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ABSTRACT 

The benefits of social capital, in particular its relationship with population health, have only 

recently received research attention. The concept of social capital signifies a community’s 

potential for cooperative action to address local problems and provide support for members in 

times of need. It embraces all the social, collective, economic, and cultural resources to which a 

community has access. Creating and enhancing supportive physical and social environments 

and expanding community resources could impact health and wellbeing directly by increasing 

individuals’ capacities to support one another in all aspects of their lives.   

There is a growing understanding of the detrimental relationship between social exclusion, 

health and wellbeing. However, evidence shows that the relationship differs between genders, 

particularly in countries like Iran, where social systems mean that women may experience 

reduced opportunities. Much of the research on social capital and wellbeing has been 

undertaken in western industrialised nations. There has been limited research on the role of 

social capital in transitional societies such as Muslim countries. In such countries, there has 

been very limited research into the potential role of social capital for improving health and 

wellbeing for specific populations such as young women. Hence, this research aims to provide 

an integrative view on social capital at both the individual and the societal level, and explore its 

relationship with the wellbeing and lifestyle behaviours of young Iranian women.  

The study was structured as mixed methods research with a two stage sequential design. The 

first stage was quantitative and the second phase was qualitative. For the first stage, a structured 

multi-scale questionnaire was conducted. The selected scales were all validated and widely 

used. The WHO Quality of Life scale (WHOQoL), the International Health and Behaviour 

survey, and the Satisfaction with Life scale (SwL) were used to measure the dependent 

variables. The British General Household Survey (GHS) Social Capital was used to measure 

independent variables. This scale includes five dimensions of social capital summarised in three 

categories (cognitive social capital, structural social capital, and community level structure and 

characteristics). The validity and reliability of this scale were tested by a pilot study. In addition, 

Confirmatory Factor Analysis (CFA) was used to assess the model adequacy to measure social 

capital. The questionnaire was translated into Farsi/Persian and took approximately 45-60 

minutes to complete. A cluster convenience sampling technique was used for this study and data 

collection took place at nominated open venues/institutions in Shiraz, Iran. A total of 391 out of 

420 participants answered the questions, resulting in a high response rate of 93%. Descriptive 

and inferential statistics were used to analyse the data, with means, frequencies, graphs and 

tables to generate summaries of the data. The inferential statistics included the Pearson 
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correlation coefficient and regression to determine relationships between particular pairs of 

measured variables.  

The qualitative phase of the study included in-depth interviews with participants to explore a 

broader social view of health that incorporates the building of social capital among young 

women. The interview sessions were 30-60 minutes and were held at participants’ homes or 

their workplace. The interview was conducted by a researcher who had the same language as the 

participants. Recruitment of new participants for interviews was ceased after 17 interviews, 

when saturation was reached and no new data was being uncovered. For in-depth interviews, 

qualitative data were collected and transcribed, and thematic analysis was conducted. The 

researcher identified themes within the data and used this to explain the qualitative findings. 

The findings of this research showed a positive link between all five dimensions of social 

capital, wellbeing, and lifestyle behaviours of young Iranian women. Based on the findings, 

structural social capital (e.g. social networks through family, friend, neighbourhood, workplace, 

community participation, political participation, and voting) as well as cognitive social capital 

(e.g. trust, and control, self-efficacy) are reported to be positively and significantly associated 

with wellbeing outcomes and lifestyle behaviours among this population. In addition, 

neighbourhood structure and characteristics (e.g. neighbourhood socio-economic characteristics 

and social and physical living environment) had a positive relationship with young Iranian 

women’s wellbeing and lifestyle behaviours. The original contribution of this research is that it 

increases our understanding of social capital and wellbeing among young Iranian women, and 

provides a basis for developing appropriate intervention programs targeting those determinants 

that have a strong link with women’s health and wellbeing. Health promoters, policy makers 

and Iranian women themselves have a responsibility to use mechanisms focusing on both 

individual and community characteristics to encourage socially cohesive communities. Building 

social capital is an effective strategy requiring action at the population level to improve health 

and wellbeing in societies. 

Keywords: Social capital, trust, control - self-efficacy, social support, social networks, 

community participation, political participation, wellbeing, quality of life, satisfaction with life, 

lifestyle behaviours 
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1 Chapter One: Introduction 

Social capital has a positive, linear relation with wellbeing, particularly young individuals’ 

wellbeing (Bassani, 2007). It directly influences wellbeing through the creation of social bonds 

in which trust, loyalty, security, and self-confidence, are formed. Additionally, it influences 

wellbeing by mobilising financial, human, cultural, and physical resources into capital (Bassani, 

2007). Evidence shows that social capital issues differ between genders (Elgar et al., 2011; 

Stafford, Cummins, Macintyre, Ellaway, & Marmot, 2005), particularly in countries like Iran, 

where social systems mean that women may experience reduced opportunities to  build social 

capital (Fakhr El Islam, 2001). It has been documented that women in these societies are more 

likely to experience social exclusion and a lack of connectedness to their community (Fakhr El 

Islam, 2001), which may impact their sense of wellbeing and increase the risk of psychological 

and physical ill-health (Fioto, 2002). In countries like Iran, there has been very limited research 

into the role of social capital in health related issues. This research used a mixed methods design 

to explore social capital dimensions and their connection with health and wellbeing. The 

population of this study was young Iranian women aged 18-35 years residing in ten different 

wards of Shiraz, Iran. 

1.1 Background to research: social capital, its definition, and types 

The benefits of social capital, in particular its relationship with population health, have only 

recently received research attention. Social capital is one of the broad social concepts 

influencing health and wellbeing outcomes (Berkman, Glass, Brissette, & Seeman, 2000). 

Health, wellbeing, and quality of life are related not only to physical health, but also to mental, 

social and spiritual wellbeing (Camfield, Streuli, & Woodhead, 2010; Diener, 2009; 

McGillivray, 2007; McAllister, 2005; Ferrell, 1995). This suggests that society and social 

connections have a significant role in health and wellbeing (Elgar et al., 2011; Fioto, 2002; 

Baum, 1999) and that lack of social engagement affects health and wellbeing in different ways, 

with outcomes relating to psychological, behavioural and physical health (Berkman, Glass, 

Brissette, & Seeman, 2000).  

Social capital, defined as resources based on group membership, relationships, networks of 

influence and support (Rodríguez-Pose & von Berlepsch, 2014; Elgar et al., 2011; Bourdieu, 

1986), is a relatively recent development in population health theory and research. The concept 

of social capital signifies a community’s potential for cooperative action to address local 

problems and provide support for members in times of stress (Rodríguez-Pose & von Berlepsch, 

2014; Cooper, 1999). It embraces all the social, collective, economic and cultural resources to 
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which a community has access (Rodríguez-Pose & von Berlepsch, 2014; Elgar et al., 2011; 

Cooper, 1999). This concept emerged as an important construct for our understanding on how 

health and wellbeing has matured beyond physical functioning to include social and 

psychosocial health (WHO, 2006).  

In the 1890s, Durkheim was among the first to posit that the structure of society had a strong 

bearing on psychological health (Durkheim, 1964). He hypothesised that psychological 

problems are common in societies and groups characterised by social dislocation and loose 

social bonds (Berkman, Glass, Brissette, & Seeman, 2000; Durkheim, 1964). There is also a 

strong tradition of innovative research in psychiatry concerning the effects of the social context 

on health (Rodríguez-Pose & von Berlepsch, 2014; Freeman, 1984; Faris & Dunham, 1965). 

Fujiwara and Kawachi conceptualised social capital as “resources accessed by individuals and 

groups within a social structure that facilitate cooperation, collective action, and the 

maintenance of norms” (Berkman, 2000, p. 139). Hence, social capital includes participation in 

a broad range of formal and informal social relationships (Berkman, 2000), and it is through this 

web of social ties that individuals may “integrate” into a larger society. Thus, creating and 

enhancing physical and social environments and expanding community resources through social 

relationships could impact health and wellbeing indirectly and directly, as it increases 

individuals’ capacities to support one another in all aspects of their lives (Gregory, 2009). 

In the current research, social capital is conceptualised as the two distinct types of structural 

social capital and cognitive social capital (Halpern, 2005). Structural social capital refers to the 

sharing of information and collective actions through established social structures and networks 

that are largely observable (Halpern, 2005). In contrast, cognitive social capital refers to shared 

norms, trust, and reciprocity and, as such, is a more subjective and less readily observed concept 

(Halpern, 2005). In addition, neighbourhood structure and characteristics is incorporated in the 

present study as it is closely linked with social capital, influencing and/or facilitating cognitive 

and structural social capital (Foxton & Jones, 2011). 

1.2 Social capital and young Iranian women’s wellbeing 

Most studies within the still developing body of literature that seeks to understand the 

relationship between social capital and wellbeing have focused on the adult population. A 

handful of studies have investigated the role of social capital among young people (Schaefer & 

Nicole, 2004). As such, the social contribution to health issues among young people has not 

been adequately explored, particularly around issues of social capital in the broader 

environment (Olsson, Bond, Burns, Vella-Brodrick, & Sawyer, 2003), and especially young 

women, as they generally may be more vulnerable to a lack of social involvement (Stafford et 
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al., 2005; Seeman, 1996). Evidence shows that the level of access to social capital differs 

between genders, particularly in paternalistic societies such as Iran, where social systems mean 

that women may experience reduced opportunities to build social capital. It has been 

documented that women in these societies are more likely to experience social exclusion and 

lack of connectedness to their community (Fakhr El Islam, 2001), which may impact their sense 

of wellbeing and increase the risk of psychological and physical ill-health (Fioto, 2002). The 

literature supports the view that the effect of social disconnection is strong among women when 

they feel excluded from and devalued by their communities (Fakhr El Islam, 2001).  

Women’s mental and physical ill-health is, at least in part, a response to the communities and 

societies to which they feel they do not belong, or within which they do not feel valued (Fakhr 

El Islam, 2001; WHO, 2000). For example, approximately half the population of the Middle 

East, including Iran, are women, and the extent to which this population can be healthy and 

productive depends on how their needs are met within the structure of these societies (Assaad & 

Roudi-Fahimi, 2007). It seems that despite significant improvements in Iran, in terms of 

women’s status in society, such as increasing education and employment opportunities (Ahmad 

Nia, 2002), women do not enjoy an adequate level of social involvement, and this influences 

their health and wellbeing outcomes (Mahdi, 2003).  

In countries like Iran, there has been very limited research into the role of social capital in health 

related issues. Given the structure of such societies, including the particular expectations and 

restrictions placed upon women in general, and young women in particular (Assaad & Roudi-

Fahimi, 2007), it is necessary to better understand social capital issues and their connection with 

health and wellbeing. Social capital is a pivotal factor that needs to be recognised as a broader, 

community-level issue requiring action at both individual and the community levels to reduce 

inequities in societies (Aida et al., 2011; Baum, 1999). Therefore, this study was conducted to 

explore the relationship between social capital, wellbeing and the lifestyle behaviours of young 

Iranian women. A better understanding of this relationship will enable the development of 

appropriate intervention programs to target those determinants that have the greatest effect on 

women’s health and wellbeing. 

1.3 Research aim and objectives 

Research aim 

The aim of this research is to explain the relationship between social capital, wellbeing and the 

lifestyle behaviours of young women living in Shiraz, Iran.  



Social Capital, Wellbeing and Lifestyle Behaviours   

 

4 

Research objectives  

 To describe wellbeing (quality of life, and satisfaction with life), and lifestyle 

behaviours of young Iranian women, and its associations with socio-demographic 

factors (quantitative); 

 To examine the association between cognitive social capital (trust, control – self-

efficacy) with socio-demographic factors, wellbeing and lifestyle behaviours of young 

Iranian women (quantitative); 

 To examine the association between structural social capital (social networks and 

community participation) with socio-demographic factors, wellbeing and lifestyle 

behaviours (quantitative); 

 To examine the association between neighbourhood structure and characteristics 

(neighbourhood socio-economic factors and social and physical living environment) 

with socio-demographic factors, wellbeing and lifestyle behaviours (quantitative);  

 To explore the perceptions of young Iranian women concerning their social 

connectedness and how they could be builders of their social capital (qualitative); 

1.4 Conceptual framework 

This study is based on Berkman’s theoretical framework of social capital in health and 

wellbeing (2000). This model depicts the integrated relationships of social capital, including 

structural and cognitive social capital, as well as neighbourhood structure and characteristics 

and their associations with health and wellbeing among young Iranian women. This framework 

shows how the societal level characteristics, such as culture and politics in transitional countries 

and paternalistic societies, in this case Iran, influence the social capital status as well as the 

wellbeing and lifestyle behaviours of young Iranian women. In addition, this framework reveals 

the mediating role that paternalistic and transitional societies have on the influence of social 

capital on health outcomes. The conceptual framework of this structure among young Iranian 

women is summarised in Figure 1.1.   
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Figure 1.1 Conceptual framework of social capital, wellbeing and lifestyle behaviours in young Iranian women

Socio-demographic status  
• Socio-economic status (education, income, occupation, and education of partner) 

• Demographic variables (age, ethnicity, religion, level of religiosity, marital status, number of 
children) 

 

 
 

 

Iran as a transitional and paternalistic society 

• Social change 

• Politics 
• Gender 

• Young women 
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1.5 Contribution of papers to research project 

This thesis includes 12 research papers reporting findings from a mixed methods research 

project with a sequential two phase design. Phase one of the data collection was a cross-

sectional study of 391 young Iranian women who completed a multi-scale survey. Phase two 

was a qualitative study using semi-structured interviews with 17 young Iranian women, 

supplemented with open-ended responses from the survey that was used in phase one of the 

research. Of the 12 papers, one is a literature review, 10 papers report quantitative data collected 

in phase one of the research and one paper reports qualitative data collected primarily in phase 

two of the research. These interconnected papers explore various aspects of the wellbeing and 

social capital status of young Iranian women and the ways these variables are linked and 

connected in this population. Paper one, a literature review, surveys research on social exclusion 

and the way it influences the general wellbeing of Iranian women. These findings provide a 

basis for the next three papers, which report on the wellbeing and lifestyle behaviours of young 

Iranian women in more detail (Papers two, three, and four). The role of social connections and 

social relationships in improving the wellbeing and lifestyle behaviours of young women are 

explored in relation to cognitive social capital (Papers five, six, seven) as well as structural 

social capital (Papers eight, and nine). Papers 10 and 11 explore how, in addition to social 

capital, neighbourhood structure and characteristics impact the wellbeing of Iranian women. 

Finally, Paper 12 reviews the qualitative results of this research, indicating that despite the low 

level of access to social capital, young Iranian women are becoming the agents of change in 

their society.  

1.5.1 Paper one: Literature review on social exclusion, health and wellbeing of 

young Iranian women 

Paper one was completed early in the research process to examine what is known about social 

exclusion and its impact on the health and wellbeing of young Iranian women. A “bottom-up” 

search of the literature was conducted, and a total of 39 studies were included in this paper. The 

findings of this paper show that, despite significant improvements in Iran in terms of women’s 

status in society, such as increasing education levels, particularly higher degree education, and 

employment opportunities, women do not enjoy an adequate level of social inclusion, which 

influences their health outcomes. The literature review found that the most prominent barriers 

that cause Iranian women to feel excluded are related to work, role-conflict and restrictive 

gender roles. As a result, these barriers may support the boundaries separating women from men 

that affect their access to resources associated with leisure, civic and employment opportunities. 
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Thus, there is a need to develop appropriate intervention programs to reduce the barriers and 

improve Iranian women’s inclusion and thereby, their health and wellbeing. 

1.5.2 Papers two, Three, and Four: Wellbeing and lifestyle behaviours of young 

Iranian women 

This component of the doctoral work explores the wellbeing and lifestyle behaviours of young 

Iranian women. Papers Two, Three, and Four were built on Paper One in order to examine the 

actual satisfaction with life, quality of life and lifestyle behaviours of young Iranian women. 

Findings relating to quality of life (QoL) and satisfaction with life (SwL) revealed that young 

Iranian women do not have a satisfactory level of quality of life, particularly in terms of the 

psychological, social and environmental quality of life. In addition, findings showed that these 

two scales of subjective wellbeing, QoL and SwL, are positively and strongly correlated. 

Furthermore, some of the lifestyle behaviours of young Iranian women signify potential health 

needs within this population, such as increasing regular physical activity, healthy diet, 

maintaining a normal weight and reducing alcohol consumption. The low levels of satisfaction 

with subjective wellbeing and the problematic lifestyle behaviours are assumed to be mainly 

related to the lower level of social capital in Iranian society, including both cognitive and 

structural social capital. These papers are presented in more detail in Chapter Four. 

1.5.3 Papers five, six and seven: Cognitive social capital, wellbeing, and lifestyle 

behaviours  

Cognitive social capital is examined in Papers five, six and seven. Paper Five is a 

methodological paper that provides a fitting model for the cognitive dimension of social capital. 

As there has been limited research to assess the adequacy of accepted measures of social capital, 

particularly cognitive social capital and especially for transitional societies such as Iran, this 

paper is among the first to assess trust and control - self-efficacy scales using confirmatory 

factorial analysis. After assessing all possible models that would yield the best fit to represent 

the data, the collective evidence suggested that the instrument includes relevant items for its 

target population and can be a reliable and valid measure for the population of interest. 

According to Papers six and seven, the level of trust in society, as well as control – self-efficacy 

as intangible elements of social capital, have correlations with the wellbeing and lifestyle 

behaviours of young Iranian women. Low trust as well as low perceived control – self-efficacy, 

particularly in community affairs and political decisions, is shown to be associated with a lower 

sense of wellbeing and increased negative health behaviours among young Iranian women. 

These papers have been presented in more detail in Chapter Five. 
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1.5.4 Papers eight and nine: Structural social capital, wellbeing and lifestyle 

behaviours 

The structural dimension of social capital comprises the patterns of interaction and connection 

among individuals, which influence their access to resources. Papers eight and Nine examined 

the level of social networks and civic participation among young women in Iran, and the 

relationship of these variables with wellbeing and lifestyle behaviours. Paper Eight reports that 

structural social capital operates through social networks and social participation at micro or 

individual levels (family, friends, neighbours, and colleagues), and that the level of social 

support young Iranian women receive through these social connections significantly impact 

their wellbeing and maintenance of healthy lifestyle behaviours. Furthermore, Paper nine 

reports that social connection at the macro or societal level enhances wellbeing and that civic 

and community participation (participation in local and national groups, volunteering and 

unpaid help) are linked to a higher sense of subjective wellbeing and decreased negative 

lifestyle behaviours. That is, structural and cognitive social capitals have a reciprocal 

relationship and build each other up. These papers are presented in more detail in Chapter Six. 

1.5.5 Papers ten and eleven: Neighbourhood structure and characteristics, 

wellbeing, and lifestyle behaviours  

Papers Ten and eleven explore the correlations between neighbourhood characteristics, 

wellbeing and lifestyle behaviours. Although neighbourhood characteristics are not directly a 

part of social capital, these papers build on the research findings, which show that structural 

social capital, in terms of resources in the local area, facilitate social participation between 

individuals and consequently their health and wellbeing outcomes. The three papers examine 

the neighbourhood structure and characteristics of neighbourhood socio-economic 

characteristics, including the social and physical environment. Collectively, the papers show 

that neighbourhood structure and characteristics are strongly related to young Iranian women’s 

perceived wellbeing and lifestyle behaviours. This important finding has implications for future 

research and social policy decisions. Neighbourhood characteristics play an important role in 

social development and building social capital, and if positive social bonding and perceptions of 

safety are weak, they contribute to and are an expression of social inequalities in health and 

wellbeing. 

1.5.6 Paper 12: Iranian young women as agents of social change 

While the previous papers that have documented this research were focussed on the low level of 

access to social capital and the consequences this has on the wellbeing and lifestyle behaviours 
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of young Iranian women, Paper 12 focuses on young Iranian women as agents of change in their 

society. Whilst there has been increasing research interest in women and their rights, 

particularly in Muslim societies and transitional countries, few studies have yielded detailed 

insights into the views and experiences of women as they build their own social capital. Hence, 

this paper aims to explain how young Iranian women empower themselves and change their 

social roles while living within the constraints of social and cultural barriers. Qualitative data 

was collected via in-depth interviews were conducted with 17 young Iranian women aged 18-35 

and 87 answers to an open-ended question, which was administered in the quantitative phase of 

this project (n=391). The data was thematically analysed, which produced four themes from the 

data that represent the main social changes that young Iranian women have championed. This 

includes building digital freedom, generating a new style of dressing, creating leisure 

opportunities, and changing sexual relationships. This analysis indicates the necessity of moving 

away from simply looking at women as powerless victims of masculinist societies and exploring 

their potential as agents of social change. 

1.6 Conclusion 

This chapter has provided a short review of the significance of this study, its main aim, and the 

specific objectives. The importance of social capital and its positive, linear relationship with the 

wellbeing of women in Iran is summarised through the 14 published papers produced by this 

research. These papers collectively show how the level of access to different types of social 

capital for young Iranian women influences their wellbeing and lifestyle behaviours. The 

originality of this research is that it increases our understanding of social capital and wellbeing 

among young Iranian women and provides an informed basis for developing appropriate 

intervention programs by targeting the determinants that have the greatest effect on women’s 

health and wellbeing. In the next chapter, the history of social capital, its definitions, and the 

theories around social capital and health will be described. In addition, the protective 

mechanisms through which social capital influences health outcomes will be explained.    
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2 Chapter Two: Literature Review 

2.1 Introduction 

The purpose of this chapter is to explore literature and theories relevant to the topic of social 

capital and health. To meet the aim of the literature review, a variety of different databases were 

searched including PubMed, Scopus, ISI Web of Science, Google Scholar, science and social 

science citation index, Inter-American initiative on social capital, Cochrane Library, World 

Bank Social Capital document library, and Embase, using a combination of search terms 

included “social capital”, “social support”, “social engagement”, “community participation”, 

“social networks”, “structural social capital”, “cognitive social capital”, “social inclusion,” 

“social exclusion,”  “women,” “transitional societies,” “Islamic societies,” “Iran,” “health,” and 

“wellbeing.” The reference list of each article was reviewed in detail to find additional articles. 

Journal articles were retrieved from diverse fields of study including public health, sociology, 

psychology, psychosocial research, and health services research. As a result, this literature 

review was expanded based on Berkman’s social capital and health framework (2000). This 

conceptual model of social capital and health demonstrates a causal process that cascades from 

social to psychobiological processes that are dynamically linked together to form the processes 

by which social capital affects health and wellbeing (a summary of this model has been 

provided in Figure 1). 

2.2 Social capital: origin and definitions  

Although earlier scholars like Ben-Porath and Loury pointed to the phenomenon of resources or 

capital through social relations, and even employed the term “social capital”, it was not until the 

1980s that the concept of social capital captured the attention of the research community (Ben-

Porath, 1980; Loury, 1987). Social capital has been cited widely in academia with Bourdieu, 

Coleman and Putnam being credited with pioneering a theoretical appreciation of social capital 

(Hawe & Shiell, 2000). Bourdieu defined social capital as “the aggregate of actual and potential 

resources which are linked to the possession of a durable network of more or less 

institutionalized relationships of mutual acquaintance or recognition – or in other words to 

membership in a group” (Bourdieu, 1986, p. 248). Coleman states “social capital is defined by 

its function. It is not a single entity but a variety of different entities, with two elements in 

common: they all consist of some aspect of social structure, and they facilitate certain actions of 

actors — whether persons or corporate actors — within the structure.” (Coleman, 1990, p. 302). 

According to Putnam social capital is “features of social organisation, such as trust, norms and 

networks, which can improve the efficiency of society by facilitating co-ordinated action” 
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(Putnam, 1993, p. 167). Despite differences between the definitions of social capital and what 

its sources and effects are, the theories of Bourdieu, Putnam and Coleman seem to be based on 

the same thing. That is, they all point to the importance of social networks of different types and 

sources that lead to corporation and beneficial outcomes. 

According to different definitions, social capital exists not only at the level of individuals and 

informal social groups, but also becomes integral to formal organisations, the community, and 

even the nation (Portes, 1998; Putnam, 1995; Coleman, 1988). For example, Coleman (1994) 

suggested that social capital is the set of resources inherent in family relations and in 

community social organisations, which are useful for the cognitive or social development of a 

child or young person (Coleman, 1994). Additionally, the World Bank’s (1999) definition of  

social capital considers institutional and macro level components (Halpern, 2005). In contrast, 

Inglehart (1997), Bourdieu (1986) and Lin (2001) equate social capital with culture as a set of 

values, knowledge and attitudes, which is shared within a society and is conveyed from 

generation to generation. Lin also mentioned that, once a social system is in place, it inevitably 

becomes the dominant aspect of social life and its imposition on individuals is increasingly 

pervasive (Lin, 2001). This compilation of dominant definitions of social capital indicates that 

there has been a broad interdisciplinary dispersal and adaptation of the concept since its 

inception (Dasgupta, 2000). Some view social capital as an individual asset arising from access 

to networks and social connections, whereas others believe that it is a collective asset in the 

form of a homogenous community with common interests and shared values (Kawachi, 2006). 

Some authors have focused on trust and tolerance, while others have championed the degree of 

civic and social engagement. Still others have highlighted issues of culture and social norms 

(Serageldin & Dasgupta, 2001).  

Although significant differences exist in the form, emphasis and usage of “social capital” 

(Moore, Haines, Hawe, & Shiell, 2006; Anheier & Kendall, 2002; Nuissl, 2002; Ports, 1998), 

pervasive themes include networks, reciprocity, trust, shared norms and social agency 

(Rodríguez-Pose & von Berlepsch, 2014; Onyx & Bullen, 2000). A prominent definition of 

social capital, consistent with themes expressed by most scholars in this field, is the definition 

provided by Fujiwara and Kawachi, which was used for this study. They conceptualise social 

capital as “resources accessed by individuals and groups within a social structure that facilitate 

cooperation, collective action, and the maintenance of norms,” and this construct may affect 

health and wellbeing (Fujiwara & Kawachi, 2008, p. 139).  

Social capital considered as one of the most important types of capital that assists members of 

society to gain access to other forms of capital (Bourdieu, 1986). Social capital has a significant 
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role in facilitating and/or giving access to other forms of capital, binding and connecting them 

together (Figure 2.1). According to Bourdieu (1986) all other forms of capital, such as: financial 

capital (an individual’s or group’s income); human capital (the education and skills of an 

individual or group); cultural capital (the cultural knowledge, abilities, and experiences of an 

individual or group); and physical capital (material goods belonging to an individual or group 

that facilitate wellbeing), can be utilised in similar ways to social capital to gain access to 

resources and/or knowledge (Leonard & Onyx, 2004). In addition, social capital could 

interrelate with other forms of capital and can convert them from one form to another in order to 

maximise accumulation (Bourdieu, 1986).  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.1. Social capital as the main facilitator of access to other source of capital 
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(accessibility to resources through social networks), and action (Halpern, 2005; Homans, 1950). 

Therefore, the more individuals interact, the more they engage in collective activity (Halpern, 

2005; Homans, 1950). The conceptual model of social capital and health in this study 

demonstrates a cascading causal process, beginning with the social and psychobiological 

processes that are dynamically linked together to form the processes by which social capital 

affects health. This conceptual framework was summarised in Figure 2.2 below.  

 

Figure 2.2. Ecological model of social capital and health 

Adapted from Berkman, 2000; Campbell, Wood et al. 1999 
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2.3.1 Social structural conditions 

The outer layer of the social network’s ecological framework, as defined by Berkman (2000), is 

the broad set of cultural, political, socioeconomic factors and social changes that inform the 

other three layers of the social networks. These social structural factors do not act directly, but 

contextualise and influence factors at lower levels (Berkman et al., 2000). Thus, an analyst can 

examine how labour markets, economic pressures and especially culture and rapid social 

changes influence the structure of networks and social engagement (Berkman et al., 2000). 

There is a considerable interaction between social structural conditions impacting on social 

capital, which may consequently affect health and wellbeing (Halpern, 2005). There are many 

mechanisms at this level through which factors, such as poverty, discrimination and deprivation, 

may negatively influence health through the role that they play in undermining health-enhancing 

social capital (Halpern, 2005). There is strong evidence of the positive ecological effects of 

social capital at this level on happiness, life satisfaction and reducing suicide rates (Elgar et al., 

2011). The combined evidence indicates that a triangle of reciprocal relationships between this 

level of social capital, inequality, and public expenditure patterns contribute to differences in 

population health (Halpern, 2005). Studies show that understandings of the complex 

mechanisms in this level that affect wellbeing are still developing (Halpern, 2005). Thus, it is 

the responsibility of health policy-makers and planners to focus on social capital as an important 

and largely neglected factor for improving public health (Abbott, 2002; Gilbert & Walker, 2002; 

Peterson, 2002; Pilkington; Watt, 2002), and provide proper, well-constructed social capital 

interventions, especially at the higher levels of the framework (Halpern, 2005). 

2.3.2 Core dimensions of social capital 

Social capital is a multi-dimensional concept (Hean, Cowley, Forbes, Griffiths, & Maben, 2003) 

and refers to the connections among individuals and social networks, along with the norms of 

reciprocity and trustworthiness that arise from them (Putnam, 2000). In the following sections, 

the key constructs of social capital, including structural and cognitive social capital, are 

overviewed. 

2.3.2.1 Structural social capital 

- Social Networks  

Social networks may be defined as social relationships that surround an individual and the 

structure and characteristics of those ties (Rodríguez-Pose & von Berlepsch, 2014; Taylor et al., 

2004). This level is frequently influenced by changes at the first level (social structural 
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conditions). The structure and characteristics of networks are the most important factors in this 

level (Berkman et al., 2000). The structure of networks include: the range or size (the number of 

members in a network); density (the level of connection between members); boundedness (the 

kind of group, or the ties that individuals have with the members, which could be family, 

neighbourhood, workplace, community, and friends); and homogeneity (the level of similarity 

between individuals in a network) (Berkman et al., 2000). These social networks also have their 

own characteristics, including the frequency of contact (such as face to face, by telephone and 

internet), multiplicity (the number of supports and transactions that individuals have in their 

network), duration (the period of time that individuals know each other), and reciprocity (the 

level of exchanges and transactions between individuals) (Berkman et al., 2000).  

As mentioned earlier, social networks are the structural types of social capital and reflect the 

connectedness of individuals within a given community (Harpham, Grant, & Rodriguez, 2004; 

Onyx & Leonard, 2000). Traditionally, social networks can be categorised into three network 

types (Stone & Hughes, 2002): 

1. The first type of social network is 'informal ties', which include relationships with members 

of a household, family, friends, neighbours and workmates. 

2. The second type is 'generalised relationships', which are community-based, 'societal'  

relationships individuals have with people they do not know personally. 

3. The third type of social network is 'institutional relationships', which are the ties 

individuals have with institutions, including the legal system, police, media, unions, 

governments, political parties, universities, and the corporate world . 

Recent social capital theories distinguish social capital networks into different categories, 

including 'bonding', 'bridging' and 'linking' (Poortinga, 2012; Woolcock & Narayan, 2001), 

which is relatively similar to the traditional categorisations described above. 

1. Bonding social capital refers to connections to individuals like oneself [family, kinship] 

(Poortinga, 2012; Woolcock & Narayan, 2001). It fosters denser social networks 

(Putnam, 2000) and appears to be characterised by horizontal, dense, multifunctional 

ties and strong, but localised trust (Woolcock & Narayan, 2001; Putnam, 2000). 

2. Bridging social capital may be characterised by weak ties and thin trust (Woolcock & 

Narayan, 2001; Putnam, 2000). It creates larger networks (Putnam, 2000) and refers to 

connections with people who are dissimilar in some demographic sense (Woolcock & 

Narayan, 2001). 



Social Capital, Wellbeing and Lifestyle Behaviours   

 

16 

3. Linking social capital includes connections with people in positions of political or 

financial power and vertical connections to formal institutions (Field, 2003; Mayoux, 

2001; Woolcock & Narayan, 2001). 

Bonding, bridging and linking are the main forms of social networks, which provide a useful 

way for thinking about the various types of relationships between individuals at any point in 

their lives (Poortinga, 2012; Woolcock & Narayan, 1998). This categorisation highlights the 

fact that different families and communities will have different 'mixes' of these types of network 

relationships. That is, some people have strong family and friendship relationships, whereas 

other people may be more involved in community groups or know many people in various 

organisations and institutions (Poortinga, 2012; Woolcock & Narayan, 1998). 

Although social networks that are often based on ethnicity, religion, language and profession 

create opportunities for their members to improve their life circumstances, they may also 

constitute a significant barrier for social connections in closed societies (Field, 2003; Portes, 

1998). Negative effects of social capital occur in societies where social capital is used as a 

private, rather than a public, good, or when individuals or groups are isolated from certain 

networks (Field, 2003). For example, in paternalistic societies, control belongs to a powerful 

government or workplace that limits social connectedness of people (Leonard & Onyx, 2004). 

This situation enforces strict conformity, infringes on individual freedom, and creates pressure 

in terms of the level of social connections (Quibria, 2003). Therefore, the development of social 

capital requires the active and willing engagement of citizens working together within a 

participative community, as creators of their social world, rather than as passive victims of fate 

or government policy (Onyx & Bullen, 2000).  

- Social arena and health  

Social capital exists at various levels of society at both individual/micro and societal/macro 

levels (Figure 2.3) (Halpern, 2005). It has been used to refer not only to community and 

voluntary associations, but also to large-scale “cultural” phenomena, as well as very small scale, 

micro-level, intra-family phenomena (Halpern, 2005). Likewise, there could be horizontal and 

vertical constructs of social capital, where horizontally-based social capital exists in the 

relationships between similar individuals or groups in the same social context, such as between 

communities or youth groups (Harpham et al., 2004), and vertically-based social capital inheres 

in the relationships between different levels of society (Harpham et al., 2004). It is within these 

levels that each individual has his/her social involvement and where they may affect others in 

accessing various resources (Loury, 2000). There are at least three distinct levels in which social 
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capital may develop: family and friend connections, neighbourhood and work connections, and 

community connections (Leonard & Onyx, 2004). 

