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Introduction
The World Health Organization (WHO) considers the 
quality of life as an individual’s perception of his/her 
position in life in a particular culture and prestige in pur-
suing goals, expectations and standards of life [1]. This 
concept is affected by a set of physical and mental condi-
tions that determine people’s pleasing state of living [2].
The most important factor affecting families is the qual-
ity of life of members. The quality of life of all sections of 
the society is essential, but paying attention to the way of 
life of women will be more important because it can play 
an important role in improving the health of the family 
[3]. The results obtained from the survey of the quality of 
life of women in Mashhad showed that among the eight 
dimensions of the quality of life of women, the dimension 
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Abstract
Background Women’s quality of life and self-efficacy play pivotal roles in task accomplishment and overall health 
improvement within families and society. This study determination the intricate relationship between quality of life 
and self-efficacy among women utilizing care services from Mashhad health centers.

Methods A cross-sectional study involving 366 women accessing Mashhad health centers in 2023 was conducted. 
Clustering sampling was employed, and data were gathered using the Schwartz self-efficacy questionnaire and the 
short form of quality of life. Statistical analysis utilized Spearman correlation coefficient, Kruskal-Wallis test, Mann-
Whitney U-test, Wilcoxon test, and Chi-square test in SPSS25, with a significance level set at 0.05.

Results Participants’ mean age was 36.42 ± 11.13 years. A statistically significant relationship was observed between 
self-efficacy and total quality of life score, as well as its dimensions (physical health, psychological health, social 
relationships, social environment and quality of life, and general health) (P < 0.001).

Conclusion The study underscores a significant association between self-efficacy and both the overall quality of 
life and its specific dimensions among women. These findings highlight the reciprocal influence of self-efficacy 
and quality of life. Consequently, tailored interventions aimed at enhancing self-efficacy and quality of life are 
recommended.
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of mental problems has the lowest score with an aver-
age of 57.3 [4]. Research shows that people who have a 
low quality of life have poorer health state, symptoms 
of depression and anxiety, personality problems, inap-
propriate health behaviors and poor social conditions 
[5]. Due to the subjective nature of this concept, people’s 
perception of their own condition, as well as other envi-
ronmental, cultural, social and economic features, can 
determine the quality of people’s lives [2]. In addition 
to the above-mentioned factors, other factors are also 
effective in quality of life. A relevant effective factor is 
self-efficacy [2] which is among the psychological factors 
affecting the quality of life [6].

Self-efficacy is a major constructs of Bandura’s social-
cognitive theory [7] and concerning health, represents 
the ability to show healthy behaviors to achieve the 
desired goal [2].

Those with strong self-efficacy will persist in perform-
ing a behavior even if a positive outcome is not achieved. 
Conversely, those with low self-efficacy beliefs may limit 
their self-confidence to behaviors that are easy to per-
form [8].

A body of research confirms self-efficacy beliefs predict 
behaviors related to physical and mental health, useful 
pain management and overall quality of life [9]. Different 
studies show the relationship between the quality of life 
and self-efficacy in those infected with different diseases 
such as cancer, diabetes, coronary artery transplant sur-
gery [2], chronic kidney failure, hemodialysis, stroke, spi-
nal injuries and asthma [10].

So far, various researches have been conducted on the 
role of self-efficacy in the quality of life in people with 
various diseases, but given that women’s self-efficacy may 
be influenced by various factors throughout their lives, 
including success in activities, vicarious experiences, 
verbal encouragement, and physiological and emotional 
stimulation [11], and since that women are facing bottle-
necks in society that limit their available options due to 
gender inequality and do not allow them to choose [3] 
and on the other hand, the quality of life is made up of 
many aspects that it is necessary to pay attention to all 
these aspects; and during the research of the research-
ers, the most recent study conducted on the quality of 
life of Iranian women included only some dimensions 
of quality of life (physical and Psychological) [12] and 
considering that each of the dimensions affecting the 
quality of life, including physical health, psychological 
health, social relations, social environment and general 
health can independently affect women’s lives; Therefore, 
understanding and examining all these aspects in order 
to improve the quality of life of Iranian women along 
with evaluating their self-efficacy is of particular impor-
tance and the improvement of their conditions will lead 
to the improvement of the society, so it is important to 

pay attention to this important group. So, by determining 
whether there is/isn’t a significant relationship between 
the self-efficacy of women referring to Mashhad health 
centers with their all dimension of quality of life, targeted 
interventions can be planned to preserve Iranian wom-
en’s health and spread the culture of health among family 
members.

