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Abstract

Background and Aim: Flour dust is one of the allergens dust in the workplaces, and its occupational exposure 
can cause respiratory impairments. The aim of this study was to investigate respiratory and pulmonary function 
problems in flour mills workers exposure to flour dust. Materials and Methods: This cross-sectional study was 
carried out at 11 flour-producing factories in Iran. Study subjects were including to 286 males (176 male workers 
with current exposure to flour dust and 110 male unexposed employees). Determination of dust concentration 
was carried out with personal dust sampler at all production wards of studied industries. Respiratory symptoms 
were investigated with American Thoracic Society questionnaire. Lung function tests were done by a calibrated 
spirometer. The statistical analysis was performed by SPSS 18 software and t-test, Chi-square, linear, and 
logistic regressions. Results: Age and job tenure means of exposed group were 35.2 ± 8.6 and 11.9 ± 6.03 years, 
respectively. This result, for unexposed group, too was gained 35.3 ± 8.5 and 10.89 ± 6.5 years, respectively. 
Atmospheric concentrations of respirable and inhalable dust were 12.4 ± 2.41 and 33.26 ± 3.47 mg/m3, respectively. 
These results indicated that prevalence of respiratory symptoms in exposed subjects was significantly higher than 
non-exposed workers. Likewise, pulmonary function parameters were significantly lower in exposed than the 
reference group. Conclusions: The findings of this study showed that occupational exposure to flour dust could 
be a significant factor of the prevalence of respiratory symptoms and functional disorders of the pulmonary.
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INTRODUCTION

Flour dust is considered as one of the 
allergens in workplaces.[1] A large 
number of the workers in different 

occupations such as agriculture, flour industry, 
silo workers, bakery, and confectionery are 
exposed to flour dust, and the dust can result 
in respiratory asthma of the airways and other 
pulmonary damages.[2,3] Studies conducted on 
bakery and confectionery workers showed that 
dust in these occupations can lead to respiratory 
problems, reduction of pulmonary parameters, 
and respiratory allergy.[4-7] Findings of some 
studies demonstrated that being exposed to 
flour dust increases the allergy risk in people 

and induces allergy in the eye, nose, and airways of the 
pulmonary system.[1,8,9] In previous studies, it was observed 
that the amount of serum antigen in the group exposed to 
flour dust has a significant difference comparing to control 
group.[10] Breathing flour dust can induce allergy and 
chronic respiratory problems like asthma.[11,12] The outbreak 
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of respiratory symptoms and chronic obstruction of the 
airways are observed in the workers exposed to heavy 
flour dust[13-16] and significant reduction of some pulmonary 
function parameters such as forced vital capacity (FVC), 
VC, forced expiratory volume in the first second (FEV1), 
and peak expiratory flow rate (PEFR) is observed in the 
individuals exposed to dust.[17-21] The extent of dust effect on 
the respiratory system depends on the type and size of dust, 
density and the degree of airborne dust in the respiratory area 
of an individual.[22] Hence, the efficacy of different dust types 
is different in various environments.

Notwithstanding, the cause of great amount of wheat production 
(over 10 million tons in a year) and flour consumption in Iran,[18] 
many farmers, silo workers, workers of flour production 
industries, millers, bakeries and the like are exposed to this 
allergen. Regarding the small range of studies carried out on 
respiratory problems in the workers exposed to flour in Iran 
and also the limitations of the studies,[18] researchers decided 
to study a large sample size in six flour factories of Khorasan 
province to characterize workers exposure to the allergen 
and its effects on pulmonary function parameters and also 
determination levels of the pulmonary disorders prevalence. 
The main aim of the study was to investigate respiratory and 
pulmonary function problems in flour mills workers exposed 
to flour dust in Khorasan province, Iran.

MATERIALS AND METHODS

Subjects of the study

This cross-sectional study was conducted in six flour factories 
of Khorasan Razavi and Southern Khorasan provinces. The 
samples comprised 286 individuals (176 exposed and 110 
non-exposed as reference group from official department 
employees of different industries who had no previous 
and present exposure to the flour dust). Individuals with a 
history of chronic pulmonary diseases (pre-existing medical 
conditions), asthma or pre-existing pulmonary infections like 
tuberculosis were excluded from the study. The present study 
was conducted based on Helsinki notice and its reform,[23] 
and all participants filled up and signed conscious agreement 
form.

