and weight. According to a study conducted by Adami and Cordera (2003), the BMI is compatible with the Mediterranean as well as Iranian diet and
lifestyle. Overweight was defined as a BMI of 25-29.9 kg/m2
and obesity as a BMI > 30 kg/m2. Natural blood sugar < 120
mg/dL, cholesterol and triglyceride ≥ 200 mg/dL, HDL < 40
mg/dL, LDL ≥ 160 mg/dL, and systolic blood pressure > 140
mmHg or diastolic blood pressure > 90 mmHg or both
were taken into account (17). Upon collection, the data
were analyzed using SPSS 18. The individual characteristics
and lifestyle behaviors were reported on an absolute and
relative basis. Significant differences and relationships
were investigated using the chi-square test, t-test, correlation test, one-way analysis of variance, and Kruskal-Wallis
test. P values < 0.05 were considered significant.
The present study was granted Code of Ethics # 91.204525
by the Ethics Committee of Semnan University of Medical Sciences on August 6, 2012. All the participants in the
study provided informed consent on the understanding
that they were free to withdraw at any point in the study
and were given reassurances as regards the confidentiality of their identity and data. The final results of the study
were available to the participants upon request.

4. Results
All the questionnaires were returned, and a total of 108
subjects were included in the study. The study population
comprised 19 (17.6%) physicians, 56 (51.9%) nurses, and 33
(30.5%) faculty members. There were 74 (68.5%) women
at a mean age of 34.82 years, and the mean age of the
male participants was 39.5 years, which was significantly
higher than that of the females (P = 0.01). The mean age
and job record of the faculty members were higher than
those of the physicians and nurses (P = 0.000) (Table 1).
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With respect to the workplace, 19.6% of the nurses
worked in the general Intensive Care Unit, 12.5% in the
surgery emergency ward, 8.9% in the Coronary Care Unit,
7% in the internal emergency ward, and the other 52% in
the internal, surgical, and psychiatric wards. Sixteen percent of the nurses were on routine shifts (morning and
evening) and 84% on varied shifts, whereas 32% of the physicians were on routine shifts (morning and evening) and
68% on varied shifts.
Smoking was reported in 1.8% of the subjects: one of
them smoked between one and 10 cigarettes a day and
the other one in excess of 10 cigarettes a day. Also, 5.6%
of the respondents had a past history of smoking. The
number of the physicians who smoked was significantly
higher than that of the nurses (P = 0.03), but the difference between the physicians and faculty members was
not significant (P = 0.75). The number of the men smoking cigarettes was more than the women with the same
habit (P = 0.000).
For sporting habits, 65% of the samples exercised occasionally, rarely, and or did not exercise at all. There were
no significant differences between the sporting habits
of the physicians, nurses, and faculty members, but the

faculty members exercised the most and the physicians
exercised the least (P = 0.73). Ten percent of the samples
under survey never exercised, and 37% exercised once
to 5 times a week or more. The men exercised significantly more than their female counterparts (P = 0.03)
(Table 2).
Life- and work-related stress in all the three groups was
considerably high. Only 10.2% of the samples reported no
life-related stress and 6.5% no work-related stress. Sixtyfive percent of the samples had moderate and severe
life-related stress and 67% had moderate and severe workrelated stress. The male physicians (75%) and female faculty members (64.7%) had the most moderate and severe
life-related stress, while the male physicians (91%) and
female nurses (63%) had the most moderate and severe
work-related stress (Tables 3 and 4). Although life- and
work-related stress was higher in the physicians than in
the nurses and faculty members, this difference did not
constitute statistical significance (P = 0.36 and P = 0.06).
The nurses had the lowest life-related stress and the faculty members the lowest work-related stress. Interestingly,
life-related stress had a direct relationship with work-related stress (P = 0.000).

Table 1. Frequency/ Number/ Percentage and Mean ± SD of Age and Work Experience of the Physicians, Nurses, and Faculty Members
Job

Frequency/Percentage of Total

Mean ± SD of Age

Mean ± SD of Work Experience

Male

12 (11.1)

34.67 ± 4.73

8.09 ± 4.18

Female

7 (6.5)

32 ± 4.69

6.25 ± 2.22

Physician

Nurse

Male

6 (5.6)

36.5 ± 10.33

15 ± 11.81

Female

50 (46.3)

32.14 ± 8.11

8.7 ± 8.10

Male

16 (14.8)

44.25 ± 6.21

15.5 ± 6.81

Female

17 (15.7)

43.88 ± 6.63

16.76 ± 7.04

Faculty member

Table 2. Frequency/Percentage of the Total Exercise Habits of the Physicians, Nurses, and Faculty Members a
Job