Family and friend connections - There is a strong relationship between social engagement at the 

micro level and wellbeing (Berkman et al., 2000). At the individual or micro level, people who 

are married, have close friends, or are members of communities, have significantly better health 

than those who are socially isolated (Berkman et al., 2000). Individuals with supportive 

personal relationships are less likely to suffer from depression, show less cognitive decline, 

survive from major illnesses, such as heart diseases, and are several times less likely to die 

prematurely than the socially isolated (Berkman et al., 2000). Family (Paul, 2002; Schoenbach, 

Kaplan, Fredman, & Kleinbaum, 1986) and close friends (McPherson, Smith-Lovin, & Cook, 

2001), make significant contributions to social support, and thus wellbeing.  

Family has been identified as the primary socialisation agent and a key form of social capital for 

children and adolescents. Family settings teach the norms, values, and expectations of a 

particular family unit. Parents and other familial adults are expected to provide care, emotional 

and physical support, and guidance and direction for those who are a part of their household 

(Aydin & Oztütüncü, 2001). In addition, friends and the characteristics and resources of friends 

also affect individual outcomes (McPherson et al., 2001). Those with meaningful and reciprocal 

relations with family and friends have healthier and longer lives than their less socially 

connected peers (Haas, Schaefer, & Kornienko, 2010). Studies have consistently demonstrated 

that the frequency of interaction with friends and the expressive support from them has a strong, 

direct effect on various measures of psychological distress and wellbeing (Wills & Ainette, 

2012; Berkman et al., 2000). It is reported that people with higher levels of support from both 

their quantity and quality of relationships with close friends and family exhibit lower heart rate, 

systolic blood pressure, and cholesterol, and higher immune function (Wills & Ainette, 2012; 

Berkman et al., 2000). According to the literature, strong bonds at this micro level may promote 

better psychosocial outcomes, such as higher self-esteem, efficacy, and self-confidence, and 

protect adolescents from mental ill-health (Aydin & Oztütüncü, 2001; Berkman et al., 2000). 

Neighbourhood - Neighbourhood and neighbours play a significant role in the generation of 

social capital (Paul, 2002; Putnam, 2000). Neighbourhoods are ideal sites for developing social 

capital through relationships formed both within community organisations and informally 

(Leonard & Onyx, 2004). Social norms, such as trust and reciprocity, are developed through 

neighbourhoods, and neighbours are able to develop and monitor social norms, with trust and 

social identity increasing when people are predictable and reliable (Leonard & Onyx, 2004). 

Kawachi (2003) identifies neighbourhoods as the sites of communities, conceptualising them as 
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networks of social relationships, and explores the significance of neighbourhoods to health. 

Therefore, housing, neighbourhood and health are interconnected issues, and an individual’s 

sense of wellbeing is largely determined by the quality and experience of their home and 

neighbourhood (Kawachi & Berkman, 2003).  

Workplace - The workplace is often fertile ground for the growth of social capital (Leonard & 

Onyx, 2004). The type of workplace and the flexibility of managers may have a significant 

influence on the social capital contained within a workplace. Social capital flows from the 

community into the workplace and back again. Where a community has a high level of social 

capital, the social capital may be used to create community-based businesses and workplaces 

that provide a service for people within the community. When employees are content with their 

workplace, they are able to form friendships and work as a team, and these attitudes, friendships  

and collaborative teamwork flow back into the greater community (Leonard & Onyx, 2004). 

Indeed, where social capital is high and people operate through rich networks of personal ties, 

strong connections are evident on various levels. They include people who are both friends and 

workmates, and who belong to the same sports club or church or other community organisation. 

The denser these multi-faceted networks become, the stronger the social capital is for the 

community at large (Leonard & Onyx, 2004). The workplace itself directly benefits, as rich 

social capital relationships create good corporate citizens. Contented employees have a stake in 

the workplace beyond the receipt of wages, are likely to take pride in the high performance of 

the team, and cooperate in maximising productivity (Leonard & Onyx, 2004). 

Social capital is linked to health promotion in the workplace (Suzuki, Fujiwara, et al., 2010). 

The individual perceptions of mistrust and lack of reciprocity at work have adverse effects on 

health and wellbeing (Suzuki, Takao, et al., 2010). Workplace social capital may modify the 

effects of psychosocial working conditions on health behaviours (Sapp, 2010) and appears to be 

associated with lower mortality rates (Oksanen et al., 2011). Therefore, both the ‘horizontal’ 

and ‘vertical’ components of social relationships at work exert an independent effect on creating 

the trust, cooperation and participation that consequently increase social networks and 

friendship and enhance individuals’ quality of life (Oksanen, Kouvonen, Vahtera, Virtanen, & 

Kivimäki, 2010).  

Community organisations - Evidence suggests that social capital has the greatest influence when 

it is developed through community organisations (Leonard & Onyx, 2004). Individuals in these 

communities can participate regularly and voluntarily. Participants with high social capital are 

well connected with their community, trust people, and are content with life (Leonard & Onyx, 

2004). Community organisations motivate people to become active citizens within society, and 



Social Capital, Wellbeing and Lifestyle Behaviours   

 

19 

foster the transition from the personal world into civil society, especially those organisations 

that allow opportunities for social networking (Leonard & Onyx, 2004; Van Willigen, 2000). 

Research indicates that volunteering and participat ion in community organisations provides 

individual health benefits, in addition to social benefits (Brown, Nesse, Vinokur, & Smith, 

2003). People who participate in community organisations, especially those who devote a 

considerable amount of time to volunteer activities, experience lower mortality rates, greater 

functional ability, and lower rates of depression, compared to those with low social participation 

(Lum & Lightfoot, 2005; Brown et al., 2003; Luoh & Herzog, 2002; Thoits & Hewitt, 2001; 

Van Willigen, 2000; Herzog, Franks, Markus, & Holmberg, 1998). Both the structure and 

characteristics of these social networks are connected to health and wellbeing. For instance, 

group density impacts both mental and physical health, such as members of groups that cluster 

together benefiting from reduced exposure to discrimination and increased mutual support 

(Halpern, 2005). 

 

 

 

 

 

 

 

Figure 2.3. Social arenas  

 

2.3.2.2 Cognitive social capital 

Trust and control – self-efficacy are the cognitive types of social capital that are more subjective 

and intangible concepts (Halpern, 2005; Onyx & Bullen, 2000). There is a strong relationship 

between these different types of cognitive social capital, with enhancement in one improving the 

other (Leonard & Onyx, 2004).  

Local and community 

participation 

 

Micro 

Meso 

Macro Workplace and 

neighbourhoods 

 

 

Family, 

relatives, 

friends 



Social Capital, Wellbeing and Lifestyle Behaviours   

 

20 

- Trust  

Trust is central to almost all discussions on social capital. Trust is defined as the expectation 

that arises within a community of regular, honest and cooperative behaviour, based on 

commonly shared norms among members of the community (Baron, Field, & Schuller, 2000). It 

is a crucial factor in the development of strong social ties, which lend material support and, 

most importantly, emotional support when required (Mailath & Postlewaite, 2006; Leonard & 

Onyx, 2004). Relations of trust in government, employers, strangers, corporations, friends and 

family may all have different characteristics. Therefore, all forms of trust and strong 

relationships are essential for enhancing cooperation, and enhancing social capital within a 

society (Leonard & Onyx, 2004). A nation’s wellbeing, as well as its ability to compete, is 

conditional upon the level of trust inherent in the society. Hence, communities with a high level 

of trust do not require extensive contractual and legal regulation of their relations, as prior moral 

consensus gives members of the group a basis for mutual trust (Baron et al., 2000). Trust is 

imperative to building reciprocity within a community, resulting in help given as well as 

received over time (Leonard & Onyx, 2004). Beyond these immediate advantages, individuals 

gain a sort of insurance, a sense that they belong to a caring community where help will be 

provided. Through reciprocity, individuals learn trust, and as relationships develop, favours may 

be asked for, offered and returned. Thus, communities and societies that rely on trust, 

reciprocity and mutual assistance are more effective than are distrustful societies (Leonard & 

Onyx, 2004). 

- Control – self-efficacy 

Control – self-efficacy, a primary component of cognitive social capital (Foxton & Jones, 

2011), is associated with increased social engagement and civic participation (Singh & 

Udainiya, 2009). A sense of control – self-efficacy facilitates human functioning and increases 

confidence in conducting a more active and self-determined life. It reflects the individual’s 

belief in being able to control challenging environmental demands by taking adaptive action. A 

high sense of control – self-efficacy manifests as a self-confident view of one’s capability to 

deal with certain life stressors (Sahu & Rath, 2003). High levels of control – self-efficacy 

contribute to high levels of engagement with others, cooperation among individuals and groups, 

and positive intimate relationships, which subsequently result in subjective wellbeing, including 

life satisfaction (Singh & Udainiya, 2009). In addition, it is related to the regulation of the stress 

process, better physical conditions, and better adaptation to and recovery from acute and chronic 

diseases (Kuijer & De Ridder, 2003).  

 



Social Capital, Wellbeing and Lifestyle Behaviours   

 

21 

2.3.3 Psychosocial mechanisms 

The third level in Berkman's (2000) model shows different subgroups that are influenced by the 

core dimensions of social capital and could directly affect health and wellbeing outcomes 

(Berkman et al., 2000). The four most important factors in this level are social support, social 

influence, social engagement, and access to resources and material goods (Berkman et al., 

2000). 

- Social support 

Social support is generally defined as the existence of people on whom we can rely, people who 

let us know that they care about, value, and love us. A broad definition of social support is 

access to the resources provided by others (Berkman et al., 2000; House & Kahn, 1985; 

Wallston, Alagna, DeVellis, & DeVellis, 1983). People may have a variety of different social 

ties but not all ties are supportive, and there can be variation in the type, frequency, intensity, 

and extent of support provided. For instance, some ties provide several types of support, while 

other ties are specialised and provide only one type of support. Social support has been defined 

in several ways. It consists of different domains, of which the most important types include 

emotional, instrumental, appraisal and informational support (Berkman et al., 2000; House & 

Kahn, 1985; Wallston, Alagna, DeVellis, & DeVellis, 1983). 

Different domains of social support have their own definitions. For example, emotional support 

is the level of caring, love, sympathy, understanding, esteem, and value that individuals 

experience in their relationships (Berkman et al. , 2000). This kind of support generally is 

provided by an intimate partner, although it could be provided by other people in particular 

situations. Instrumental support is about providing help, aid, or assistance with tangible needs 

(Berkman et al., 2000). Appraisal support includes support with decision-making, giving 

appropriate feedback, or help deciding which course of action to take; while informational 

support refers to the provision of advice or information when it is needed (Berkman et al., 

2000). Thus, the types and sources of support can be equally, if not more, important as the 

interplay of support within a network or social system (Berkman et al., 2000). 

- Social engagement 

Social engagement and social participation are the result of actual and potential ties between 

individuals, including relations with friends, attending social functions, participating in 

occupational or social roles, group recreation and church attendance (Berkman et al., 2000). 

Meaningful social roles, including parental, familial, occupational, and community roles that 
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provide a sense of value, belonging, and attachment, may result in opportunities for social 

participation or engagement, building a sense of identity, and companionship and sociability. 

These kinds of social ties are essential for individuals to give meaning to their life and enable 

them to be supportive and attached to others (Berkman et al., 2000). 

- Social influence  

People within social networks influence each other in different ways. People’s attitude and 

behaviour can change when comparing themselves with their peers (Berkman et al., 2000). 

Therefore, shared norms may have a significant effect on health behaviours in negative or 

positive ways (such as alcohol and cigarette consumption, health care utilisation, treatment 

adherence or dietary patterns). These norms are the source of changing attitudes and behaviours 

in different groups and thus can affect different aspects of health and wellbeing (Berkman et al., 

2000).   

The above major factors can affect an individual’s health, wellbeing and quality of life 

significantly, and it is likely that they operate simultaneously (Berkman et al., 2000). The next 

section will explore the social network pathways, the last part of this cascading causal process, 

which includes a discussion regarding the consequences of the lack of social capital and social 

engagement on health and wellbeing. 

- Access to resources 

Although personal access to resources is one of the characteristics of functional social networks, 

there has been little research aimed at examining how differential access to resources affects 

social engagement and consequently wellbeing (Berkman et al., 2000). The regulation, social 

norms and rules provide the conditions for individuals to have/not have opportunities to 

participate in different networks and have/not have access to network resources. Social 

networks operate by regulating an individual's access to life opportunities through the extent to 

which networks overlap with other networks. In this way, networks operate to provide access or 

restrict opportunities in the same way that social status works (Berkman et al., 2000).   

2.3.4 Health pathways 

Health is defined by the World Health Organization (WHO) as a “state of complete physical, 

mental and social wellbeing and not merely the absence of disease or infirmity” (WHO, 1946, p. 

100). World Health Organization also defines quality of life as “an individual’s perception of 

their position in life in the context of the culture and value systems in which they live and in 
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relation to their goals, expectations, standards and concerns” (WHO, 1997, p. 1). Based on this 

definition, health is a broad concept that is affected in complex ways by a person’s “physical 

health, psychological state, personal beliefs, social relationships and their relationship to salient 

features of their environment” (WHO, 1997, P. 1). Hence, health, wellbeing and quality of life 

are related not only to physical health, but also to mental, social and spiritual wellbeing (WHO, 

1997). This definition suggests that society and social connections play a significant role in 

health and wellbeing (Elgar et al., 2011; Fioto, 2002; Baum, 1999) and, according to Berkman’s 

ecological framework of social networks (2000) and other literature reviewed, lack of social 

engagement affects health and wellbeing in different ways, with consequences relating to 

psychological, behavioural and physical health (Figure 2.4).  

 

 

 

 

 

 

  

Figure 2.4. Health pathways of social isolation 

- Psychological health  

There is strong evidence for a positive association between social relationships and better 

psychological health (Thoits, 2011). That is, a negative relationship may adversely affect 

emotion, mood and perceived wellbeing (Thoits, 2011), resulting in emotionally damaging 

effects, such as depression, low self-esteem, suicide, anxiety, fatigue, and social stigma (Fioto, 

2002). According to the literature, the strongest correlation between psychological health and 

social relationships appears to be between social isolation and depression (Thoits, 2011). 

Conversely, studies have shown that social support, especially perceived emotional support, 

may decrease the damaging effects of stressful life events, the risk of depression, and depressive 

symptoms manifesting in an individual (Thoits, 2011). Depression and decreased self-esteem 

and wellness, are affected by social isolation, which can further exacerbate these health 
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problems (Fioto, 2002). For example, depression and decreased self-esteem may make it 

difficult for an individual to begin any kind of social relationship. The lack of relationships then 

deepens feelings of depression and decreases self-esteem, in a cyclical effect (Fioto, 2002). This 

process of moving from a lack of social connections to subsequent psychological outcomes is 

illustrated in Figure 2.5. 

There is also a strong correlation between lack of social engagement and psychological health 

and self-efficacy issues. These issues represent the degree of confidence of an individual in 

his/her ability to perform specific behaviours associated with health and functional outcomes 

(Berkman et al., 2000). Existing evidence demonstrates that self-efficacy is strongly related to 

social support (Singh & Udainiya, 2009; Berkman et al., 2000). For example, social support has 

the potential to decrease post-partum depression and nurture maternal feelings, by increasing a 

mother’s self-efficacy. Some studies show the capacity of social support to enhance self-

efficacy during abortion, quitting smoking, and depression (Berkman et al., 2000). Researchers 

suggest that on-going network participation is necessary for maintaining self-efficacy and 

confidence (Berkman et al., 2000). Lower levels of social ties and social participation are 

predictive of a decline in the health and safety domains of self-efficacy, and the absence of 

instrumental support is associated with a decline in health and productivity. Some studies show 

that self-efficacy affects health promoting behaviours, such as exercise and diet (Sahu & Rath, 

2003). Therefore, the relationship between social engagement and self-efficacy is reciprocal, in 

that an increase in one leads to enhancement in the other (Singh & Udainiya, 2009). Higher 

levels of social engagement and social interactions will promote self-esteem and self-worth, 

resulting in adaptation during stressful life events, the promotion of positive affect, prevention 

of depression, and the enhancement of functional and adaptive coping styles. Clearly, an 

individual’s networks or social relationships represent dynamic and complex social systems, 

which contribute to role identities that provide behavioural expectations, meaning and guidance 

to life and consequently affect wellbeing (Berkman et al., 2000). Therefore, social integration, 

especially the perceived adequacy of social support, leads to a better state of mental health and a 

reduced risk of mortality (Berkman et al., 2000). 
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Figure 2.5. Lack of social connectedness and consequent psychological outcomes 

- Lifestyle behaviours  

Social network size and connectedness are linked with risk-related behaviours (Wills & Ainette, 

2012; Shaya et al., 2010). For example, decreased connectedness may increase the prevalence of 

health-damaging behaviours, such as tobacco and alcohol consumption, physical inactivity, and 

consequent obesity (Shaya et al., 2010). Research has also linked social involvement with 

physical exercise and smoking cessation (Murray; Shaya et al., 2010; Hanson, 1990). In 

contrast, certain kinds of social networks, through peer pressure, result in unhealthy lifestyle 

behaviours such as smoking (Fujimoto & Valente, 2012). However, a diversity of networks 

could decrease an individual’s susceptibility to social pressures (that may increase alcohol or 

tobacco consumption for example) through the influence of specific subgroups. Moreover, as 

individuals gain experience interacting across social domains, they may become less dependent 

on enacting behaviours that tied them to particular social groups, such as consuming alcohol and 

cigarettes to facilitate social interaction (Cohen & Lemay, 2007). Although diverse social 

networks affect behavioural health positively, in some cases, social networks could become 

channels through which certain communicable diseases, notably sexually transmitted diseases, 

spread (Berkman et al., 2000).  
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According to traditional theories about social capital, social engagement operates by generating 

dispositional characteristics, including feelings of mastery, purpose and positive affect that are 

thought to motivate better lifestyle behaviours (Uchino, 2006). Some researchers believe that 

social engagement is associated with better health, because it is a marker of having social 

support for addressing life’s adversities (Uchino, 2004; House, Landis, & Umberson, 1988). In 

turn, this support protects an individual from stress-triggered increases in smoking, drinking, 

and other risky behaviours (Figure 2.6). There are also possibilities that the social integration 

associations with health are driven by social isolation. For example, being below some threshold 

of social contact results in stress and depression, which contributes to the higher rates of 

tobacco and alcohol consumption, and poorer health status (Cohen, 2004; Cacioppo, & 

Hawkley, 2003; Rook, 1984). Therefore, social support and social integration may enhance 

health behaviours, through developing self-esteem, improving interpersonal skills, acting as a 

buffer to stress, facilitating empowerment and fostering a sense of security, by engaging people 

in social exchange (Berkman et al., 2000). 

 

 

 

 

 

 

 

 

Figure 2.6.  Social engagement, feeling of mastery, and lifestyle behaviours  

- Physiological health 

Social involvement and social support are not only associated with better physical health, but 

also could affect the treatment of diseases and make the process of treatment easier (Wills & 

Ainette, 2012; Berkman et al., 2000). Intimacy and disclosure is associated with better physical 

health in cancer patients (Wills & Ainette, 2012; Spiegel & Kimerling, 2001) and in people who 
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have experienced trauma (Berkman et al., 2000). Other studies have found that greater 

integration often leads to increased survival from heart attacks (Wills & Ainette, 2012), less risk 

of cancer recurrence, less upper respiratory illness, and less severe cognitive decline with aging. 

A growing body of data provides evidence that social environment characteristics have an 

impact on the immune system (Wills & Ainette, 2012; Campbell, Fioto, 2002; Wood, & Kelly, 

1999), and neuroendocrine and cardiovascular functioning (Wills & Ainette, 2012). Hence, 

social involvement is the central component of relationships, with a well-established influence 

on health and wellbeing (Heller & Rook, 2001); essentially suggesting that individuals function 

optimally when they live in a socially supportive environment (Wills & Ainette, 2012; Booth, 

Cohen, & Cunningham, 2001).  

As has been shown in this literature review, the level of social engagement and connectedness in 

a community has consistently shown to influence mental, physical, and behavioural health. 

Among the many health pathways that are influenced by a lack of social capital, the need for 

social support and social engagement appears to be especially important. In this context, a 

literature review paper that was produced by this research is presented in the following section, 

highlighting the extent of social exclusion among women in Iran and how this may influence the 

health and wellbeing of this population.  
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2.4 Paper One - Social exclusion and young Iranian women, a review of literature  



Social Capital, Wellbeing and Lifestyle Behaviours   

 

29 

Abstract 

There is a growing understanding of the detrimental relationship between social exclusion, 

health and wellbeing. However, evidence shows that it differs between genders particularly in 

traditional societies like Iran. It has been documented that women in these societies, experience 

more social exclusion than men. Despite significant improvements in Iran in terms of women’s 

status in society such as increasing education and employment opportunities and levels, women 

do not enjoy an adequate level of social inclusion which influences their health outcomes. The 

literature review has found that the most prominent barriers that cause Iranian women to feel 

excluded are problems related to work, role-conflict and restrictive gender roles. 

As a result these social inclusion barriers may lead to boundaries separating women from men 

that affect their access to resources associated with leisure, civic and employment opportunities. 

Furthermore, the low utilization of health and treatment services by women increases the 

difficulties in identifying social factors leading to health related problems. Results of the 

literature review indicate the need for more research into social exclusion, health and wellbeing 

particularly in transitional countries like Iran. Thus, this literature review has the potential to 

inform policies and intervention programs that will improve the social inclusion of women in 

Iran. 

Key words: Social exclusion, Social inclusion, Health, Women, Iran 
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Introduction 

Societies with high levels of social inclusion are defined as societies where all people feel 

valued, their needs are met, their differences respected, and therefore can live in dignity (Cappo, 

2002). Generally social inclusion enhances the equity of access to basic social and economic 

rights and also overcomes obstacles that make people feel excluded from their society. Hence, 

the ultimate role of social inclusion is making sure that individuals are socially connected with 

other individuals and to their broader community (Young, 2000). On the other hand, “social 

exclusion is defined as limiting access to chances and opportunities and/or restricting the ability 

required to capitalise on chances or opportunities offered by society” (Hayes, Gray, & Edwards, 

2008, p. 6). Hence, social exclus ion is not the same as poverty or deprivation, rather, it is 

basically and mostly about a lack of social participation (Saunders, Naidoo, & Griffiths, 2007).  

Some literature shows that social exclusion emerges at the individual or group level including 

inadequate access to resources and social rights, limited social participation and a lack of 

normative integration (Vrooman & Hoff, 2013; Jehoel-Gijsbers & Vrooman, 2007). These 

dimensions are modified by different factors such as personal and socio-demographic risk 

factors; macro societal changes, and government rules and regulations (Vrooman & Hoff, 2013; 

Jehoel-Gijsbers & Vrooman, 2007). Social exclusion result in lower level of participation at 

both individual and societal levels including social, economic, and political life (Young, 2000), 

and this subsequently affects health and wellbeing (Marmot & Wilkinson, 1999). 

The literature shows that social exclusion is a social determinant of health (Marmot & 

Wilkinson, 1999). It has been known for decades that lack of social participation and social 

exclusion is detrimental to health (Elgar et al., 2011; Fujiwara & Kawachi, 2008; Berkman & 

Syme, 1979). There is strong evidence of the negative effects of social exclusion at different 

societal levels on happiness, life satisfaction and suicide rates (Elgar et al., 2011). The evidence 

indicates that there is a strong relationship between social exclusion, inequality and public 

expenditure patterns and that these contribute to differences in population health (Halpern, 

2005; Campbell, Wood, & Kelly, 1999). For example communities that empower all citizens to 

play a full and useful role in the social, economic and cultural life of their community are likely 

to be healthier than those where people face insecurity, exclusion and deprivation (Fujiwara & 

Kawachi, 2008). Hence, decreasing social exclusion issues can result in higher social 

cohesiveness and greater standards of health and wellbeing (Fujiwara & Kawachi, 2008).   

Women are more likely to experience social exclusion and lack of connectedness to their 

community (Fakhr El Islam, 2001), which may severely impact their sense of wellbeing and 

increase the risk of psychological and physical ill-health (Fioto, 2002). The literature supports 

http://en.wikipedia.org/wiki/Social_rights
http://en.wikipedia.org/wiki/Social_participation
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that the effect of social disconnection is high among women when they feel excluded from and 

devalued by their communities (Fakhr El Islam, 2001). Additionally, the cost and low utilization 

of treatment services by women may also increase difficulties in identifying social factors 

leading to health related problems (Douki, Ben Zineb, Nacef, & Halbreich, 2007).  

Women’s mental and physical health is, at least in part, a response to the communities and 

societies in which they feel they do not belong to or within which they do not feel valued (Fakhr 

El Islam, 2001; WHO, 2000). For example, approximately half the population of the Middle 

East and Iran are women, and the extent to which this population can be healthy and productive 

depends on how their needs are met within the structure of these societies (Assaad & Roudi-

Fahimi, 2007). It seems that despite significant improvements in Iran in terms of women’s 

status in society such as increasing education and employment opportunities and levels (Ahmad 

Nia, 2002), women do not enjoy an adequate level of social involvement which influences their 

health and wellbeing outcomes (Mahdi, 2003). In countries like Iran, there has been very limited 

research into the role of social exclusion on health related issues. Given the structure of such 

societies including the particular expectations and restrictions placed upon women in general, 

and young women in particular (Assaad & Roudi-Fahimi, 2007), it would be interesting to 

better understand social exclusion issues and its connection with health and wellbeing. 

Therefore the overall aim of this article is to review social exclusion and health re lated issues 

among Iranian women and discuss implications for health promotion. More specifically, the 

article aims to: 

(1) Understand the factors that influence Iranian women’s social exclusion such as work, 

education and restrictive gender roles; and  

(2) Understand how social exclusion issues influence women’s health in Iran.  

Background to Islamic societies and Iran 

Islam is the second largest religion in the world after Christianity (Campbell & Guiao, 2004). 

There are more than one billion followers worldwide in more than 120 countries (Campbell & 

Guiao, 2004; Ott, 2003; Anderson, 1988). Although Islam is commonly associated with the 

Middle East, only about 25% of Muslims are in the Middle East with the majority being in 

Asian or African countries (Ott, 2003). Islam is a living and growing religion, transcending 

almost all races and cultures across the globe (Narayanasamy & Andrews, 2000). It is growing 

at an unprecedented rate and is the fastest growing religion in the world (Anderson, 1988). In 

the general context of the interdependence of the social and religious realms, in Islam, there is 

little or no distinction between “cultural” and “religious” elements of society (Ahmadi, 2003 ).  
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Some studies suggest that Islam can be a negative influence in some Muslim societies especially 

in the areas of women’s social rights and social inclusion. It is suggested that the nature of the 

Islamic value system cannot be easily aligned with democratic values (Jamal & Ilkkaracan, 

2004). However, it is believed by some authors that the efforts to decrease the rights of women 

come from different fundamentalist sects within Islam (Campbell & Guiao, 2004). This may be 

related to Islam’s reaction to the expansion of western culture in the eighteenth and nineteenth 

centuries. To resist the decline of Islamic beliefs, certain Islamic sects adopted values that set 

them apart from other faiths. Such were to include aspects of Islam that are associated with 

undermining women’s social rights today (Beyer, 1990; Campbell & Guiao, 2004). Debate and 

discussion on the social and legal position of women has been coloured by the sharp contrast 

between patriarchal and women-centred interpretations of women's social rights in Islam. By the 

late nineteenth century, debate around women's issues and women's socioeconomic situation in 

Iran had become widespread among intellectuals, modernists, nationalists, and anti-colonial 

forces (Paidar, 1995; Sansarian, 1982). 

In Iran, a process of Islamization has been started from 1979. This movement has enjoyed 

considerable momentum at some points of time resulting in Islamists taking over sources of 

power (Moghadam, 1993). This has brought about changes to some aspects of Iranian society 

including culture, economy and political equations (Mahdi, 2003). Around the time Islamization 

was practiced and enforced by revolutionary forces in Iran with efforts to close the country's 

borders to outside influences, another process was taking shape on the world stage, namely 

globalization. Both Islamization and globalization affect Iranian people particularly women in a 

contradictory way. On the one hand, Islamists tend to limit women’s access to some social 

involvements and on the other hand, women like to participate in the global processes of 

democratic developments and autonomous civil society (Mahdi, 2003). Furthermore, Iran's 

relationship with other countries and sanctions at a macro level have shaped national to local 

social processes and developments (Mahdi, 2003). 

Although some research has shown that the status of women in Iran is much better than women 

in most middle eastern Arab countries (Moghadam, 1993), Iranian women do not have complete 

choice in employment, clothing, leisure activities and lifestyle, as they follow a more localized 

normative system (Mahdi, 2003; Mistry, Bhugra, Chaleby, Khan, & Sauer, 2009). 

Methodology 

To meet the aim of the literature review, five databases were searched including PubMed, 

Scopus, ISI Web of Science, Google Scholar and Embase to locate articles and abstracts about 

women and their social inclusion/social exclusion in Islamic and/or traditional societies. These 
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databases afford broad coverage of the three interrelated elements of the review: women as a 

population of interest, social inclusion/social exclusion and wellbeing. Since a relatively small 

number of studies exist on the topic and the information was scattered, a “bottom-up” search 

strategy was required, and no time frame was considered in the searching process. Journal 

articles were retrieved from diverse fields of study including public health, sociology, 

psychology, psychosocial research, health services research, national documents and reports. A 

variety of different terms related to social inclusion/social exclusion, women, and wellbeing 

were used in these databases to seek relevant Papers. Search terms included “women,” 

“traditional societies,” “Islamic societies,” “Iran,” “social inclusion,” “social exclusion,” 

“health,” and “wellbeing.” The reference list of each article was reviewed in detail to find 

additional articles. 

The assessment of papers was undertaken to narrow their focus to social exclusion/social 

inclusion and women and wellbeing as inclusion criteria. Studies about women and social 

exclusion/social inclusion in more industrialised societies were excluded from this study. When 

the search was completed, the title, key words, and abstracts of studies were reviewed for final 

selection by the first author and those studies which were eligible for inclusion were selected.  

Two independent reviewers evaluated the relevance of retrieved articles, and recorded the main 

findings of each study in a table (n @ 100 articles) in relation to the inclusion and exclusion 

criteria. Overall 39 articles which described the main social exclusion/social inclusion issues of 

women in Islamic and/or traditional societies including Iran were included. In addition 30 more 

articles have also been used for explaining the general concept of social exclusion/social 

inclusion and health. An analysis of these articles revealed key themes including work 

situations, role-conflicts, and restrictive gender roles such as dress codes, outdoor activities and 

sexual relationships as the main issues related to the social exclusion of Iranian women.   

Results 

- Education and employment of women in Iran 

There is a directional link between both education (Halpern, 2005) and employment with social 

inclusion (William, Ritzen, & Woolcock, 2006). Education appears to enhance social 

participation, as well as social participation helping to foster educational attainment (Halpern, 

2005). In addition, workforce participation is a fundamental source of decreasing social 

exclusion. It creates opportunities for financial independence and personal fulfilment which 

results in enhancing individuals’ self-respect and social identity (William et al., 2006). 

Currently in Iran, there is an increasing number of female students in education particularly in 

higher education institutions (Salehi-Isfhani & Egel, 2007). The closing of the gender gap in 
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education has been one of the Islamic Republic's important achievements (Salehi-Isfhani & 

Egel, 2007; Tavakol, 2007; Mehran, 2003;) and, according to statistics, women now outnumber 

men in entering universities two to one (Salehi-Isfhani & Egel, 2007). The growing number of 

educational qualifications obtained by women raises their chances of obtaining jobs with higher 

status and better conditions which, in turn, increases their chances of social participation in 

society (Ahmad Nia, 2002). 

Although increasing the education and employment of women in Iran increases their self-

confidence, economic independence and feelings of worth, there are still some issues in terms of 

employment, role-conflict and, in some cases, disagreement of husbands about their paid 

working role (Ahmad Nia, 2002). While women now outnumber men as university students, 

upon graduation they are less likely to obtain employment as men, and work opportunities 

decrease once they marry and have children (Salehi-Isfhani & Egel, 2007). The decrease in 

work opportunities associated with marriage is likely to be linked with the prominence and 

value placed in Iran upon the roles of women in home duties and motherhood (Ahmad Nia, 

2002). Thus, seemingly the life course of women in Iran is still influenced by the attitude, 

behaviour and needs of significant others around them (Ahmad Nia, 2002). This situation can 

influence women’s chances of taking up paid work by making it challenging and difficult. 

Furthermore, there are difficulties and barriers at the wider societal level, such as employer 

preference for male employees and formal or informal job-segregation policies that significantly 

influence women’s participation in society and workplaces (Ahmad Nia, 2002). The feeling of 

guilt for not being a good mother also influences their participation, and finally those who work 

despite their husband’s disagreement undergo risks to their mental and physical health through 

experiencing role-conflict and increased stress. For Iranian women their traditional roles as 

wives and mothers are prioritised. In their own views, their traditional roles come before their 

paid work role (Ahmad Nia, 2002). 

Based on different studies in western countries, women’s paid work is associated with higher 

level of health and wellbeing outcomes. However, there were not any significant differences in 

health between working and non-working women in Tehran, Iran (AhmadNia, 2002). The 

reason for this could be mainly because of the increasing self-esteem as positive consequences 

of paid work on the one hand and increased stress because of the role-conflict issues on the 

other hand (AhmadNia, 2002). Therefore, women’s working conditions are difficult in some 

cases because of the obligations associated with their reproductive and family roles (Fallahian, 

2004). To achieve a suitable social involvement, and prevent social exclusion, there is a need for 

women to feel confident about societal support, as well as support from their husbands and 

other family members, in order to enter the public sphere (Ahmad Nia, 2002) which 
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consequently enhances their quality of life (Asadi Sadeghi Azar, Heidari, Asadi Bidmeshki, 

Forghani, & Basirani, 2008). 

- Restrictive gender roles in Iran 

Dress code and outdoor activities 

The literature shows that social requirements and norms of women can affect their quality of life 

and happiness (Chinikar, Maddah, & Hoda, 2006). As studies show, not all aspects of lifestyle 

are voluntary and in some cases, broader social and technical systems can constrain the lifestyle 

choices available to individuals (Spaargaren & VanVliet, 2000). In a society like Iran, social 

rules in some cases regulate what women can wear, how they can act and what extra-curricular 

activities they can partake in. For example, these regulations prevent women from participation 

in active aquatic activities. In Iran, there are limitations on the spatial mobility of women, that 

is, women do not have the freedom to be in all places at all times. Also, there are limitations on 

social interactions of women by limiting and conditioning their interaction with male strangers 

and limiting their occupational mobility (Mahdi, 2003).  