Respiratory disorders symptom prevalence

Studying the respiratory symptoms was carried out using 
American Pulmonary Professionals Association’ respiratory 
symptoms questionnaire.[24] Containing questions regarding 
to respiratory status of the individual (chronic cough, chest 
wheeze, short breath, mucus expulsion, and bronchitis,), 
eye and nose symptoms, taking tobacco, medical and family 
conditions of the individual, job, work background, and 
previous jobs (in particular jobs with a risk of respiratory 
diseases infection).

Measuring concentration of flour dust

To determine the extent of the worker’s exposure to flour 
dust, respirable (<5 µ in diameter) and inhalable (≥5 µ) dust 
concentrations were examined in all the floors of the studied 
flour industries. To estimate the particles concentration in the 
given areas, calibrated personal sampling pump (made by 
SKC Co.) equipped with a 25 mm filter holder, a cyclone, 
and membrane filter (pore size 0.8 µ) was utilized at a flow 
rate of 2 L/min. Based on the pilot tests (pilot study), the 
optimized time to prevent excessive filter accumulation was 
determined to be 60 min. Respirable dust particle density 
determination was carried out through double weight filter 
technique and using Sartorius digital scale with sensitivity 
0.1 mg. The content of cyclones was weighted to measure 
inhalable particles.[25]

Pulmonary function tests (PFTs)

According to American Thoracic Association instruction,[26-32] 
PFT include FVC, VC, FEV1, and PEFR. They were measured 
on workplaces of the workers in different shifts and to a 
sufficient extent using portable calibrated spirometer (Mir 
factory, Italy). Mean expected percent was calculated for each 
functional parameter based on age, weight, height, sex, and race 
using spirometer device. The individuals were asked to take bath 
and avoid smoking at least 2 h before spirometry. Furthermore, 
for the individuals to get familiar with spirometry and respective 
maneuvers, required instructions were delivered. Their weights 
and heights were measured on-cloth. Before conducting the 
test, the individuals were settled at seating position for 5 min 
then, they were asked to stand as normal and relax in front of 
the spirometer, and put the specialized clip on their noses. Each 
individual was at least tested in triplet, and even for sextet; if 
there was a significant difference observed between FVC results. 
Then, the greatest volumes (in terms of expected pulmonary 
function percent) were selected for next analyses.[18,33-38]

Data analysis and statistical tests

Data analysis was carried out using SPSS18 Software. 
Mean distribution normality was examined using “single-
sample Kolmogorov-Smirnov” test. To evaluate between 
quantitative variables means in two groups: Exposed and 
not exposed, t-test and the comparison frequencies between 
the two given groups, Chi-square test or exact Fischer test 
were conducted. Besides the exposure status, the relationship 
between pulmonary parameters was examined using 
independent variables including age, time of exposure, and 
smoking cigarette using multiple linear regressions. Role 
of variables includes age, time of exposure, and smoking 
cigarette in the chances of developing respiratory symptoms 
was evaluated using logistic regression model as well as the 
estate of individuals’ exposure.
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RESULTS

In this study, 176 exposed and 110 non-exposed individuals 
were examined. Individual characteristics of the participants 
are presented in Table 1. Mean age and work background 
or the exposure time (in exposure individuals) were, 
respectively, 35.2 ± 8.6 and 11.9 ± 6.03 years, and mean age 
and work background (in non-exposed individuals) were, 
respectively, 35.3± 8.5 and 10.89 ± 6.5 years. Results from 
t-student test showed that the two groups under study had no 
meaningful differences considering demographic variables.

Dust measurement and smoking status results are presented 
in Table 2. Flour dust density measurement in the sites under 
study demonstrated that mean respirable dust concentration, 
inhalable dust, and total dust are, respectively, 12.4 ± 

2.4 mg/m3, 33.26 ± 3.47 mg/m3, and 45.66 ± 3.42 mg/m3. 
Cigarette-addiction-wise distribution of the individuals also 
showed that the two groups have no meaningful differences 
(P > 0.05).

The estate of individuals respiratory symptoms is given in 
Table 3. As seen, the respiratory symptoms except sputum 
are statistically higher in the exposed group comparing to 
non-exposed individuals (P < 0.05).

PFTs results are presented in Table 4. Mean results of 
FVC, VC, FEV1, and PEFR percent’s, FEV1 to PEFR 
ratio showed that the whole parameters were lower in 
the exposed individuals comparing to the non-exposed 
individuals and the difference was statistically meaningful 
(P < 0.05).