Physician
Male
Female

Nurse b
Male

Female

Faculty Member
Male
Female

I do Not Exercise

Rarely

Exercise Habits

Sometimes

1-2 Times a Week

3-4 Times a Week

5 or More Times

0 (0)

4 (33.33)

4 (33.33)

2 (16.67)

2 (16.67)

0 (0)

1 (14.29)

2 (28.57)

2 (28.57)

2 (28.57)

0 (0)

0 (0)

0 (0)

2 (33.33)

1 (16.67)

0 (0)

1 (16.67)

2 (33.33)

5 (10.20)

15 (30.61)

12 (24.49)

11 (22.45)

6 (12.24)

0 (0)

0 (0)

5 (31.25)

3 (18.75)

2 (12.5)

2 (12.5)

4 (25)

4 (23.53)

4 (23.53)

3 (17.65)

2 (11.76)

4 (23.53)

0 (0)

a Data are presented as No. (%).
b One of the nurses failed to answer the question.

Middle East J Rehabil Health. 2015;2(2):e28882

3

Nobahar M et al.
Table 3. Frequency/Percentage of the Total Life-Related Stress of the Physicians, Nurses, and Faculty Members
Job

None

Low

Male

1 (8.3)

Female

0 (0)

Physician

Nurse

Life-Related Stress

Moderate

Severe

2 (16.7)

6 (50)

3 (25)

3 (42.9)

3 (42.9)

1 (14.3)

Male

1 (16.7)

3 (50)

2 (33.3)

0 (0)

Female

7 (14)

13 (26)

25 (50)

5 (10)

Faculty member
Male
Female

2 (12.5)

4 (25)

9 (56.3)

1 (6.3)

0 (0)

6 (35.3)

9 (52.9)

2 (11.8)

Table 4. Frequency/Percentage of the Total Work-Related Stress of the Physicians, Nurses, and Faculty Members
Job

None

Low

Male

0 (0)

Female

Moderate

Severe

1 (8.3)

4 (33.3)

7 (58.3)

0 (0)

3 (42.9)

3 (42.9)

1 (14.3)

Male a

1 (16.7)

1 (16.7)

2 (33.3)

1 (16.7)

Female

5 (10)

11 (22)

21 (42)

13 (28)

Male

1 (6.3)

8 (50)

6 (37.5)

1 (6.3)

Female

0 (0)

7 (41.2)

6 (35.3)

4 (23.5)

Physician

Nurse

Faculty member

a A male nurse failed to answer the question.

Fifty-five percent of the respondents did not consume
vegetables, 11% occasionally ate fruit, and 72% rarely had
fish. Also, 17.6% and 51.6% of the samples consumed vegetables and fruit, respectively, more than once a day, and
5.6% consumed fish more than once a week. Additionally, 69.4% and 4.6% consumed meat and fast food, correspondingly, more than twice a week.
The BMI of the studied samples was calculated by using their height and weight. The mean BMI was 24.67. In
this regard, 51.9% of the participants had a normal BMI,
whereas 32.4% were overweight and 7.4% and 1.9% were
fat and thin, respectively (Totally, 6.5% failed to answer
this question.) (Table 5). There was no significant difference between the three groups (P = 0.6). The BMI in the
men was more than that in the women; this difference,
however, was not significant (P = 0.06). Those with a
longer service record had a higher BMI (P = 0.02), and
44.44% of the subjects with more than 20 years of service were overweight.
The incidence of diabetes and high blood pressure was
1.9% and 2.8%, respectively. In addition, 7.4% of the respondents had high fat and 6.5% depression. The systolic and diastolic blood pressure of the studied samples
4
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was normal (115/80 mmHg). Of the whole study population, 54.6% reported having had cholesterol control,
45.4% LDL control, 43.5% HDL control, 45.4% triglyceride
control, and 53.7% for blood sugar control over the preceding 2 years. Of those who had controlled their cholesterol for the past 2 years, 87.5% had cholesterol, 92.6%
triglyceride, and 98.1% natural blood sugar. The frequency of blood lipid control was significantly higher in the
nurses than in the physicians and faculty members (P =
0.03, P =0.004, and P= 0.006). The frequency of blood
sugar control was the highest in the nurses and the lowest in the faculty members; this difference, however, was
not significant (P = 0.07). History of CVD was reported
by 0.9% of the subjects, history of hypertension by 2.8%,
history of diabetes by 1.9%, hyperlipidemia by 7.4%, and
history of depression by 6.5%. A family history of CVD
was reported by 26.3% of the physicians, 16.1% of the
nurses, and 24.2% of the faculty members. There were no
significant relationships between the control of the risk
factors in these groups of individuals. In other words,
despite the fact that our subjects were more prone to
CVD, their lifestyle did not reflect the actual adoption of
measures to control its risk factors.
Middle East J Rehabil Health. 2015;2(2):e28882
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Table 5. Frequency/Percentage of the Total Body Mass Index of the Physicians, Nurses, and Faculty Members
Job

