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The concept of quality of life, personal and social, is a critical concept and can
also be happiness and life satisfaction and is related to factors such as age, education,
culture, disease, environment, sex, socioeconomic status. These factors have indeed been
associated with the occurrence of abuse. This study’s aim is to determine the correlation
between structural social determinants of health and quality of life of women with
experience of domestic violence. This was a cross sectional study. The sample for study
comprised 102 eligible women who had experienced domestic violence and had approached
a social emergency in Tehran, Iran. Data collection tools included demographic
questionnaire and socioeconomic status, domestic violence questionnaire and Short -
Form26 of quality of life of the World Health Organization. Information obtained from
the samples was analyzed by SPSS version 22 and descriptive statistics, independent T-
test, chi-square were used. Result didn’t show a relationship between quality of life and
socio-economic class (p=0.410), quality of life and ethnicity (p>0.05), but significantly
statistical relationship (p>0.05) existed between education, income, job and quality of
life of women with experience of violence. Domestic violence could happen in all societies
and regardless of level of education, socioeconomic status, income, occupation and various
ethnic groups which are components of structural social determinants of health, and
finally could have negative effects on mental, physical and social health which are
dominant components of the quality of life. Some structural social determinants of
health like socioeconomic status cannot fade domestic violence or increase the quality of
life of women with domestic violence experience.

Key words: Domestic violence, quality of life,
structural social determinants of health, social emergency.

Quality of life” literally means ‘how to  economic fields and has a more significant usein
live'. It is well used in political, social and medical studies and in the eyes of most experts,
includes physical, psychological, social, physical
and spiritual aspectst. The World Health
Organization defines quality of life as the
perceptions of one’s life according to the culture
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and value system inwhich aperson livesand their
relationship with goals, expectations, standards
and the priorities of that person?. Social
determinants of health arethe conditionsin which
apersonisborn, growsup, livesand works. Health
equity refers to the absence of preventable
differencesinwell-being among the population or
community groups that can be the result of
differences in racial conditions, economy,
demography or geographic location®. Structural
social determinants of health arefactorsthat bring
social classesinto existence, such as: age, gender,
occupation, income, ethnicity, education,
socioeconomic status®. Violence against womenis
amajor public health problem and ahuman rights
issue in today’s world®. Surveys conducted in
different countries suggest 60-25 percent of women
suffer abuse at the hands of their husbands®.In
Iran, 83-27% of women are exposed to domestic
violence’. A survey conducted in 28 provinces
showed that in 66% of families surveyed, women
have experienced violence at least once after
marriage; 2/57 experienced verbal mental-verbal
abuse, 8/37 percent experienced physical violence
and 2/10 experienced sexual violence. 30% of
families have reported acute and serious physical
violence and10% have reported temporary or
permanent injuries’. Researchers believe that
domestic violence is prevalent among all classes
and races and the preval ence of this phenomenon
more among the lower classes than other classes
isnot confirmed. Thisisbecause middle and upper
classes try to hide or deny violence®. Violence
against women can threaten or disturb the quality
of life of women and that of their children aswell
as their capabilities, independence and
productivity®. Domestic violence is the most
common form of violence against women'! having
a negative impact on their quality of life'2
Mistreatment of wives reduces the participation
and productivity of womenin social and economic
activities and thus lowers their quality of life®.
Education, female employment and household
income are factors that are associated with the
incidence of abuse' and also affect the quality of
women's lives®. Alsaker et al (2009) suggest that
emotional abuse is more prevalent among
housewives. On the other hand, the overall quality
of life among working women subject to abuseis
lower because they report feeling dizzy and sick
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and are forced to take days off work®. Highly
educated couples are equipped with more
knowledge and the ability to apply life skills to
reduce incidence of abuse in the family and thus
improvetheir quality of life'. Low incomehasalso
been more common in people subjected to
domestic violence and it is a factor that threatens
mental health”. The study of domestic violenceis
restricted to medical and social problems and
enough data is not available in the field of the
effect of domestic violence on quality of life and
the impact of social determinants of health on
quality of life of victims of domestic violence. The
purpose of study about the quality of life of women
who have experienced domestic violence is
individual prosperity and cooperation in order to
promote a sense of community planning and
implementation of policiesfor positive changesin
their quality of lifeand also, according to numerous
studies and statistics as well as lack of studiesin
this area with such titles, the present study was
carried out with an aim to determine the correlation
between structural social determinants of health
and quality of life of women with experience of
domestic violence.