Table 1: Demographic characteristics of the study population according to the flour dust exposure
Study factor Exposed (n=176) Unexposed (n=110) P†

Age (years) 35.2±8.6 35.5±8.5 0.920

Job experience (years) 11.98±6.03 11.89±6.50 0.157

Weight (kg) 72.6±1.2 74.7±1.16 0.165

Height (cm) 171.6±8.6 170.7±6.2 0.318
†Independent sample t‑test

Table 2: Levels of flour dust exposure and smoking according to exposure status
Parameter Exposed (n=176) Unexposed (n=110) P†

Respirable dust concentrations of flour 12.4±2.4 N/A ‑

Inhalable dust concentrations of flour 33.26±3.47 N/A ‑

The total concentration of flour dust 45.66±4.2 N/A ‑

The distribution of consumption cigarette

Yes 39 (22.2) 26 (23.6) 0.424

No 137 (77.8) 84 (76.4)
†Chi‑square test

Table 3: The frequency of respiratory symptoms in subjects with regard to exposure status
Symptoms Exposed n=176 (%) Unexposed n=110 (%) OR P†

Cough

Yes 60 (34.1) 20 (18.2) 2.32 (1.30–4.14) 0.002

No 116 (65.9) 90 (81.88)

Sputum

Yes 52 (29.5) 28 (25.5) 1.22 (0.71‑2.10) 0.27

No 124 (70.5) 82 (74.5)

Wheezing

Yes 61 (34.7) 18 (16.4) 2.71 (1.49–4.90) 0.000

No 115 (65.3) 92 (83.6)

Dyspnea

Yes 53 (30.11) 18 (16.4) 2.20 (1.21–4.01) 0.006

No 123 (69.9) 92 (83.6)
†Chi‑square test
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The relationship between function parameters and exposure 
with independent variables (age, the time of exposure, 
and cigarette smoking status) was examined using linear 
multivariate regression model [Table 5]. Results showed that 
only “flour exposure” has meaningful linear relationship with 
all parameters and reduced them.

Furthermore, the relationship between pulmonary respiratory 
diseases symptoms and age, time of exposure, and cigarette 
smoking status was all examined using logistic regression 
model [Table 6]. Results demonstrated that - except the state 
of exposure and age - other independent variables have no 
meaningful relationship with the symptoms.

DISCUSSION

Based on the data provided, the two groups under study 
(exposed and non-exposed) were similar considering 
demographic features such as mean age, work background, 
weight, and height [Table 1]. None of the individuals 
under study had the symptoms of respiratory diseases and 
chest lesions early in their employment. Examining mean 
inhalable flour dust concentration (38.773 ± 3.68 mg/m3), 
it was determined that the extent of workers dust exposure 
with the allergen is tens of times further than its authorized 
threshold that recommended by the American Conference of 
Governmental Industrial Hygienists (TLV=0.5mg/m3),[27,39,40] 
and it is also higher than the occupational exposure limits 
suggested by Technical Committee of Health Professionals of 
Iran.[28] As a corollary, based on the observations and results, 
it is expected that respiratory exposure to flour dust leads to 
respiratory diseases symptoms (cough, mucus, hoarse breath, 
chest wheeze, and asthma) outbreak and also the workers’ 
PFC decrease.[18,41,42]

In a study by Fahim and El-Prince, allergic respiratory 
symptoms were more common in Bakers than in the control 
group, and they had a significantly higher odds ratio for 
allergic symptoms and shortness of breath. FVC, FEV1/FVC, 
and forced expiratory flow (FEF) percentage parameters were 
lower in Bakers than in the control group. It was found that 
occupational exposure to dust not only caused respiratory 
irritation and allergy but also reduced the values obtained for 
lung function tests including FVC, FEV1, FEV1/FVC, and 
FEF25–75%.[29,43,44] Moghaddasi et al. comparing subjects 
exposed to dust for <5 years and the control group, no 
significant difference in terms of FEV1 and FVC parameters 
was observed between the two groups. However, comparing 
with the control group, the mean percentage of FEV1 and 
FVC was lower in those with a history of over 5 years of 
exposure. The results showed that flour dust pollutants had 
adverse effects (negative) on the main pulmonary parameters 
(such as FEV1 and FVC).[30,45,46] Melo et al. conducted a study 
to assess lung function and used the results of spirometry 
tests to investigate pulmonary function abnormalities in 
flour factory workers. According to the results, there was a 
significant reduction in the main pulmonary parameters of 
the subjects compared to the controls. The results showed 
that the flour factory workers were exposed to the risk of 
(recurrent) lung dysfunction.[31] The type of pulmonary 