Thin

Normal

Male

0 (0)

Female

0 (0)

Physician

Nurse

Body Mass Index

Overweight

Fat

5 (41.7)

6 (50)

1 (8.3)

6 (85.7)

1 (14.3)

0 (0)

Male

0 (0)

2 (33.3)

4 (66.7)

0 (0)

Female

2 (2.2)

26 (57.8)

11 (24.4)

6 (13.3)

Male

0 (0)

6 (40)

9 (60)

0 (0)

Female

0 (0)

11 (68.8)

4 (25)

1 (6.3)

Faculty member

5. Discussion
The lifestyle of the physicians, nurses, and faculty members recruited in the present study did not translate into
action for the control of CVD risk factors in as much as
the incidence of the risk factors of CVD was high among
them. The fact that despite possessing adequate specialized knowledge on CVD risk factors our study population
had an undesirable progression of these factors chimes
in with the findings of some previous studies. Imanipour
et al. (18) also suggested that the behavior and performance of the teachers recruited in their study vis-à-vis
CVD prevention was not satisfactory.
Our findings showed that the physicians had more
CVD risk factors than the nurses and faculty members. A
high number of the physicians, by comparison with the
nurses, smoked cigarettes. Furthermore, the physicians
exercised the least of all the three study groups and cited
higher life and work-related stress than did the nurses
and faculty members. In addition, the BMI of the physicians was more than that of the other two groups. Poureslami et al. (19) (2000) looked into the incidence of CVD
risk factors among the employees, students, and faculty
members of School of Medicine, Iran University of Medical Sciences and reported the maximum percentage of
these risk factors in the group comprised of physicians.
It should, therefore, come as little surprise that change
in the physicians' attitude toward CVD risk-factor control
is deemed one of the necessary challenges for the reduction of the burden of this disease (20).
Some factors widely acknowledged to contribute to CVD
include lack of exercise, poor diet, and smoking. Smoking in the current study was considerably low, which
is in contrast with the results of some other studies reporting cigarette smoking rates of between 15% and 45%
among physicians and faculty members (21, 22). A study
by Imanipour et al. (18) on individuals' behavior regarding CVD risk-factor prevention also indicated that 77.7% of
the subjects had no history of smoking or even passive
smoking. The low rate of cigarette smoking in our study
population reflects the decreasing trend in smoking in
Middle East J Rehabil Health. 2015;2(2):e28882

the Iranian community at large and is consistent with
the findings of some other studies (1, 8, 23). One explanation for the higher rate of smokers among the physicians,
in comparison with the nurses, in our study may be the
fact that the majority of the latter group was comprised
of women.
In the current study, the life- and work-related stress level, sporting habits, cholesterol level, and BMI of the physicians and nurses working on routine and varied shifts
did not differ significantly. Itani et al. (24) reported that
working in shifts was responsible for a rise of up to 40%
in the incidence of CVD among their study population.
In our study, 10% of the studied samples never exercised
and only 37% exercised between once and 5 times a week
or more. Hedaiati et al. (22) stated that 40% to 50% of the
physicians in their study did not exercise at all. Available
statistics in Iran indicate that approximately 80% of the
entire population have no proper physical activity (18).
Our findings are indicative of the poor dietary habits of
the physicians, nurses, and faculty members in so far as
they consumed little fruit and fish. This poor consumption of fruit, vegetables, and fish, in view of their crucial cardioprotective role, may be considered the most
important risk factor of CVD. The results of a study by
Imanipour et al. (18) on individuals' behavior regarding
CVD risk-factor prevention showed that the teachers performed very poorly when it came to having a healthy and
low-risk diet. Some other studies have also reported similar results, indicating the poor consumption of fruit, vegetables, and fish (1, 15) when research shows that about
one-third of all CVD is caused by unhealthy nutrition and
insufficient consumption of fruit and vegetables (18). Eating fruit and vegetables three times a week is believed to
reduce the risk of CVD (25) and eating fish twice a week is
known to play a crucial role in protecting the heart (26).
The type of nutrition can have a direct contribution to
the incidence of diabetes, hypertension, hyperlipidemia,
and obesity (27). A large body of evidence suggests that
unhealthy diet and sedentarism have negative effects on
5
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such CVD risk factors as high blood pressure, elevated glucose and lipid levels, excessive weight gain, and obesity
(4). In the current study, 39.8% of the samples were overweight or fat. The BMI of the physicians was more than
that of the other two groups. In two studies conducted
on physicians, between 35% and 72% of these practitioners were overweight and between 12% and 14.2% fat (21).
Elsewhere, in other study, the BMI of the faculty members
was about overweight (22). Obesity, a CVD risk factor that
can be concretely addressed via modifications in lifestyle,
is an imbalance between high calorie intake and insufficient physical activity (28). The prevalence of obesity and
overweight in the Persian Gulf states, especially in Iran,
is on the increase (29). Indeed, obesity and diabetes are
proven to be the CVD risk factors with the highest prevalence (1, 30). Inadequate physical activities and poor nutrition habits, as the chief culprits for obesity, were observed among the participants in the current study (31).
According to our findings, those who were older were
more likely to be overweight and fat. Owing to the nature
of their jobs, physicians, nurses, and faculty members are
susceptible to obesity and diabetes. Our results demonstrated that 44.44% of those with more than 20 years of
service were overweight; accordingly, this sector of society should be accorded pride of place in executive plans
for reducing CVD risk factors (32). Also, reports that type 2
diabetes affects South Asians a decade earlier necessitates
that due attention be paid to effective national diabetes
control programs in each South Asian country (33).
The hypertension rate in the present study was 1.9%.
Hypertensives, aside from their susceptibility to CVD, are
prone to renal disease and diabetes mellitus. Hypertension doubles the possibility of the incidence of CVD and
renders the sufferers more vulnerable to overweight and
obesity (32). In 2002, the World Health Organization identified hypertension as the leading risk factor of death,
forecasting an epidemic of hypertension and advising
community programmers to prevent CVD as a priority
(34). Both the incidence and the prevalence of hypertension increase with age, and the lifetime residual risk of
developing hypertension for a middle-aged person with a
normal blood pressure is 90% (35). A study demonstrated
an increase in excessive weight gain, hypertension, and
dyslipidemia among physicians and dentists; an increase
in excessive weight gain and hypertension but a reduction in sedentarism among pharmacists; an increase in
excessive weight gain and alcohol consumption among
nurses; and an increase only in dyslipidemia among nutritionists. The analysis of these compiled data, considering only the number of CVD risk factors with a positive or
negative variation over a 20-year period, showed a higher
progression rate of CVD risk factors among the physicians and dentists and a lower progression rate of CVD
risk factors among the nutritionists (14).
Another study indicated that dyslipidemia was emerging as major public health challenge in South Asian countries and that it is primarily driven by nutrition, lifestyle
6