Materials and methods
This descriptive-analytic study was conducted cross-
sectionally in 2023 among women visiting health centers 
in Mashhad. Utilizing a cluster sampling method, seven 
centers were randomly selected from all healthcare facili-
ties in Mashhad. These centers were then visited to iden-
tify eligible participants among women receiving usual 
care services. Participants within each cluster were ran-
domly selected.

Inclusion criteria encompassed married women lack of 
mental disease residing in Mashhad who visited health 
centers for usual care services and provided informed 
consent; these criteria were examined based on the 
patient’s file in the Integrated Health System. The exclu-
sion criteria included the incomplete completion of the 
questionnaire.

Based on the purpose and statistical analysis of the 
study, which was to investigate the correlation, the 
required sample size, akin to a previous study was esti-
mated 46 using the following formula [13], with a type I 
error of 0.05, test power of 80% and minimum correla-
tion of 0.18. As Mashhad’s health centers, centers were 
treated as clusters, we selected seven health centers ran-
domly as clusters. The minimum required sample size 
was projected at 322 (estimated sample size multiplied by 
seven centers) for seven centers. Accounting for a poten-
tial 20% dropout rate due to incomplete questionnaires, 
the total sample size was estimated at 386.

 

w =
1
2
Ln

1 + r

1 − r
n =

(z1−α/2 + z1−β)2

w
+ 3 ⇒
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1−r
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Data collection instruments included

1. Demographic Information Questionnaire (12 
questions): age, marital status, number of children 
(sons and daughters), pregnancy status, education 
levels for both respondent and spouse, occupations, 
family income, socioeconomic status and family size.

2. Quality of life questionnaire: The short form, 
developed by the WHO in1989 with input from 15 
international centers comprised 24 questions across 
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four subscales. Two questions evaluated overall 
quality of life and general health. The questionnaire’s 
validity and reliability were established in Iran, with 
Cronbach’s alpha coefficients of 0.77 for physical 
health, 0.77 for psychological health, 0.75 for social 
relations, 0.84 for social environment, and 0.78 for 
general health [14].

3. Schwartz General Self-Efficacy Questionnaire 
Developed by Schwartz and Jerusalem, this 
questionnaire assesses general and social self-efficacy. 
In 1981, Schwartz and Jerusalem revised the test and 
reduced the number of statements to 10 items. The 
questionnaire of current self-efficacy beliefs contains 
10 questions, all evaluating the level of general self-
efficacy. To standardize this test in Iran, Rajabi [15] 
submitted it to 587 students of Ahvaz University 
in 2006 and estimated Cronbach’s alpha coefficient 
in male and female students to be 0.84 and 0.80, 
respectively. The reliability of this questionnaire was 
also measured by Rajabi and found to be 82%. The 
questionnaire contains 10 questions, to be rated on 
a 4-point Likert scale ranging from “not at true” to 
“completely true”. Each item is graded between 1 and 
4 and Therefore, the lowest self-efficacy score in this 
questionnaire is 10 and the highest score is 40. A 
score between 10 and 15 is low self-efficacy, a score 
between 15 and 25 is medium self-efficacy, and a 
score above 25 is high self-efficacy.

Data analysis
Following data collection, the information was entered 
into SPSS25 and coded fo analysis. Descriptive statistics, 
including mean and standard deviation, were utilized to 
summarize quantitative variables, while frequency and 
percentage were employed for qualitative variables. For 
inferential statistics, the normality of data distribution 
was assessed using the Kolmogorov-Smirnov test (with 
Lee Force correction analysis method).  Given that the 
assumptions of parametric tests were not met, the non-
parametric equivalents were employed, .such as the Krus-
kal-Wallis test, Chi-square test, Mann-Whitney U-test, 
Wilcoxon test and Spearman’s correlation coefficient.

Additionally, the Phi coefficient was calculated to eval-
uate the strength of the relationship. A significance level 
of 0.05 was established for all analyses.

Ethical considerations
This study received approval from the Research Vice-
Chancellor of Mashhad University of Medical Sci-
ences (Approval Number: #IR.MUMS.FHMPM.
REC.1402.058) and strictly adhered to research ethics 
standards throughout all stages. Additionally, all women 

participants provided oral consent before participating in 
the study.

Results
Out of the initial sample of 386, a total of 366 women 
visited the health centers of Mashhad from April to 
June 2023 for inclusion in the study. The participants 
had a mean age of 36.42 years with a standard deviation 
of 11.13 years. the majority of the women were married 
(94.5%), held a university degree (59%), were housewives 
(60.9%), and reported an average-level income (61.7%).