Table 4: Results of measurements of lung function parameters in subjects with regard to exposure status
Pulmonary parameters Exposed (n=176) Unexposed (n=110) P†

FVC 4.34±1.11 5.16±1.2 0.001

FEV1 3.6±0.98 4.4±1.02 0.0001

FEV1/FVC 83.7±8.8 86.3±11.1 0.003

PEF 6.5±1.7 7.6±2.1 0.000
†Independent sample t‑test. FVC: Forced vital capacity, FEV1: Forced expiratory volume in the first second, PEF: Peak expiratory flow

Table 5: The effect on lung function parameters 
using multiple linear regression (n=176)

Pulmonary 
parameters

Independent 
variable

Coefficient 
of B

P†

FVC

Constant 4.585 0.000

Age −0.218 0.004

Job experience −0.090 0.235

Cigarette 0.059 0.432

FEV1

Constant 4.362 0.000

Age −0.302 0.000

Job experience −0.092 0.214

Cigarette 0.006 0.933

FEV1/FVC

constant 94.425 0.000

age 0.313 0.014

Job experience 0.131 0.297

cigarette 0.040 0.748

PEF

Constant 6.839 0.000

Age −0.019 0.798

Job experience 0.138 0.077

Cigarette 0.067 0.392
†Multiple linear regressions. FVC: Forced vital capacity, 
FEV1: Forced expiratory volume in the first second, PEF: Peak 
expiratory flow
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lesion resulted from flour dust respiration is among chronic 
obstructive pulmonary diseases.[32,33] In a study by Deshpande 
et al., flour factory workers were affected by the obstructive 
pulmonary disorder and showed a reduction in their original 
capacities.[34,47]

The distinctive feature of this pulmonary lesion spirogram 
was tangible FVC reduction, yet expiratory flow amount 
expressed by FEV1 was natural or reduces with the same ratio 
of FVC, and as a result, FEV1/FVC ratio remains close to the 
natural value[35,48-50] which the features correlate with findings 
of the study, as well. Respiratory diseases symptoms outbreak 
correlates with the results of Neghab et al.,[18] and also other 
studies.[36,37,51] Pulmonary function capacity reduction is also 
similar to previous studies.[17-21,38]

Since the exposed group was determined, pulmonary 
capacities were examined using multivariate regression model 
to control the variables under study. As observed in Table 5, 
the quartet had no meaningful effects on the capacities, so 
it can be concluded that exposure to flour has led to the 
pulmonary capacity reduction. It relatively correlates with 
the results of Neghab et al.’s study.[18,52]

To control the quartet effect understudy on the extent of 
respiratory diseases outbreak, two-state logistic regression 
model was administered. Results showed that flour exposure 
has induced the demonstration of pulmonary diseases 
symptoms in the study. It also relatively correlates with the 
results of Neghab et al.’s study.[18] According to the results 
Deshpande et al.,[39] there was a negative relationship between 
time of exposure and lung function parameters including 

FVC, FEV1, FEV1/FVC, PEFR, and maximum voluntary 
ventilation. In addition, FEF25–75% parameter did not show 
a significant decrease.

CONCLUSION

This study shows that excessive dust exposure (higher than 
the recommended authorized level) results in a meaningful 
increase of respiratory symptoms and a meaningful decrease 
of pulmonary function. Hence, to reduce or eliminate the 
outbreak of the symptoms and also pulmonary function 
parameter fall in the workplaces under study, technical, and 
engineering actions (such as suitable ventilation systems), 
and managerial (exposure time decrease) must be taken.

ACKNOWLEDGMENT

We are grateful to all the subjects who participated in the 
study and to all those who directly or indirectly helped us in 
our study.

REFERENCES

1. Brisman J. Baker’s asthma. Occup Environ Med 
2002;59:498-502.

2. Jacobs JH, Meijster T, Meijer E, Suarthana E, Heederik D. 
Wheat allergen exposure and the prevalence of work-
related sensitization and allergy in bakery workers. 