METHODS

This research is a cross-sectional study
to determine the relationship between structural
social determinants of health and quality of life of
102 abused women who had approached social
emergency centersin Tehran. The researcher was
approved by the ethics committee and received
the necessary permits approached the State
WEelfare Organization of Tehran province (Ershad,
martyr Nawab Safavi and Zulfigar). First, the
women who had sought refuge in these centers
were asked to introduce themselves and were
assured of the confidentiality of their responses,
were provided with sufficient information in the
field of research and study and then written
consentswere taken from women who had agreed
to participate. Inclusion criteriawere: Iranian, living
in Tehran, married and currently living with the
spouse, a history of addiction (alcohol, heroin,
opium, hashish, hookah etc.), no history of mental
disorderswithinthelast oneyear. Exclusion criteria
were the absence of any of the above mentioned
criteria. Data collection tools included
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guestionnaires of demographic, socio-economic
status, domestic violence and quality of life. Grade
reliability socio-economic situation is based on
Cronbach’saphaindicator 0.68). Domestic violence
guestionnaire, modified and validated by Hajian et
al., (2014) and has been used by other
researchers®?2! and has 26 items on physical,
sexual and psychological violence, with 10 items
on physical violence, 5 on sexual and 11 on
psychological violence based on afive-point Likert-
type response format, was used to assesswomen’s
experiences of violence (never, onetime, two times,
3-5 times, more than 5 times). Cronbach’s alpha
coefficient of the questionnaire for three areasis
obtained for physical violence, psychological and
sex 0.92, 0.89, 0.88, respectively. Validity and
reliability of the questionnaire base on content
validity index (CVI) is 0.8%. To evaluate the
correlation coefficient Intraclass Correlation
Coefficient (ICC) was used, which was equal to
0.99 and showed the reliability of the tool%, and
also according to Polit & Beck’ study in 2004, ICC
above 0.75 is acceptable®. Quality of Life
guestionnairewastrand ated and validated by Nejat
et a (2006) for the first time. The alpha factor
calculated for a healthy population within the
physical areawas0.70, 0.73 for mental health, 0.55
for social relations and 0.84 for environmental
communication. They reported a 0.7 reliability
through test-retest method after two week.
Likewise, in theresults reported by the makers of
the tools of quality of life of the World Health
Organization that took placein 15 centers of this
organization have been conducted by 15
international centers, Cronbach'’s a pha has been
reported from 0.73t0 0.89 for thetotal. In thisstudy,
the Quality of Life Questionnaire-Short Form
(WHO 2004) was used and consisted of 26
qguestions where 24 questions measure
environmental health, physical health, social
relations and mental health checks and the
remaining two at the beginning just measure
general life satisfaction?. Grading was based on 5
degree Likert scale scores and total score range
considered was 0-100. A ccording to the cal cul ated
score, people were divided into three groups:
Undesirable quality of life (0-33.3), average (33.4-
66.3), desirable (66.4-100) (25). Volume of sample
size by use of similar studies, descriptive studies
formulasample size and taking into account «.=0.05
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and B=0.20, the least expected correlation
coefficient 0.3, including the loss of 20%, was
estimated to be102 women. At first, researcher gave
demographic and socio-economic status and
domestic violence questionnaires to the
participants. Women were asked a group of
qguestions about whether they had ever
experienced any kind of physically and/or mentally
violent act in the 12 months preceding the study.
Women who did not report any violence on part of
their partnerswere categorized as‘ never abused;’
if they reported at least one violent act, they were
categorized as'mild violence,” and three to five
violent acts were categorized as ‘moderate
violence,” and more than five violent acts were
categorized as ‘severe violence.” Every question
was graded from the score of O for “never” to the
score of 3 for “more than 5 times” for violent
behavior. Hence, women who reported having
experienced any act of physical and/or mental
violence in the past year were categorized as
“current violence.” Information obtained from
sampleswas analyzed by SPSSversion 22. Inthis
study, descriptive statistics, chi-square test and
independent t-test were used