Regarding self-efficacy, the study found that 254 partic-
ipants (69.4%) exhibited high self-efficacy, 106 (29%) had 
average self-efficacy, and 6 (1.6%) had low self-efficacy. 
The mean total quality of life score was 63.88 with a stan-
dard deviation of 12.63. Additionally, the mean quality of 
life scores was 59.29 for physical health, 73.34 for psycho-
logical health, 171.69for social relations, 48.76for social 
environment and 270.04for general health.

The analysis revealed several significant relationships. 
Firstly, women’s self-efficacy showed a statistically sig-
nificant association only with socioeconomic status 
(P = 0.002). Secondly, a significant relationship was found 
between total quality of life and age (P = 0.006) educa-
tion level (P = 0.017), and husband’s education (P < 0.001). 
Furthermore, occupation significantly influenced all 
aspects of quality of life (P = 0.029), with notable differ-
ences observed between housewives and office workers 
(P = 0.026). Additionally, variations were found in qual-
ity of life scores between participants engaged in manual 
work versus office work (P = 0.006). Notably, total quality 
of life and its dimensions differed significantly across the 
three levels of socioeconomic status (high, average, and 
low) (P < 0.001). Further details are provided in Tables 1 
and 2.

The results of Kruskal-Wallis test showed a statistically 
significant relationship between self-efficacy and the total 
quality of life (p < 0.001). There is a statistically significant 
difference in the total quality of life score in those with 
high and low self-efficacy (P = 0.01) and those with high 
and average levels of self-efficacy (p < 0.001). The results 
also showed a statistically significant difference between 
all dimensions of quality of life (physical health, psycho-
logical health, social relationships, social environment, 
and general quality of life and health) and self-efficacy 
(p < 0.001). This difference in all dimensions was between 
participants with high and average levels of self-efficacy 
(Table 3).

Discussion
Attention to women’s quality of life and self-efficacy 
in successfully accomplishing tasks can be effective in 
improving family and society health. Thus, present study 
was conducted to Determining the relationship between 
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quality of life and self-efficacy in covered women refer-
ring to Mashhad health centers was done.

The present study showed that most participants 
had high self-efficacy. Another study conducted on 400 
women visiting cultural centers in Mashhad showed 
that most women had high self-efficacy [16]. In another 
study in Hamedan, the level of self-efficacy of elemen-
tary school teachers was higher than average [17]. These 
results confirm the findings of the present study. While 
the results of other studies conducted on people with 
various diseases, women with premature children and the 
elderly indicate a low average level of self-efficacy of the 
studied subjects [2, 10, 18]. Among the reasons for the 
difference in the findings, we can mention the character-
istics of the research samples, living conditions, as well as 
the target community and different measurement tools. 
It should be noted that having high self-esteem and con-
fidence in one’s ability to successfully perform behavior 

plays an important role in improving people’s health and 
can help them achieve their goals.

The quality of life is the result of each person’s feeling 
and understanding of living well and can be effective in 
adopting health-promoting behaviors. Therefore, paying 
attention to this component and its dimensions seems 
necessary to have a healthy society. In this study, the 
total score of the quality of life and its dimensions were 
reported to be higher than the average, while in the stud-
ies conducted on people with various diseases, patients 
and the elderly, it was seen that this variable showed a 
significant decrease, which shows that Conditions such 
as illness and old age can affect the quality of life, which 
can be investigated and noted [2, 19–22]. Considering 
that individual differences affect people’s perception of 
their quality of life, the reason for the difference in the 
results of various studies may be due to the existence of 
social, economic and cultural differences in each region.

Table 1 Demographic information of women visiting health centers in Mashhad in 2023 and its relationship with self-efficacy 
(N = 366)
Variable Level Total Self-efficacy P-value (Phi)

Low average High
Age (years) - 36.42 ± 11.13 33.17 ± 7.96 38.06 ± 11.10 35.81 ± 11.16 0.122
Family size - 3.61 ± 1.27 4 ± 1.41 3.45 ± 1.29 3.67 ± 1.27 0.371
Number of daughters - 0.97 ± 0.95 0.83 ± 0.98 1.08 ± 1.06 0.93 ± 0.90 0.607
Number of sons - 0.85 ± 0.95 0.50 ± 0.83 0.91 ± 0.98 0.87 ± 0.94 0.576
Marital status Married 346(94.5) 5(1.4) 97(26.5) 244(66.7) 0.19

Divorced 7(1.9) 1(0.3) 3(0.8) 3(0.8)
Widowed 13(3.6) 0(0) 6(1.6) 7(1.9)

Current pregnancy Yes 35(9.6) 1(0.3) 10(2.7) 24(6.6) 0.83
No 331(90.4) 5(1.4) 96(26.2) 230(62.8)