Table 6: The effect of parameters on the prevalence of respiratory symptoms using logistic regression (n=176)
Characteristics Independent variable Coefficient of B P† EXP (B)
Cough

Age −0.026 0.162 0.974

Job experience 0.017 0.530 1.01

Cigarette −0.046 0.906 0.955

Sputum

Age −0.029 0.136 0.972

Job experience −0.012 0.680 0.988

Cigarette −0.110 0.788 0.896

Wheezing

Age −0.018 0.316 0.982

Job experience −0.004 0.896 0.996

Cigarette −0.079 0.840 0.924

Dyspnea

Age 0.001 0.947 1.001

Job experience 0.014 0.618 1.014

Cigarette 0.161 0.695 1.174
†Logistic regressions



Gholami, et al.: Pulmonary function problems among flour mills workers

Asian Journal of Pharmaceutics • Apr -Jun 2018 (Suppl ) • 12 (2) | S784

Allergy 2008;63:1597-604.
3. De Zotti R, Bovenzi M. Prospective study of work 

related respiratory symptoms in trainee bakers. Occup 
Environ Med 2000;57:58-61.

4. Zuskin E, Mustajbegovic J, Schachter EN, Kern J. 
Respiratory symptoms and ventilatory function 
in confectionery workers. Occup Environ Med 
1994;51:435-9.

5. Baur X, Degens PO, Sander I. Baker’s asthma: Still 
among the most frequent occupational respiratory 
disorders. J Allergy Clin Immunol 1998;102:984-97.

6. Smith TA, Smith PW. Respiratory symptoms and 
sensitization in bread and cake bakers. Occup Med 
(Lond) 1998;48:321-8.

7. Patouchas D, Efremidis G, Karkoulias K, Zoumbos N, 
Goumas P, Spiropoulos K, et al. Lung function 
measurements in traditional bakers. Acta Biomed 
2008;79:197-203.

8. El-Helaly ME, El-Bialy AA. Skin Prick tests and dose 
response relationship between pulmonary function tests 
and chronic exposure to flour in baking industry. Zagazig 
J Occup Health Saf 2010;3:9-19.

9. Bohadana AB, Massin N, Wild P, Kolopp MN, 
Toamain JP. Respiratory symptoms and airway 
responsiveness in apparently healthy workers exposed to 
flour dust. Eur Respir J 1994;7:1070-6.

10. Khodadadi I, Abdi M, Aliabadi M, Mirmoeini ES. 
Exposure to respirable flour dust and gliadin in wheat 
flour mills. J Occup Health 2011;53:417-22.

11. Bulat P, Myny K, Braeckman L, Van Sprundel M, 
Kusters E, Doekes G, et al. Exposure to inhalable dust, 
wheat flour and α-amylase allergens in industrial and 
traditional bakeries. Ann Occup Hyg 2004;48:57-63.

12. Fakhri ZI. Causes of hypersensitivity reactions in 
flour mill workers in sudan. Occup Med (Lond) 
1992;42:149-54.

13. Pahwa P, McDuffie HH, Dosman JA. Longitudinal 
changes in prevalence of respiratory symptoms 
among canadian grain elevator workers. Chest 
2006;129:1605-13.

14. Choudat D, Bensefa L, Causse-Sounillac E, Conso F. 
Methacholine bronchial responsiveness and variations 
in lung function among workers exposed to flour. Scand 
J Work Environ Health 2005;31:59-64.

15. Cullinan P, Cook A, Nieuwenhuijsen MJ, Sandiford C, 
Tee RD, Venables KM, et al. Allergen and dust 
exposure as determinants of work-related symptoms and 
sensitization in a cohort of flour-exposed workers; A 
case–control analysis. Ann Occup Hyg 2001;45:97-103.

16. Tabona M, Chan-Yeung M, Enarson D, MacLean L, 
Dorken E, Schulzer M, et al. Host factors affecting 
longitudinal decline in lung spirometry among grain 
elevator workers. Chest 1984;85:782-6.

17. Kakooei H, Marioryad H. Exposure to inhalable flour 
dust and respiratory symptoms of workers in a flour mill 
in Iran. Iranian J Env Health Sci Eng 2005;2:50-5.

18. Neghab M, Soltanzadeh A, Alipour A. Relationship 

between spirometry results and respiratory complaints 
to flour dust in flour mill workers. Iran Occup Health 
2010;7:45-51.

19. Meo SA, Al-Drees AM. Lung function among non-
smoking wheat flour mill workers. Int J Occup Med 
Environ Health 2005;18:259-64.