RESULTS

In this study, 102 married women aged
17-67 (the mean age of women was 32.35+9.32 and
that of their husbands was 46.40+11.) Among
women with experience of domestic violence, 9.8%
had primary education, 20.6% guidance school,
9.8% high school, 27.5% diploma, 7.8% upper
diploma, 19.6% bachel ors degree and 4.9% a post
graduate degree and among their partners, the
highest percentage had a high school education
(25.5%) and the lowest a PhD degree (1 percent).
36.6% women were employed and 63.7% were
housewives. 32.4% of the husbands were self-
employed and 67.6% had government jobs. All of

Table 1. Distribution of samples in terms of

socioeconomic status of women who had
approached a social emergency in Tehran in 1394

N=102 Percentage Distribution

Socioeconomic Status
19 18.6 16>Undesirable
83 814 16<Desirable
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the participating had experienced domestic
violence at least once during the past year, the
most common type of violence was psychological
violence (97.1 %), followed by physical violence
(84.3%) and sexual violence (62.7%) (Figure 1).

71.6% of the subjects had moderate
quality of life. 36.3% of the subjects had never
experienced sexud violence, 61.8% had experienced
psychological violence once or twice, 30.4% had
experienced physical violence 3-5timesand 15.7%
had experienced physical violence more than 5
times. Socio-economic situation was determined
based on Garmaroudi and Moradi’s questionnaire
(1389) (Table 1). 62.7 % of participantslivedinan
infrastructure larger than 60 square metersand the
averagesizeof their homeswas 76/83 square meters.
58.8 % of subjects had amonthly income of more
than amillion tomans and the average income was
1,555,480 per month. 55.9 % of them had aprivate
car excluding passenger vehicles as a means for
earning a living. 52.9 % of the subjects had a
personal computer.

Using the chi-square test, a statistically
significant relationship between socioeconomic
status and quality of life was not observed.
(p=0.410) (Table2)
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63.1 % of housewives and 58.8% of
working women had moderate quality of life. 45%
of employed women had moderate quality of life
and 45 % had desirable quality of life. Onthewhole,
the relationship between women’'s employment
and their quality of lifewassignificant (p=0.049).

37.5% jobless hushands had undesirable
and 37.5 % had amoderate quality of life. 53.3 % of
working hushands, 60.6 % employed husbands
and 63 % self-employed husbands had moderate
quality of life. Therewas no significant relationship
with quality of life and the job of the spouse
(p=0.603).There was a statistically significant
relationship between family incomeand the quality
of life(p=0.027). (Table 3)

Ethnicity of women and their husbandswasnot
significantly correlated with quality of life
(p=0.635).

54.8 % of women had a primary school
education, 60.5 % had a high school education
and 60.6 % were college-educated and all of them
had moderate quality of life. Thereisasignificant
relationship (p=0.047) between women’s
educational levels and quality of life . 54.8 %
husbands with primary school education, 61.5 %
with secondary school education and 58.4 %

Table 2. Correlation between quality of life and socio-economic status of women who have
experienced domestic violence and had approached asocial emergency in Tehranin 1394

Desirable Moderate Undesirable Quality of life
N percentage N percentage N percentage Socio economic
status
3 15.8 10 52.6 6 31.6 16>Undesirable
18 21.7 50 60.2 15 18.1 16<Desirable

0.41

Chi-squarevalue

Table 3. The relationship between family income and quality of life of women with an
experience of domestic violence who had approached a social emergency in Tehranin 1394

Desirable Moderate Undesirable Quality of life
N percentage N percentage N percentage  Socio economic
status
1 3.6 17 60.7 10 37.7 400000 Toman>
7 189 24 64.9 6 16.2 401000-800000 Toman
6 30 10 50 4 20 801000-1000000 Toman
7 41.2 9 52.9 1 5.9 1000000 Toman <
0.027 Chi-Squarevaue




NAZEM et al., Biosci., Biotech. Res. Asia, Vol. 13(4), 2187-2193 (2016)

= 3

Psychological violence  ® Physical violence Sexual violence

Fig. 1. Distribution of forms of violence
(physical, sexual, psychological) in women
who experience domestic violencein Tehran
and approached a social emergency in 1394

college educated had moderate quality of life. There
was a significant relationship between hubands’
educational levelsand quality of life (p=0.052).