The introduction and maintenance of these boundaries and limitations became a major part of 

the Iranian government's social policy and a permanent task of the state, both military and 

civilian. A female vigilante group is organized to maintain state codes of female appearance in 

public, and even in some private arenas (Mahdi, 2003). Subsequently, the suppression of 

ideologies and Islamization of the society resulted in the large out-migration of educated and 

skilled individuals from Iran, including many women either as singles or married accompanying 

their husbands/parents (Mahdi, 2003). These cultural and social policies applied to women have 

affected the lives of Iranian women in different aspects and results in social disadvantages for 

them which consequently increase their social exclusion (Mahdi, 2003; Papanek, 1994).  

Studies show that there is a significant relationship between these kinds of social inclusion 

barriers and health and quality of life. One clear example in Iran affects young women ages 20-

40 where regulations for participation in exercise, particularly outdoor activities are limited 

(Mahdi, 2003). The lack of exercise opportunities means this population gains weight faster 

than other groups (Bakhshi, Seifi, Biglarian, & Mohammad, 2012), resulting in increasing 

diseases such as coronary artery disease and metabolic syndrome (Sarrafzadegan et al., 2008), 

which are among the leading causes of mortality among women in Iran (Chinikar et al., 2006).  

-  Sexual relationships 

Sexual relations are related to the social structure of each society (Moradi, 2009). They are 

socially and culturally constructed. Thus, sexual relations are constituted differently depending 
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on the sociocultural context, and the construction of sexuality can vary from one society to 

another (Ahmadi, 2003). Islamic societies recognize the right of (married) women to have 

sexual fulfilment and encourage men to take care of their spouses' sexual desires. However, in 

reality the taboo of women's sexuality still predominates in some societies and young women 

are heavily restricted in terms of their social and physical interactions with men (Mahdi, 2003; 

WHO, 2003).  

Social and cultural values in Iran, as well as religious advice lead Iranian women to practice 

modesty in almost all aspects of their social behaviours including verbal and non-verbal 

communication, dress, and across-gender social relationships (Merghaty Khoei & Richters, 

2008; Shirpak et al., 2008), which could affect women’s social inclusion and their social 

connectedness. For example, modesty can be one of the main barriers to women seeking 

counselling, information and help particularly regarding sexual concerns and issues (Shirpak et 

al., 2008). Modesty has been noted as a cultural attribute and a social barrier to heath care 

utilization in some research (Andrews, 2006; Galanti, 2003; Shirpak et al., 2008; Syed, Ali, & 

Winstanley, 2005). Maticka-Tyndale and colleagues (2007) found that shame and modesty 

among Iranian immigrants to Canada interfered with accessing essential sexual health services 

(Maticka, 2007). Additionally, this conservative upbringing in some cases can result in 

development of fear of sexual intercourse and even non-consummation of marriage (Shirpak et 

al., 2008). This shows that the most important concerns of Iranian women’s sexual issues are 

related to communication, and their ability to maintain a strong marriage (Shirpak et al., 2008), 

which is one of the primary socialization agents and makes a significant contribution to social 

support, and thus wellbeing.  

Other examples of issues related to sexual relations in traditional societies is related to the loss 

of virginity, illegal pregnancy, abortions, and the subsequent health issues which could have a 

negative effect on social inclusion. The literature shows that in traditional societies, loss of 

virginity and illegitimate pregnancies are severely condemned and results in social isolation 

which consequently leads to psychological problems such as depression and anxiety (Saif & 

Dawla, 2001). In most cases illegitimate pregnancies lead to unsafe abortions or to the 

abandonment of the new-born. According to WHO, the majority of unsafe abortion are 

happening in developing societies, mostly because of the restrictive abortion policies (WHO, 

2003). Hence, unsafe abortion is one of the main public health problems in the Middle East and 

North Africa region, and approximately 1.5 million abortion in 2003 was performed by 

unprofessional health care providers in unsafe settings (WHO, 2003). With regard to Iran, there 

is no official data for unsafe abortion as estimation of the level of clandestine abortions do not 

exist for most countries where abortion is illegal (WHO, 2003).  
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Recently in Iran there have been some plans and changes for decreasing these problems such as 

the introduction of comprehensive reproductive health programs (Ahmadi, Al-Mohammadian, 

& Golestan, 2005). However, there is still very limited sex education available in this country 

(Shirpak et al., 2008). Hence, it is necessary to increase sex and reproductive health education 

programs that address the specific information needs and concerns of Iranian women (Shirpak et 

al., 2008). 

Studies show that in Iran in terms of some other sex related issues such as imposed marriage, 

early marriage and childbearing (Mahdi, 2003) and polygamy, the situation has improved both 

in the past ten years and in comparison with other similar countries. This has positive 

implications for improving women’s social inclusion in terms of autonomy and self-worth. One 

example is the increasing age of marriage for girls. Traditionally, girls married at a significantly 

earlier age than boys. This age was fixed at nine for girls and 14 for boys in Iran as it was 

established by the Ottoman Law (Hoodfar, 1999). Early marriage and childbearing is associated 

with serious health problems both for mothers and their children and impedes young women's 

educational and vocational opportunities as a chance for social inclusion (Hoodfar, 1999). 

However, the official age of marriage has recently been increased to 14 for girls (Mahdi, 2003). 

Furthermore, the decreasing rate of polygamy has affected the social inclusion of women in a 

positive way and decreased its mental impacts on women’s health (Campbell & Guiao, 2004). 

Although Islamic Shari’a law does allow men to marry up to four wives (Campbell & Guiao, 

2004) and polygamy is still legal in the traditional Islamic world (Douki et al. , 2007), polygamy 

is now rare in most parts of the Middle East (Campbell & Guiao, 2004).  

According to the above information, there has been some progress and improvements in terms 

of sexual relation issues in Iran, however, there are still some matters in terms of modesty, loss 

of virginity, illegal pregnancy and abortion which influence women’s social inclusion and 

consequently increase the risk for negative psychological and mental health outcomes. 

- Social exclusion and vulnerability of women in traditional societies 

Negative effects of social exclusion occur in societies where social connection is used as a 

private, rather than a public good, or when individuals or groups are isolated from certain 

networks (Field, 2003). For example, in paternalistic societies, control at all levels of the society 

belongs to a powerful few that limits the social connectedness of some groups, most commonly 

women, within the society (Leonard & Onyx, 2004). This situation enforces strict conformity, 

infringes on individual freedom, and creates pressure in terms of the level of social connections 

(Quibria, 2003), which consequently affect wellbeing and quality of life particularly for women 

(Wethington, McLeod & Kessler, 1987).  
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Although there are still issues regarding social exclusion, discrimination, gender development 

and inequalities worldwide (Douki et al., 2007), there are more inequalities experienced by 

women, in the living and working conditions in traditional societies, which increases their risk 

factors in terms of social involvement (Fakhr El Islam, 2001). Research shows a positive 

relationship between the frequency and severity of social discrimination and the frequency and 

severity of mental health problems in women, with evidence of an inverse relationship between 

social situation and physical and mental health status among this population (Fakhr El Islam, 

2001). For example, in Iran the rates of both completed suicide and attempted suicide are higher 

among women than men (Mostafavi Rad, Anvari, Ansarinejad, & Panaghi, 2012), which social 

isolation is considered to be a common risk factor of self-immolation among women in Iran, 

and research has shown that social support is one of the important protective factors against 

suicide (Mostafavi Rad et al., 2012).  

On the other hand, social inclusion and supportive components of social networks are strongly 

related to better health and wellbeing for women. For example, the quality of marital and work 

roles is predictive of subsequent morbidity and mortality for women (Judith & Clyde, 1993). 

Supportive aspects of the marital relationship appear to be strongly linked to the mental health 

of women (Barnett & Gotlib, 1988). Married women sharing equally in decision-making and 

companionship in a marriage are protected against death (Judith & Clyde, 1993). Furthermore, 

satisfactory work support also protects against death, malignancy and stroke among employed 

women (Judith & Clyde, 1993). Therefore in conditions of gender inequality in domestic 

relationships women would experience more psychological issues (Kawachi & Berkman, 2001). 

Hence women in traditional societies may experience higher levels of disconnection and 

psychological distress which may increase levels of mental diseases among women with low 

resources (Fakhr El Islam, 2001). 

Discussion and conclusion 

In different societies there are a range of understandings around social exclusion of women. 

This literature review has explored these concepts. It is believed that social exclusion of women 

is closely connected with cultural and social tendencies, of every society. As such, inequalities 

against women are defined differently and therefore in some cases it is not easy to realize and 

measure its intensity with the same approach. However, according to studies in most cases 

social inclusion differs by gender particularly in traditional societies and women not only 

possess lower social positions and resources but also have fewer opportunities of encountering 

high-status individuals in their daily social interactions. Thus, they are more likely to interact 
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with people of the same gender and they may be therefore more disadvantaged in making 

connections with contacts of high status (Song, 2011; Lin, 2001; Campbell, 1988).  

At present, although there have been significant improvements in Iran in terms of the status of 

women in society (Mahdi, 2003), there is still a social environment which precludes women 

from having a full and satisfactory social participation in many aspects of society. This results 

in boundaries separating women from men in terms of social involvement in different levels of 

society that can subsequently affect their access to resources, associated with both leisure, civic 

and employment opportunities, and hence their health and wellbeing (Mahdi, 2003). Therefore, 

the feelings of self-worth, competence and autonomy as well as physical, sexual and emotional 

safety and security which are essential to participate in social events and support good mental 

health may be denied in some cases to women simply because of their gender (Douki et al., 

2007; WHO, 2003; Saif & Dawla, 2001). Hence these gender inequalities dictate the 

construction of social rules that place women in a disadvantaged position (WHO, 2005), and 

where women lack autonomy, decision making power and access to independent income, some 

other aspects of their lives and health may be outside their control (Okojie, 1994). Therefore 

social exclusion could be more significant for women in societies such as traditional countries 

with mental health issues due to a great extent to existing inequalities between men and women 

(Douki et al., 2007).  

There is a direct relationship between social exclusion and lower levels of health and wellbeing. 

Therefore in societies like Iran where social participation may be limited for some groups, such 

as women, the outcomes include entrenchment of inequalities and associated health outcomes 

such as mental illness. In such situations, the protection of women's mental health is not only a 

medical challenge but a cultural one, involving many partners to promote a policy of steady 

empowerment and advances to reach real equality (Douki et al. , 2007). In order to improve 

women’s health and wellbeing in Islamic societies some national and international efforts are 

needed to empower women and eliminate all forms of discrimination against them. Health 

policies aimed at improving the social status of women are needed, along with health policies 

that target the entire spectrum of women's health needs (Douki et al., 2007). From these points 

of view, social inclusion could be seen as a broader factor playing an important role in reducing 

inequities in societies with development of appropriate intervention programs to target those 

determinants with greatest effect on women’s health and wellbeing.  
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2.5 Conclusion 

This chapter explored the history, definitions, concepts, and main dimensions of social capital. 

The literature review highlights that our understanding of health has matured beyond a 

functional medical model to one that accommodates social determinants. Consequently, social 

capital is increasingly recognised as being central to population health. It refers to the social (as 

opposed to financial and physical) resources that people can access and is usually based on 

group membership, relationships, networks of influence and support systems. Higher levels of 

social capital are known to lead to better health and reduced risk of mortality, and to lower 

levels of depression and anxiety. Conversely, lack of social engagement adversely affects 

physical health. Social engagement and exchange enhance positive lifestyle behaviours, acting 

as a buffer to stress, facilitating empowerment and fostering a sense of security. Given that 

individuals function optimally when they live in socially supportive environments, interventions 

that increase social capital may be useful.  

It has been argued in this chapter that, although there is rising awareness of the importance of 

social connectedness and health and wellbeing outcomes worldwide, most of the studies 

reviewed have been conducted with ill populations. In addition, there has been very limited 

research in transitional societies such as Iran, particularly among young women. Furthermore, 

despite attempts to produce a universally accepted definition of social capital, debate continues 

about the nature and measurement of this construct. It is neither possible nor desirable to 

identify a uni-dimensional measure of social capital, but no suitable measure exists. Hence, a 

major contribution of this research is the development and testing of a holistic framework for 

social capital, as well as a measure that captures this complexity, in order to explore how the 

level of social capital among young women in an Iranian society may influence their wellbeing 

and lifestyle behaviours. This holistic model and the related measurements will be explained in 

greater detail in the following chapter (methodology).  
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3 Chapter Three: Methodology 

3.1 Introduction 

This methodology chapter is based on Berkman’s theoretical framework of social capital in 

health and wellbeing (2000). This chapter details the mixed methodology that was used to 

explore an integrated view of the relationships between social capital, wellbeing, and lifestyle 

behaviours among young Iranian women, from the micro/individual level to the macro/societal 

level. The paradigm, and the mixed method approach of this study, including quantitative and 

qualitative methods used, is explained. The strength of using mixed methods for this research, 

as well as the sampling, procedure, and analysis for each phase, are explained in detail. Further, 

the pilot study, ethical considerations and research resources/budget are discussed in this 

section. An overview of the research stages is provided in Figure 3.1. 
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 Figure 3.1. Overview of research phases framework 
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3.2 Research paradigm 

The pragmatic research paradigm, which has been widely used within the social sciences, 

highlights the value of empirical findings to help understand real-world phenomena through the 

use of multiple methods (Creswell & Plano Clark, 2007). This paradigm advocates the use of 

mixed methods and frees the researcher from the forced choice between positivism and 

constructivism (Creswell & Plano Clark, 2007). Thereby, the concept of pragmatism provides 

the flexibility to select the most appropriate research method, theory or research design in order 

to investigate the research questions (Johnson, Meeker, Loomis, & Onwuegbuzie, 2004). In this 

respect, pragmatism is suitable for this study, which is aimed at understanding the relationship 

between social capital, wellbeing, and lifestyle behaviours in young Iranian women. Exploring 

such a complex and comprehensive construct in various ways will provide a richer 

understanding of the relationship between social capital, wellbeing, and lifestyle behaviours in 

this population.  

3.3 Research design 

A mixed methods design was used for the present study, with a quantitative focus. This method 

combines both quantitative and qualitative phases, using the qualitative phase in order to 

supplement and extend the quantitative study by providing deeper and richer information. 

Mixed methods design has been introduced as a third methodological approach over the past 

two decades. This method complements the traditional approaches of quantitative and 

qualitative studies (Hall, 2012). The primary purpose of using mixed method studies is that the 

combination of both quantitative and qualitative data collection provides a better understanding 

and corroboration of the issue, as well as an opportunity to look at the research questions from 

different angles and/or perspectives. Moreover, using multiple research methods enhances the 

strength of each approach, while decreasing their respective weaknesses or limitations (Creswell 

& Plano Clark, 2007). 

There are different research designs for mixed methods (Collins, 2007; Lawrence, 2006). In the 

current study, a sequential design was used in which the quantitative phase is followed by a 

qualitative phase (Creswell & Plano Clark, 2007; Creswell, 2003). The quantitative data was 

collected and analysed and the results were used to inform and guide the development of a 

qualitative data collection phase. Although this design is time consuming, it is straightforward 

to implement and report, and enables the researcher to provide an in-depth exploration, 

explanation and understanding of the quantitative findings, and represent the views of the study 

participants (Creswell, 2003). 
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Quantitative and qualitative methods both have their own strength and weaknesses. Although 

quantitative research is very reliable and objective by focusing on structured data collection 

(Creswell & Plano Clark, 2007; Lawrence, 2006; Marlow, 1993) , this research method requires 

a large sample size. In addition, quantitative studies do not provide a rich and deep description 

of the experience of participants regarding the topic of interest. On the other hand, qualitative 

studies seek to understand and interpret the meaning of situations or events from the perspective 

and understanding of the people involved; thereby being inductive in its approach (Martinez-

Pascual, Alvarez-Harris, Fernández-De-Las-Peñas, & Palacios-Ceña, 2014). The major benefit 

of qualitative methods is its capability to explore different beliefs, values, and assumptions, 

resulting in the examination of the views of a diverse range of people with different perspectives 

regarding the topic of interest. In addition, as the inquiry is open-ended and broad, it allows the 

participants to raise issues that matter most to them. However, qualitative studies can be very 

time-consuming and the expertise, knowledge, and position of the researcher can influence the 

observations and conclusions (Choy, 2014; Williamson, 2006). Hence, in order to decrease the 

shortcomings of both quantitative and qualitative studies, the current study was structured using 

a mixed method approach, with a two-stage sequential design. The first stage was quantitative 

and the second phase was qualitative. For the first stage, a structured multi-scale questionnaire, 

with open-ended questions, was administered with young Iranian women in Shiraz, Iran. The 

qualitative phase of the study included in-depth interviews with 17 participants to elicit a 

broader social view of health that incorporates the building of social capital among young 

women.  

3.4 Research field, data collection, measurements, and analysis  

3.4.1 Phase one: Quantitative survey 

Quantitative research is deductive in nature and uses standardised measures for hypothesis 

testing (Creswell & Plano Clark, 2007; Lawrence, 2006; Marlow, 1993). A structured 

quantitative survey was used in this research to investigate the association between social 

capital, wellbeing, and lifestyle behaviours. Quantitative data on the level of social capital 

among young Iranian women was gathered via a structured multi-scale questionnaire as well as 

open-ended questions. The association of demographic variables with social capital dimensions 

and the association between social capital dimensions and wellbeing and lifestyle behaviours 

were examined.  
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Sampling recruitment, and data collection procedure  

Participants were recruited from young women in Shiraz with an age range between 18–35 

years. A young/prime adult, according to Erikson's stages of human development, is generally a 

person aged from 18 to 35 years (Bocknek, 1986; Erikson, 1959), which is also consistent with 

the classification of young Iranian women on the basis of Iran’s national statistics (Iran census 

population, 2011). Sampling for this quantitative phase of the research required a large number 

of representative participants in order to demonstrate statistical significance and to ensure that 

the findings can be generalised throughout the population of interest (Creswell & Plano Clark, 

2007; Lawrence, 2006; Marlow, 1993). The research cites was based within the city of Shiraz, 

within which a multi-stage cluster sampling strategy was used. In stage one, five of the ten 

major districts within Shiraz were randomly selected as sampling locations. In stage two, 

important community locations were randomly chosen within each of the five sampling 

locations (e.g. public and private universities, public and private workplaces, religious locations, 

health care centres, and public places). Recruiting at these different locations generated a 

diverse sample. In the last stage, 420 young women were recruited out of approximately 

500,000 women aged 18-35 years in Shiraz (Iran census population, 2011) through convenience 

sampling. As part of the data collection planning, sample size was determined using a sample 

size calculation in cooperation with a statistician. The estimation of the required sample size of 

383, allowed an Alpha error of 5%. However, 420 young Iranian women were recruited for this 

research and a response rate of 93% (391/420) was achieved, demonstrating a high level of 

response.  

For data collection in the quantitative phase of the study, the researcher administered the survey 

with participants. Only a paper-based questionnaire was used for data collection due to the 

length of the questionnaire as well as the slow internet speed in some districts of Shiraz. To 

encourage completion of the surveys, research assistants who had the same language as the 

participants were available to answer questions and provide assistance (Liamputtong, 2009). 

The questionnaire was translated into Farsi/Persian language.  

http://en.wikipedia.org/wiki/Erik_Erikson
http://en.wikipedia.org/wiki/Erikson%27s_stages_of_psychosocial_development
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Picture 3.1. Maps of Iran, Shiraz as the study location 

Source: http://www.hdtravelpics.com/maps-of-shiraz-2/ 

Measures 

A composite questionnaire of six scales was used to collect data. As Table 3.1 shows, the 

variables were categorised into three different sections. The first section comprises demographic 

variables; the second section includes dependent variables that are grouped in terms of 

wellbeing (quality of life and satisfaction with life) and lifestyle behaviours; and the last section 

includes variables that relate to social capital measures across all five dimensions.  

- Socio-demographic variables 

Socio-demographic and socio-economic variables were included as control variables. Socio-

demographic variables that were measured include age, ethnicity, religious affiliation, level of 

religiosity, marital status, parental status, and number of children. Socio-economic variables that 

were measured include education, education of partner, occupation, and income. Level of 

religiosity was measured through a single question about how religious participants consider 

themselves to be, with response options ranging from 1 (not religious at all; never following 



Social Capital, Wellbeing and Lifestyle Behaviours   

 
 

50 

religious practices) to 4 (very religious; following religious practices very often/often) (Rieger, 

2008). 

- Social capital measurement  

Social capital, social networks, social support and health have all been linked both theoretically 

and empirically (Abbott, 2009). Despite attempts to produce a universally accepted definition of 

this concept, there remains debate among writers on determinants of social capital. One 

historical limitation to research on social capital and health has been the diversity of definitions 

and measurements of the concept used by different researchers in different studies (Almedom, 

2005; Cooper, 1999). In many surveys on social capital and health, researchers often use 

measures of social support to represent social capital. This is problematic because the measures 

used inadequately reflect the complexity of social relationships. Therefore, discussions continue 

on providing a holistic scale for social capital that measures all related dimensions (Abbott, 

2009). Recently, in the United Kingdom, the Health Development Agency has developed a 

program of research to further explain the relationship of social capital and health. They have 

produced an instrument that can account for the different dimensions of social capital and also 

provide a practical guide for those wishing to measure social capital in a local area (Coulthard, 

Walker, & Morgan, 2009).  

The guidelines for a holistic scale of measurement of social capital recognise that it is neither 

possible nor desirable to identify a single, quantifiable measure of social capital, because there 

is wide spread agreement that the concept is multi-dimensional (Foxton & Jones, 2011; Jones & 

Chiripanhura, 2010; Healy & Côté, 2001). Therefore, the purpose is to create summary 

variables that are used as indicators for the main aspects of social capital, including both 

cognitive and structural social capital (Figure 3.2): social interactions — social networks and 

social support; participation — social engagement and commitment: trust — reciprocity and 

social cohesion and control; and self-efficacy (Foxton & Jones, 2011; Jones & Chiripanhura, 

2010; Healy & Côté, 2001). In addition, an extra aspect called neighbourhood level structures 

and characteristics was added in order to measure the neighbourhood resources, which may 

have an influence on the level of access to social capital. In the current study, the British Social 

Capital Scale was used to provide a holistic measurement of social capital and health, in which 

all of the determinants of social capital were considered (Foxton & Jones, 2011). Therefore, to 

measure social capital as the main part of this study, the questionnaire contains questions 

relating to social capital employed in the British General Household Survey (GHS) Social 

Capital questions. This questionnaire is used under the terms of the Open Government Licence 

(OGL) of Britain. This scale has also been successfully used in other research into social capital 
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(Mummery, Lauder, Schofield, & Caperchione, 2008).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Figure 3.2 Cognitive and structural social capital 

- Wellbeing and lifestyle behaviour measurements 

Quality of life (QoL). The Persian/Farsi version of the World Health Organization’s WHOQoL-

BREF measurement was used to assess this component of subjective wellbeing. The WHOQoL-

BREF contains a total of 26 items examining four domains, including physical, psychological, 

social and environmental QoL. Response options range from 1 (very dissatisfied/very poor) to 5 

(very satisfied/very good). The Persian/Farsi version of this scale has strong validity and 

reliability indices in the Iranian population (Yousefy et al., 2010). 

Satisfaction with life scale (SwL). The SwL scale is a widely used and respected instrument to 

measure subjective wellbeing and shows cognitive-judgmental aspects of life satisfaction 

(Diener, Emmons, Larsen, & Griffin, 1985). This scale is a five item self-report measure using a 
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seven point Likert scale (1 = strongly disagree through 4 = neutral to 7 = strongly agree) with 

summated scores ranging from 5 (low satisfaction) to 35 (high satisfaction) (Tagharrobi, Sharifi, 

Sooky, & Tagharrobi, 2012).  

Lifestyle behaviours. The International Health and Behavior survey was used to measure five 

health behaviours, including smoking, alcohol consumption, diet, sleeping, and physical 

activity. The response options for smoking range from 1 (never smoke) to 8 (usually smoke 

more than 20 cigarettes per day). For drinking, the response options range from 1 (a non-

drinker) to 4 (a regular-drinker) and for physical activity the response option range from 1 

(never) to 5 (every day) (University College London, 2009).  

All the variables explained above, including the socio-demographic variables and the dependent 

and independent variables, are summarised in the Table 3.1 as below.  

Table 3.1. Description of socio-demographic, dependent, and independent variables  

Variable 

name 

Measurements Variable description 

Socio-

demographic 

variables 

 
 

 

Age  18-35 

Marital status Single, married, divorced, widow 

Parental status No children – children 

Number of children  

Ethnicity Fars, Turkish, Lor 

Education Postgraduate, degree, diploma/certificate, secondary school, primary  

school  

Education of partner  Postgraduate, degree, diploma/certificate, secondary school, primary  

school 

Occupation Management/administration, p rofessional/associate professional, trade 

person, clerical, sales and service, production and transport, labourers, 

home duties, student, unemployed 

 

Type of occupation Government job, private job 

Income   

Religiosity Sunni, Shia, other 

Level of religiosity Very religious (following religious practices very often/often) 

Moderately religious (following religious practices occasionally) 

Not very religious (following religious practices rarely) 

Not religious at all (never following religious practices) 

Dependent 

variables 

 

 WHOQoL-BREF The Persian/Farsi version of the WHOQoL-BREF, was used to assess 

this component of subjective wellbeing. It  contains a total of 26 items 

examining four domains including physical, psychological, social and 

environmental QoL. 

Behavioural health The behavioural health questionnaire is derived from international 

health and behaviour survey investigating five lifestyle behaviours 

(e.g. s moking, alcohol consumption, diet, physical activ ity, sleeping 

behaviour) 

Satisfaction with life 

 scale  

A 5-item index indicat ing global life satisfaction and one of the 

components of  subjective wellbeing  
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Questionnaire design 

A structured questionnaire was prepared to meet the aims of the quantitative phase of this 

research. The questionnaire included three sections based on the variables summarized in Table 

3.1. The first section includes the socio-demographic variables. The second section contains 

three main categories, including perception of neighbourhood structure and characteristics, 

cognitive social capital, and structural social capital, which cover the five dimensions of social 

capital. In addition, 6 open-ended questions were also added to the social capital section in order 

to elicit the ideas and experience of young Iranian women in relation to social capital. The third 

and last section of questionnaire included the wellbeing (quality of life, and satisfaction with 

life) and lifestyle behaviour questions. The questionnaire, information sheet, and consent forms 

are provided in the Appendices 1, 2, and 3. 

Independent 

variables 

(social cap ital 

dimensions) 

 

Perception of 

 neighbourhood structure 

 and 

 characteristics 

 

Definition : The perceptions of individuals about the neighbourhood 

they live in. Positive perception of neighbourhood is  linked with 

happiness, feeling safe, and secure. 

Examples: 

 Satisfaction/enjoyment of living in local area 

 Degree to which  societal-level variab le are seen as a relevant 

to health 

 Rating of area resources and services  

 Rating of socio-economic inequalities  

Cognitive 

social 

capital 

Trust Definition : The level of trust individuals have in formal institutions, in 

others, and in general in their community and their society.  

Examples: 

 Satisfaction with level of information about local area 

 Confidence in institutions and public services  

 Trust in other people 

Control – 

 self-efficacy 

 

Definition : The perception of being capable of making a 

difference/change in the personal life as well as the community. 

Examples: 

 Perceived control over community affairs  

 Satisfaction with amount of control over life  

 Perceived influence over political decisions  

 

Structural 

social 

capital 

Social 

interaction- 

social 

network and  

social support 

 

Definition : Connection with close social ties such as family and 

friends and receiving social support.  

Examples: 

 Number of close friends and relatives  

 Contact with friends, family, neighbours  

 Depth of socialisation networks, specifically leisure  

 Social support 

 Perceived norms of social support 

Civic and 

 community 

participation 

 

Definition : Engagement and/or involvement in local and national 

activities, and perceptions of being capable of influence them. 

Examples: 

 Participation or involvement in local groups  

 Political activity or voting 

 Unpaid help to groups and individuals 

 Perceived barriers to involvement in local groups  

 Involvement in groups, clubs and organisations   
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Pilot study  

In preparing the questionnaire, a process of item review through a panel of Australian and 

Iranian public health experts was conducted to assess the content validity of the questions. In 

addition, a pilot study was conducted to ensure that the instrument is appropriate for us within 

the target population. The time taken to complete the questionnaire was also recorded to assess 

whether it was reasonable (Peat, Mellis, Williams, & Xuan, 2002). It is important that pilot 

studies be conducted among participants similar to the intended research participants (Teijlingen 

& Hundley, 2002), as they are able to point out issues that the researcher may have overlooked 

and point the researcher to questions that they find confusing, do not understand or did not 

answer as they found them inappropriate. Therefore, the pilot study for this research was 

conducted among 20 young Iranian women. The pilot study participants were included in the 

final study and the researcher then made appropriate changes to the data collection instruments, 

based on feedback from the pilot study. This process ensured that any questions that were 

identified as being ambiguous were rectified or discarded, which allowed refinement of the 

research tools (Peat et al., 2002).  

Data analysis 

Quantitative data was analysed using statistics to find significance in certain types of 

associations between the factors (Creswell & Plano Clark, 2007; Lawrence, 2006). For this 

study, the Statistical Package for the Social Sciences (SPSS) version 20.0 was used for all 

statistical analyses. Descriptive and inferential statistics were used to analyse the quantitative 

data (Field, 2005), with means, frequencies, graphs and tables used to generate summaries of 

the data. In inferential statistics, the Pearson Correlation Coefficient was used to determine the 

strength of relationships between particular pairs of measured variables. Logistic regression was 

used to examine how determinants at one level of the framework might be related to t he 

outcome or to determinants at a lower level of the framework (Field, 2005). Before any analysis, 

the data was cleaned by checking for missing data, duplicates, outliers, invalid responses and 

non-feasible interactions among the entries. There was little missing data in this research as the 

researchers were present during the data collection process. Missing data was dealt with by a 

mean imputation process. This technique has been utilised in similar studies, particularly when 

there are only a few missing data, as in the present study (Baneshi, Faramarzi, & Marzban, 

2012).  

3.4.2 Phase two: Qualitative study 

A qualitative method is an appropriate way to explore the intersection of culture, politics, and 

socioeconomic status, as well as the meaning of associations between various determinants in 
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the population (Testa, 2011). The results from the quantitative analysis were the basis for the 

construction of qualitative interview questions , which aimed to gain greater understanding of 

the social capital status among young Iranian women and how they describe their social 

engagement in their society. A qualitative phenomenological framework guided the qualitative 

exploration of young Iranian women’s experiences, using a Giorgi analysis (Giorgi, 1997). 

Interview questions were organised into a semi-structured interview, which provided a clear set 

of instructions for interviewers and elicited authentic qualitative data that allowed 

the researchers to develop a deep understanding of the topic (Bernard, 1988). Semi-structured 

interviews provided the means to explore the perceptions of young Iranian women on their 

social connectedness and how this is shaped by the broader social structures of Iranian society. 

This method enabled the researcher to hear the voices of participants, which is a central purpose 

of qualitative research (Liamputtong, 2009). Qualitative methods uses an inductive approach to 

understand and interpret the meaning of situations or events from the perspectives of the people 

involved and as understood by them (Creswell & Plano Clark, 2007; Lawrence, 2006). 

Therefore, this method is suitable to investigate topics of complex social phenomena that are 

poorly understood and where there is little information (Testa, 2011), such as in the current 

study.  

- Sampling recruitment, and data collection procedure  

In qualitative methods, samples are usually small and are often purposively selected 

(Liamputtong, 2009). This held true for the current study, which focussed on a smaller number 

of participants, using a non-probability purposive sampling strategy (Lawrence, 2006). 

Purposive sampling allows the researcher to choose cases that fit particular criteria and also 

yield rich data (Liamputtong, 2009). Participants for the in-depth interviews were recruited 

when the surveys were completed. There was a section in the structured questionnaire, along 

with the informed consent package, which included a tick box that participants could use if they 

were interested in participating in the interviews and name/address option. This allowed 

participants to express interest in being involved in the interviews without linking their details 

to the survey. Initially, the aim was to recruit 20-24 young Iranian women from the quantitative 

sample for the in-depth interviews. The interview sessions were about 30-60 minutes and were 

held at participants’ homes or their workplaces. Recruitment of participants for interviews was 

ceased after 17 interviews, as a saturation point had been reached and no new data was being 

uncovered.  

Data analysis 

In this research, analysing the qualitative data involved searching for themes or natural 
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aggregations of data, and presenting and interpreting these findings. Therefore, qualitative data 

was collected and transcribed, and thematic analysis based on the Giorgi method was used 

complete the qualitative data analysis (Giorgi, 1997). This method included four essential steps: 

(1) the researcher reads the entire transcription to get a general sense of the whole statement by 

each young Iranian women about their social engagement in Iran; (2) once the sense of the 

whole has been grasped, the researcher re-reads the text from the beginning, with the aim of 

discriminating “meaning units” and a focus on the phenomenon being researched; (3) Once 

meaning units have been identified, the researcher reviews all of the meaning units and 

expresses the insight contained in them more directly; and (4) finally, the researcher synthesises 

all of the transformed meaning units into a consistent statement regarding the young Iranian 

women’s experiences (Carpenter & Suto, 2008). No qualitative data analysis software was used 

in this research. 

3.5 Ethics  

Participation of human research subjects in the current study required participants to take part in 

a survey and semi-structured interview. There are some core principles that underpin the 

conduct of research with humans: respect for human beings, research merit and integrity, 

justice, and beneficence. Respect is about treating participants as individuals who have their 

own values, interests and priorities. Merit and integrity reflects the need to conduct research in a 

well-ordered manner, following the rules of research to produce knowledge that has value to 

society. Justice involves the importance of the human sameness that each individual shares with 

every other and requires that the benefits of the research be distributed fairly. Beneficence 

highlights the centrality and importance of protecting the welfare of the research participant at 

all times (NHMRC, 2015).  