20. Meo SA. Dose responses of years of exposure on 
lung functions in flour mill workers. J Occup Health 
2004;46:187-91.

21. Das PK, Jha N. Occupational exposure and pulmonary 
function of jute mill workers in sunsari, nepal. Nepal 
Med Coll J 2009;11:275-7.

22. Wagh ND, Pachpande BG, Patel VS, Attarde SB, 
Ingle ST. The influence of workplace environment on 
lung function of flour mill workers in jalgaon urban 
center. J Occup Health 2006;48:396-401.

23. Association WM. World medical association declaration 
of helsinki. Ethical principles for medical research 
involving human subjects. Bull World Health Organ 
2001;79:373.

24. Ferris BG. Epidemiology standardization project 
(American thoracic society). Am Rev Respir Dis 
1978;118:1-20.

25. ATS Statement – snowbird workshop on standardization 
of spirometry. Am Rev Respir Dis 1979;119:831-8.

26. Miller MR, Hankinson J, Brusasco V, Burgos F, 
Casaburi R, Coates A, et al. Standardisation of 
spirometry. Eur Respir J 2005;26:319-38.

27. ACGIH. TLVs and BEls: Threshold Limit Values for 
Chemical Substances and Physical Agents and Biological 
Exposure Indices. USA: ACGIH Signature Publications, 
Cincinnati; 2004.

28. Ministry of Health and Medical Education Iran. 
Environmental and Occupational Health Center. 
Occupational Exposure Limits (OEL). Tehran: 
Daneshjoo; 2016. p. 242.

29. Fahim AE, El-Prince M. Pulmonary function impairment 
and airway allergy among workers in traditional bakeries. 
Int J Occup Med Environ Health 2013;26:214-9.

30. Moghaddasi Y, Mirmohammadi S, Ahmad A, Nejad SE, 
Yazdani J. Health–risk assessment of workers exposed to 
flour dust: A cross–sectional study of random samples of 
bakeries workers. Atmos Pollut Res 2014;5:113-8.

31. Melo CA, Konda SG, Shah T, Padwale Y. Lung function 
abnormalities in flour mill workers using spirometry. Int 
J Med Sci Public Health 2016;5:743-8.

32. Meijster T, Tielemans E, de Pater N, Heederik D. 
Modelling exposure in flour processing sectors in 
the netherlands: A baseline measurement in the 
context of an intervention program. Ann Occup Hyg 
2007;51:293-304.

33. Latza U, Baur X. Occupational obstructive airway 
diseases in germany: Frequency and causes in an 
international comparison. Am J Ind Med 2005;48:144-52.

34. Deshpande AA, Sharma A, Bondade SY, Brid S. 
A comparative study of lung functions in flour mill 
workers and general population. Int J Bioassays 



Gholami, et al.: Pulmonary function problems among flour mills workers

Asian Journal of Pharmaceutics • Apr -Jun 2018 (Suppl ) • 12 (2) | S785

2014;3:1678-81.
35. Kumar V, Abbas AK, Aster JC. Robbins Basic Pathology. 

St. Louis: Elsevier Health Sciences; 2012.
36. Droste J, Vermeire P, Van Sprundel M, Bulat P, 

Braeckman L, Myny K, et al. Occupational exposure 
among bakery workers: Impact on the occurrence of 
work-related symptoms as compared with allergic 
characteristics. J Occup Environ Med 2005;47:458-65.

37. Hur GY, Koh DH, Kim HA, Park HJ, Ye YM, Kim KS, 
et al. Prevalence of work-related symptoms and serum-
specific antibodies to wheat flour in exposed workers in 
the bakery industry. Respir Med 2008;102:548-55.

38. Mohammadien HA, Hussein MT, El-Sokkary RT. Effects 
of exposure to flour dust on respiratory symptoms and 
pulmonary function of mill workers. Egypt J Chest Dis 
Tuberc 2013;62:745-53.

39. Deshpande A, Jambale T, Afshan A. Effect of chronic 
flour dust exposure on pulmonary functions of flour mill 
workers. Int J Health Sci Res (IJHSR) 2015;5:280-5.

40. Rezaei S, Asgari Mobarake K, Saberi A, Keshavarz P, 
Leili EK. Brain-derived neurotrophic factor (BDNF) 
Val66Met polymorphism and post-stroke dementia: a 
hospital-based study from northern Iran. Neurol Sci. 
2016 Jun;37(6):935-42. doi: 10.1007/s10072-016-2520-
2. Epub 2016 Apr 12.