DISCUSSION

Evenin the studies of Amini et al., 2014.
Tavoli etal., 2016. Sadeghi Fsaei, 2010) thelevel of
women education was diploma® 227, But in the of
study of Mirzaee et al.,(2014) more women had a
bachel ors education (24.2 %). Thisdifference may
be dueto ahigher number of samples®. In Razzaghi
et al., (2013)’s study, more women (50%) had
primary and secondary education The reason for
this difference may be that data collection was an
interview, and women’s education wasnot acriteria
for responding to the questionnaire? but education
was an inclusion criteria in our research. In
Gharacheh et al (2011)’sstudy, the highest level of
husbands’ education was diploma®* while in
Bakhtiari et al.,(2004)’ s study, more husbandswere
illiterate. This difference is probably due to the
fact that the questionnaire was based on interviews
and examination®. In studiesof Amini et a., 2014,
Razzaghi et al., 2013. Hgjian et d ., 2014, themgjority
of women were housewives'™® % %, |n contrast, in
studiesof (Moasheri et al., 2012. Saher et ., 2009),
most women were employed®? ¢, This difference
might be a result of employed women’s
strengthening of the family’s economic situation
leading to a higher quality of life and as aresult,
lessening the incidence of domestic violence
because of whichreferral tolegal medical and social
emergency centers comesdown. Quality of lifefor
themagjority of participants (71.6 %) was moderate
and was matched with (Gharacheh et al., 2011.
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Leungetal., 2005. McDonnell et al., 2005) (30, 33,
34). Instudiesof Gharacheh et al., 2011. M oasheri
et al., 2012 psychological violence was more
common®*, |n studies of Bakhtiari et al (2004) in
Babol, the most common form of violencereported
against women was physical violence. Sampling
was donein the forensic medicine section and thus
naturally, more clients had physical injuries™.
Attending to the diversity of populations studied
(forensic medicine, emergency department,
women’s clinic) and the type of of study
(population-based, cross-sectional, etc.) and
different cultural and socio-economic
backgrounds, this wide range is not unexpected.
Abbas zadeh et al have argued low socioeconomic
status is associated with poor health®™ and is
weakened because the quality of life includes
public, mental, physical, social and environmental
health. Studiesof Dolatian et al., 2008 and Vameghi
et al., 2013 expressed economic problems could
raise levels of stress and tension. Long-term
chronic stress|essens people’stolerancelevel and
raises aggression and thus affects the quality of
life® 3. And the reason for this discrepancy may
be the larger sample size and their sampling
environment. Employed women have vitality and
a sound mental health which are components of
quality of life. Education, female employment and
household income are factors that are associated
with the incidence of abuse and also affect the
quaity of women'slives®™. Unemployment isrelated
to physical and mental health problems such as
depression, anxiety and high suicide rates. Income
shapes a sense of character and structures the
daily livesof individualsand unemployment causes
social exclusion, mental stress and threatening
behaviors®. Domestic violence was more common
in householdswith low income and isathreatening
factor to mental health that isasubscale of quality
of lifet’. Studies show that there isn’'t a strong
correlation between violence and race, while some
studieshave shown that in black families or ethnic
minorities, incidence of domestic violenceismore.
Many humanitiesresearchersbelievethat if socio-
economic and demographic factorsare controlled,
there will be no difference in the incidence of
violence among minorities and other groups in
society®. Educated couples have knowledge and
ability touselife skillswhich could reduce domestic
violence and increase their quality of life.
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CONCLUSON

Domestic violence could occur in al
societies, regardless of education level,
socioeconomic status, income, occupation, ethnic
groups which are components of structural social
determinants of health and thus have a negative
effect on mental, physical and social health which
are components of quality of life. Some of the
structural social determinants of health such as
Socio-economic status cannot lessen the impact
of domestic violence or increase the quality of life
of women who experience domestic violence. So,
theidentification of abused women and thefactors
affecting their quality of life should be the main
objective of centers of social protection aswell as
cultural and family centers, so that with the
necessary skills to deal with violence and
cooperationfor social planning, policiesthat result
in positive changes in lifestyle of these women
and promote their happiness and tolerance are
made. Also, forensic midwives can solve many of
the problems of these women as they have
knowledge of legal procedures about various
forms of violence and al so because of their direct
communication with women living in the society.
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