The major ethical issues of concern for this study included informed consent, privacy and 

confidentiality, anonymity, and the researcher’s responsibility. In this study, the researcher 

informed the participants of the purpose of the research and sought informed from the 

participants prior to commencing data collection processes. Study participants were assured of 

the confidentiality of the information given. All paper forms were kept locked in a secure 

cabinet in the investigators’ office and all computer files were password protected. The 

completed surveys were de-identified and no names were used in the analysis or in subsequent 

reports or manuscripts resulting from this work and all participants remained anonymous. The 

study participants were free to withdraw from this study at any point during the research 

process. But once they completed the survey, it was not feasible to withdraw their consent as this 

process makes it difficult to separate out individual responses because surveys were de-identified. 
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The participants were informed when the researcher used voice recorders for interview and all 

participants agreed to be recorded.  

Screening and assessing suitability of potential participants is an important component of 

recruiting to minimise any risk of harm to the participants. The screening and recruitment for 

the current study involved the following processes: 

Step 1: Face-to-face methods were used to recruit participants for the survey. Six researchers 

(including the PhD candidate) in different areas provided research information in their common 

spaces and distributed materials directly to participants. The survey was used to recruit 

participants for the semi-structured interview phase of the research, with a question that asked 

about their willingness to participate in such an interview. If willing, they were asked to provide 

their contact details on a separate page and return this separately to assist with anonymity and 

confidentiality.  

Step 2: An information sheet and consent form were provided to participants. After reading the 

information sheet, participants could choose to sign the consent form indicating their desire to 

participate in the research. If potential participants had questions regarding the research then 

these were answered by the researcher or a research assistant. When potential participants 

contacted the research team to express interest in the study (either the survey or in-depth 

interview), then, an explanation of what participation involved was offered.  

Several actions were taken to manage and/or minimise the risks involved with conducting this 

project in Iran. This includes ethical approval from the School of Management & Medical 

Information Sciences Ethics Committee (Shiraz University of Medical Sciences [SUMS]), 

which was the local university overseeing the research. Shiraz University of Medical Sciences 

provided some local advice about the conduct of this research and the process of data collection. 

In addition, the topics covered in the social capital section were not generally regarded by the 

Iranian government as being sensitive. Furthermore, the PhD candidate had two external 

supervisors at SUMS to ensure there was local academic support available during the data 

collection phase. Both external supervisors had research interests compatible with the PhD 

candidate’s project. Moreover, the PhD candidate’s previous long-term experience and exposure 

to local life and work conditions in Iranian society, and sharing same culture and language, was 

beneficial in conducting the research. Some strategies were applied to promote the safety of the 

researcher during the interviews. This included the researcher checking in and out with an 

external local supervisor and/or a member of the research team prior to and after conducting 

each interview. This procedure meant that the researcher’s whereabouts, including who she was 

interviewing, was documented. 
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Ethical approval for this study was sought from Griffith University Human Research Ethics 

Committee and was also obtained from School of Management & Medical Information Sciences 

Ethics Committee (SUMS), which was the local university of the research (GU Ref No: 

PBH/38/12/HREC). The study was classified as very low risk with no significant risk to the 

participants. 

3.6 Resources/budget  

As the researcher is a recipient of a Griffith University scholarship, monetary resources from 

this award, in addition to funds available through the School of Public Health, Griffith 

University, covered the costs for some local research assistants and any associated survey costs. 

As the researcher is from the local area within which the study was based and has two external 

advisors from Shiraz University of Medical Sciences (School of Management & Medical 

Information Sciences), the local university, these factors attracted additional financial support 

for this research.  

3.7 Conclusion 

This chapter frames the paradigm, methodology and design used for conducting the current 

study. The suitability of a mixed method design was explained. The first stage of this study was 

a quantitative survey with a structured multi-scale questionnaire, providing information about 

the social capital, wellbeing, and lifestyle behaviours of young Iranian women. In the qualitative 

phase of the study, in-depth interviews provided in-depth individual information on the building 

of social capital among young Iranian women, in order to build a broader social view of health. 

The main findings of both quantitative and qualitative phases of this study will be explained in 

more detail in the following chapters.  
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4 Chapter Four: Wellbeing and lifestyle behaviours of young Iranian women 

4.1 Introduction 

Wellbeing is considered as fundamental to the general and/or overall health of individuals (Jan 

& Masood, 2008). In many definitions of health and wellbeing, the social determinants of 

health, happiness and satisfaction with life are considered important aspects of wellbeing. The 

most generally accepted definition of this relationship has been provided by WHO, which 

indicates that health is not just the lack of physical problems; social and psychological aspects 

of health are also of importance (WHO, 1997). Therefore, in the current study, we consider 

three main scales for measuring health and wellbeing in young Iranian women. The subjective 

wellbeing was measured by quality of life (physical QoL, psychological QoL, social QoL, and 

environmental QoL) and satisfaction with life. In addition, lifestyle behaviours included five 

prominent lifestyle choices of smoking, drinking, diet, sleep, and physical activity. 



Social Capital, Wellbeing and Lifestyle Behaviours   

 
 

60 

 

4.2 Paper two - Self-perception of quality of life and its association with lifestyle 

behaviours of young Iranian women 
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Abstract 

Background: Quality of life measurements are used increasingly in clinical research to measure 

improvement in perceived wellbeing. However, limited studies have examined the relationship 

between quality of life and lifestyle behaviours. The purpose of this study is to examine the 

perceptions of quality of life among young Iranian women and its association with lifestyle 

behaviours.  

Methods: The relationships between quality of life, satisfaction with life and lifestyle 

behaviours were analysed based on cross-sectional data for 391 young Iranian women (18-35 

years) selected through a cluster convenience sampling strategy conducted in Shiraz, Iran. 

WHOQoL-BREF and satisfaction with life scales were used to measure subjective wellbeing. 

The International Health and Behaviour survey was used for measuring lifestyle behaviours. 

Results: Findings show that young Iranian women were averagely dissatisfied with their life 

circumstances. The domain scores for physical quality of life and environmental quality of life 

fell within the average range of the WHO 23-Country Report. However, the score of 

psychological quality of life, and social quality of life were below average. According to the 

findings, physical quality of life, psychological quality of life and the general facet on health & 

quality of life had a negative correlation with smoking. Physical, psychological and 

environmental quality of life had a positive correlation with physical activity. In addition 

multiple regression analysis showed that smoking and physical activity are the main predictors 

of quality of life. Findings also demonstrate that diminished quality of life was significantly 

associated with older age, low income, being single, low level of religiosity, smoking and low 

levels of physical activity. 

Conclusion: In this study, a positive link was found between quality of life, and lifestyle 

behaviours. In order to improve the situation of young Iranian women, the findings that should 

be sources of concern to policy makers include the average dissatisfaction with circumstances of 

life particularly in terms of psychological and social quality of life. While the health system 

focus is often upon addressing unhealthy lifestyle behaviours, policy initiatives aimed at 

improving these circumstances of life for young Iranian women would be of substantial medium 

to long term benefit to their wellbeing. 

Key words: Quality of life, Satisfaction with life, Lifestyle behaviours, Young women, Iran 
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Introduction 

The term quality of life (QoL) has been used in a variety of different ways to characterize our 

daily life. Quality of life is a crucial expression of individual wellbeing and a valuable goal for 

societies. It is a multidimensional concept, affected in complex ways by a person’s physical 

health, psychological health, personal views, social and environmental relationships (1). The 

World Health Organization (WHO) defines quality of life as ‘an individual’s perception of their 

position in life in the context of the culture and value systems in which they live and in relation 

to their goals, expectations, standards and concerns’ (2, p 1). 

Since the late 1990s, research on QoL has gained more attention in different health related 

disciplines such as medicine, social sciences, health services and health promotion (3). The 

study of quality of life is the examination of factors that contribute to the goodness and 

wellbeing of life, as well as people’s happiness. It explores the inter-relationships among these 

factors. The ideological thrust of studying quality of life is to understand and promote the means 

for people, within their environments, to live in ways that are best for them (4). 

A review of the literature suggests that the usefulness of QoL as an outcome measure associated 

with medical interventions has facilitated its acceptance as worthy of periodic national 

surveillance (5) and it has been used increasingly in clinical research to measure improvement 

in perceived wellbeing (6). It has been suggested that QoL should be linked with not only 

clinical variables (6), but also lifestyle behaviours. Such linkage would offer opportunity for 

broader interpretations of the role of QoL which would be of potential value to policy makers. 

However, to date there have been few studies that have examined the link between quality of 

life and engagement in lifestyle behaviours.  

Most of the studies oriented on the connection between lifestyle behaviours and quality of life 

have been conducted in highly industrialised capitalist societies (7, 8). In contrast, very limited 

work has been done in transitional countries. Therefore, in countries like Iran in the Middle 

East, where social systems mean women may experience reduced opportunities (9), 

understanding how their QoL links with lifestyle behaviours could be important in securing 

social changes. The specific objectives of this cross-sectional study are to: (1) describe QoL and 

life satisfaction of young Iranian women; (2) examine the associations between QoL including 

identified QoL domains, with socio-demographic variables, SwL and lifestyle behaviours and; 

(3) examine the predictive role of lifestyle behaviour variables such as drinking, smoking and 

physical activity for quality of life. 
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Methods  

Participants, sampling and data collection  

A two-stage cluster convenience sampling technique was used to recruit 391 participants. 

Locations in Shiraz, Iran were selected from public and private universities, public and private 

workplaces, religious communities, health care centres, hospitals and public places. The 

researcher administered the paper-based survey. To encourage completion of the surveys, a 

researcher who had the same language as the participants was available to answer questions and 

provide assistance (10).  

Measures 

Dependent variable 

The WHOQoL- BREF as the instrument to measure the dependent variable of QoL was of 

interest to the present study for the following reasons. First, it has been developed and validated 

across diverse cultures, thus overcoming the difficulties associated with using an instrument 

created for a particular cultural group or country (11). Second, the WHOQoL- BREF consists of 

three parts. The first part, which is the general facet on health & QoL, represents the issues of 

subjective wellbeing, general life satisfaction and global QoL. The general facet on health & 

QoL is the scale that forms the first level of deconstruction of the WHOQoL- BREF construct 

of life quality (12). The second part of the WHOQoL- BREF concerns health related quality of 

life issues (HRQoL) and consists of the physical health and psychological health domains. The 

third part of the questionnaire, which deals with contextual issues, is constituted by the social 

relations and environment domains. From the point of view of QoL theory, it would be 

interesting to see how the scores differ in these three parts of the questionnaire (11). The third 

reason for choosing the WHOQoL- BREF is that its Persian/Farsi version has strong validity 

and reliability indices (13, 14). 

The WHOQoL-BREF comprises 26 items with 24 items across the four domains of physical 

(seven items), psychological (six items), social (three items) and environmental (eight items) 

QoL (15). Response options range from 1 (very dissatisfied/very poor) to 5 (very satisfied/very 

good). Two additional items on ‘‘overall rating of QoL’’ (OQoL) and subjective satisfaction 

with health are used to represent the general facet on health & QoL (11). The domain scores of 

the WHOQoL-BREF can be worked out using three calculation methods. The first is a simple 

summation of the raw scores of items under each of the four domains. The second and third 

methods require the raw scores to be transformed. . In the second method, the raw scores are 
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converted into scores that range from 4 to 20. The third method is a standardized conversion of 

Likert scale data onto a 0-100 scale. In this study both methods of scoring were used (4-20 

scale, and 0-100% score). Guidelines for these conversions are provided by the WHOQoL-

BREF group (16).  

Independent variables 

Socio-demographic and socio-economic variables - There are a number of demographic and 

personal characteristics measured in this study that may influence one’s level of quality of life. 

Socio demographic variables examined included age, ethnicity, level of religiosity, marital 

status, parental status, and number of children. Socio economic variables measured were 

education, education of partner, occupation and income. Level of religiosity was measured 

through a single question about how religious participants consider themselves to be with 

response options ranging was from 1 (not religious at all; never following religious practices) to 

4 (very religious; following religious practices very often/often) (17). 

Satisfaction with life scale - The SwL scale is a widely used and respected instrument to 

measure subjective wellbeing. This five item self-report scale uses a  7 point response format 

(strongly disagree to strongly agree) to measure whether the person is content with their life. 

Total scores range from 5 (low satisfaction) to 35 (high satisfaction) (18). The reliability and 

validity of this scale has been confirmed with an Iranian population (19).  

Lifestyle behaviours – The International Health and Behavior Survey was used for measuring 

lifestyle behaviours such as smoking, alcohol consumption and physical activity (20). The 

response options of smoking range from 1 (never smoke) to 8 (usually smoke more than 20 

cigarettes per day). For drinking the response options range from 1 (a non-drinker) to 4 (a 

regular-drinker) and for physical activity the response options range from 1 (never) to 5 (every 

day) (20).   

In preparing the questionnaire for the current study, a process of item review through a panel of 

Australian and Iranian public health experts was conducted to assess the face and content 

validity of questions. In addition a pilot study was conducted in order to ensure that the 

instrument was population appropriate.  

Data analysis 

Data analysis was completed using the Statistical Package for the Social Sciences (SPSS) 

version 20. QoL domain scores (range: 4-20 and 0-100%) were calculated using the 
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methodology stipulated by the WHOQoL-BREF study group (16). Mean scores between-groups 

were compared using t-test and ANOVA with pairwise comparisons based on Tukey’s method. 

Correlations between the QoL, SwL, lifestyle behaviours, income and age were calculated using 

Pearson’s correlation coefficients. Multiple regression analysis was used to assess the predictive 

strength of lifestyle behaviours indicator scores and socio-demographic factors (independent 

variables) on QoL (with scores on the general facet on health & QoL, and each of the domains 

as dependent variables).  

Missing data was dealt with by a mean imputation process. This technique has been utilized in 

similar studies particularly when there is only a few missing data like the present study (21).  

Ethical approval for this study was granted by the researchers’ home university human research 

ethics committee and a partnering local university human research ethics committee.  

Results 

The response rate was 93% (n = 391 out of 420). The average age of responders was 27 (SD: 

4.8), with 78% of Fars ethnicity. The majority of participants were Muslim (96%) of which 

40.4% had an average level of religiosity. Most of the participants (76.4%) had tertiary level 

education. About half of the participants were single (49.1%) with the large majority of 

remainder being married (45.4%). The socio-demographic characteristics are summarized in 

Table 1.  
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Table 1: Sociodemographic and socio economic variables of participants 

  Frequency  % 

Ethnicity  

 

Fars 

Turk 

Lor 

Other 

Missing 

305 

39 

40 

5 

2 

78 

10 

12 

1.3 

0.6 

Level of 

 religiosity 

 

Very religious (following religious practices very often/often) 

Moderately religious (following religious practices occasionally) 

Not very religious (following religious practices rarely) 

Not religious at all (never following religious practices  

NA 

18 

158 

136 

71 

8 

4.6 

40.4 

34.8 

18.2 

2 

 

Education 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

NA 

60 

239 

73 

14 

4 

1 

15.3 

61.1 

18.7 

3.6 

1 

0.3 

Occupation 

 

Managerial 

Professional 

Clerical 

Manual labour 

Home duty 

Unemployed 

Student 

Missing 

37 

51 

85 

6 

68 

36 

96 

18 

8.8 

13.7 

21.7 

1.5 

17.4 

7.7 

24 

4.6 

Type of 

 occupation 

 

Government 

Private 

NA 

61 

132 

198 

15.6 

33.8 

50.6 

Marital status 

 

Single 

Married 

Divorced 

Widow 

NA 

192 

178 

7 

5 

9 

49.1 

45.5 

1.8 

1.3 

2.3 

Education of  

partner 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

NA 

20 

88 

56 

9 

10 

208 

5.1 

22.5 

14.3 

2.3 

2.6 

53.2 

Parental status 

 

No children 

Children 

NA 

87 

127 

177 

22.3 

32.5 

45.3 
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Table 2 shows the level of satisfaction with all 26 items of QoL. According to this table, just 

one item in the physical QoL domain was categorized in the highest satisfaction category (≥75% 

subjects). In addition, there was moderate satisfaction (66%–74%) for only five items out of 26, 

which all related to physical QoL. In terms of psychological QoL, social and environmental 

QoL, participants were either dissatisfied (<50%) with most of the items or barely satisfied with 

a few of them (66%–74%). 

Table 2: Level of group satisfaction with QoL items: WHOQoL-Bref (n=391) 

Highest satisfaction 

(≥75% subjects) 

Moderate satisfaction 

(66–74% subjects) 

Bare satisfaction 

(50–65% subjects) 

Dissatisfied 

(<50% subjects) 

Need for medical 

treatment (83.2%); 

Health satisfaction 

 (65.5%); 

ability to get around 

(69.3%); 

Satisfaction with sleep 

 (62.6%); 

Activities of daily living 

 (68.6%); 

Physical pain prevents 

activities (71.6%); 

 

Energy (52.2%);  

Bodily appearance 

 (52.2%); 

Work capacity (60.6%); 

Self-satisfaction (55.2 

 %); 

Personal relations (58%); 

Access to health service 

(52.9%); 

Overall QoL (45.8%); 

Enjoy life (31.4%); 

Life meaningful (32.2%); 

Ability to concentrate 

(33%); 

Feeling safe (34.8%); 

Environment (28.4%); 

Money (33.2%); 

Information availab le for daily 

needs (36.8%); 

Leisure activities opportunity 

(21%); 

Satisfaction with sex (37.8%); 

Support from friends (45%) 

Living place (47.1%); 

Transport (48%) 

Negative feelings (38.3%) 

Group satisfaction defined as ≥50% of subjects rated the item as: good/very good. Group dissatisfaction: 

<50% of subjects rated the item as: good/very good (11) 

The domain mean scores for physical QoL (75.7%) and environmental Qol (60.5%) fall within 

the average range indicated by the WHO 23-Country Report (15). While psychological Qol 

(60%), social QoL (50.7%), and the general facet on health & QoL score (71.6%) were below 

the average range of the WHO 23-Country Report (15). The data shows that physical QoL is 

significantly higher than all other domains (Table 3).  

With regard to correlations, as Table 3 shows there are positive correlations between all 

domains of QoL and SwL. Physical, psychological and environmental QoL have a positive 

correlation with physical activity. In addition, a positive correlation was found between social 

QoL and income per household. However there were negative correlations between physical 

QoL, psychological QoL, and the general facet on health & QoL with smoking. Furthermore, 

negative correlations were found between psychological QoL, and the general facet on health & 

QoL with age, and positive correlations were found between psychological QoL, and the 

general facet on health & QoL with level of religiosity. 
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Table 3: Bivariate correlations, means and standard deviations 

 Physical 

QoL  

Psychological 

QoL  

Social QoL Environmental 

QoL  

General facet on 

health & QoL 

 

Physical QoL  - 0.55*** 0.39*** 0.49*** 

 

0.47*** 

Psychological 

QoL  

0.55*** 

 

- 

 

0.57*** 

 

0.69*** 

 

0.66*** 

Social QoL  0.4*** 0.57*** - 0.49*** 0.40*** 

Environmental 

QoL  

0.48*** 

 

0.66*** 

 

0.49*** 

 

- 

 

0.62*** 

General facet on 

 health & QoL 

- - - - - 

SwL 0.379*** 

 

0.65*** 

 

0.43*** 

 

0.68*** 

 

0.69*** 

Age  -0.1**   -0.15** 

Income per 

 household 

  0.15* 

 

  

Level of  

religiosity 

- 0.17** - - 0.11* 

Smoking -0.102* -0.184***   -0.18*** 

Physical activity 0.165** 0.238***  0.133**  

0-100 % scale 

Mean (SD) 

75.7%  

(11.7) 

60% (14.2) 50.7% (14) 60.5% (13.7) 63.6% (18) 

4-20 scale 

 

Mean (SD) 

16 (1.8) 13.5 (2.3) 12 (2.2) 13.6 (2.1) 14 (2.8) 

WHOQoL-BREF 

domain scores in 

 23-countries (n = 

 11,830) 

16.2 (2.9) 15 (2.8) 14.3 (3.2) 13.5 (2.6) - 

*p<0.05; **p<0.01; ***p<0.001 

Analysis by T-test and ANOVA indicates that there is a significant difference between some 

domains of quality of life with ethnicity, marital and parental status. Greater psychological QoL 

was found among participants without children (vs. women with children). Greater social QoL 

was found among married women. In addition greater environmental QoL was found among 

participants with Turkish ethnicity.  

Multiple regression analysis was used to assess the predictors of QoL and SwL (with scores on 

different domains of QoL as dependent variables) by including lifestyle behaviour scores and 

socio-demographic factors as independent variables. Table 4 displays the final model of 

relationships between domains of QoL, SwL, lifestyle behaviours, and socio-demographic 

factors such as age, education, and income. According to the findings, lifestyle behaviours such 
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as smoking, and physical activity were the main predictors of QoL. Among socio-demographic 

factors, age and income per household had a contribution in predicting QoL.  

Table 4: Predictors of quality of life in multiple regression analyses: SwL and domains of QoL 
as dependent variables  

Dependent variables  Predictors  b P value R2 

 

General facet on health & QoL 

 

Constant (14.34) 

Smoking 

Age 

 

 

-0.31 

-0.87 

 

0.001 

0.005 

5.1 

Physical QoL Constant (15.34) 

Physical activity 

 

 

0.27 

 

0.030 

3.9 

Psychological QoL Constant (12.16) 

Physical activity 

Smoking 

Age 

 

 

0.47 

-0.24 

-0.05 

 

 

0.000 

0.001 

0.020 

10.3 

Social QoL 

 

Constant (11.51) 

Income per household 

 

 

4.30 

 

0.032 

2.2 

Environmental QoL Constant (11.68) 

Physical activity 

 

 

0.23 

 

0.01 

1.6 

SwL Constant (19. 31) 

Smoking 

Physical activity 

Age 

 

 

-0.47 

0.57 

-0.15 

 

0.02 

0.02 

0.04 

3.8 

Discussion  

This study was the first to be conducted on QoL among healthy young Iranian women. The 

investigation of quality of life of young women in Iran has provided insights into the perceived 

quality of life in this age group including how lifestyle behaviours influence their QoL. Much of 

the previous studies of quality of life have oriented on understanding the factors that contribute 

to self-perceptions of wellbeing among patient population (6). In contrast, the present study 

evidenced a strong link between QoL, SwL and lifestyle behaviours in a population which does 

not identify with a health adversity. Therefore, this study adds to our understanding of the 

relationship between QoL and lifestyle behaviours. This finding has potential to be used to 

broaden interpretations of QoL and its application in policy making. 

The present study shows that young Iranian women are averagely dissatisfied with life 

circumstances particularly social, psychological and environmental domains of QoL. The 

connection between QoL and higher physical health was expected given the age range of the 

women. Ohaeri and colleagues’ study (2009), which was conducted among 3303 general 

participants from both genders (16–87 years), also reported identified concern regarding self-

reported QoL in Kuwait (11). Considered together, the current study and Ohaeri’s study suggest 
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that QoL could be an issue in Middle East countries such as Iran and Kuwait and may affect or 

be associated with other aspects of life.  

According to the current study, lifestyle behaviours predict QoL with healthy lifestyle 

behaviours such as not smoking and regular physical activity predicting a higher quality of life. 

The findings in the current study are interesting as they relate to a socially restricted population 

with the chosen lifestyle behaviours potentially representing self-expression of lifestyle control 

and choice. Yet, the identified link between lifestyle behaviours and self-reported QoL is 

consistent with studies conducted in other less restricted societies (8, 22). For example, the 

positive association between QoL and physical activity (22) and negative associations between 

quality of life and smoking (7) and alcohol consumption  (8). 

Socio-demographic and socio-economic variables influenced the QoL domains in the present 

study. In terms of the socio-demographic variables, findings show that with increasing age of 

participants the psychological QoL, and the general facet on health & QoL decreases. This 

finding is in line with other studies such as Kenny (2005), Ohaeri, and colleagues (2009), and 

Ng and colleagues (2005), which all found that QoL diminishes with age (11, 23, 24). In 

addition, the current study found married women report higher social QoL than single women. 

Interestingly, Ohaeri’s study (2009) showed no significant difference in terms of marital status 

and QoL (11). The possible reason for significant difference in the current study in terms of 

marital status and social QoL could be related to the cultural restrictions on social participation 

of young Iranian women. The finding suggests that married Iranian women have increased 

access to social groups, events and social opportunities and consequently have better social 

QoL.  

A significant positive association was found between the level of religiosity, psychological 

QoL, and the general facet on health & Qol. Empirical evidence confirms the protective role of 

spirituality and religious involvement for psychological and mental health (25, 26). Rule’s study 

(2007) showed that practicing a religion and having strong religious beliefs improves both 

cognitive and affective perceptions of QoL (27). With respect to psychological health, 

religiosity protects against tensions, stresses and uncertainties in life (28). Hence, in an Islamic 

society like Iran, religious/spiritual beliefs and practices contribute to psychological quality of 

life and coping for religious Iranian women both day-to-day and during adversity and 

challenging situations. 

In terms of socio-economic variables, findings of the present study demonstrate a positive 

correlation between social QoL and household income. This shows that socioeconomic status 

affects social participation of young Iranian women. This finding contrasts with other studies. 
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For example, research by Kenny (23) and Stewart (29) reported that in middle income countries 

and across 15 European countries there was little evidence of a connection between economic 

growth or GDP per capita and subjective wellbeing (SWB). In addition, Ohaeri (2009) showed 

that the relatively high socio-economic indices in Kuwait may not be reflected in a high level of 

subjective wellbeing in the general population (11). The association identified in the present 

study is likely to be linked with the focus on young women and this population’s particular 

social circumstances in Iran. Young women who are part of wealthier families in Iran may have 

greater access to social facilities/services that enhance their social participation and 

consequently their social QoL.  

There were no correlations or significant differences between other socio-economic factors such 

as education, education of partner, employment and QoL domains. In terms of employment and 

QoL, this is consistent with the Asadi Sadeghi Azar (2008) and Saravi and colleagues (2012) 

studies in Iran, which showed no significant differences between employed women and 

housewives.  

The current study was conducted in one of the biggest cities of Iran (Shiraz) in 10 different 

areas. However, the sample may not have been representative of other cities in Iran and should 

be extrapolated to other cities and locations with caution.  

Conclusion 

Quality of life was found to have a strong link with lifestyle behaviours. This shows that higher 

levels of healthier lifestyle behaviours lead to improved QoL among young Iranian women. In 

order to improve the situation of young Iranian women, the findings that should be of particular 

interest to policy makers include the average dissatisfaction with circumstances of life 

particularly in terms of psychological and social QoL. Policy makers need to consider how 

restrictions on lifestyle are impacting QoL, highlighting the need for interventions to increase 

opportunities for women to engage in positive lifestyle behaviours. QoL measurements for 

women in less industrialised societies have to be considered by researchers and become a 

routine part of understanding health and wellbeing. The health policy-makers may also consider 

QoL measurements in their national health data systems as part of population level health 

surveillance.  
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4.3 Paper three - Life satisfaction and its determinants among young Iranian women 
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Abstract 

Background: Satisfaction with life indicates an individual’s overall evaluation of life, which is 

influenced by a range of factors including socio-demographic characteristics, psychological 

issues, and life experiences. 

Objectives: The aim of this study was to explore the association between dimensions of quality 

of life (QoL), socio-demographic characteristics and satisfaction with life among young Iranian 

women. 

Materials: 391 young Iranian women (18-35 years) were recruited through cluster convenience 

sampling to participate in this cross-sectional study. Satisfaction with life (SwL) was used as the 

dependent variable. Demographic characteristics together with the four dimensions and 

individual items of the Persian version of the WHOQoL-BREF (World Health Organization 

Quality of Life questionnaire - brief version) were used as the independent variables and/or the 

determinants of SwL.  

Results: The analysis showed that young Iranian women’s satisfaction with life was average 

(Mean= 19.9, SD= 6.4, Score range= 5-35). There were associations between the four 

dimensions and individual measures of QoL with satisfaction with life (p-value <0.05). The 

regression analysis identified higher income, better living conditions, higher level of leisure 

activities, and satisfactory sexual life as the main predictors of higher satisfaction with life. 

Satisfaction with life diminishes with increased age, being divorced and/or widowed and being 

of Lor ethnicity (vs. Fars and Turk ethnicities). On the other hand, those with higher education 

and/or level of religiosity had a higher satisfaction with life.  

Conclusion: For transitional countries, the identified associations between QoL and SwL 

suggest that greater attention to building the quality of life of significant sub-populations such 

as young women will yield improved SwL and ultimately more socially cohesive and robust 

community.  

Keywords: Satisfaction with life, quality of life, demographic characteristics, young women, 

Iran 
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Background 

A happy population is a psychologically healthy population. Whether health is 

measured by death rates or life expectancy, it is highly correlated with people’s satisfaction with 

life (1). Satisfaction with Life (SwL) plays a substantial role in the actual physiological and 

psychological health and wellbeing of individuals (2). For example, Hutchinson’s study in 

Jamaica with 2,580 respondents showed the connection between satisfaction with life and a 

range of health outcomes and social behaviours (3). Ye and colleagues’ study in China in 2011 

among 348 participants demonstrated the link between satisfaction with life and psychological 

health (4). According to Pike’s study of 1,114 Hungarians in 2006, there is a link between SwL 

and the psychosocial health of youth, including depressive and psychosomatic symptoms (5). 

A great amount of empirical research has been conducted to measure satisfaction with life, and 

investigate why some individuals are more satisfied with their life than others, and how to 

promote and maintain individuals’ SwL (1, 6, 7). There are different determinants of life 

satisfaction including socio-demographic characteristics, psychological issues, and life 

experiences (7). According to the literature, age, faith, income (8), health status or illness (7), 

and community socio-economic conditions have been shown to influence SwL (9). Although 

these influences could be different in different societies and according to the criteria individuals 

set for themselves, aggregated scores obtained through surveys of life satisfaction offer insight 

into the global  sense of wellbeing of individuals, populations and sub-populations in given 

countries. 

In contrast to SwL, the current study suggests that the widely used concept of quality of life 

(QoL) offers a window into different dimensions of life that shape SwL and ultimately 

wellbeing. A widely accepted and used measure of QoL is the WHO-QoL BREF instrument. 

This measure provides an overall indicator of QoL together with four dimensions of physical 

QoL, psychological QoL, social QoL, and environmental QoL. Each dimension includes 

multiple individual measures of QoL that offer more fine grained measures of life experiences 

that contribute to QoL. This instrument is a highly respected measure of QoL that has been 

widely used and validated for many populations including for use in Iran (8, 10). In the current 

study, the individual items of quality of life together with socio-demographic factors were 

examined as the determinants of the broader and more general concept of satisfaction with life. 

This analysis complements a paper published by the authors that explained the relationship 

between quality of life and lifestyle behaviours in young Iranian women (8). 

   



Social Capital, Wellbeing and Lifestyle Behaviours   

 
 

78 

In order to understand the relationship between general life satisfaction and an individual’s 

perceptions of quality in their domains of life, a bottom-up approach is used in the present study 

(11). This approach posits that perceptions of quality in the various aspects of life, particularly 

those domains which are very important for specific groups of people in certain contexts, results 

in the enhancement of general life satisfaction (11). Hence, the way individuals think about their 

general life satisfaction is shaped by how they feel about different domains and/or aspects of 

their life (11), and differences in SwL across different countries and populations can be 

explained by differences in these circumstances (12).  

Satisfaction with life may be different in terms of gender (13). However, few studies have 

investigated the particular predictors of life satisfaction for women (13), particularly in the 

Middle East region, and in countries with different social systems such as Iran. Therefore, the 

main objectives of this study were: (1) to evaluate life satisfaction among young Iranian 

women; and (2) to explore how demographic characteristics and quality of life items are 

associated with satisfaction with life in this population.  

Methods 

Participants and procedure  

This cross-sectional study, part of a larger program of doctoral research, was conducted among 

young Iranian women aged between 18 and 35 in Shiraz, Iran. According to Erikson's stages of 

human development, a young adult is a person aged from 18 to 35, which aligns with Iran’s 

national statistics classification of young women (14, 15).  As Shiraz has ten major districts with 

different individual and neighbourhood characteristics, the city was divided into ten clusters, 

and multi-stage cluster sampling was used for data collection across these major districts in 

2013. In stage one, five of these clusters were randomly selected as sampling locations. In stage 

two, significant community locations were randomly chosen from within the five districts (e.g. 

public and private universities, public and private workplaces, religious locations, health care 

centres, and public places). These different locations were used as sampling sites to promote 

heterogeneity and representativeness of the research sample. The approximate total population 

in Shiraz of women aged 18-35 is 500,000 (Iran census population 2006), thus the estimated 

sample size required was 383 for a 95% confidence interval with a margin-of-error of ±5%.  

A paper-based anonymous questionnaire was used for data collection, and the questionnaires 

were filled in by participants. To encourage completion of the surveys, five native-speaking 

research assistants were available to answer questions and provide assistance. The research team 

(principal researcher plus research assistants) attended the selected community locations for 

http://en.wikipedia.org/wiki/Erik_Erikson
http://en.wikipedia.org/wiki/Erikson%27s_stages_of_psychosocial_development
http://en.wikipedia.org/wiki/Erikson%27s_stages_of_psychosocial_development
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data collection. At individual sites, research team members would approach young women and 

request their participation in the study. After expressing interest, eligibility was determined, the 

purpose of the study was explained and the information sheet and informed consent were 

provided. Participants completed the questionnaire at the data collection location, and the 

research assistants provided assistance if required. A token of appreciation of a box of 

chocolates was provided to participants upon completion of the questionnaire.   

Measurements 

Satisfaction with life scale (SwL) 

 The SwL scale is a five item self-report measure using a seven point Likert scale (ranging from 

1, strongly disagree to 7, strongly agree) with a summated score range from 5 (the lowest 

satisfaction score) to 35 (the highest satisfaction score) (16). Based on the analysis provided by 

a recent study by Carufel and Wright in 2012, each individual’s total score was categorized as 

one of six levels of satisfaction with life (extremely dissatisfied (5-9), dissatisfied (10-14), 

slightly below average (15-19), average (20-24), satisfied (25-29), extremely satisfied (30-35)) 

(17). The reliability and validity of this scale has been confirmed in Iran (16). 