41. Keshavarz P, Saberi A, Sharafshah A, Asgari K, 
Rezaei S. Association of BDNF G196A Gene 
Polymorphism with Ischemic Stroke Occurrence 
and its 6-Month Outcome in an Iranian Population. 
Top Stroke Rehabil. 2016 Aug;23(4):254-60. doi: 
10.1080/10749357.2016.1141491. Epub 2016 Feb 17.

42. Chabok SY, Kapourchali SR, Leili EK, Saberi A, 
Mohtasham-Amiri Z. Effective factors on linguistic 
disorder during acute phase following traumatic brain 
injury in adults. Neuropsychologia. 2012 Jun;50(7):1444-
50. doi: 10.1016/j.neuropsychologia.2012.02.029. Epub 
2012 Mar 5.

43. Saberi A, Nemati S, Shakib RJ, Kazemnejad E, Maleki 
M. Association between allergic rhinitis and migraine. J 
Res Med Sci. 2012 Jun;17(6):508-12.

44. Ghaffari S, Sohrabi B, Aslanabadi N, Mogadam AR, 
Sepehrvand N, Pourafkari L, Ghaffari R, Akbarzadeh 
F, Yaghoubi A. Percutaneous transvenous mitral 
commissurotomy: with or without heparin? A randomised 
double blind study. Kardiol Pol. 2011;69(5):445-50.

45. Separham A, Ghaffari S, Najafi H, Ghaffari R, Ziaee M, 
Babaei H. The Impact of Allopurinol on Patients With 

Acute ST Elevation Myocardial Infarction Undergoing 
Thrombolytic Therapy. J Cardiovasc Pharmacol. 2016 
Oct;68(4):265-268.

46. Bagheri-Nesami M, Esmaeili R, Tajari M. 
INTRAVENOUS MEDICATION ADMINISTRATION 
ERRORS AND THEIR CAUSES IN CARDIAC 
CRITICAL CARE UNITS IN IRAN. Mater 
Sociomed. 2015 Dec;27(6):442-6. doi: 10.5455/
msm.2015.27.442-446.

47. Ghaffari R, Safale N, Hassanzadeh S, Salek F., 
Mohammadpour A. Assessment of clinical skills 
department from medical students’ perspectives. 2008. 
Rawal Medical Journal. 33(1), pp. 104-105.

48. Amiridavan M, Nemati S, Hashemi SM, Jamshidi M, 
Saberi A, Asadi M. Otoacoustic emissions and auditory 
brainstem responses in patiens with sudden sensorineural 
hearing loss. Do otoacoustic emissions have prognostic 
value?.2006. Journal of Research in Medical Sciences, 
11(4), pp. 263-269.

49. Ashtari, F., Shayegannejad, V., Saberi, A., Rabiee, 
E. Relationship between Helicobacter pylori 
immunoglobulin G antibody and thrombotic ischemic 
stroke. 2008, Acta Medica Iranica. 46(4), pp. 303-306.

50. Saberi A, Nemati S, Sabnan S, Mollahoseini F, 
Kazemnejad E. A safe-repositioning maneuver for the 
management of benign paroxysmal positional vertigo: 
Gans vs. Epley maneuver; a randomized comparative 
clinical trial. Eur Arch Otorhinolaryngol. 2017 
Aug;274(8):2973-2979. doi: 10.1007/s00405-016-4235-
7. Epub 2016 Aug 3.

51. Saberi A, Salehi Z, Naderinabi B, Ansari SH, 
Mashayekhi S. Genetic Dimension of Intervertebral 
Disc Degeneration: Polymorphism of Matrix 
Metalloproteinase 1 and 3 in the North Iranian 
Population. Turk Neurosurg. 2018;28(3):447-453. doi: 
10.5137/1019-5149.JTN.19978-17.0

52. Jenaabadi H, Jahangir AH. Comparing the effectiveness 
of mindfulness-based group therapy and methadone 
maintenance therapy on psychological symptoms 
(obsession, interpersonal sensitivity, depression, anxiety, 
and aggression) among opioid-dependent patients. 
Shiraz E Medical Journal. Volume 18, Issue 6, June 
2017, Article number e45224.

Source of Support: Nil. Conflict of Interest: None declared.