Education Diploma or lower degree 150(41) 3(0.8) 45(13.9) 102(27.9) 0.83
University degree 216(59) 3(0.8) 61(16.7) 152(41.5)

Husband’s education Diploma or lower degree 172(47) 4(1.1) 51(13.9) 117(32) 0.58
University degree 194(53) 2(0.5) 55(15) 137(37.4)

Occupation housewife 223(60.9) 5(1.4) 70(19.1) 148(40.4) 0.14
Office work 95(26) 1(0.3) 20(5.5) 74(20.2)
freelance 28(7.7) 0(0) 6(1.6) 22(6)
Manual work 4(1.1) 0(0) 1(0.3) 3(0.8)
retired 16(4.4) 0(0) 9(2.5) 7(1.9)

Husband’s occupation Unemployed 3(0.8) 0(0) 0(0) 3(0.8) 0.27
Office work 106(29) 2(0.5) 23(6.3) 81(22.1(
freelance 168(45.9) 3(0.8) 52(14.5) 113(30.9)
Manual work 49(13.4) 1(0.3) 14(3.8) 34(9.3)
Retired 40(10.9) 0(0) 17(4.6) 23(6.3)

Income ≤ 3 million 21(5.7) 0(0) 5(1.4) 16(4.4) 0.054
3–5 million 30(8.2) 0(0) 11(3) 19(5.2)
5–7 million 74(20.2) 1(0.3) 31(0.5) 42(11.5)
7–10 million 123(33.6) 4(1.1) 35(9.6) 84(23)
> 10 million 118(32.2) 1(0.3) 24(6.6) 93(25.4)

Socioeconomic status High 80(21.9) 2(0.5) 14(3.8) 64(17.5) 0.002
Average 26(61.7) 2(0.5) 64(17.5) 160(43.8)
Low 59(16.1) 2(0.5) 28(7.7) 29(7.9)

The data are reported as mean ± standard deviation (SD) and N (10%). Chi-square and Kruskal-Wallis tests were used, here
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The present findings showed that the women partici-
pants’ self-efficacy was significantly correlated with only 
the socioeconomic status of family. This finding is in line 
with the results of the study of Roshan Ghias et al. which 
stated that there is a significant relationship between 
self-efficacy and the economic status of the family. This 
means that the highest level of self-efficacy was among 
patients with good economic status [2]. Zarei Nezhad et 
al. showed that self-efficacy was directly and positively 
correlated with family income [10]. While, the results of 
Khazaee et al. study showed that there is no significant 
relationship between self-efficacy and income in women 
referring to cultural centers in Mashhad [16]. This differ-
ence can be due to the difference in methodology such 
as the time of data collection. Considering that people’s 
self-efficacy is affected by their personality and socio-
economic characteristics, having a favorable income to 
adapt to life conditions will be effective in guiding peo-
ple towards health-oriented behaviors, conveying peace 
of mind and controlling unexpected events. Neverthe-
less, as the present findings showed, we need to pay close 
attention to the socioeconomic dimension of family and 
how it can affect people’s daily life.

The results showed a statistically significant relation-
ship between the quality of life and demographic vari-
ables such as age, education level and one’s own and the 
husband’s occupation and socioeconomic status. A study 
in Tehran showed a statistically significant relationship 
between participants’ quality of life and the employment 
status [2]. In another study on diabetic adults, Bowen et 
al. showed that low education was related to lower qual-
ity of life [23]. Also, the findings of the study showed that 
there is a significant relationship between the economic 
status of the family and the physical and mental health 
of students with disabilities in Kerman province (Iran) 
[24]. Shabani et al.‘s study showed a statistically signifi-
cant relationship between the age and education level of 
the elderly residents of nursing homes with their quality 
of life in Tehran [18]. These findings confirm the results 
of the present study. A review by Majdabadi et al. showed 
that the education level can improve the quality of life. 
Gaining scientific knowledge about different domains 
helps prevent inappropriate behaviors and also affects 
one’s position in society [21]. Meanwhile, in Poorab-
dolah et al.‘s study, no relationship was found between the 
quality of life dimensions of cancer patients with demo-
graphic variables such as occupation, family income, 
education level, and marital status [25]. Among the rea-
sons for the difference in the findings, we can mention 
the difference in the target population and the specific 
measurement tool of quality of life in cancer patients. 
These findings prove the importance of demographic 
variables in health-promoting behaviors and encourag-
ing the adoption of a healthy lifestyle. In other words, in va
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explaining these findings, it can be said that the better 
the people are in their socio-economic status, the better 
their life will be in terms of quality and they will try to 
maintain their own and family members’ health without 
unpleasant mental concerns.