Determinants of satisfaction with life 

The determinants of SwL comprise two sections. The first consists of demographic and socio-

economic characteristics. Demographic characteristics include age, ethnicity, religion and level 

of religiosity, marital status, parental status and number of children. Socio-economic 

characteristics include education, education of partner, occupation and income. The second 

section is the brief version of the WHO Quality of Life scale (WHOQoL-BREF). This scale 

consists of 26 items that measure the four domains of physical health, psychological health, 

social relationships, and environment, using 5-point Likert response formats.  The reliability and 

validity of this scale has been confirmed in Iran (10).   

Statistical analysis 

For data analysis the Statistical Package for the Social Sciences (SPSS) version 20.0 was used. 

Descriptive statistics were calculated and presented as the mean with standard deviation. Mean 

scores between groups were compared using ANOVA and T-test. Correlations were calculated 

using Pearson’s correlation coefficients. Multiple linear regressions were also used to predict 

demographic and socio-economic characteristics affecting SwL (p-value < 0.05).  

Ethical approval for this study was granted by Human Research Ethics Committees of an 
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Australian University (HREC Ref No: PBH/38/12/HREC). 

Results  

391 out of 420 individuals approached, with the mean age of 27 (±4.8) years, completed the 

survey, making a response rate of 93%. The majority of participants were Muslim (n=378, 96 

%), and 158 (40.4%) had an average level of religiosity. Most of the participants were of Fars 

ethnicity (n=305, 78%), and over three quarters had a tertiary qualification/university degree 

(n=299, 76.4%). The summary of socio-demographic characteristics is presented in Table 1.  

The mean level of satisfaction with life among young Iranian women was 19.9 (Score range= 5-

35), indicating an average level of SwL among this population. According to the findings, items 

5 (if I could live my life over, I would change almost nothing) and 2 (the conditions of my life 

are excellent) had the lowest mean scores respectively (2.9 and 3.9 out of 7 respectively). A 

descriptive summary of each item is provided in Table 2. 

According to Pearson correlations, 24 items of QoL were all correlated with SwL. However, the 

strength of association differed (Table 3). In terms of demographic characteristics, there was a 

negative linear correlation between age and SwL, while education of partner and level of 

religiosity were positively associated with SwL (Table 3). According to the regression analysis 

(Table 4) examining the individual items contained within each of the four QoL dimensions, the 

main determinants of SwL included access to enough money to meet basic needs, satisfactory 

sexual life, satisfactory living conditions, and access to leisure activities (Adjusted R2
= 0.46).  

Findings of the Tukey Post-Hoc test indicate that there was a significant difference between 

SwL for some of the demographic characteristics such as ethnicity and marital status. A better 

SwL was reported among Turk (M: 21, SD: 7.6) and Fars (M: 20, SD: 6.1) ethnicities 

in comparison with Lor ethnicity (M: 17, SD: 6.3). The analysis of variance revealed a 

significant difference, F (3, 385) = 3.19, p-value=0.024. In addition, a better SwL was reported 

in single (M: 20, SD: 6.3) and married women (M: 19, SD: 6.4) in comparison with divorced 

women (M: 13, SD: 5.1). The analysis of variance revealed a significant difference, F (3, 378) = 

2.90, p-value=0.034. 
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Discussion 

The purpose of this paper was firstly to examine and describe satisfaction with life among 

young Iranian women, and secondly, to explore the relationship between socio-demographic 

characteristics, and individual items of QoL as determinants of SwL among this population. 

Overall, the study found that young Iranian womens’ satisfaction with life was average. The 

main socio-demographic characteristics influencing SwL included age, level of religiosity, 

partner’s level of education, ethnicity, and marital status. In relation to the correlation between 

SwL and individual items of QoL, being affluent, living in a better neighbourhood, higher 

participation in leisure activities, and satisfactory sexual life were found to be the main 

determinants of SwL. This can be explained by the important role that social and environment 

items of QoL have in the life satisfaction of young Iranian women. 

A significant relationship was found between some of the demographic characteristics and SwL. 

A negative correlation was detected between age and SwL. This is consistent with Ohaeri et 

al.’s 2009 study of subjective wellbeing (18). Other studies have found that there is not a linear 

trend regarding the development of satisfaction with life over the life cycle. For example, an 

increasing body of studies suggests a U-shaped relationship between age and SwL over the life 

cycle. Based on the suggested U-shaped or curvilinear pattern, life satisfaction decreases to 

midlife, and then subsequently increases towards retirement (19-21). The main reason for this 

could be positive psychological states at younger and older ages. Seemingly, stress and worry 

remain high until the age of 50 years and decline thereafter (22). This is more consistent in high-

income, English speaking countries (22). However, in other regions such as the former Soviet 

Union and Eastern Europe, sub-Saharan Africa, and Latin America and the Caribbean, life 

satisfaction decreases with age (22). A factor contributing to this difference could be the better 

support senior citizens get in high-income countries. This could be direct pensions received by 

the person or better health and community support services available. Although the current 

study suggests an inverse relationship between age and SwL, it is not possible to compare this 

result with the research suggesting the curvilinear relationship, as the population age range of 

the present study was 18-35. Our finding of an inverse relationship is interesting, and requires 

further investigation, perhaps through longitudinal population cohort studies, particularly in 

countries such as Iran and among women with special socio-cultural conditions.  

Level of religiosity was reported as one of the main demographic characteristics affecting 

satisfaction with life. This result was confirmed by other studies (23, 24). For example, Starks 

and Hughey (2003) conducted a study of life satisfaction among 147 African American women 

from six states in the USA. This study reported a correlation between level of religiosity and 
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satisfaction with life (24). Borooah (2006) also found that self-reported happiness depends on 

faith in a deity (25). These findings indicate that having a higher level of religiosity and 

participation in religious occasions decreases anxiety and stress in life (8).  

SwL was significantly different for different ethnicities in the current study. For example, Lor 

ethnicity had a lower level of SwL than Fars and Turk ethnicities in the population of this study. 

The relevance of ethnicity has been confirmed by other studies. For instance, ethnicity has been 

shown to significantly influence living standards, achievements, and life as a whole 

(26). According to several studies, ethnicity, particularly of minority groups, tends to correlate 

with social inequity (26). Verkuyten (2008) showed that the life satisfaction of minority groups 

(Turkish-Dutch) was lower than that of the ethnic Dutch (11). According to a US study by 

Barger, Donoho, and Wayment (2009), satisfaction with life was lower among Hispanics and 

blacks compared with whites (27). The low level of life satisfaction in minority ethnic groups 

among young Iranian women (Turk, and Lor versus Fars) in the present study as well as those 

differences found in the literature may be related to the geographic context including disparities 

in the distribution of resources and facilities by location and among different ethnicities and 

groups.  

Our study found that young Iranian women who are married and those who have a satisfactory 

sexual life reported a higher general SwL. According to Stutzer and Frey (2006), marriage has a 

very significant influence on the wellbeing, satisfaction with life, and happiness of individuals 

including both men and women (28). With marriage, people are generally involved in a 

reciprocal situation with strong commitment (28). Marriage theory identifies the protective 

aspect of marriage, including love, recognition, enhanced self-esteem and security (28). These 

benefits have been explored in diverse disciplines including sociology and psychology (28, 29). 

One of the key aspects of marriage influencing satisfaction with life and happiness is related to 

satisfactory sexual relations (28), and this was one of the main items of QoL in the current study 

found to be influencing young Iranian women’s SwL. It should be noted that satisfactory sexual 

life is not just about marriage, as some studies show that those individuals who cohabit with a 

partner reported to be happier than those who live alone (28). However, this varies according to 

social and cultural context of societies (28).  

Although sexual life is reported as one of the main predictors of life satisfaction of young 

Iranian women, only a small percentage of this population reported being satisfied with their 

sexual life (13%). There could be different reasons for this issue, including social and cultural 

restrictions as well as education. For example, according to a qualitative study by Ahmadi in 

2003, there are sexual boundaries in Iranian-Islamic norms that include a traditional belief in 
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women’s obligation to be passive and to serve men’s sexual desire (30). Another qualitative 

study conducted by Whelan et al. in 2008 indicates that women’s sexual obedience after 

marriage is symbolic and idealized in Muslim societies as an indicator of self-respect and 

modesty. These social and cultural restrictions could be strong influences on women’s sexual 

education and consequent beliefs and sexual behaviour (31). Hence, recognition of these 

cultural and social boundaries could assist policy makers in measures to enhance SwL among 

this population.  

Socio-economic factors such as income, living in a wealthy neighbourhood and having access to 

more leisure activities were found to be the main determinants of SwL among young Iranian 

women. According to Spiers & Walker (2008), access to and/or having chances of participation 

in leisure activities is one of the main predictors of happiness and subjective wellbeing being 

more important than even job satisfaction (26). A study that explored life satisfaction among 

Iranian women in urban areas suggested that any changes in individual socio-economic factors 

such as educational level, employment status, and opportunity to participate in leisure activities, 

directly affect women’s general satisfaction and therefore affect Iranian society as a whole (32). 

In addition, studies report that income is positively correlated with SwL (4, 33), and the 

relationship between SwL and income is approximately log-linear and does not diminish as 

income rises (34). According to these studies, people with higher levels of income reported 

higher levels of SwL. Furthermore, people in richer countries with higher GDPs experienced 

greater levels of wellbeing than people in low-income countries (34, 35). Therefore, economic 

growth and enhancement in SwL is clearly correlated. This is in agreement with the assumption 

as well as the findings of the present study. This indicates the significant role of socio-economic 

status as well as wealthy neighbourhood as determinants of SwL for young Iranian women. This 

could be a result of more pathways being available to young Iranian women with higher 

socioeconomic status resulting in better access to facilities and/or resources. 

There are several limitations to this study that need to be considered when interpreting the 

results. Although this study was conducted in one of the biggest cities of Iran (Shiraz) in 

different areas, the sample may not be representative of other cities in Iran and should be 

extrapolated to other cities with caution. Further research is required in Iran as well as other 

societies with similar socio-economic situations, particularly focusing on variables such as 

unemployment rates, inflation rates, and gender-based inequality, and their contribution to SwL.  

This study highlights the positive relationship between satisfaction with life and individual 

items or indicators of quality of life. In addition, socio-demographic factors, particularly the 

socio-economic characteristics of individuals, age, level of religiosity, and ethnicity are found to 
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influence their satisfaction of life. Therefore, the life satisfaction of young Iranian women in the 

current study is clearly related not only to their demographic characteristics, but also to the 

social and physical characteristics of their environment and the place they live. This summary 

finding is significant as it highlights that in transitional countries, particularly those with 

different social and cultura l situations, enhancing the SwL results in more socially cohesive and 

robust community.  
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Table 1. Socio-demographic and socio-economic variables of young Iranian women aged 
between 18-35 [N=391], Shiraz, Iran, 2013 

Variables  Frequenc

y  

% 

Ethnicity  

 

Fars  305 78 

Turk 39 10 

Lor 40 10 

Other 7 2 

Total 391 100 

Level of  

religiosity 

 

Very religious (following religious practices very 

 often/often) 

18 4.6 

Moderately religious (following religious practices  

 occasionally) 

158 40.4 

Not very religious (following religious practices rarely) 136 34.8 

Not religious at all (never following religious practices  71 18.2 

Not applicable 8 2 

 Total 391 100 

Education 

 

Postgraduate 60 15.3 

Degree 239 61.1 

Diploma/Certificate 73 18.7 

Secondary school 14 3.6 

Primary school 4 1 

Not applicable 1 0.3 

 Total 391 100 

Occupation 

 

Managerial 37 9.4 

Professional 51 13 

Clerical 85 21.7 

Labors 6 1.5 

Home duty 68 17.4 

Unemployed 36 9.2 

Student 96 24.5 

Missing 12 3 

 Total 391 100 

Type of 

 occupation 

 

Government 61 15.6 

Private 132 33.8 

Not applicable  198 50.6 

 Total 391 100 

Marital status 

 

Single 192 49.1 

Married 178 45.5 

Divorced 7 1.8 

Widow 5 1.3 

Not applicant 9 2.3 

Total 391 100 

Education of  

partner 

 

Postgraduate 20 5.1 

Degree 88 22.5 

Diploma/Certificate 56 14.3 

Secondary school 9 2.3 

Primary school 10 2.6 

Not applicable 208 53.2 

 Total 391 100 

Parental status 

 

No children 87 22.3 

Children 127 32.5 

Not applicable 177 45 

 Total 391 100 

Number of 

 children 

 

0 87 22 

1 69 17.6 

2 41 10.4 

3 17 4.3 

Not applicable 177 45.2 

 Total 391 100 
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Table 2. Descriptive statistics of SwL items and total SwL in a sample of Iranian women aged 
18-35, Shiraz, Iran, 2013 

 Mean Median Mode SD Min Max 

In most ways my life is close to 
my ideal (N= 391) 

4.2 5 5 1.4 1 7 

The conditions of my life are 

excellent (N= 391) 

3.9 4 4 1.4 1 7 

I am satisfied with life (N= 391) 4.5 5 5 1.5 1 7 

So far I have gotten the 

important things I want in life 

(N= 391) 

4.2 5 5 1.5 1 7 

If I could live my life over, I 

would change almost nothing 
(N= 391) 

2.9 3 2 1.7 1 7 

Total 19.9 20 20 6.4 3 35 
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Table 3. Bivariate correlations between physical and psycho-social items and SwL  
by a sample of Iranian women aged 18-35, Shiraz, Iran, 2013 

                                           SwL1score2 

Physical and psycho-social items 
r3 P value 

Age - 0.11 0.024 

Education of partner 0.17 0.017 

Level of religiosity 0.12 0.017 

   

 Individual health 0.50 0.000 

Physical pain - 0.13 0.012 

Medical treatment  - 0.15 0.003 

Satisfaction with sleep 0.20 0.000 

Work capacity 0.20 0.000 

Getting around 0.20 0.000 

Enough energy for everyday life 0.40 0.000 

Concentration 0.33 0.000 

Ability to perform  0.33 0.000 

Health status 0.50 0.000 

   

 Negative feelings - 0.50 0.000 

Enjoying life  0.68 0.000 

Meaningful life  0.60 0.000 

Satisfaction with body appearance 0.27 0.000 

Satisfaction with myself 0.46 0.000 

   

 Personal relationship  0.36 0.000 

Sexual life 0.44 0.000 

Receiving support from friends  0.29 0.000 

   

 Physical environment 0.40 0.000 

Public transportation system  0.40 0.000 

Living place condition 0.47 0.000 

Health care services  0.37 0.000 

Leisure activities 0.52 0.000 

Feeling safe 0.58 0.000 

Enough money to meet the basic needs  0.43 0.000 

Availability of needed information 0.39 0.000 
1SwL: Satisfaction With Life 
2SwL score ranges between 1 and 7  
3 Correlations were calculated using Pearson’s correlation coefficients  
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Table 4. Multiple regression analyses: Relation of physical and psycho-social itmes to SwL 

Predictors  β Adjusted 
R2 

B SE P value 

Enough money to meet my needs 0.38 0.46 2.50 0.41 0.000 

Satisfaction with sexual life 0.26  1.80 0.40 0.012 

Satisfaction with living place conditions 0.18  1.40 0.54 0.001 

Opportunity for leisure activities   0.15  1.08 0.47 0.034 

β: standardized regression coefficients as Beta; R2: R-squared; B: unstandardized regression coefficients; SE: 

Standard Error. 
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4.4 Paper four - Lifestyle behaviours of young Iranian women 
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Abstract 

The aim of this cross-sectional study is to explore the lifestyle behaviours of young Iranian 

women. A total of 391 women aged 18-35 years were chosen through cluster convenience 

sampling. Participants completed a cross-sectional survey incorporating the International Health 

and Behaviour survey, which assessed lifestyle behaviours. Findings identified unhealthy 

lifestyle behaviours among this population group, particularly relating to smoking, diet and 

physical activity. Developing a greater understanding of healthy lifestyle behaviours and how to 

enhance the motivation of young Iranian women is an important consideration in order to 

improve their well-being and thereby reduce the risk of chronic diseases in this population. 

Keyword: Lifestyle behaviours, Women, Iran 
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Introduction  

Unhealthy lifestyle behaviours are associated with a substantially increased risk of disease, and 

premature mortality worldwide (Kvaavik, Batty, Ursin, Huxley, & Gale, 2010). For example, 

lifestyle behaviours are linked with a large number of deaths in the United States of America 

(USA) (Mokdad, Marks, Stroup, & Gerberding, 2005). In addition, a recent longitudinal study 

in United Kingdom (UK) showing that individuals with four compared with zero unhealthy 

behaviours had approximately a three times greater risk of chronic diseases and an overall death 

risk equivalent to being 12 years older (Kvaavik et al., 2010). This shows the high burden of 

disease related to unhealthy lifestyles in industrial societies. 

Health related problems in developing regions, such as the Middle East, have traditionally been 

attributed to communicable diseases. However, in countries such as Iran that are transitioning to 

more westernized lifestyles, people and women in particular are experiencing increased rates of 

non-communicable diseases (NCDs) (Bahrami et al., 2006). It is estimated that NCDs will 

account for approximately three-quarters of deaths in industrialising countries by the year 2020 

(Kelishadi et al., 2008). 

Changing lifestyle patterns related to diet and physical activity over the past two decades in Iran 

has seen a commensurate increase in coronary artery disease which is now the number one 

cause of mortality (46% of all deaths) (Iranian Ministry of Health and Medical Education, 

2000). According to a large population based study in Tehran, two-thirds of Iranian middle-aged 

women are either overweight or obese, which is mostly related to unhealthy diet and low 

physical activity (Iranian Ministry of Health and Medical Education, 2000). This is comparable 

with highly industrialised nations such as the USA (Bahrami et al., 2006). In addition, there is 

an increasing number of Iranian women taking up tobacco smoking (Mosavi-Jarrahi et al., 2004; 

World Health Organization, 2003). Hence, this could be alarming for health professionals and 

policy makers in Iran (Kelishadi et al., 2008). 

Well-being and self-rated health measures, as overall indicators of health status, are predictive 

of chronic disease risk, and as such, are useful proxies to understand how lifestyle behaviours 

will impact health status (Duncan et al., 2014). However, few if any published studies have 

examined the lifestyle behaviours in a country like Iran and specifically among young women. 

This is a significant concern, as many women are involved in unhealthy lifestyle behaviours that 

pose risks to their health (Duncan et al., 2014). The objectives of this study are to describe 

lifestyle behaviours among young Iranian women and examine the extent to which socio-

demographic and socio-economic factors are associated with lifestyle behaviours. 
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Methods 

Participants and sampling 

This cross-sectional study is a part of a larger program of doctoral research. A total of 391 

young Iranian women, aged between 18-35 years in Shiraz, Iran, were recruited using a cluster 

convenience sampling technique. Participants completed a paper-based survey via a research 

team who spoke the same language. The study population has been described in an earlier paper 

(Salehi et al. 2015).  

Measures 

Participants’ socio-demographic and socio-economic status was measured using a range of 

personal characteristic questions. The International Health and Behaviour survey was used to 

measure the dependent variables of health behaviour, including questions on smoking, alcohol 

consumption, diet, sleeping behaviour and physical activity (University College London, 2009).  

Statistical analysis 

Descriptive statistics were calculated and presented as the mean and standard deviation. Mean 

scores between-groups were compared using ANOVA (Analysis of Variance), with pairwise 

comparisons based on Tukey’s method and t-test.  

Ethics 

Approval to conduct the study was granted by the Human Research Ethics Committee of 

Griffith University in Australia (GU Protocol Number PBH/38/12/HREC) and a partnering local 

university human research ethics committee. Upon completing the questionnaire, participants 

received a box of chocolates as a token of appreciation.   

Results 

The mean age of participants was 27 (SD: 4.8), with the majority of Fars ethnicity (78%). 96% 

of participants were Muslim, and 40.4% had an average level of religiosity. Most of the 

participants (76.4%) had a tertiary degree, and 48% of them had paid employment. About half 

of the participants were single. Details of the socio-demographic characteristics have been 

provided in a previous publication (Salehi et al., 2015).  

Smoking and drinking  
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Findings showed that about 67% of Iranian young women never smoked, 6.1% used to smoke, 

while 24.3% of them are currently smokers (including 12% regular smokers and 12.3% non-

regular smokers). About 16% of the participants mentioned no desire to reduce their smoking. 

17.4% of subjects reported drinking alcohol of which just 0.3% of them considered themselves 

as a regular drinker. 15.6% of participants consumed alcohol on at least one or two days during 

the last two weeks, of which 4.1% had one drink per day, while 11.6% had more than two 

alcoholic drinks per day. Only 2.3% of respondents indicated an interest in decreasing their 

alcohol consumption. 

Diet, physical activity, and sleeping behaviour  

55% of participants stated that they ate breakfast every day, 21% ate breakfast most days, and 

almost one-fifth reported usually never eating breakfast. The majority of participants (73.1%) 

ate at least 3 meals per day and about 89% of them ate snacks during the day. 18.2% of 

participants reported eating red meat every day and 35% of participants, usually added salt to 

their meal. When asked about their food habits, 40.7% expressed not eating fruit regularly/every 

day, and 17.6% of subjects did not make a conscious effort to eat foods that are high in fibre.   

Data showed that 43.2% and 13.6% of participants consider themselves as overweight and 

underweight respectively. In terms of desire to decrease unhealthy behaviours, 36% of subjects 

do not avoid eating fatty foods, 50% did not express any concerns about losing weight, and 68% 

did not express any intention to improve their diet. Although the findings show that, overall, 

62% of Iranian young women undertake some sort of physical activity, only 20.7% reported 

being regularly active. 

Regarding sleeping behaviour, 67.5% of the population has an average of between 6-8 hours 

sleeping which is classified as a healthy amount of sleep (Patel et al., 2004). However 32.5% of 

participants claim that they have either under or over sleep. 

Using ANOVA, greater smoking and drinking were found among participants with lower levels 

of religiosity, and greater drinking among participants without children. There were not any 

other significant differences found between other socio-demographic variables and lifestyle 

behaviours. 

Discussion  

The investigation of lifestyle behaviours among young Iranian women in the current study 

identifies unhealthy lifestyle behaviours among this population group. This study makes an 
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important contribution by showing how lifestyle behaviours play a significant role in shaping 

well-being of young women in socially and economically transitioning countries such as Iran.  

Smoking and drinking behaviours  

A quarter of the young Iranian women in the current study smoke, which is high when 

compared to western countries. There is an increasing rate of smoking in developing countries 

such as Iran (3.4% per year) (WHO, 2009). In contrast, the rate of smoking has plateaued in 

more industrialised countries over the past 20 years (WHO, 2009). Regardless of geographic 

location, the link between smoking and mortality is well established. With respect to Iran, a 

2002 government estimate of smoking-related mortality forecast 200,000 deaths within ten 

years (Poureslami, 2003). 

Due to the expansion of the marketplace, Iranians are simply smoking at much higher levels. 

The sale of cigarettes in Iran reached 45 billion units in 2003, and continues to grow at a rate of 

one percent each year (World Health Organization, 2003). Although men tend to smoke at 

significantly higher rates than women the greatest growth in uptake can be seen in the female 

population (Mosavi-Jarrahi et al., 2004; World Health Organization, 2003).  Findings of a study 

in Iran indicated that, in general, recent generations of Iranians are experimenting with 

cigarettes more frequently and at younger ages (Mosavi-Jarrahi et al., 2004). Furthermore, one 

of the primary reasons for taking up smoking among young Iranians is a belief that “smoking is 

in fashion” (Ziaaddini, Meymandi, & Zarezadeh, 2007). This finding is in line with the present 

study in terms of most smokers reporting no desire to quit smoking. Therefore in a country 

where two-thirds of the population is below the age of thirty, and the majority of them had their 

first smoking experience in their adolescence, such data foretells a further growth in the 

prevalence of smokers (Ziaaddini et al., 2007). Furthermore, the affordability of cigarettes, and 

a general lack of awareness as to the health effects of smoking in Iran increase the overall social 

cost of smoking (Ziaaddini et al., 2007). 

Studies have shown that the prevalence of smoking decreases with education and socio-

economic status (Simpson, Hippisley-Cox, & Sheikh, 2010). However, this relationship was not 

shown in the current study. The only significant relationship in the current study was related to 

the protective effect of religiosity in smoking. This is supported by other studies (Klassen, 

Smith, & Grekin, 2013). There could be two reasons for this correlation. First, strong religious 

beliefs have been shown to weaken the relationship between stressful life events and subsequent 

coping strategies such as smoking. Second, it seems that in some religious societies (including 

Iran), smoking is clearly identified as problem behaviour and is socially unacceptable (Klassen 

et al., 2013).  



Social Capital, Wellbeing and Lifestyle Behaviours     

 
 

97 

In light of the intensification of the public health cris is, the Iranian government has taken steps 

to mitigate the increasing prevalence of smoking. In 2007 the Iranian parliament ratified the 

Iranian Comprehensive National Tobacco Control Law, establishing smoking bans in public 

places. Such bans are important, when one considers that about 60 percent of Iranian youth are 

first introduced to smoking in public areas (Ziaaddini et al., 2007). In addition, a 2008 revision 

of the law introduced requirements for warning labels that cover “50 percent of both the front 

and back of all cigarette packages and incorporate graphic, full-colour images of diseases 

caused by smoking” (World Health Organization, 2001). Furthermore, comprehensive 

prohibitions on the advertising of tobacco products, and on the use of terms such as “mild” and 

“light” to describe tobacco products, established Iran’s first controls on the direct and indirect 

advertising of tobacco products. The combination of these reforms has brought Iran’s regulatory 

practices in line with the guidelines of the WHO Framework Convention of Tobacco Control, 

ensuring that smokers are warned of the dangers of their habit (World Health Organization, 

2001). As the smoking ban policies started from 2007 in Iran, it is likely to make changes in a 

long term period. Therefore, besides government policies, some changes are also required in 

terms of enhancing the basic knowledge as well as motivations of individuals in order to 

decrease smoking behaviours. 

In terms of drinking alcohol, findings of the current study show that 11.6% (n = 45) of 

participants have unhealthy drinking patterns (more than two standard drink per day for women) 

(National Health and Medical Research Council, 2011). The higher prevalence of drinking was 

found among high income groups. In agreement with this finding, literature also showed that 

individuals with higher socioeconomic status reported higher levels of hazardous alcohol use 

(Hatch et al., 2011). 

Although there is no statistical information regarding the rate of alcohol consumption in Iran 

because of the alcohol ban policies, literature shows that in other countries particularly more 

industrialised countries alcohol consumption has increased (Popova, Rehm, Patra, & Zatonski, 

2007). According to the literature, alcohol consumption is highest in established market 

economies in Western Europe, the former socialist Eastern European economies and in North 

America (Popova et al., 2007). In contrast, it is lowest in the Eastern Mediterranean region and 

parts of Southeast Asia including India (Popova et al., 2007). Interestingly, drinking patterns 

such as binge drinking or very heavy drinking that are more detrimental to health are most 

common in the former socialist economies, in Middle and South America and parts of Africa 

(Rehm et al., 2003). Patterns that are less detrimental such as regular social drinking 

characterize drinking in Western Europe and in developed countries in the Western Pacific 

region (e.g., Japan) (Rehm et al., 2003). This suggests that the relationship between alcohol 
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consumption and health is more complex than volume and therefore while alcohol consumption 

could be lower in some less industrialised societies the drinking patterns may be more harmful. 

For example, in societies such as Iran where drinking alcohol is banned, it is probable that when 

alcohol is available the drinking will be extreme such as heavy binge drinking (Eskandarieh, 

Hajebi, Noroozi, Haghdoost, & Baneshi, 2014). Such patterns of alcohol consumption are 

clearly linked to short and long term negative social and health consequence (Eskandarieh et al., 

2014). 

Given these constraints, it is significant that 11.6% (n = 45) of participants were prepared to 

indicate they consume alcohol. This percentage is low when compared with highly 

industrialised societies such as USA (Popova et al., 2007). Yet, given the societal restrictions on 

alcohol and young women, this reported rate of alcohol consumption is of concern as it is likely 

to mask unhealthy drinking patterns that have long term social and health consequences for 

Iranian women. There is a need for strategies to better understand and address drinking patterns 

in Iran and similar countries and thereby decrease the detrimental effects of alcohol 

consumption. 

Diet and physical activity 

In order to have a healthy diet it is recommended to have 4-5 meals per day including snacks, 

with a strong emphasis on eating breakfast every day (Krause, Mahan, Escott-Stump, & 

Raymond, 2012). According to the literature, eating smaller amounts more frequently/snacking 

rather than eating large meals may be a healthier pattern of eating as it helps appetite control by 

preventing overeating at meals (Krause et al., 2012). Although the majority of the young Iranian 

women eat at least 3 meals per day (73%) and about 89% of them eat snacks, a large percentage 

of them (44%) do not eat breakfast regularly. In addition, 18.2% of subjects eat red meat every 

day, 42% of them do not eat fruit every day, and about 18% of participants indicated they do not 

purposefully choose foods high in fibre as part of their daily food intake. However, limiting 

intake of red meat to no more than 500g (cooked weight) per week, and increasing the eating of 

fruit and vegetables up to eight portions a day is recommended to positively influence physical 

as well as mental health (Blanchflower, Oswald, & Stewart-Brown, 2013; World Cancer 

Research, 2012). Furthermore 35% of participants’ salt intake is more than the recommended 

intake (an upper safe level of intake of 6 grams salt per day for those aged 14 years and above) 

(Krause et al., 2012).  

The dietary patterns of participants indicate there should be concern in terms of unhealthy diet 

among young Iranian women. In agreement with this finding, literature demonstrated that 

having an unbalanced diet high in fat and low in fiber and vitamins can be detrimental to health, 
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physical fitness, and body weight (Gholami, Lange, Luszczynska, Knoll, & Schwarzer, 2013). 

In addition, a study regarding the lifestyle behaviours of adults in the USA showed similar 

concerns in terms of low physical activity and poor dietary choices (Berrigan, Dodd, Troiano, 

Krebs-Smith, & Barbash, 2003). This shows that an unhealthy diet could be considered as one 

of the substantial risk factors increasing chronic diseases in these populations both in Iran and 

other more industrialised countries such as US. 

Conclusion 

The investigation of lifestyle behaviours among young Iranian women in the current study 

identifies unhealthy lifestyle behaviours among this population group. In order to enhance 

lifestyle behaviours, increasing basic knowledge and skills of young Iranian woman about the 

role of lifestyle behaviours in their health and wellbeing is a critical step. There is a trend 

toward Western lifestyles in most Middle Eastern countries such as Iran, which is associated 

with increasing chronic diseases such as coronary artery disease, overweight, obesity, and 

hypertension (Bahrami et al. , 2006). Therefore, increasing unhealthy lifestyle behaviours are 

alarming evidence for health professionals and policy makers in Iran (Kelishadi et al., 2008). 

Hence, enhancing the knowledge and skills of individuals in terms of chronic diseases and its 

relationships with unhealthy lifestyle behaviours is of value.  

Another priority in terms of enhancing lifestyle behaviours could be related to the motivational 

and volitional factors that guide individual self-regulatory processes. The current study 

demonstrated low motivation in young Iranian women to pursue healthier lifestyles. This 

reported lack of desire for enhancing lifestyle behaviours could be related to societal 

circumstances of Iranian society. For example, the social and cultural policies applied to young 

women in Iran have influenced different aspects of their lives resulting in restrictions in the 

choice of clothing, le isure activities and lifestyle, as they follow a localized normative system 

(Salehi, Harris, Coyne, & Sebar, 2014). The regulations for participation in outdoor activities 

limit the participation of women, particularly young women, in physical exercise and outdoor 

activities. The lack of opportunities for outdoor social/public activities is likely to be central to 

the choices of young women around coping strategies such as more indoor activities, 

overeating, smoking, and in some cases heavy drinking behaviours. Such behaviours are 

recognized to increase chronic diseases such as coronary artery disease and metabolic 

syndrome, which are among the leading causes of mortality among women in Iran 

(Sarrafzadegan et al., 2008).  

Acknowledgements 



Social Capital, Wellbeing and Lifestyle Behaviours     

 
 

100 

This study was a part of a PhD project that was supported by Griffith University. 

Funding 

 This study was a part of a PhD project which is supported by Griffith University.  

Conflict of interest  

Authors clarify no conflict of interest. 

 



Social Capital, Wellbeing and Lifestyle Behaviours     

 
 

101 

 References  

Bahrami, H., Sadatsafavi, M., Pourshams, A., Kamangar, F., Nouraei, M., Semnani, S. . . . Malekzadeh, 

R. (2006). Obesity and hypertension in an Iranian cohort study; Iranian women experience 

higher rates of obesity and hypertension than American women. BMC Public Health, 6, 158. doi: 

10.1186/1471-2458-6-158 

Berrigan, D., Dodd, K., Troiano, R. P., Krebs -Smith, S. M., & Barbash, R. B. (2003). Patterns of health 

behavior in U.S. adults. Preventive medicine, 36(5), 615-623.  

Blanchflower, D. G., Oswald, A. J., & Stewart-Brown, S. (2013). Is Psychological Well-Being Linked  to 

the Consumption of Fruit and Vegetables? Social Indicators Research, 114(3), 785-801.  

Duncan, M. J., Kline, C. E., Vandelanotte, C., Sargent, C., Rogers, N. L., & Milia, L. D. (2014). Cross -

Sectional Associations between Multiple Lifestyle Behaviours and Health-Related Quality of 

Life in the 10,000 Steps Cohort: e94184. PloS one, 9(4). doi: 10.1371/journal.pone.0094184 

Eskandarieh, S., Hajeb i, A., Noroozi, A., Haghdoost, A. A., & Baneshi, M. R. (2014). Ep idemio log y of 

Alcohol Abuse in Iran. Asia Pacific Journal of Medical Toxicology, 3 , 22-22.  

Gholami, M., Lange, D., Luszczynska, A., Knoll, N., & Schwarzer, R. (2013). A dietary  planning 

intervention increases fruit consumption in Iranian women. Appetite, 63(Journal Article), 1-6.  

Hatch, S. L., Frissa, S., Verdecchia, M., Stewart, R., Fear, N. T., Reichenberg, A . . . . Hotopf, M. (2011). 

Identifying socio-demographic and socioeconomic determinants of health inequalit ies in a 

diverse London community: the South East London Community Health. BMC Public Health, 11, 

861.  