and demographic transitions, increasingly faulty diets,
and physical inactivity, in a background of genetic predisposition. The authors called for the implementation of intervention programs with emphasis on improving knowledge, attitude, and practices regarding healthy nutrition,
physical activity, and stress management (36). Previous
studies have demonstrated very high prevalence rates of
hypercholesterolemia among American men (54.9%) and
Puerto Rican women (41.0%) (16). The findings of studies
with specific groups of health professionals such as the
Nurses' Health Study II (37) and the Physicians' Health
Study (38) showed that the prevalence of CVD risk factors
was statistically significantly lower among these professionals than in the general population (39-41).
The results of another study suggested that most individuals, albeit in need of food and lifestyle modifications
owing to lifestyle-related diseases, failed to take proper
action (42). Overall, evidence suggests widespread poor
performance in regard to the prevention of CVD risk factors. It has been posited that improper methods for altering the risk factors of CVD require self-improvement
(43). The role that physicians and nurses play in the prevention and management of chronic diseases cannot
be overstated. Be that as it may, it seems that physicians
themselves are incognizant of their effectiveness in assisting patients in CVD prevention, which makes it vitally
important that educational interventions be devised for
physicians with a view to improving the quality of preventive care in connection with CVD (44, 45). Nurses, another significant component of health care teams, can
make major contributions to CVD prevention (44, 45),
but their endeavors to effect necessary modifications in
the society's lifestyle are hampered by formidable obstacles (46). It seems that quantitative and qualitative research is needed to analyze the roles and responsibilities
of health care professionals and determine the reasons
for their unwillingness to control CVD risk factors (47).
Specifically in the context of South Asia, further research
on pathophysiology, guidelines for cut-offs, and culturally-specific lifestyle management of obesity, dyslipidemia,
and the metabolic syndrome is required (36).
First and foremost among the limitations of the present
study was its use of self-report measures. Also, the underpowered sample size, not least because of the low number
of the physicians recruited, is another drawback of note.
In the current study, the prevalence of the risk factors
of CVD was high in the physicians, faculty members, and
nurses, who are regarded as the high-risk group for this
disease. Our findings should serve as a reminder of the
significance of screening and planning for and the management and control of CVD and chronic disease risk factors. We would urge that the authorities of universities,
medical councils, and nursing associations take concrete
measures aimed at decreasing these factors. Controlling
risk factors among the members of health and treatment
groups can considerably lessen the burden of CVD at relatively low costs.
Middle East J Rehabil Health. 2015;2(2):e28882
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