The findings also showed a statistically significant rela-
tionship between self-efficacy and the total score of qual-
ity of life and its dimensions. This finding is consistent 
with Carter et al.‘s study, showing that self-efficacy was 
a strong and positive predictor of quality of life among 
adults with stuttering disorders [8]. In a study conducted 
on the elderly, it was observed that self-efficacy has a 
positive effect on health-related quality of life [26]. The 
data from a study on patients suffering from pain disor-
der showed that self-efficacy can significantly predict the 
quality of life and the four subscales (physical, psycho-
logical, social and environmental domains) [27]. Cramm 
et al. showed that adolescents’ perceived self-efficacy 
predicted all dimensions of quality of life [22]. Norouz-
inia et al. also found a significant correlation between 
self-efficacy and three dimensions of quality of profes-
sional life in pre-hospital emergency workers of Alborz 
province [28]. All these findings are confirmed by the 
present study. Meanwhile, the results of Nohouji et al.‘s 
study showed that self-care cannot directly improve the 
quality of life in people with diabetes, and it affects the 
quality of life indirectly by using the mediating role of 
self-care behaviors [29]. The mentioned study stated that 
some other factors such as self-care behaviors in diabetic 
patients cause the connection between these two compo-
nents [29]. Among the reasons for the difference in the 
results, we can mention the difference in the target popu-
lation and measurement tools, as well as the difference 
in methodology. In sum, in explaining these findings, it 
can be stated that the more self-efficacy people have, the 
more prepared they will be to deal with stressful life con-
ditions and the more successful they will be in maintain-
ing their health and thus improving their quality of life 
[6]. Generally, these findings prove the importance of 
self-efficacy in people’s quality of life and vice versa. In 
other words, improving people’s self-efficacy and quality 
of life will lead to the improvement of their health. There-
fore, it is possible to take measures to achieve the desired 
quality of life by planning and implementing appropriate 

interventions with an emphasis on ways to improve 
self-efficacy.

Strengths and limitations
The results of the present study showed that there is a 
positive relationship between self-efficacy and the qual-
ity of life of women. Therefore, this finding can be used 
to improve the quality of life by using self-efficacy strat-
egies. This can be one of the strengths of this research. 
One of the limitations of the present study was that the 
participants were only women covered by Mashhad city 
health centers, which may not be possible to generalize to 
the entire women community. Another limitation of the 
present study was that the participants were only covered 
women the urban health centers of Mashhad. More illu-
minating results could have been obtained, if it had been 
possible to contact their husbands or important people in 
life, who played an important role in solving life issues. 
However, this was beyond the researcher’s responsibility. 
Another limitation we the self-reporting nature of data 
collection, which has certain limitations. The respon-
dents may be tempted to give socially desirable answers 
and confound the results. However, we tried to get more 
real answers by justifying the research examples regard-
ing the importance of the subject.

Conclusion
In conclusion, the findings of this study underscore the 
critical relationship between self-efficacy and the qual-
ity of life among women in Mashhad. By illuminating 
the pivotal role of self-efficacy in shaping various dimen-
sions of well-being, from physical and psychological 
health to social relations and overall quality of life, our 
research highlights actionable pathways for enhancing 
women’s welfare and societal health. These insights serve 
as a clarion call for policymakers, healthcare profession-
als, and community leaders to prioritize interventions 
that empower women, nurture their self-efficacy, and 
foster environments conducive to flourishing. By invest-
ing in targeted initiatives that bolster women’s confi-
dence and agency, we have the opportunity not only to 
elevate individual lives but also to catalyze positive ripple 
effects across the entire fabric of society in Mashhad and 
beyond. Let our collective commitment to promoting 

Table 3 Relationship between self-efficacy and dimensions of quality of life
Variable Self-efficacy P-value

low average High
QOL Physical health 21.74 ± 44.07 53.80 ± 11.78 61.95 ± 12.50 < 0.001

Psychological health 25.36 ± 55.55 66.93 ± 13.74 76.44 ± 14.58 < 0.001
Social relations 50.73 ± 136.11 158.88 ± 27.48 177.88 ± 29.16 < 0.001
Social environment 19.02 ± 45.31 43.5 ± 10.30 51.08 ± 10.93 < 0.001
Overall/general quality of life and health 216.66 ± 76.10 250.82 ± 41.23 279.33 ± 43.75 < 0.001

Kruskal-Wallis test was used
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women’s well-being stand as a testament to the transfor-
mative potential of research-driven action.
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