Iranian Ministry of Health and Medical Education. (2000). A national survey on health and diseases in 

Iran. Iran: Iranian Ministry of Health and Medical Education. 

Kelishadi, R., Alikhani, S., Delavari, A., Alaedin i, F., Safaie, A., & Hojatzadeh, E. (2008). Obesity and 

associated lifestyle behaviours in Iran: findings from the First Nat ional Non -communicable 

Disease Risk Factor Surveillance Survey. Public health nutrition, 11(3), 246-251.  

Klassen, B. J., Smith, K. Z., & Grekin, E. R. (2013). Differential relationships between religiosity, 

cigarette smoking, and waterpipe use: implications for college student health. Journal of 

American college health: J of ACH, 61(7), 381.  

Krause, M. V., Mahan, L. K., Escott-Stump, S., & Raymond, J. L. (2012). Krause's food & the nutrition 

care process. : Elsevier Health Sciences. 

Kvaavik, E., Batty, G. D., Ursin, G., Huxley, R., & Gale, C. R. (2010). Influence of Individual and 

Combined Health Behaviours on Total and Cause-Specific Mortality in Men and Women: The 

United Kingdom Health and Lifestyle Survey. Archives of Internal Medicine, 170(8), 711-718.  

Mokdad, A. H., Marks, J. S., Stroup, D. F., & Gerberding, J. L. (2005). Correct ion: Actual Causes of 

Death in the United States, 2000. JAMA: The Journal of the American Medical Association, 

293(3), 293-294. doi: 10.1001/jama.293.3.293 

Mosavi-Jarrah i, A., Mohagheghi, M., Yazdizadeh, B., Kolah i, A. A., Tahmasebi, S., & Sharifi, S. (2004). 

Analysis of smoking behaviour among Iranian  population: a cohort and period analysis. Asian 

Pacific journal of cancer prevention: APJCP, 5(1), 66-69.  

National Health and medical Research Councile. (2011). Alcohol guidelines: reducing the health risks. 

Australia. 

Patel, S. R., Ayas, N. T., Malhotra, M. R., White, D. P., Schernhammer, E. S., Speizer, F. E. . . . Hu, F. B. 

(2004). A prospective study of sleep duration and mortality risk in women. Sleep. 27 (3), 440-

444.  

Popova, S., Rehm, J., Patra, J., & Zatonski, W. (2007). Comparing alcoho l consumption in central and 

Eastern Europe to other European countries. Alcohol & Alcoholism, 42(5), 465-473.  

Poureslami, M. (2003). Assessment of Beliefs about Cigarette Smoking in Middle School Students in 

Tehran: Implications for Intervention. Archives of Iranian Medicine, 6(2), 95-103.  

Rehm, J., Rehn, N., Room, R., Monteiro, M., Gmel, G., Jern igan, D., & Frick, U. (2003). The Global 

Distribution of Average Volume of Alcohol Consumption and Patterns of Drinking. Eur Addict 

Res, 9, 147-156.  

Salehi, A., Harris, N., Coyne, E., & Sebar, B. (2014). Perceived control and self -efficacy, subjective well-

being and lifestyle behaviours in young Iranian women. Journal of health psychology. doi: 

10.1177/1359105314554818 

Salehi, A., Harris, N., Sebar, B., & Coyne, E. (in press). The relationship between living environment and 

self-rated health in healthy young women. Health & Social Care in the Community  

Sarrafzadegan, N., Kelishadi, R., Baghaei, A., Hussein Sadri, G., Malekafzali, H., Mohammadifard, N. . . 

. O'Laughlin, J. (2008). Metabolic syndrome: an emerging public health problem in Iran ian 



Social Capital, Wellbeing and Lifestyle Behaviours     

 
 

102 

women: Isfahan Healthy Heart  Program. Int J Cardiol, 131(1), 90-96. doi: 

10.1016/j.ijcard.2007.10.049 

Simpson, C. R., Hippisley-Cox, J., & Sheikh, A. (2010). Trends in the epidemiology of s moking recorded 

in UK general practice. British Journal of General Practice, 60(572), 121-127.  

University College London. (2009). Health and Behaviour Survey. London: University College London, 

Research Department of Epidemiology and Public Health. 

WHO. (2009). WHO Report on the Global Tobacco Epidemic: World Health Organizat ion Regional 

Office for the Western Pacific. 

World Cancer Research. (2012). red and processed meat: finding the balance for cancer prevention. 

London: World cancer research fund. 

World Health Organization. (2001). Coveting Iran:  The Infiltration and Explo itation of Iran by Global 

Cigarette Companies: World Health Organization: Regional Office for Eastern Mediterranean. 

World Health Organizat ion. (2003). The Cigarette ‘Transit’ Road to the Islamic Republic of Iran and Iraq: 

Illicit tobacco trade in the Middle East (Second edition ed.). World Health Org anizat ion. 

Regional Office for the Eastern Mediterranean. 

Ziaaddini, H., Meymandi, M. S., & Zarezadeh, A. (2007). The Prevalence and Motivation o f Cigarette 

Smoking among Kerman high school students. Iranian Journal of Psychiatry, 2(1), 41-45.  

 

 

 

 

 

 

 

 

 

 

 



Social Capital, Wellbeing and Lifestyle Behaviours     

 
 

103 

 

4.5  Conclusion 

This chapter reported the results of the research that investigated wellbeing and lifestyle 

behaviours in young Iranian women. Overall, it has been reported in papers two and three, that 

the quality of life (QoL) and satisfaction with life (SwL) of young Iranian women are not 

perceived as satisfactory. The study found that young Iranian women’s perception of their 

satisfaction with life was average, though they were dissatisfied on average with their life 

circumstances, particularly in the social, psychological and environmental domains of QoL. In 

addition, paper four acknowledges unhealthy lifestyle behaviours in relation to smoking, diet 

and physical activity among the young Iranian women. In the next chapters, we will discuss 

how the level of access of young Iranian women to social capital is one of the main factors 

influencing their wellbeing and lifestyle behaviours.  
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5 Chapter Five: Cognitive social capital, wellbeing and lifestyle behaviours  

5.1 Introduction 

Trust together with control – self-efficacy are the primary components of cognitive social 

capital (Foxton & Jones, 2011) and have been associated with increased social engagement and 

civic participation (Singh & Udainiya, 2009). A nation’s wellbeing, as well as its ability to 

compete, is conditional upon the level of trust inherent in the society (Baron et al., 2000). In 

addition, a sense of control – self-efficacy facilitates human functioning and increases 

confidence in conducting a more active and self-determined life. It reflects the individual’s 

belief that they can control challenging environmental demands by taking adaptive action (Sahu 

& Rath, 2003). This chapter commences with a methodological paper that provides a fitting 

model for the cognitive dimension of social capital (trust, control – self-efficacy). This is 

followed by an explanation of the level of trust, control – self-efficacy that has been expressed 

by young Iranian women and how this could be connected to their wellbeing and lifestyle 

behaviours. 
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5.2 Paper five - Confirmatory factor analysis of scales measuring trust, and control – 

self-efficacy of young Iranian women 
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Abstract 

This study is among the first to assess Trust and Control – Self-efficacy Scales as measures of 

cognitive social capital in transitional societies such as Iran. 391 Young Iranian women aged 

between 18-35 years (M: 27.3 SD: 4This study is among the first to assess Trust and Control – 

Self-efficacy Scales as measures of cognitive social capital in transitional societies such as Iran. 

391 Young Iranian women aged between 18-35 years (M: 27.3 SD: 4.8) were recruited at ten 

sites in the city of Shiraz by cluster convenience sampling to participate in this cross-sectional 

study. The measures used included “Trust” and “Control – Self-efficacy” scales adapted from 

the British General Household Survey (GHS) social capital survey. Confirmatory factor analysis 

(CFA) with Structural Equation Modelling (SEM) was used to assess the model adequacy. In 

addition, reliability and validity of the model was measured. After assessing all possible models 

to yield the best fit for the data, the “Trust” scale model represents a change of structure from 

three subscales to four subscales which provided a best fit with the data (χ2 =2.231, 

RMSEA=0.056). While for “Control – Self-efficacy” scale with three subscales, five items were 

deleted in order to have a fit model (χ2=2.128, RMSEA=0.054). As a result, the collective 

evidence suggested that the instrument includes relevant items for its target population and can 

be a reliable and valid measure for the population of interest.  

Keywords: Social capital, Trust, Self-efficacy, Confirmatory Factor Analysis, Young women, 

Iran 
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Introduction 

Social capital is a multi-dimensional concept which has been cited widely in academic literature 

(Hean, Cowley, Forbes, Griffiths, & Maben, 2003). It is a relatively recent development in 

population health theory and research (Brown, Scheffler, Seo, & Reed, 2006). Although 

significant differences exist in the form, emphasis and usage of “social capital” (Anheier & 

Kendall, 2002; Moore, Haines, Hawe, & Shiell, 2006; Nuissl, 2002), pervasive themes include 

connections among individuals and social networks, along with associated norms of reciprocity 

and trustworthiness (Putnam, 2000). A prominent definition of social capital, consistent with 

themes expressed by most scholars in this field is the definition provided by Fujiwara and 

Kawachi (2008), which will be used for the purpose of this study. They conceptualized social 

capial as “resources accessed by individuals and groups within a social structure that facilitate 

cooperation, collective action, and the maintenance of norms,” that may affect health and 

wellbeing (Fujiwara, & Kawachi, 2008, p. 139). 

Social networks are a structural manifestation of social capital and reflect the connectedness of 

individuals within a given community (Trudy, Harpham, Grant, & Rodriguez, 2004). In 

contrast, trust and control - self-efficacy are more subjective and intangible concepts that are 

representative of cognitive social capital (Foxton & Jones, 2011; Halpern, 2005). Trust is 

central to much of the discussion on social capital as it is crucial in the development of strong 

social ties (Leonard & Onyx, 2004; Mailath & Postlewaite, 2006). In addition, control - self-

efficacy as the belief of individuals in their ability to organize and accomplish actions affect 

social trust, communication and civic participation and consequently the level of social capital 

(Singh & Udainiya, 2009). Therefore, the level of trust and control - self-efficacy in society 

impacts the level of social involvement and ultimately community wellbeing. As such, being 

able to measure the extent of these two constructs within a population or community becomes 

significant in considering social problems and interventions.  

According to the literature, social exclusion issues differ between genders. As a population, 

women are acknowledged as more vulnerable to low social involvement (Stafford, Cummins, & 

Macintyre, 2005). This is particularly evident in countries like Iran where the social system 

means women may experience reduced opportunities (Fakhr El Islam, 2001), which may impact 

their sense of wellbeing and increase the risk of psychological and physical ill-health (Fioto, 

2002). Therefore, women’s mental and physical health and ill-health is, at least in part, a 

reflection of their feelings of belonging and being valued by the communities and societies in 

which they live (Fakhr El Islam, 2001). In summary, approximately half the population of the 

Middle East and Iran are women, and the extent to which this population can be healthy and 
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productive is linked with how their needs are met within the structure of these societies (Assal 

& Rousi-Fahimi, 2007).  

Much of the research and measurement of social capital has been undertaken in western 

industrialised nations (De Silva, Huttly, Harpham, & Kenward, 2007; Trudy Harpham, Grant, & 

Thomas, 2002; Mitchell & Bossert, 2007; Yip et al., 2007). It has been reported that there has 

been limited research on the role of social capital in transitional societies including many 

Muslim countries, and especially among young women (De Silva et al., 2007; Trudy Harpham 

et al., 2002; Mitchell & Bossert, 2007; Yip et al., 2007). Furthermore, there has been very little 

research that has examined the integrity and applicability of established social capital scales for 

populations in less industrialised societies (Kawachi & Berkman, 2001; Webber & Huxley, 

2007).  

The primary aim of this Paper is to examine the fit of the Trust and Control - Self-efficacy 

scales representative of cognitive social capital used in the British General Household Survey 

(GHS) for the population of young women living in Iran. Confirmatory factor analysis (CFA) 

with Structural Equation Modelling (SEM) was used to assess the model’s adequacy.  

Method 

Participants and administration procedure  

Given the limited research on social capital in transitional societies together with the identified 

importance of social capital for young women (Stafford, Cummins, & Macintyre, 2005, Fakhr 

El Islam, 2001), the target population of this research was young Iranian women aged between 

18-35 years. A young adult, according to Erikson's stages of human development, is generally a 

person aged between 18 and 35, which is consistent with the classification of young Iranian 

women through Iran’s national statistics (Erikson, 1959; Iran census population, 2011).  

The city of Shiraz was the research site with multi-stage cluster sampling used for data 

collection. In stage one, as Shiraz is organised as ten major districts, five of these were 

randomly selected as sampling locations. In stage two, important community locations were 

randomly chosen within each of the five sampling locations (e.g. public and private universities, 

public and private workplaces, religious locations, health care centres, and public places). 

Recruiting at these different locations promoted diversity in the sample. In the last stage, 420 

young women were recruited out of approximately 500,000 women aged 18-35 in Shiraz (Iran 

census population, 2011) through convenience sampling. The estimation of sample size required 

was 383 by considering Alpha error of 5%. In addition, the generally agreed value of sample 

http://en.wikipedia.org/wiki/Erik_Erikson
http://en.wikipedia.org/wiki/Erikson%27s_stages_of_psychosocial_development
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size for conducting CFA is 10 participants for every free parameter estimated (Schreiber, Nora, 

Stage, Barlow, & King, 2006), with the estimation for this study being approximately 300 

participants.  

A paper based survey was completed by participants in the vicinity of the researcher, who was 

available to answer participant enquiries and provide assistance if required (Liamputtong, 

2009). Ethical approval for this study was granted by the Human Research Ethics Committees 

of an Australian university.  

Structure of measuring scale 

The British General Household Survey (GHS) Social Capital scale under the terms of the Open 

Government Licence (OGL) of Britain was used for this study (Foxton & Jones, 2011). The 

United Kingdom Health Development Agency developed a holistic program of research to 

explain social capital and its determinants. They developed a measurement instrument which 

incorporates five dimensions of social capital and provides a practical guide to measure social 

capital in a local area (Coulthard, Walker, & Morgan, 2009). Therefore, Trust and Control - 

Self-efficacy Scales as two main cognitive components of social capital were adopted from the 

British General Household Survey (GHS) Social Capital database.  An expert panel reviewed 

and piloted the questionnaire to ensure that the instrument was population appropriate.  

The construct of the Trust and Control - Self-efficacy Scales includes an overall 35-item 

measure comprising two scales: 

The first scale of “Trust” includes three subscales that measure satisfaction with level of 

information about local area (6 items), confidence in institutions and public services (8 items), 

and trust in people (6 items). A five point Likert scale ranging from 1 (strongly disagree) to 5 

(strongly agree) was used for the first and third subscales. The second subscale has Likert 

response categories ranging from 1 (do not Trust at all) to 10 (Trust completely). Higher scores 

on each of the subscales reflects higher levels of trust with  a summation of scores for the three 

subscales providing an overall measure of perceived trust. 

The second scale called “Control - Self-efficacy” includes three subscales which assess 

perceived control over community affairs (4 items), satisfaction with amount of control over life 

(4 items), and perceived influence over political decisions (7 items). All three subscales use a 

Likert type scale of 1 (strongly disagree) to 5 (strongly agree), and required scores have been 

reversed. Higher scores on each of the subscales indicate higher levels of control-self-efficacy, 

and a sum of the scores yields an overall level of perceived control – self-efficacy.  
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Statistical procedure  

For data analysis the Statistical Package for the Social Sciences (SPSS) version 20.0 and IBM 

SPSS AMOS 21 have been used. To compensate for any missing data, the imputation method 

was used with missing data replaced with the mean of observed variable. This technique has 

been utilized in similar studies particularly when there are only a few missing data like the 

present study (Baneshi, Faramarzi, & Marzban, 2012). As it was expected that the observed 

variables would not perfectly predict the model as they could be affected by latent variables, 

both observed and latent variables are shown in this study. In the presentation of the factor 

structures, observed variables are identified with rectangles and latent variables are depicted as 

ovals according to IBM SPSS AMOS 21. The measurement error is identified with a circle and 

single arrows. The relationship between two latent variables is called association relation and 

has been shown with double ended arrows, while the relationship between a latent variable to its 

observed variable is called indicative relation and has been shown with single ended arrows.  

The measurement model fit has been examined for the individual constructs including “Trust” 

and “Control - Self-efficacy” scales to examine whether the relationships among the latent and 

observed variables are confirmed by the data. A number of fit indexes were used to assess the 

adequacy of model fit: Chi-Square to degree of freedom is one of the fit indexes that the score 

below 3 for this index indicates a good score, and the score less than 5 is also sometimes 

permissible (Norusis, 2012). The root mean-square error of approximation (RMSEA) as the 

most informative statistic in determining model fit needs to be below 0.05 to indicate a good fit 

with values between 0.05 and 0.08 indicating a reasonable fit (Byrne, 2001). PCLOSE is the 

probability of a hypothesis test that the RMSEA is not greater than 0.05. As a measure it 

provides a one-sided test of the null hypothesis with RMSEA equal with 0.05, what is called a 

close-fitting model. Therefore if the p is greater than .05, then it is concluded that the fit of the 

model is "close". The alternative, one-sided hypothesis which shows that the RMSEA is greater 

than 0.05 and the p is less than .05 indicates the model fit is not close (Arbuckle, 2010).  

Comparative fit index (CFI) compares the proposed model against an independent model. CFI 

between 0 and 1 indicates the normal range. However a score of 0.90 or greater indicates a good 

fitting model (Marcoulides, & Schumacker, 2013). Tucker Lewis Index (TLI) is another 

criterion for goodness of fit (Tucker, 1973). The cutoff of 0.95 or above for this indicator is 

suitable. In addition, relying on other fit indices that have different measurement properties, 

such as an incremental fit index (IFI) is also recommended (Hu & Bentler, 1998). Normal Fit 

Index (NFI) is the very first measure of fit proposed in the literature (Marcoulides, & 

Schumacker, 2013) which is an incremental measure of fit (Kenny, 2011). With the NFI, a value 
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below 0.90 indicates a poor fit, between 0.90 and 0.95 shows a marginal fit and above 0.95 is 

considered a good fit (Tabachnick & Fidell, 2013). However, parsimony adjustment to the CFI 

(PCFI) must be at least 0.50 to show a fit model (Safarnia, Akbari, & Abbasi, 2011). 

In this study modifications have been made by eliminating observed  variables that are not 

significant and/or by changing the path between the variables. Amos 21 provides guidance to 

modify the model and the modification index. The modification index provides a description of 

meaning of the decrease of chi square value when a coefficient is estimated. For improving 

goodness of fit, various co-variances have been considered between error terms with high 

modification. 

Since low reliability and validity may cause relationships to appear non-significant, regardless 

of whether the links exist or not (Shook, Ketchen, Hult, & Kacmar, 2004), validity and 

reliability assessments were among the first steps in this study. For assessing the internal 

consistency reliability, Cronbach’s alpha has been calculated (Tavakol, Mohsen, & Reg 

Dennick, 2011).  

For measuring validity of Trust and Control - Self-efficacy both convergent and discriminant 

validity indexes have been used. Convergent validity, which means the variables within a single 

factor are highly correlated, was assessed by examining the factor loadings and acceptable 

convergent validity is achieved when the average variance extracted is ≥ 50% (Cunningham, 

Preacher, & Banaji, 2001) or the Composite Reliability (CR) is larger than Average Variance 

Extracted (AVE). The larger the factor loadings or coefficients are, as compared with their 

standard errors, the stronger is the evidence that there is a relationship between the observed 

variables to their respective latent factors. Therefore this supports the high convergent validity 

of the scale items (Ewing, & Napoli, 2005) 

Discriminant validity of the study constructs has been examined to ascertain if all observed 

variables had the highest loadings to its construct, and are not highly correlated with other items 

in other constructs. Discriminant validity of the study constructs was measured by Maximum 

Shared Squared Variance (MSV) and Average Shared Squared Variance (ASV). Discriminant 

validity exists if the items share more common variance with their respective construct than any 

variance that construct shares with other constructs (Maerlender et al., 2013). If the AVE is 

higher than MSV and also higher than ASV there will be a good level of discriminant validity of 

the scale items (Hair, 2006).  
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Result 

391 out of the 420 participants approached completed the questionnaire. The mean age of 

participants was 27.3 ±4.8 and 96% of them were Muslim of which 45% identified as very 

religious or somewhat religious. 76.4% of participants had a university degree. 49% participants 

were single and 45.5% were married with the remaining participants being divorced or 

widowed.  

Table 1 shows the fit indexes of the “Trust” scale. At the first stage when all 20 items of Trust 

scale with three subscales were included in the analysis, data had a poor goodness of fit (χ2 = 

5.354, p< 0.0001, RMSEA=0.106). The modification indices were considered which showed 

that the items of Trust scale had large error covariance. Therefore with consideration of the 

covariate between some latent variables, mostly in the “trust in media” subscale, the goodness 

of fit criteria was improved. Omitting some of the variables with a low loading factor including 

“my neighbours are helpful”, “most people can be trusted”, “a lost wallet will be returned”, and 

“people take advantage of you”, has been done to increase RMSEA. However, instead of 

omitting those variables entirely, they were combined as two new subscales; the first one is 

“trust in neighbourhood” with 4 items and the second one is “general trust “with 2 items. 

Therefore, with this modification, model fit data is improved. Figures 1 and 2 present the factor 

structure and the standard regression weights (factor loadings) respectively for the resultant 

items in the model for Trust scale. 

Table 1 also shows the original 15 items with three subscales of the “Control - Self-

efficacy” scale which did not fit the specified factor structure (χ2=6.300, RMSEA=0.117). After 

omitting 2 items from the subscale “control over personal life” (items: “worry about money”, 

“isolated because of money”), 3 items from the subscale “influence over political decisions” 

(items: “government is complex”, “people working together will change Iran”, “it matters which 

party is in power”), and consideration of the covariate between latent variables  with high 

modification indices, the goodness of fit was improved. Figures 3 and 4 present the factor 

structure and the standard regression weights respectively for the resultant 10 items in the model 

for Control - Self-efficacy scale.  
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Table 1-Goodness-of-fit indices for “Trust” and “Control – Self-efficacy” scales 

Type of Criteria Trust  Control - Self-efficacy 

 Before Fitness After Fitness Before Fitness After Fitness 
X2/df 5.354 2.238 6.300 2.128 
CFI 0.863 .967 0.746 0.977 
TLI 0.844 .959 0.693 0.964 
IFI 0.864 .968 0.748 0.978 
NFI 0.838 .943 0.714 0.959 
PCFI 0.759 .769 0.618 0.608 
RMSEA 0.106 .056 0.117 0.054 
PCLOSE 0.000 .106 0.000 0.347 
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FIGURE 1- Factor structure of “Trust” scale 
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FIGURE 2- Standardized regression weights for “Trust” scale 
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FIGURE 3- Factor structure of “Control - Self-efficacy” scale 
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FIGURE 4- Standardized regression weights for “Control - Self-efficacy” scale 
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For the first scale (Trust) the Cronbach’s alpha showed that for two of the subscales called  

“trust in media” and “trust in institution”, there is a high cronbach’s alpha indicating high 

internal consistency reliability. However the reliability of the other subscale called “trust in 

people” is intermediate. The Composite Reliability indices (CR) obtained for the study 

constructs were greater than the 0.7 threshold that confirms the high reliability of the constructs. 

Furthermore, all of the subscale constructs scored an Average Variance Extracted (AVE), the 

portion of the construct variance explained by its factors, higher than the 0.5 thresholds, and all 

CR indices were higher than AVE which indicates a high convergent validity for all subscales. 

However, this index was fixed for “trust in people” after the re-structuring (Table 2 and 3 shows 

the changes before and after correction). 

For the second scale (Control – Self-efficacy) only the subscale “influence over political 

decisions” had a high Cronbach’s alpha, however; AVE was less than 0.5. The convergent 

validity was not adequate and AVE was less than the MSV and ASV. In addition, the composite 

reliability of this subscale was less than 0.7. Furthermore for subscale “control over personal 

life”, CR was less than 0.70 and the AVE was less than 0.50. However after modifications for 

both of these subscales, a more satisfactory reliability and validity was obtained. Nevertheless 

the convergent validity is intermediate for “influence over political decisions” subscale (Table 2 

and 3 shows the changes before and after fitness). 
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Table 2-Cronbach’s Alpha, C.R, AVE, MSV and ASV for “Trust” and “Control - Self-efficacy” scales - Before correction 

Trust  Control - Self-efficacy 

Name of items α CR AVE MSV ASV Name of items α CR AVE MSV ASV 

Trust in media 0.918 0.919 0.657 0.482 0.343 Control over community affairs  0.681 0.83

3 

0.562 0.352 0.264 

Trust in inistitutions 0.927 0.929 

0.625 0.482 0.356 

Control over life 0.664 0.64

8 

0.352 0.228 0.202 

Trust in people 0.729 

0.755 0.352 0.229 0.217 

Influence over political decisions  0.841 0.67

2 

0.250 0.352 0.290 

 
 
Table 3-Cronbach’s Alpha, C.R, AVE, MSV and ASV for “Trust” and “Control - Self-efficacy” scales - After correction 

Trust  Control - self-efficacy 

Name of items α CR AVE MSV ASV Name of items α CR AVE MSV ASV 

Trust in media 0.918 
0.919 0.659 0.450 0.285 

Control over community affairs  0.735 0.833 0.562 0.284 0.218 

Trust in 

institution 

0.927 

0.932 0.663 0.450 0.225 

Control over personal  life 0.698 0.764 0.627 0.159 0.156 

Trust in people 0.734 0.732 0.578 0.120 0.60 Influence over political decisions  0.841 0.741 0.418 0.284 0.222 
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Discussion  

This study investigated Trust, and Control – Self-efficacy scales using a range of subscales to 

explore specific factors. One of the concerns identified during data analysis was the lack of 

alignment between both subscales. Hence CFA with SEM was completed to identify best fit for 

the subscales in this population sample.  

For the first scale “Trust”, the most problematic factor was related to the third subscale of “trust 

in people”. Therefore this subscale was restructured as the two subscales of “trust in 

neighbourhood” and “general trust”. After the restructuring of this model by increasing the 

number of subscales to four in comparison with three subscales in the original model, this 

model fit the data. In contrast, for the Control – Self-efficacy scale some of the items were 

deleted in order to fit the model. For example, for the second subscale (control over life), two 

items “worry about money”, “isolated because of money” were deleted, and two other items 

“things to get better”, “control over life decisions” were determined as related to control that the 

individual could have on their personal life, and thus remained. This shows that although 

managing financial/economic issues by individuals could be relevant to the control on personal 

life subscale, the level of optimism and confidence that they perceive to control their personal 

life are more relevant items in this subscale. Regarding the last subscale, entitled “control over 

political decisions”, there have been 3 omissions. These items include “government is 

complex”, “people working together will change Iran”, and “it matters which party is in power”. 

These three items could be more about general issues regarding the government rather than 

influence and control over political decisions. The remaining seven items measure the influence 

that people perceive they have over political decisions.  

Cronbach’s alpha was used in this study as a complementary method for measuring internal 

consistency reliability. For this scale high internal consistency coefficients (Cronbach ) were 

found which indicate the high reliability for “Trust” scale both before and after fitting the model 

(Cronbach = 0.732). There is also a high composite reliability for this scale both before and 

after fitting the model. However, there has been some covariance between errors in this scale 

particularly for the first subscale (trust in media) which consequently led to a significant 

improvement in the model. Regarding the control and self-efficacy scale, composite reliability 

was improved after fitting, which confirms the high reliability of constructs. However, the 

convergent validity of the control and self-efficacy scale remained intermediate as the average 

variance extracted for the second subscale (influence over political decisions) is about 0.5, 

suggesting that the variance captured by the latent variable in a structural equation model is 

shared among other items.  
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There have been few studies investigating social capital in different societies. The current study 

was the first to conduct a CFA to identify goodness of fit for cognitive social capital and 

subordinate constructs including “Trust and Control - Self-efficacy” among young Iranian 

women. In this study Trust and Control - Self-efficacy scales of the British General Household 

Survey (GHS) Social Capital scale have been localized for the population of young women in 

Iran. The finding of this localizing is in agreement with Lee’s study (2007). Lee researched the 

psychometric properties of an interpersonal trust scale with Korean university students. Through 

a confirmatory factor analysis and principal components analysis, three factors were identified 

as the components of the interpersonal trust scale and labelled as emotional trust (Cronbach α 

=0.881), general trust (Cronbach α = .89), and reliableness (Cronbach α =0. 34). A CFA (n= 

170) showed that the three-factor model was valid for the sample (xZ/df= 1.78, RMR=0.06, 

RMSEA=0.07, TLI=0.92, CFI= 0.93) and the internal consistency reliability and factorial 

validity were satisfactory in the case of the Korean sample (Lee, 2007). This study and the 

current study both localized different models of trust for two different research populations in 

Korea and Iran with the same method. In both studies the validity and reliability of models after 

fitting were found to be population appropriate.  

In the current study, in order to fit the Trust scale, restructuring of one of its subscales (trust in 

people) provided a model which allowed for appropriate data analysis with Iranian women. This 

finding is consistent with Matějů and Vitásková’s study (2005) which measured Trust and 

Mutually Beneficial Exchanges. The hypothesis about the existence of only one-factor (one 

dimension) social capital was tested in their study using confirmatory factor analysis. The 

results showed that the one-factor (one dimension) hypothesis had to be rejected because the 

model assuming only one underlying dimension fitted very poorly (chi-square = 214.29, DF = 

9). As a result of unsatisfactory fit, the one-factor model was replaced by the subsequent models 

that contained two latent independent variables representing two dimensions of social capital: 

One defined as a generalized Trust between members of society and the other one defined as 

participation in mutually beneficial exchange networks (Matějů & Vitásková, 2005). This 

restructuring is in line with the present study in order to provide a fitting model. 

Another restructuring in the current study is related to “Control - Self-efficacy” scale which 

resulted in five omissions in this scale. However, literature indicates that those five items could 

be proposed as good indicators of control and self-efficacy (Foxton & Jones, 2011). Rajulton et 

al (2006) is in agreement with Foxton and Jones when they measured three different subscales 

of social cohesion including economic, political and socio-cultural dimensions. As a result, in 

their study indicators such as union membership, donations, and length of stay in community 

were not identified as good observed indicators in the exploratory factor analysis and 
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consequently were dropped from further consideration. However these three observed indicators 

have been proposed in the literature as good indicators of social cohesion (Rajulton, Ravanera, 

& Beaujot, 2007).  

In the present study the large number of participants (391) was appropriate for completing a 

CFA and there was good factor loading for items of both scales which are the strengths of this 

study. For both scales after fitting there was good factor loading which shows a good convergent 

validity that means the variables within a single factor are highly correlated. As literature shows, 

sufficient/significant loadings also depend on the sample size of the dataset (Namakula & 

Godfrey, 2014). Generally, the smaller the sample size, the higher the required loading. 

Therefore, if there is a larger sample size with a relatively low factor loading it could be 

explained by the high number of participants (Jackson, Gillaspy, & Purc-Stephenson, 2009). 

However, the sample size required is influenced by the normality of the  data and the estimation 

method that researchers use, and the generally agreed value is 10 participants for every free 

parameter estimated (Schreiber, Nora, Stage, Barlow, & King, 2006).  

Conclusion  

This research is among the first to evaluate the goodness of fit for Trust and Control - Self-

efficacy Scales with an Iranian sample. In the current study the proposed model of Trust and 

Control - Self-efficacy was used to estimate the population covariance matrix that is compared 

with the observed covariance matrix to minimize the difference between models. Findings from 

the present study suggest that the resultant models of CFA in this study do provide reasonable 

evidence of construct validity and composite reliability for “Trust” and “control-self-efficacy” 

scales to measure cognitive social capital in Young Iranian women. As a result, the collective 

evidence suggests that the instrument includes relevant items for its target population and can be 

a reliable and valid measure of Trust and Control - Self-efficacy for the population of interest. 

Hence the current research may be an initial step forward for providing a fit model for Trust and 

Control - Self-efficacy in Iran as a Middle East country. It could also be useful for other 

countries in the Middle East and even Asian societies with similar social conditions. This 

Iranian version should stimulate more research on Trust and Control - Self-efficacy in similar 

societies. As a cultural adaptation, it is also expected to permit more cross-cultural research to 

examine the commonalities and differences in Trust and Control - Self-efficacy across various 

societies.  
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5.3 Paper six – Trust and quality of life: A cross-sectional study of young women  
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Abstract 

Background: Trust is increasingly identified as a psychosocial determinant of wellbeing. 

However, the relationship between trust and wellbeing outcomes has not comprehensively been 

reviewed, particularly in socially and economically transitioning countries such as Iran and 

among young women. 

Aims: This cross-sectional study examined the association between trust and the quality of life 

of young Iranian women.  

Methods: 391 young Iranian women aged between 18-35 years (M: 27.3 SD: 4.8) were 

recruited through cluster convenience sampling to participate in this cross-sectional study. The 

measures used included “Trust scale” adapted from the British General Household Survey 

(GHS) social capital survey, and WHO quality of life (WHOQoL-BREF). 

Results: The participants (n = 391, mean age of 27 years) reported relatively low level of trust. 

For the participants trust was positively associated with better quality of life (r = 0.24 - p value: 

0.01). The findings also showed that there is a significant difference between socio-

demographic factors such as the level of religiosity, occupation, and income with the domains 

of trust.  

Conclusions: Policies are needed to improve participation and reciprocity at the level of 

individuals and informal social groups, including local to broader communities in order to 

increase the sense of community belonging, improving trust, and consequently quality of life.  

Key words: Trust, social capital, quality of life, young women, Iran 
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Introduction 

Quality of life (QoL) is a broad concept shaped in complex ways by a person’s ‘physical health, 

psychological state, personal beliefs, social relationships and their relationship to salient 

features of their environment’ (Oort, 2005, p. 629). The World Health Organization (WHO) 

defines quality of life as ‘an individual’s perception of their position in life in the context of the 

culture and value systems in which they live and in relation to their goals, expectations, 

standards and concerns’(WHO, 1997, p. 1). Most definitions of health, wellbeing, and quality of 

life suggest that society and social connections have a significant role in health and wellbeing 

(Fioto, 2002). Indeed, an increasing body of literature shows that positive psychosocial factors, 

such as sociability, trust, and optimism are among the most important determinants of quality of 

life (Tokuda, Jimba, Yanai, Fujii, & Inoguchi, 2008). Among these factors, trust is now 

considered an important positive predictor of subjective wellbeing (Baron, Field, & Schuller, 

2000). This is identified across various social science disciplines including sociology, 

psychology, public health and political science, reflecting the growing awareness in both 

research and policy of the importance of trust for both an individual’s and the broader society’s 

wellbeing (Paul & Samantha, 2009).  

Trust is defined as the expectation that arises within a community of regular, honest, and 

cooperative behaviour, based on commonly shared norms on the part of other members of the 

community (Baron et al., 2000). Trust is central to almost all discussions on social capital 

(Baron et al., 2000), and it is a crucial factor in the development of strong social ties, which 

result in more supportive social networks characterized by material and emotional support 

(Mailath & Postlewaite, 2006; Leonard & Onyx, 2004). All forms of trust and strong 

relationships such as trust in institutions (e.g. government, workplaces, bank), trust in 

corporations, trust in neighbours, strangers, friends, and family are essential for enhancing 

cooperation, and social capital within a society (Leonard & Onyx, 2004). A nation’s wellbeing, 

as well as its ability to compete, is conditional upon the level of trust inherent in the society 

(Baron et al., 2000). Hence, communities with a high level of trust often require less contractual 

and legal regulation of their relations, as prior moral consensus gives members of the group a 

basis for mutual trust (Baron et al., 2000). In contrast, mistrust which is the interpretation of 

other’s behaviours as dishonest, unsupportive and self-seeking result in poor social networks, 

and hamper the improvement, maintenance, and the use of social support. Negative attitudes as 

well as distrust consequently negatively affect the psychological health and wellbeing of society 

(Tokuda, Jimba, Yanai, Fujii, & Inoguchi, 2008).  
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Trust is important for health and wellbeing at both an individual and societal level, and is a 

basic factor for improving effective interpersonal relationships and community living (Mechanic 

& Meyer, 2000). Findings in the literature across a range of disciplines reveals that trust is an 

important component for the effective functioning of society, and thus for the improvement, 

maintenance, and sustainability of the social quality of people’s lives (Paul & Samantha, 2009) . 

For example, Tokuda and colleagues (2008) demonstrated that greater interpersonal trust 

increases the number of social ties with more perceived social support, and consequently leads 

to an individual experiencing a greater sense of wellbeing. Furthermore , in countries with high 

levels of social capital it has been shown that there is a connection between high levels of 

interpersonal trust with lower mortality (Skrabski, Kopp, & Kawachi, 2003), better physical and 

emotional health (Rose, 2000), and better health outcomes (Poortinga, 2006). For example, 

Helliwell and Wang’s study in Canada revealed that there is a strong link between social trust 

and two major global causes of death: suicide and traffic fatalities (2011).  

Although some studies have measured trust as a main component of cognitive social capital 

(Foxton & Jones, 2011), much of the research has been undertaken in western industrialised 

nations (De Silva, Huttly, Harpham, & Kenward, 2007; Mitchell & Bossert, 2007; Yip et al., 

2007; Harpham, Grant, & Thomas, 2002). In transitioning countries such as Iran, there has been 

very limited research into the potential role of trust in subjective wellbeing of specific 

populations such as young women. Given the structure of such societies including the particular 

expectations and restrictions placed upon women in general, and young women in particular 

(Assaad & Roudi-Fahimi, 2007), it would be interesting to understand how trust relates to this 

population’s perceptions about quality of life. In this study the relationship between trust and 

quality of life has been investigated. Specifically, using a cross-sectional design, the research 

examines (1) the level of trust among young Iranian women; (2) the association between socio-

demographic and socioeconomic factors with trust; and (3) the correlation between trust and 

quality of life. Understanding the extent and features of this association for young Iranian 

women could inform the development of intervention studies to target those determinants that 

have the greatest effect on their quality of life and wellbeing. Furthermore, these findings might 

be generalizable to similar populations in other countries. 

Method 

Participants  

The analysis presented here was conducted on 391 young Iranian women, with the mean age of 

27 (SD: 4.8), who were all from Shiraz, one of the biggest cities in Iran. The majority of 

participants (78%) were of Fars ethnicity and 96% were Muslim of which 40.4% had an average 
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level of religiosity. Most of the participants (76.4%) had a university degree and 48% of them 

had paid employment. About half of the participants were single. Demographic characteristics 

of participants are summarized in Table 1.  

Procedure 

This study was carried out between February and June 2013. Multi-stage cluster sampling was 

used for data collection in the city of Shiraz. Shiraz is organized into ten major districts. In stage 

one, five of these districts were randomly selected as sampling locations. In stage two, 

important community locations were randomly chosen within each of the five sampling 

locations (e.g. public and private universities, public and private workplaces, religious locations, 

health care centres and public places). Recruiting at these different locations promoted diversity 

in the sample. In the final stage, 420 young women were recruited out of approximately 500,000 

women aged 18-35 in Shiraz (Iran census population, 2011) through convenience sampling. The 

estimated sample size required was 383 by considering Alpha error of 5%. To encourage 

completion of the surveys, the researcher who had the same language as the participants was 

available to answer questions and provide assistance. Of the 420 surveys which were 

distributed, 391 were returned for a response rate of 93%.      

Measures 

Participants responded to a number of questionnaires to assess the constructs being investigated. 

The data collection instrument comprised three sections including quality of life, trust and 

control variables  

Indicators of Quality of Life 

Quality of life was assessed using the Persian/Farsi version of the WHOQoL-BREF, a widely 

used brief version of the WHOQoL-100. It has satisfactory reliability and validity for use with 

Iranian populations (Masoud, Farid, & Masoud, 2011). The WHOQoL-BREF has 26 items 

grouped under four domains: physical, psychological, social and environmental. The use and 

analysis procedures for the WHO-QoL BREF have been well documented (WHO, 1997). 

Indicators of trust 

Trust was measured using the sub-scale available through the British General Household Survey 

(GHS) Social Capital scale. The GHS trust scale has 20-items comprising four domains of trust 

in media, trust in institutions, trust in neighbourhood, and general trust measured on a Likert 

scale [1 strongly disagree - 5 strongly agree]. Higher scores on each of the domains indicate 
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higher levels of trust with a sum of the domain scores yielding a global measure of perceived 

trust. The scale provides data at both the individual and societal level (Foxton & Jones, 2011).  

In preparing the current study scale questionnaire, a process of item review through an expert 

panel and piloting of the instrument ensured that the instrument was population appropriate. 

Reliability and validity of the trust scale was tested by Confirmatory Factorial Analysis (CFA) 

using IBM SPSS AMOS 21. This element of the research found the scale, with some 

modifications, has acceptable construct validity and composite reliability (χ2 =2.231 & 

RMSEA=0.056) for the population of interest (Salehi, Harris, Marzban, Coyne, 2014). 

Control variables 

Socio-demographic and socio-economic variables were considered as the control variables in 

this study. Socio-demographic variables included in the study were age, ethnicity, religious 

affiliation, religiosity, marital status, parental status and number of children. Socio-economic 

variables included were education, education of partner, occupation, and income. Level of 

religiosity was measured through a single question about how religious participants consider 

themselves to be with response options ranging from 1 (not religious at all; never following 

religious practices) to 4 (very religious; following religious practices very often/often) (Rieger, 

2008). 

Analytic strategy 

The Statistical Package for the Social Sciences (SPSS) version 20.0 was used. Descriptive 

statistics were calculated and presented as the mean with standard deviation. Mean scores 

between-groups were compared using t-test and ANOVA with pairwise comparisons based on 

Tukey’s method. Correlations between trust domains, QoL and control variables were 

calculated using Pearson’s correlation coefficients. Multiple linear regressions were used to 

examine whether trust predicts quality of life.  
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Table 1: Socio-demographic and socio economic variables of participants 

  Frequency  % 

Ethnicity  

 

Fars 

Turk 

Lor 

Other 

Missing 

305 

39 

40 

5 

2 

78 

10 

10 

1.3 

0.7 

Relig ious 

affiliation 

 

Shia 

Sunni 

Other 

Missing/NA 

375 

11 

3 

2 

95.5 

2.8 

0.8 

0.6 

Level of  

religiosity 

 

Very religious (following religious practices very often/often) 

Moderately religious (following religious practices occasionally) 

Not very religious (following religious practices rarely) 

Not religious at all (never following religious practices) 

NA 

18 

158 

136 

71 

8 

4.6 

40.4 

34.8 

18.2 

2 

Education 

 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

NA 

60 

239 

73 

14 

4 

1 

15.3 

61.1 

18.7 

3.6 

1 

0.3 

Occupation 

 

Managerial 

Professional 

Clerical 

Labors 

Home duty 

Unemployed 

Student 

Missing 

37 

51 

85 

6 

68 

36 

96 

18 

8.8 

13.7 

21.7 

1.5 

17.4 

7.7 

24 

4.6 

Type of 

 occupation 

 

Government 

Private 

NA 

61 

132 

198 

15.6 

33.8 

50.6 

Marital status 

 

Single 

Married 

Divorced 

Widow 

NA 

192 

178 

7 

5 

9 

49.1 

45.5 

1.8 

1.3 

2.3 

Results 

Findings show that the level of agreement with trust items for all domains of trust is low (less 

than 50% of subjects rated the item as: agree/completely agree), except for the item ‘trust in 

banks’ (Table 2). In addition, the mean score of all domains of trust is low among young Iranian 

women (Table 4). 
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Table 2: Level of group agreement with trust items  

Highest agreement 
(≥75% subjects) 

Moderate 
agreement 
(66–74% 
subjects) 

Bare agreement 
(50–65% 
subjects) 

Disagreement 
(<50% subjects) 

  Trust in Bank 
(54.6%); 
 

Watching/listening to TV/radio regularly (40.4%); 
Reading newspaper regularly (27.6%); 
TV/radio is worthy to watch/listen (33.5%); 
Newspaper is worthy to read (30.5%); 
Newspaper is reliable source of information (20.4%); 
TV/radio is a reliable source of information (24%); 
Trust in Government (25.3%); 
Trust in Parliament (25.6%); 
Trust in Civil service (36.6%); 
Trust in Police (42.1%); 
Trust in Courts (34.6%); 
Trust in Local council (28.3%); 
Trust in my employer (37.9%); 
My neighbours are helpful (33.2%); 
Most people can be trusted (18.4%); 
People take advantage of you (14.1%); 
A lost wallet will be returned (44.2%); 
Ethnic unity in neighbourhood (39.9%); 
Trust in neighbourhood (24%); 

Group agreement defined as ≥50% of subjects rated the item as: agree/completely agree. Group 

disagreement: <50% of subjects rated the item as: agree/completely agree 

Findings of T-test and ANOVA show that there is a significant difference between the domains 

of trust with demographic variables such as ethnicity, level of religiosity, occupation, and type 

of employment. Greater trust in media was found among participants with a high level of 

religiosity (vs. low level of religiosity). Higher trust in institutions was also recognized among 

participants with a high level of religiosity (vs. low level of religiosity), and participants with 

public jobs (vs. private job holders). Greater trust in one’s neighbourhood was recognized 

among the Turk ethnic group (vs. Lor), participants with higher level of religiosity (vs. low 

level of religiosity), and unemployed groups (vs. employed groups). Higher general trust was 

recognized among the Turk ethnic groups (vs. Fars and Lor), students (vs. 

managerial/administration), and unemployed groups (vs. employed groups). (Table 3) 
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Table 3: Mean scores in trust by socio-demographics 

Socio-demographic 

factors  

Subcategory Trust in media  

 

Trust in institutions  Trust in neighbourhood General trust 

  Mean(SD) F/T Mean(SD) F/T Mean(SD) F/T Mean(SD) F/T 

Ethnicity  

 

Fars 

Turk 

Lor 

Other 

 

- 

- 

- 

- 

- 11.5(2.67)  

12.7(2.70) 

11.3(1.91) 

12.8(1.64) 

3.152*  6.1(1.80) 

7(1.61)  

5.8(1.22) 

6(1) 

3.895* - 

- 

- 

- 

- 

Religious affiliation  Shia 

Sunni 

Other 

 

- 

- 

- 

- 11.6(2.63) 

11.1(2.08) 

7.6(3.21) 

3.655* - 

- 

- 

- - 

- 

- 

- 

Level of religiosity 

 

Very religious 

Moderately religious  

Not very religious 

Not religious at all 

 

23(4.74) 

19.3(5.05) 

16.5(4.99) 

13.9(4.60) 

28.969*** 12.4(3.08) 

12.3(2.48) 

11.2(2.62) 

10.8(2.68) 

7.514*** - 

- 

- 

- 

- 49.5(20.16) 

43.2(19.27) 

34.2(18.07) 

27.4(12.13) 

 

13.341*** 

Occupation Managerial 

Professional 

Clerical 

Labor 

Home duty 

Unemployed 

Student 

 

- 

- 

- 

- 

- 

- 

- 

- - 

- 

- 

- 

- 

- 

- 

- 5.5(1.72) 

5.9(1.34) 

6.3(1.70) 

4,8(2.31) 

6.5(1.54) 

6.4(1.54) 

6.5(1.60) 

3.035** - 

- 

- 

- 

- 

- 

- 

- 

Paid employment Yes 

No 

- 

- 

- 11.3(2.72) 

11.9(2.57) 

-2.273* 5.9(1.65) 

6.5(1.55) 

-3.264** - 

- 

- 

Type of occupation Public 

Private 

- 

- 

- - 

- 

- - 

- 

- 41.8(19.86) 

35.4(16.50) 

2.355* 
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Table 4 presents the correlation coefficients between all variables. There were high positive 

correlations between trust domains. Positive correlations were presented between domains of 

QoL and trust domains, while negative correlations were presented between both trust in the 

media and trust in institutions with income per individual and income per household. Although 

these correlations are reported as low, due to sample size (391), the value for correlation can be 

shown to be statistically significant (Kay, 2009). In addition, according to the original 

hypothesis in the current study, it is noted that a finding of a significant p value dealing with a 

correlation between trust domains and wellbeing outcomes (r ≤ 0.30) did confirm the research 

hypothesis.  

Table 4: Correlation test of trust, QoL and income 

 Trust in media  Trust in institutions  Trust in 

neighbourhood  

General trust  

Trust in media  

 

- - - - 

Trust in institutions  

 

0.603*** 

 

- 0.446*** 

 

0.355*** 

 

Trust in neighbourhood  0.427*** 

 

- - - 

General trust  0.308*** 

 

- 0.572*** 

 

- 

Physical QoL 0.135** 

 

0.140** 

 

0.198*** 

 

0.202*** 

 

Psychological QoL  0.253*** 

 

0.282*** 

 

0.309*** 

 

0.259*** 

 

Social QoL 0.145** 

 

0.223*** 

 

0.188*** 

 

- 

 

Environmental QoL  0.313*** 0.317*** 

 

0.350*** 

 

0.291*** 

Income per household -0.191** 

 

-0.185** 

 

- - 

 

Income per individual -0.196** -0.178** 

 

- 

 

- 

 

Mean 17.5  

(Range:6-30) 

37.2 

(Range:7-80) 

11.6 

(Range: 4-20) 

6.2 

(Range: 2-10) 

SD 5.4 18 2.6 1.6 

*p<0.05; **p<0.01; ***p<0.001 

Multiple linear-regressions were performed for socio-economic, socio-demographic and trust 

domains as predictors of QoL. Table 5 displays the relationships of the domains of quality of 

life and trust. Even though the effect of confounding factors are considered, the general 

prediction models for all components of quality of life and trust were statistically significant 

(p<0.001). The highest F ratio belongs to psychological QoL (14.45), and the lowest F ratio to 

social QoL (4.44). Among different domains of trust, general trust was a significant predictor of 

physical QoL with a regression coefficient of 0.142 (95% CI: 0.003-0.218). The relationship 
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between physical QoL and trust seems to be positive, however, there appears to be a negative 

relationship between physical QoL and confounding factors. General variance of physical QoL 

explained by trust domains was 62%.  

Trust in institutions and trust in neighbourhood were positively related to psychological QoL 

with a regression coefficient of 0.01 (95% CI: 0.006, 0.033) and 0.165 (95% CI: 0.059.0.271) 

respectively. No significant relationship was observed among other trust domains and 

psychological QoL. Weight combined of trust domains explained about 13.2% variance in 

psychological QoL. Trust in institutions and trust in neighbourhood were also significant 

predictors of social QoL with a coefficient correlation of 0.021 (95% CI: 0.007,-0.035) and 

0.120 (95% CI: 0.012, 0.229) respectively. General trust was a predictor of 5.2% variance in 

social QoL. The same relationship was observed between trust in institutions and trust in 

neighbourhood and environmental QoL, with a significant positive relationship with a 

coefficient of regression of 0.021 (95% CI: 0.009, 0.034) and 0.180 (95% CI: 0.081, -0.279). 

The total variance of environmental QoL explained by the trust domains in this model was 

16.1%. The general facet of QoL was also significantly predicted by general trust with a 

regression coefficient of 0.228 (95% CI: 0.018, 0.437).   

It can be predicted by this regression model that QoL can be significantly predicted by the four 

domains of trust. It seems that trust in the media was not a significant predictor of any of the 

QoL domains. Trust in institutions and trust in one’s neighbourhood, were significant predictors 

of psychological, social, and environmental QoL, while general trust was a strong predictor of 

physical QoL, and the general facet of QoL. Generally, the variance of quality of life, explained 

by combined weight of trust domains varied between 5.2% and 62%.  
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Table 5: Multiple linear regressions predicting quality of life 

 

 

Predictors Regression coefficient 
 (95% CI)  

F value 
of model 

%variance 
explained 
by model  

Physical QoL   5.56*** 63.0 
Trust in media 0.009 (-0.025,0.043)   
Trust in institutions 0.003 (-0.008,0.015)   
Trust in 
 neighbourhood 

0.088 (-0.002, 0.178)   

General trust  0.142* (0.003-0.218)   
Age -0.270 (-0.066, 0.11)   

 Ethnic -0.380**(-0.638,-1.220)    

Psychological QoL   14.45*** 13.2 
Trust in media 0.020 (-0.020, 0.060)   
Trust in institutions 0.019** (0.006,0.033)   
Trust in 
 neighbourhood 

0.165** (0.059.0.271)   

General trust  0.144 (-0.020,0.307)   
Age -0.051*(-0.096,-0.006)   
Ethnic -0.223 (-0.527,0.081)   

Social QoL   4.44*** 5.2 

 Trust in media -0.002 (-0.043,0.039)   

 Trust in institutions 0.021**(0.007,-0.035)   
 Trust in 

 neighbourhood 
0.120*(0.012,0.229)   

 General trust  -0.052(-0.219,0.116)   

 Age -0.022 (-0.068,0.24)   

 Ethnic -0.143 (-0.454,0.169)   
Environmental QoL   13.41*** 16.1 

 Trust in media 0.016 (-0.022,0.053)   
 Trust in institutions 0.021** (0.009,0.034)   

 Trust in 
 neighbourhood 

0.180*** (0.081,-0.279)   

 General trust  0.149 (-0.004,0.302)   

 Age -0.031 (-0.073,0.011)   

 Ethnic -0.175 (-0.459,0.110)   
The general facet QoL   7.48*** 9.2 
 Trust in media -0.001 (-0.053,0.050)   

 Trust in institutions 0.017 (0.000,0.034)   

 Trust in 
 neighbourhood 

0.104 (-0.033,0.240)   

 General trust  0.228* (0.018,0.437)   

 Age -0.096**(-0.153,-0.038)   

 Ethnic -0.466*(-0.856,-0.076)   
*p<0.05; **p<0.01; *** p<0.001 
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Discussion  

The present study investigated young Iranian women’s level of trust in their society. The 

findings show that the level of trust in all four domains is low among young Iranian women. 

However, trust in institutions had the lowest score in comparison with the three other domains, 

followed by general trust, trust in media, and trust in one’s neighbourhood. The findings of the 

current study are not completely supportive of the Kiani study in Isfahan (one of the biggest 

cities in Iran) which found that the majority of the Iranian respondents had an average level of 

social trust (Kiani, 2012). The difference between these findings could be due to the population 

and area differences between the studies, as well as the instrument of trust used. Interestingly, 

the present study’s findings are consistent with studies undertaken in more highly industrialised 

and democratic societies such as the United States of America and the United Kingdom (Gilson, 

2003; Mechanic & Meyer, 2000). There is strong evidence suggesting that modern social 

developments have led to the erosion of both interpersonal trust and institutional trust in such 

countries (Mechanic & Meyer, 2000). The present study suggests that a low level of trust is an 

issue that may exist across many societies irrespective of level of industrialization, governance 

or cultural differences.  

The current study presents evidence of an association between trust and QoL across all four 

domains. Young Iranian women with a greater sense of trust are more likely to report greater 

QoL in comparison to those with lower trust. These results are consistent with previous studies 

(Sarkiunaite, Bartkute, Jasinskas, Dilys, & Jurgelenas, 2012; Hibino et al., 2012; Helliwell & 

Wang, 2010; Paul & Samantha, 2009; Tokuda et al., 2008; Engström et al., 2008; Subramania, 

Kawachi, & Kennedy, 2001; Mechanic & Meyer, 2000; Rose, 2000). Furthermore, some studies 

have revealed that there is a link between higher trust and better physical health (Rose, 2000) 

and lower mortality (Skrabski et al., 2003). For example, Subramanian and colleagues’ study 

conducted in the USA with 144,692 people in 39 states, found that lower levels of trust were 

associated with higher rates of major causes of death, including heart disease, cancers, infant 

mortality and violent deaths, including homicide (Subramanian, Kim, & Kawachi, 2002). A 

multilevel analysis in a longitudinal study of social capital and self-rated health also found an 

association between trust and self-rated health (Snelgrove, Pikhart, & Stafford, 2009). This 

suggests that living in an area with high levels of trust is beneficial to one’s health. Some of the 

previously identified multilevel studies based on cross-sectional data also found s ignificant 

protective effects of social trust (Engström et al., 2008; Kavanagh, Bentley, Turrell, Broom, & 

Subramanian, 2006) which is supported with findings of the current study.  
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In this study, it was suggested that demographic and socioeconomic factors may also affect the 

level of trust and wellbeing of individuals. The significant factors that positively influenced 

trust in the present study include ethnicity, level of religiosity, income, employment status, type 

of employment (public or private) and occupation.  

In the present study, greater trust in the media and institutions was found among participants 

with a higher level of religiosity and participants with public employment. Furthermore, the 

correlations confirmed the inverse relationship between trust in the media, and trust in 

institutions with income per individual and income per household. Results suggest that with 

increased income there are decreased levels of trust in the media and institutions. This finding is 

in contrast with Gallo and colleagues (2006) which revealed that individuals with higher 

socioeconomic status may perceive their societies as less hostile, more friendly and have greater 

trust, compared with those with lower socioeconomic status (Gallo, Smith, & Cox, 2006). 

Similarly, K iani (2012), Glaeser and colleagues’ (2000) and Paxton (2002) indicated that there 

is a significant positive relationship between socioeconomic status and trust. According to these 

studies, it seems that socioeconomic status shapes an individual’s level of access to networks 

and resources which result in higher levels of trust (Gallo, Smith, & Cox, 2006). The contrast in 

findings between these studies and the current research could be linked to the different scales 

used. All of these studies focused on interpersonal trust as the individual level of trust, while in 

the present study the negative correlation between income and trust is related to trust in the 

media and institutions which are at a societal level. Alternatively, living in a less industrialised 

and/or less democratic society where the media and public institutions are closely aligned with 

government policies impacts on the relationship between socioeconomic status and the level of 

trust in the media and institutions.  

Greater trust in one’s neighbourhood was recognized among Turk ethnic groups, participants 

with higher level of religiosity and unemployed groups. Greater general trust was also 

recognized among Turk ethnic groups, students and unemployed groups. This finding revealed 

that not only at the societal level but also at the individual level of society, trust is higher among 

participants who have higher levels of religiosity and low socioeconomic status. The findings of 

the current study in terms of the relationship between trust and ethnicity, is in line with Kim and 

colleagues’ (2006) study which showed evidence of cross level interactions between community 

social capital and individual race/ethnicity on self-rated health (Kim, Subramanian, & Kawachi, 

2006). Drukker and colleagues’ (2005) also found that contextual social capital was associated 

with better self-rated health among children in Maastricht and among a Hispanic sample in 

Chicago, but not among non-Hispanic children in Chicago (Drukker, Buka, Kaplan, McKenzie, 
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& Van Os, 2005). Therefore, these two studies and the present study emphasize the relationship 

between the components of social capital, such as trust and ethnicity.  

According to the current study, a significant difference between personal features such as age, 

education, marital status, parental status, number of children and education of partner and trust 

was not found. This is consistent with Kiani (2012). 

Limitations  

Although this study has been completed in one of Iran’s largest cities of Shiraz in 10 different 

areas, the sample may not be representative of other cities in Iran and should be extrapolated to 

other cities with caution. The second limitation of this study is related to participants with 

public jobs as they may have answered questions cautiously compared to other groups, in 

particular those questions regarding the trust in the media and institutions.  

Conclusion and Recommendation   

The results of this study suggest that trust is an important psychosocial determinant of wellbeing 

and closely linked with quality of life. Therefore, it is concluded that trust is important for 

health and wellbeing, both at an individual and at a societal level, and is a fundamental factor 

for enhancing effective interpersonal relationships and community living. 

In order to improve trust in societies this study suggests improving social participation, not only 

at the level of individuals and informal social groups, but also at the formal organizational level, 

community and even nationally. Consequently, the development/improvement in participation 

in different groups results in an increasing number of social networks and more reciprocity that 

consequently increase social support (Leonard & Onyx, 2004). Beyond these immediate 

advantages, individuals gain a sort of assurance, a sense that they belong to a caring community 

where help will be provided. Hence through these social networks and reciprocity, individuals 

learn trust, and as relationships develop, favours may be asked for, offered and returned 

(Leonard & Onyx, 2004). Furthermore, policies and strategies that are sensitive to cultural 

differences among countries and within communities is imperative, therefore, it is also 

recommended that further studies comparing differences across cultures and country boundaries 

be a priority.  
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5.4 Paper seven - Perceived control and self-efficacy, subjective wellbeing and 

behavioural health: A case of young Iranian women 
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Abstract 

This study examined whether young Iranian women’s perceived control and self-efficacy 

(CASE), as a component of cognitive social capital, predicts health and wellbeing. 391 women 

aged between 18-35 years completed a survey including scales measuring CASE and health 

outcomes including Quality of Life, Satisfaction with Life and lifestyle behaviours. Statistical 

analyses indicated that participants had low perceived control and influence over community 

affairs together with high perceived control over their personal lives. Multiple regression 

analyses indicated the predictive role of CASE for health outcomes suggesting the potential role 

for health interventions targeting CASE. 

Keywords  

Social capital, control, self-efficacy, satisfaction with life, quality of life, lifestyle behaviours, 

women, Iran 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

144 

Introduction  

Social capital is a multi-dimensional concept that orients attention upon the connections among 

individuals and social networks including norms of reciprocity and trustworthiness (Gilbert et 

al., 2013; Yiengprugsawan et al., 2011). According to recent studies, there is growing 

recognition of the beneficial relationship between social capital and health and wellbeing 

(Gilbert et al., 2013; Yiengprugsawan et al., 2011). Social capital is often conceptualised as the 

two distinct types of structural social capital and cognitive social capital (Halpern, 2005). 

Structural social capital refers to the sharing of information and collective actions through 

established social structures and networks that are largely observable (Halpern, 2005). In 

contrast, cognitive social capital refers to shared norms, trust, and reciprocity and, as such, is a 

more subjective and less readily observed concept (Halpern, 2005).  

Control and self-efficacy (CASE), as primary components of cognitive social capital (Foxton 

and Jones, 2011), are associated with increased social engagement and civic participation (Singh 

and Udainiya, 2009).  Thus, having a high sense of CASE facilitates human functioning, and 

increases confidence in conducting a more active and self-determined life course. CASE reflects 

the individual’s belief of being able to control challenging environmental demands by means of 

adaptive action (Sahu and Rath, 2003). Hence, a high sense of CASE manifests as a self-

confident view of one’s capability to deal with certain life stressors (Sahu and Rath, 2003).  

Self-efficacy refers to the judgement that individuals make regarding their abilities to perform 

behaviours relevant to tasks/situations. It connects with an individual’s confidence to behave in 

such a way to create a favourable outcome. Self-efficacy underpins the ways people feel, think 

and act (Singh and Udainiya, 2009). Complementary to self-efficacy, control is used in the 

literature to indicate the influence and capacity of individuals to make social changes, 

particularly at the community level (Maton, 2008). 

In the current study, control and self-efficacy have been used together as a concept to show 

individuals’ influence at both individual and community levels. This approach builds on 

previous research that has predominantly used the term “self-efficacy” to focus upon the 

personal/individual level. The concept of “control and self-efficacy” or “CASE” used in the 

present study captures the participants’ sense of control in social situations and their individual 

expression of self-efficacy. This approach draws on the review of social capital indicators by 

Foxton and Jones (2011) where CASE is discussed as an holistic concept encompassing an 

individual’s influence on both the personal and the local/community levels (Foxton and Jones, 

2011). 
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According to the literature, high levels of CASE contribute to high levels of engagement with 

others, cooperation among individuals and groups, and positive intimate relationships, which 

subsequently result in subjective wellbeing, including life satisfaction (Singh and Udainiya, 

2009). Additionally, high CASE is related to the regulation of the stress process, better physical 

condition, better adaptation to, and recovery from acute and chronic diseases (Bisschop et al., 

2004; Kuijer and De Ridder, 2003). In contrast, low CASE is related to increased symptoms of 

anxiety and depression (Kashdan and Roberts, 2004), as well as lower levels of subjective 

wellbeing (Karademas, 2006; Bandura et al., 2003). Furthermore, literature reviews have 

identified specific research studies that have discovered significant relationships between self-

efficacy and a variety of health-related behaviours (Sahu and Rath, 2003). 

Although there have been some studies exploring CASE as a main component of cognitive 

social capital, much of the research has been undertaken in Western industrialised nations (De 

Silva et al., 2007; Mitchell and Bossert, 2007; Yip et al., 2007; Harpham et al., 2002). In 

countries such as Iran where the societal structures are quite different, there has been very 

limited research into the role of CASE in shaping quality of life and wellbeing. This is an 

interesting line of research given the paternalistic nature of the Iranian society, including the 

status of women (Mahdi, 2003). Furthermore, although CASE are considered for both 

individual and societal matters, in much of the research conducted to date, it has generally been 

measured for the individual matters, or micro level of society. 

The primary aim of this study is to examine how perceived CASE over individual and societal 

matters are associated with subjective wellbeing and lifestyle behaviours of young Iranian 

women. To focus on the study aim, several hypotheses have been developed. It has been 

hypothesized that for young Iranian women: 

∙ CASE over societal matters is lower than individual matters; 

∙ Socio-demographic and socio-economic variables are related to CASE. It has been 

hypothesised that age, education, and income are negatively correlated with perceived 

CASE  over the societal matters, while religiosity and public employment are positively 

correlated with perceived CASE over the societal matters; 

∙ CASE over both individual and societal matters are positively related to subjective 

wellbeing and healthy lifestyle behaviours; and 

∙ Perceived CASE over both individual and societal matters predict subjective wellbeing and 

lifestyle behaviours. 
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Methods 

Participants and procedure  

The target population of this research is young Iranian women aged between 18-35 years with 

the sample drawn at the city of Shiraz, Iran. The 18-35 years age range is consistent with the 

definition of young adulthood and with the classification of young Iranian women in Iran’s 

national statistics (Erikson, 1959; Iran Census Population, 2011). Multi-stage cluster sampling 

was used for data collection. In stage one, as Shiraz is organised as ten major districts, five of 

these were randomly selected as sampling locations. In stage two, important community 

locations were randomly chosen within each of the five sampling locations (e.g. public and 

private universities, public and private workplaces, religious communities, health care centres, 

and public places). These different locations provided access to individuals with different socio-

economic and socio-demographic characteristics. In the last stage, 420 young women were 

recruited out of approximately 500,000 women aged 18-35 in Shiraz (Iran census population, 

2011) through convenience sampling. The estimation of sample size required was 383 by 

considering Alpha error of 5%. 

A paper-based anonymous questionnaire was used for data collection with the questionnaires 

completed by participants in the general vicinity of researchers. To encourage completion of the 

surveys, a researcher who spoke the same language as the participants, was available to answer 

questions and provide assistance. This strategy has been used previously to increase survey 

completion (Liamputtong, 2009). On completion of the survey, a small gift of a box of 

chocolates was given to each participant as a sign of appreciation.   

Measurements 

Control variables 

Socio-demographic and socio-economic variables were included as control variables. Socio-

demographic variables included were age, ethnicity, identified religion, level of religiosity, 

marital status, parental status, and number of children. Socio-economic variables included were 

education, education of partner, occupation, and income. 

Independent variables/indicators 
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CASE scale: The CASE scale was adapted from the British General Household Survey (GHS) 

Social Capital scale as this scale covers perceived influence at both the individual and societal 

levels (Foxton & Jones, 2011). The GHS scale includes a 10-item scale comprising three 

domains which assess perceived control over community affairs (4 items), perceived influence 

over political decisions (4 items), and satisfaction with amount of control over personal life (2 

items). All three domains use a 5-point Likert scale from strongly disagree to strongly agree. A 

higher score indicates a higher level of self-efficacy, and a sum of the three domains yields a 

global score of perceived CASE over individual and societal matters (Foxton & Jones, 2011). 

Dependent variables/outcome variables 

Satisfaction with life scale (SwL). The SwL scale is a widely used and respected instrument to 

measure subjective wellbeing and shows cognitive-judgmental aspects (Diener, Emmons, 

Larsen, & Griffin, 1985). This scale is a five item self-report measure using a seven point Likert 

scale (1 = strongly disagree through 4 = neutral to 7 = strongly agree) with a summated scores 

range from 5 (low satisfaction) to 35 (high satisfaction) (Carufel and Wright, 2012). 

Quality of life (QoL). The Persian/Farsi version of the WHOQoL-BREF, was used to assess this 

component of subjective wellbeing. It has satisfactory reliability and validity for assessing QoL 

of Iranian people (Masoud, Farid, & Masoud, 2011). The WHOQoL-BREF contains a total of 

26 items examining four domains including physical, psychological, social and environmental 

QoL (Ohaeri, Awadalla and Gado, 2009) 

Lifestyle behaviours. For lifestyle behaviours, the third outcome variable, the International 

Health and Behaviour survey was used for measuring health behaviours of smoking, alcohol 

consumption and physical activity. The response options of smoking range from 1 (never 

smoke) to 8 (usually smoke more than 20 cigarettes per day). For drinking the response option 

range from 1 (a non-drinker) to 4 (a regular-drinker) and for physical activity the response 

option range from 1 (never) to 5 (every day) (UCLA, 2009). 

Statistical analysis  

For data analysis the Statistical Package for the Social Sciences (SPSS) version 20.0 was used. 

Descriptive statistics were calculated and presented as the mean with standard deviation. Mean 

scores between-groups were compared using ANOVA and t-test. Correlations between QoL, 

SwL scales and the CASE scale were calculated using Pearson’s correlation coefficients. 

Multiple linear regressions were also used to predict health related variables of CASE domains. 
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In order to assess CASE adequacy, confirmatory factor analysis (CFA) with structural equation 

modelling was used. A number of fit indexes were used to assess the adequacy of model fit. 

After assessing all possible models, a final best model was settled upon that represents a fit 

scale with ten items (χ2=2.128, RMSEA=0.054). Reliability and validity of this scale was 

assessed. The composite reliability indices (C.R) obtained for the study domain were greater 

than the 0.7 threshold that confirms the acceptable reliability of the instrument. In addition, the 

three domains scored an average variance extracted (AVE), the portion of the construct variance 

explained by its items, higher than the 0.5 thresholds indicating a high convergent validity. The 

assessment of the adequacy of this scale has been explained in more detail in a methodological 

study (Salehi et al., 2014). 

Ethical approval for this study was granted by Human Research Ethics Committees of the 

researcher’s Australian university and a local partner university (GU Ref No: 

PBH/38/12/HREC). 

Results 

Of the 420 participants who were approached to participate in the study, 391 answered the 

questions, making for a response rate of 93%. The mean age of participants was 27, and 78% 

being of Fars ethnicity. The majority of participants were Muslim (96%), of which 40.4% had 

an average level of religiosity. Most of the participants (76.4%) had a tertiary qualification and 

48% of participants had paid employment. The summary of socio-demographic characteristics 

has been provided in Table 1. 
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Table 1 – Socio-demographic and socio economic variables of participants 

  Frequency  % 

Ethnicity  
 

Fars 
Turk 
Lor 
Other 
Missing 

305 
39 
40 
5 
2 

78 
10 
12 
1.3 
0.6 

Religiosity 
 

Shia 
Sunni 
Other 
Missing/NA 

375 
11 
3 
2 

95.5 
2.8 
0.8 
0.6 

Level of religiosity 
 

Very active 
Somewhat active 
Not very active 
Not active at all 
NA 

18 
158 
136 
71 
8 

4.6 
40.4 
34.8 
18.2 
2 

 
Education 
 

Postgraduate 
Degree 
Diploma/Certificate 
Secondary school 
Primary school 
NA 

60 
239 
73 
14 
4 
1 

15.3 
61.1 
18.7 
3.6 
1 
0.3 

Occupation 
 

Managerial 
Professional 
Clerical 
Labours 
Home duty 
Unemployed 
Student 
Missing 

37 
51 
85 
6 
68 
36 
96 
18 

8.8 
13.7 
21.7 
1.5 
17.4 
7.7 
24 
4.6 

Type of employment 
 

Government 
Private 
NA 

61 
132 
198 

15.6 
33.8 
50.6 

Marital status 
 

Single 
Married 
Divorced 
Widow 
NA 

192 
178 
7 
5 
9 

49.1 
45.5 
1.8 
1.3 
2.3 

Education of partner 
 

Postgraduate 
Degree 
Diploma/Certificate 
Secondary school 
Primary school 
NA 

20 
88 
56 
9 
10 
208 

5.1 
22.5 
14.3 
2.3 
2.6 
53.2 

Parental status 
 

No children 
Children 
NA 

87 
127 
177 

22.3 
32.5 
45.3 

Number of children 
 

0 
1 
2 
3 
NA 

35 
59 
32 
13 
252 

9 
15.1 
8.2 
3.3 
64.5 
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With regard to the sense of CASE, findings show that participants disagree (agreement less than 

50%) with most of the items of control and influence over community affairs (domain one) and 

political decisions (domain two) (Table 2). In contrast, participants reported a higher agreement 

(more than 50%) in terms of their control over their personal life (domain three) (Table 2). 

Table 2 - Level of group agreement with control and self-efficacy items (n=391) 

Highest 

agreement 

(≥75% subjects) 

Moderate agreement 

(66–74% subjects) 

Bare agreement 

(50–65% subjects) 

Disagreement 

(<50% subjects) 

 I think things get better 

in future (68.8%); 

 

By working together, 

people in my 

neighbourhood can 

influence decisions that 

affect the neighbourhood 

(53.7%); 

I have control on my life 

(56.5%); 

 

 

I am able to influence neighbourhood 

(19.7%); 

I am ab le to influence local decision 

(16.3%); 

By working together, people in my area can 

influence decisions that affect the local area. 

(38.8%); 

I have a say in political issues (11.7%); 

Government treat me fairly (11.8%); 

My vote makes a difference (19.2%); 

It is matter which party is in power (44.3%); 

Group agreement defined as ≥50% of subjects rated the item as: agree/completely agree - group 

disagreement: <50% of subjects rated the item as: agree/completely agree 

The means, standard deviations, and the correlation matrix between all variables included in this 

study are presented in Table 3. The results indicate that participants had low perceived control 

and influence over community affairs (m: 11.7, score range: 4-20) as well as political decisions 

(m: 10.2, score range: 4-20). However, they had higher perceived control over their personal 

lives (mean score of 7.3 with the score range of 2-10). Moderate positive correlations were 

identified between SwL, all domains of QoL and all domains of CASE (p< 0.001), and high 

positive correlations were found among the three domains of CASE. In addition, negative 

correlations were identified between CASE domain 2 (influence over political decisions) and 

both age and income per household, as well as between CASE domain 1 and 2 (control over 

community affairs and influence over political decisions), and both alcohol consumption and 

smoking. Furthermore, the result reveals a positive correlation between domain 3 (control over 

personal life) and exercise. 
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Table 3 - Correlation test for control and self-efficacy domains with subjective wellbeing and 
lifestyle behaviours 

 Control over 

community affair 

Control over political 

decision 

Control over 

personal life 

Control over community affair  0.423** 0.305** 

Control over political decision 0.423**  0.307** 

Control over personal life 0.305** 0.307**  

Physical QoL  0.26*** 0.14** 0.32*** 

Psychological QoL  0.30*** 0.27*** 0.44*** 

Social QoL  

 

0.16*** 0.19*** 0.28*** 

Environment QoL  0.25*** 0.31*** 0.37*** 

SwL 0.26*** 0.31*** 0.38*** 

Smoking -0.20*** -0.24*** - 

Drinking -0.20*** -0.31*** - 

Exercise - - 0.12* 

Age -    - 0.10* - 

Income per household -    - 0.13* - 

Mean 11.7 

(Score range: 4-20) 

10.2 

(Score range: 4-20) 

7.3 

(Score range: 2-10) 

SD 3.3 3 1.8 

*P<0.05 **p<0.01 ***p<0.001 

According to ANOVA and t-test analysis no differences were found for CASE domains in terms 

of level of religiosity, age, education, marital status, income, parental status, number of 

children, and education of partner. 

Table 4 shows the result of the multiple linear regression analysis. Even though the effect of 

confounding factors are considered, the overall prediction models for all components of 

subjective wellbeing and lifestyle behaviours and CASE domains were statistically significant. 

Within CASE, domain 1 (control over community affairs) was a significant predictor for 

physical and psychological QoL as well as smoking. Domain 2 (influence over political 

decisions) was a significant predictor for psychological, social and environment quality of life, 

satisfaction with life, smoking and drinking, whilst domain 3 (control over personal life) was a 

significant predictor for all domains of QoL, SwL and exercise. 
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Table 4- Predictors of QoL, SwL and behavioural health in multiple regression analyses 

Dependent variables  Predictors B                       SE                        R2 

Physical QoL Constant (55.38)   13.5 

Control over community affairs  0.62 0.17***  

Control over personal life 1.76 0.32***  

Psychological QoL  

Constant (26.75) 
   

Control over community affairs  0.58 0.21** 23.6 

Influence over political decisions  0.47 0.22*  

Control over personal life 2.92 0.37***  

Social QoL  

Constant (31.32) 
   

 Influence over political decisions  0.51 0.22* 9 

 Control over personal life 1.90 0.39***  

Environment QoL  

Constant (33.22) 
   

 Influence over political decisions  0.98 0.20*** 18 

 Control over personal life 2.32 0.36***  

SwL  

Constant (7.11) 

   

 Influence over political decisions  0.45 0.09*** 19 

 Control over personal life 1.11 0.17***  

 

Smoking 

 

 

Constant (5.31) 

Control over community affairs  

Influence over political decisions  

 

 

0.05 

0.10 

 

 

0.02* 

0.02*** 

 

7 

 

Drinking 

 

 

Constant (3.24) 

Influence over political decisions  

 

Constant (1.91) 

 

 

0.05 

 

 

0.00*** 

 

 

9 

Exercise Control over personal life 0.08 0.03* 1 

Discussion 

Although CASE has been measured in the context of individual matters in many studies, there 

have been only a few studies that measure this construct for both individual and societal 

matters. This study is among the first to measure CASE in a society like Iran for both individual 

and societal matters. 

The findings of the current study indicate that participants do not perceive they have control or 

influence over their community affairs and political decisions. This suggests that young Iranian 

women perceive more control over their personal life for individual matters in comparison with 

broader societal matters (community affairs and political decisions). This confirms the 

hypothesis of the current study that the average level of perceived CASE over the societal 

matters is lower than for individual matters. Low levels of political participation by women 

have been reported by previous research in comparable countries (Basu, 2005; Jayalakshmi, 

2012). For example, a recent study conducted by True and colleagues (2013) regarding 

women’s political participation in four sub-regions of Asia and the Pacific demonstrated that the 
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political participation of women was low in all four sub-regions (excluding Australia, and New 

Zealand). True and colleagues’ study also revealed that as a nation’s economy improves, while 

the political participation of women increases, the increase is not commensurate with the 

economic advances (True et al., 2013). This situation maintains a disparity in involvement and 

influence over social/community matters between men and women. Equitable social 

involvement requires the active and willing engagement of citizens working together within a 

participative community, as creators of their social world, rather than as passive recipients of 

fate or government policy (Onyx and Leonard, 2000). 

The findings of the current study support a model that perceived high CASE over both 

individual and societal matters is linked with better subjective wellbeing as well as healthier 

lifestyle behavioural choices. In addition, the predictive role of CASE for health and wellbeing 

variables has been confirmed in this study. A growing body of literature is in agreement with 

this finding, showing that self-perception of CASE has health implications, and that there is a 

strong relationship between CASE, wellbeing and functioning (Mohnen et al., 2013; Pisanti, 

2012; Karademas, 2006; Caprara et al., 2006; Kawachi and Berkman, 2003). A sense of CASE 

can act as a buffer in stressful situations, increasing the motivation of individuals to seek 

resources during such challenging situations (Mohan and Mohan, 2002). However, most of 

these studies regarding health, CASE have been conducted at the individual level, and only a 

few studies have discussed the relationships between community/political engagement and 

health and wellbeing. Hence, the finding of the current study could be valuable in terms of 

emphasizing the connections between CASE, health and wellbeing, not only at the individual 

level but also at the societal level. 

This study’s findings show a negative correlation between CASE domain 2 (influence over 

political decisions) and age, confirming our hypothesis. This indicates that with increased age of 

young women (18 to 35), their perceived control and influence over political decisions decrease. 

The possible reason for this could be due to negative experiences with influencing political 

decisions, affecting individuals’ perceptions of political affairs over time. It could be anticipated 

that as Iranian women’s perception of control and influence over community and political 

affairs decreases with age there would be a commensurate decline in efforts to engage in 

broader community and societal dialogues. 

Moreover, it has also been hypothesized by the current study that there is an inverse relationship 

between socio-economic status and the perceived control and influence over political decisions. 

This hypothesis is based on the assumption of this study that in paternalistic societies like Iran 

those individuals with a higher education and income may perceive less control and influence 
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over political decisions. The findings of the present study confirm this hypothesis reporting an 

inverse relationship between income and perceived control and influence over political 

decisions. In contrast, previous research in Western democracies has found a positive 

relationship between socio-economic status, political participation, and influence over political 

affairs (Walsh et al., 2004; Milbrath and Goel, 1977). The fundamental difference between the 

results of the current study and these previous studies is an important finding. It highlights how 

the type of political system in place impacts capacity and interest in taking active roles in 

society. Yet may be opposite in more paternalistic societ ies. This will, in turn, influence 

direction of society/debater/dialogue within society about decisions and future directions of 

community/society. This is a potential loss to society as their possible contribution to the 

wellbeing of society is lost/reduced/not heard. In support of this statement literature also shows 

that although social capital creates opportunities for social participation of individuals, it may 

also constitute a significant barrier for social connections and social influence in closed societies 

(Portes, 1998). Negative effects of social capital occur in societies where social capital is used 

as a private, rather than a public good, or when individuals or groups are isolated from certain 

networks (Field, 2003). For example, in paternalistic societies, control belongs to powerful 

governments or workplaces that limit social connectedness of people (Leonard and Onyx, 

2004). Such situations enforce strict conformity, infringe on individual freedom, and create 

pressure in terms of the level of social connections, social control and influences (Quibria, 

2003). 

Limitation 

Although this study has been done in one of the biggest cities of Iran (Shiraz), the sample may 

not have been representative of other cities in Iran and should be extrapolated with caution. A 

second limitation of this study could be that participants with public jobs may have answered 

questions cautiously compared with other groups, particularly those questions regarding 

influence over political decisions. A final limitation of the current study, like most cross-

sectional studies, is that information regarding both CASE and subjective wellbeing is self-

reported and therefore is subject to reporting biases (Poortinga, 2006). 

Summary and conclusion 

The current study, the relationship between perceived CASE and subjective wellbeing and 

lifestyle behavioural choices was confirmed. Low control and influence over community affairs 

and political decisions was shown to be associated with a lower sense of subjective wellbeing 

and increased negative health behaviours among young Iranian women. The potential of loss of 

social participation by women for individual and community wellbeing in Iran has been 
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highlighted in the current study. Therefore, in order to change risk-taking behaviours and 

improve individual, community and societal health, interventions which increase women’s 

CASE particularly over the societal matters should be a priority. 

The key recommendations for improving CASE for women would be the implementation of 

policies and strategies to improve participation, not only at the level of the individual, but also 

at the community and societal levels. An intervention program to increase the number of 

local/community groups (e.g. residents associations, sports groups, parent-teacher associations, 

school or religious groups, volunteer activity groups), and national groups (e.g. charitable 

organizations, political groups, environmental groups) may assist social engagement. Hence, 

increased social engagement could, in turn, result in more cooperation, reciprocity, and trust in 

society and consequently enhance individuals’ social influence over societal matters.  

This study contributes to knowledge regarding the protective role of high perceived CASE for 

subjective wellbeing and healthy behaviours. Future studies need to address whether perceived 

CASE reduces the risk of more serious health outcomes, such as depression and anxiety. Hence 

a longitudinal design taking into account both long and short term periods, would provide a 

more stringent test of CASE and its ability to improve subjective wellbeing. 
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5.5 Conclusion 

This chapter reported a positive connection between the cognitive aspect of social capital and 

wellbeing and lifestyle behaviours of young Iranian women. It has been reported that trust in the 

different layers of society (e.g. trust in media, trust in institutions, trust in neighbours, and 

general trust) is positively correlated with wellbeing outcomes and healthy lifestyle behaviours. 

Increased trust enhances cooperation between individuals across all layers of the society, 

thereby improving social capital within a society (Leonard & Onyx, 2004). Hence, trust results 

in a sort of insurance, a sense that individuals belong to a caring community, where help will be 

provided. Through trust, individuals learn the value of reciprocal interactions and, as 

relationships develop, favours may be asked for, offered and returned. Thus, communities and 

societies that rely on reciprocity and mutual assistance are more effective than are fragmented, 

distrustful societies (Leonard & Onyx, 2004). In addition, according to the findings presented in 

this chapter, a high sense of control and self-efficacy manifests as a self-confident view of one’s 

capability to deal with life stressors and is positively linked to wellbeing and lifestyle 

behaviours of young Iranian women. Therefore, having a high sense of control and self-efficacy 

facilitates human functioning and increases confidence in conducting a more active and self-

determined life. Cognitive and structural dimensions of social capital are complementary, 

building each other up, and have been shown to have predictive roles in health and wellbeing 

outcomes. The structural aspect of social capital will be explained in the next chapter. 

 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

159 

6 Chapter Six: Structural social capital, wellbeing, and lifestyle behaviours  

6.1 Introduction 

Social capital is a multi-dimensional concept (Hean et al., 2003) and refers to connections 

among individuals and social networks, along with norms of reciprocity and trustworthiness that 

arise from them (Putnam, 2000). Social network refers to the structural aspect of social capital 

and reflects the connectedness of individuals within a given community (Harpham et al., 2004; 

Onyx & Leonard). In this chapter, the structural dimension of social capital will be explained at 

both individual and societal levels. This includes the connections and social ties with family, 

relatives, friends, and colleagues in addition to community and civic participation, such as 

volunteering, political participation and voting. 
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6.2 Paper eight - Social networks, social support and health 

 

 

 

 

 

 

 

 

 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

161 

Abstract 

Low social support is linked with significant adverse lifestyle choices and decreased well-being. 

In transitional societies, such as Iran, little research has explored the relationship between social 

support and well-being, particularly in young women. This study explored the role that social 

support plays in influencing the well-being and lifestyle behaviours of young Iranian women. It 

used a mixed method cross-sectional design. 391 young Iranian women with the mean age of 27 

completed a survey in 2013 to explore the social support systems and their relationships with 

well-being outcomes and lifestyle behaviours. Descriptive and inferential analyses were used for 

quantitative data and content analysis used for open-ended questions. Social support was found 

to be low among young Iranian women. Only 35% of participants reported three or more close 

social ties and the degree of socializing was limited. Close family and relatives were the main 

source of social support. The highest and lowest social support was related to instrumental 

(58.5%) and emotional support (20.9%) respectively. Correlation and regression analyses 

demonstrated effective social support was positively associated with healthy lifestyle 

behaviours and better well-being outcomes. In addition, employment and education positively 

correlated with the levels of social support. This study demonstrates that identification of the 

pathway of social support may be useful in the planning and delivery of strategies to enhance 

healthy lifestyle behaviours and enhance well-being outcomes for women in transitional 

countries. 

Keywords: Social support, well-being, lifestyle behaviours, young women, women’s health, 

Iran  
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Recently there has been increasing interest in the phenomena of social support and particularly 

its relationship with health and well-being outcomes (Cohen & Janicki-Deverts, 2009). When 

investigators write about the impact of social relationships on health, many terms are used 

loosely and interchangeably including social networks, social ties and social integration. 

Berkman et al (2000) present a conceptual model of how social networks impact health. We 

envision a cascading causal process beginning with the macro-social to psychobiological 

processes that are dynamically linked together to form the processes by which social integration 

links to health and wellbeing outcomes. They argue that networks operate at the behavioral level 

through four primary pathways: (1) provision of social support; (2) social power; (3) social 

engagement and attachment; and (4) access to resources and material goods (Berkman, Glass, 

Brissette, & Seeman, 2000).  

Social support is defined as the ‘resources provided by others’ through social networks  (Reblin 

& Uchino, 2008). Social support can be conceptualized in terms of structural components; that 

is, social interactions and social participation, and functional components including different 

kinds of transactions between people such as favors or emotional support (Reblin & Uchino, 

2008). Alternatively, structural social support can be simply defined as the number and 

frequency of contacts between different social groups, such as members of family, friends, 

relatives, neighbors, and colleagues. Functional social support is viewed as social relations 

resulting from interactions between the members of a social network (Yun, Kang, Lim, Oh, & 

Son, 2009).  

People may have a variety of different social ties. However, not all ties are supportive and there 

can be variation in the type, frequency, intensity and extent of support provided. For instance, 

some ties provide only one type of social support while other ties provide several types of 

functional support - such as instrumental, emotional, and informational support (Berkman, 

Glass, Brissette, & Seeman, 2000). Emotional support is the level of caring, love, sympathy, 

understanding, esteem and value that individuals have in their relationships (Berkman, Glass, 
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Brissette, & Seeman, 2000). This kind of support usually relates to an intimate social tie, such 

as a partner, although it can be provided by other people in particular situations. Instrumental 

support is about providing help, aid or assistance for tangible needs and informational support 

refers to the provision of advice or information on a needed occasion (Berkman, Glass, 

Brissette, & Seeman, 2000). Thus it is not only the interplay of social support within a network 

or social system that is important, but also types and sources of support which affect health 

outcomes. 

Structural and particularly functional social support is known to lead to a better state of health, 

and well-being. Studies have reported that socially-integrated people live longer (Cohen and 

Janicki-Deverts, 2009). A higher level of social support decreases the chance of damaging 

stressful life events, and the risk of depression (Lin, Dean, & Ensel, 2013). Social support, 

therefore, enhances lifestyle behaviours through increased self-esteem, improving interpersonal 

skills, acting as a buffer to stress, facilitating empowerment and fostering a sense of security 

through engaging people in social exchange (Berkman, Glass, Brissette, & Seeman, 2000). 

Individuals function optimally when they live in a socially-supportive environment (Salehi, 

Harris, Coyne, & Sebar, 2014). 

The literature indicates that women with limited social support are at high risk of depression and 

excessive alcohol consumption, self-harm and even suicide (King et al., 2008). Although there 

have been some studies exploring social support as the main protective aspect of social capital, 

much of the research has been undertaken in Western nations (De Silva, Huttly, Harpham, & 

Kenward, 2007; Yip et al., 2007). In transitional countries, such as Iran (in this case theocratic), 

societal structures can be quite different for women, directly related to religious regulations. In 

this context, there has been limited research into the role of social support in shaping young 

women’s well-being and lifestyle; especially in relation to the cultural and social context of 

Iranian society impacting leisure activities and social opportunities (Salehi, Harris, Coyne, & 

Sebar, 2014). 
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The main aim of this study was to examine how structural and functional social support systems 

correlate with the lifestyle behaviours and well-being outcomes of young Iranian women. Based 

on the review of other related Westernized studies (although it should be noted that they mainly 

focus on participant populations who are already ill or unwell – not healthy populations as in 

this study), it was tentatively hypothesized that both functional and structural social supports 

would have a positive relationship with well-being and lifestyle behavior outcomes in a healthy 

female population. 
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Method 

Study design and procedures  

This study is a part of a larger program of doctoral research. A multi-stage cluster convenience 

sampling technique was used to recruit 391 participants who were young Iranian women aged 

18-35 years residing in ten different districts of Shiraz, Iran. The study population has been 

described in an earlier paper (Salehi et al. 2015) 

Measurements 

Control variables  

Socio-demographic variables included were age, ethnicity, identified religion, level of 

religiosity, marital status, parental status, number of children, education, education of partner 

and personal occupation and income. Socio-demographic variables were selected based on the 

standards provided in the Iranian databases (e.g., http://www.magiran.com/, and http://sid.ir/), 

as well as using questions that have been widely used in similar studies (Hajian-Tilaki, et al. 

2014). Ethnicity was categorized based on the three major dominant ethnicities in Shiraz of 

Fars, Lor, and Turk. Religiosity was measured through a single question with response options 

ranging from 1 (not religious at all; never following religious practices) to 4 (very religious; 

following religious practices very often) (Rieger, 2008).  

Independent variables/indicators 

Structural social support scale: A scale was adapted from the British General Household 

Survey (GHS) Social Capital scale (Foxton & Jones, 2011). The ‘structural social support scale’ 

consists of three domains; number of close social ties (including close relatives, and close 

friends), frequency of contacts (e.g. contacts with friends, family, neighbors, and colleagues), 

and depth of socializing (e.g social groups and gatherings). The number of close social ties was 

http://www.magiran.com/
http://sid.ir/
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measured on a scale with the five response options of 0, 1-2. 3-5, 6-9, and 10 or more. The 

frequency of contacts and depth of socializing was measured on a scale with five responses 

from never=1 to very frequently=5.  

Functional social support scale: For measuring functional social support, again a scale adapted 

from the British General Household Survey (GHS) Social Capital scale was used. The 

‘functional social support scale’ is a 14-item measure comprising three domains of instrumental 

support, informational support, and emotional support. It was measured on a scale from never=1 

to very frequently=5. Higher scores on each of the domains indicate higher levels of social 

support, and a sum of the domain scores yields a composite measure of overall perceived social 

support. In addition, participants were asked about the main sources of social support for the 

three social support domains. A summary of scales and domains for both structural and 

functional support is provided in Appendices 1 and 2.   

An item-review process was conducted with a panel of Australian and Iranian public health 

experts to assess the content validity of the questionnaires adapted from the British General 

Household Survey (GHS) Social Capital scale (Foxton & Jones, 2011).  In addition, a pilot 

study with 15 participants was conducted in order to ensure that the instrument was population 

appropriate. In order to measure the reliability of the instrument Alpha Cronbach and test-re-test 

procedures were conducted. The Alpha Cronbach was 0.89 which shows an acceptable 

reliability for this scale. The test-retest procedure was conducted with 10 participants at an 

eight-day interval and showed a correlation coefficient of 0.83 between two sets of responses. It 

demonstrated an acceptable reliability for this scale.  

Dependent variables 

Satisfaction with life scale (SwL): The SwL scale is a widely used and respected instrument to 

measure subjective well-being. This scale is a five item self-report measure using a seven point 

likert scale (1 = strongly disagree through 4 = neutral to 7 = strongly agree) with a summated 

http://www.statistics.com/index.php?page=glossary&term_id=309
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score range from 5 (low satisfaction) to 35 (high satisfaction) (Tagharrobi, Sharifi, Sooky, & 

Tagharrobi, 2012). The reliability and validity of this scale has been confirmed with Iranian 

populations (Tagharrobi et al., 2012).  

Quality of life (QoL): The Persian version of the WHOQoL-BREF was used to assess this 

component of subjective well-being. It has satisfactory reliability and validity for assessing QoL 

of Iranian people. The WHOQoL-BREF contains a total of 26 items examining four domains 

including physical, psychological, social and environmental QoL (Yousefy et al., 2010). This 

scale consists of three parts. The first part relates to subjective well-being, general life 

satisfaction and global QoL (Salehi, Harris, Coyne, & Sebar, 2014). The second part of the 

WHOQoL- BREF concerns health related quality of life issues (HRQoL) and consists of the 

physical health and psychological health domains. The third part of the questionnaire deals with 

social relations and environment domains.  

Lifestyle behaviours: For lifestyle behaviours, the International Health and Behaviour Survey 

was used for measuring health behaviours including smoking, alcohol consumption and 

physical activity (University College London, 2009). The response options of smoking 

measured on a scale with eight options from never=1 to usually smoke more than 20 cigarettes 

per day=8. The response options for drinking were measured on a scale with four options from a 

non-drinker=1 to a regular-drinker=4, and for physical activity the response optionswere from 

never=1 to every day=5 (University College London, 2009).  

Qualitative component of study 

Incorporated into the structured questionnaire, several open-ended questions were posed for 

additional narrative detail on the perceived barriers regarding both structural and functional 

social support. There were four questions about structural social support, including barriers to 

socialization with family, friends, colleagues, and neighbors and one question regarding barriers 

related to functional social support. Questions included:  
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- What are the main barriers for socialization related to your social networks including 

family, friends, neighbors, or colleagues? 

- Who are your main sources of social support and why?  

Statistical analysis 

Descriptive statistics used mean and standard deviation scores. Mean scores between-groups 

were compared using ANOVA with pairwise comparisons based on Tukey’s method and t-test. 

Correlations between QoL, SwL and social support scales were calculated using Pearson’s 

correlation coefficients. Multiple linear regressions were also used to predict health related 

variables associated with social support. Stepwise multiple linear regressions were used in order 

to explore whether the social support variables, predict well-being and lifestyle behaviours of 

young Iranian women. No major violations were reported after checking the final regression 

model (e.g. linearity, homogeneity of variance of residuals and normality of residuals). 

However, some of the social support variables were not included in the regression analysis in 

order to minimize the collinearity between independent variables. In addition, in order to tackle 

the issue of missing data, s ingle imputation method of replacing missing values with means was 

used, which is a suitable method when there are a few number of missing data (Baneshi et al. 

2012, Salehi, Harris, Marzban, & Coyne, 2014). 

Thematic analysis was used in relation to the open-ended questions. An inductive, semantic 

approach to thematic analysis was selected as this method supported the exploratory nature of 

the study and ensured that the narrative identified was linked to the collected data (Braun & 

Clarke, 2006). This approach involved analyzing this data at a semantic level and identifying 

the surface meanings of what participants said. A key step in the analysis was generating a 

thematic ‘map’, which provided a visual understanding of how the themes related to each other. 

This then allowed patterns to appear and sub-themes to be grouped. In this regard, after line-by-

line coding, abstracted codes were grouped logically and initial tentative labels allocated 

as categories (Harding & Whitehead, 2016). Conceptual relationships between them were 

established as the researchers moved back and forth between them. As a result, a hierarchy of 
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categories and sub-categories evolved and subsequently emerged as specific themes (Harding & 

Whitehead, 2016). 

Ethics 

Approval to conduct the study was granted by the Human Research Ethics Committee of 

Griffith University in Australia (GU Protocol Number PBH/38/12/HREC) and a partnering local 

university human research ethics committee. As a token of appreciation, a box of chocolates 

was provided to participants upon completion of the questionnaire.   

Results 

Demographic characteristics 

Of the 420 subjects who were approached to participate in the study, 391 answered the 

questions, making for a response rate of 93%. The mean age of participants was 27, and 78% 

were of Fars ethnicity. The majority of participants were Muslim (96%), of which 40.4% had an 

average level of religiosity. Most of the participants (76.4%) had a tertiary qualification and 

48% of participants had paid employment. Details of the socio-demographic characteristics have 

been provided in a previous publication (Salehi et al., 2015). 

Structural and functional social support  

In terms of structural social support, findings show that only about 35% of participants had 

three or more close social ties including close relatives and close friends. Participants had the 

highest percentage of face-to-face and telephone contacts with their close relatives (e.g. parents, 

and siblings) which was 57.5% and 60.7% respectively, while the percentage of face-to-face and 

telephone contacts with friends was 32.2% and 41.7% respectively. The findings demonstrated 

that contacts with friends via the internet were triple that of contact with close relatives (16.6% 

vs. 5.5%). Overall, the participants socialized in indoor leisure activities with their family and 

relatives compared with friends (19.4% vs. 12.8%), and more outdoor activities with their 
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friends compared with family and relatives (15.6% vs. 10.3%). However, there was an overall 

low reporting of both structural and functional social support (Table 1).  

Participants stated, in the open-ended questions, that the most common barriers for structural 

social support (e.g. socialization with family, friends, neighbors, and colleagues) were related to 

a lack of time, money and also low socialization/leisure opportunities in their 

neighbourhood/local area:   

We are very busy during week days and we just have one day as the weekend for social 

gatherings [Fridays in Iran]. In addition, money is often a barrier to social gatherings. 

Based on our limited time and budget, we do not have that much opportunity to 

socialize and get together. So I prefer to spend most of my time and money on those 

who are very close to me (P.263 - 29 years). 

In addition to the lack of time and money as the general barriers, participants stated that they 

preferred to spend more time in leisure activities with their friends compared to their family. 

The most important perceived barriers for socializing with family and relatives included a lack 

of interest and lack of meaningful ‘common ground’. 

I like my parents and my family so much and enjoy being with them. However, I think I 

do not have that much in common with my parents. Maybe it is because of our 

age/cultural gap. So I prefer to spend more time for having leisure activities with my 

friends (P.4 - 19 years). 

Furthermore, participants identified cultural and societal conditions of their society as barriers 

for socializing with their friends and colleagues.  

I think we do not have that many facilities for social gatherings for young people; 

especially young women. The only thing that really makes me happy is getting together 

with friends. I have created the most amazing times with my friends. However, 
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sometimes we are restricted because of cultural and social rules, which change the 

expectations of parents with their children (P.13 - 23 years). 

Moreover, participants prefer to have moderate relationships/socializing with their co-workers 

as they perceive that it is difficult to mix work and personal lives together; mostly because of 

cultural and societal condition - but also a lack of trust. 

I would prefer not mixing my personal life with my workplace, my colleagues, and even 

my neighbors. I think there will be some consequences if we mix these things together - 

especially if we have a public job. So my relationships with work colleagues are mostly 

formal and just based on the work issues (P.116 - 33 years). 

Regarding functional social support, the findings show that young Iranian women’s perception 

of functional social support is moderate including instrumental support, emotional support and 

informational support. The highest level of perceived functional social support was related to 

illness occasions (58.5%). This is the only item with a percentage more than 50. The lowest 

percentage of functional social support was related to occasions when participants had problems 

with their partners (20.9%). Close family and relatives (e.g. husbands, parents, and siblings) 

were the main sources of functional social support for young Iranian women with percentages 

more than 50, except on the occasions when they had issues with their partners (37.3%).  

Participants stated in the open-ended questions that, in terms of functional social support, they 

mostly relied on their family (parents, siblings) when they needed financial, emotional and 

instrumental support. They considered trust to be the most important factor to facilitate personal 

issues. 

Most of the time, I really try to solve my problems myself and with my husband/partner, 

instead of asking my parents and friends to help me as I think they are busy with their 

own works/problems. However, if I need to speak with someone about my private 
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issues, or if I want to ask for help, my first priority is my family as I trust them more 

than anyone else (P.302 - 31 years). 

The findings of the t-test and ANOVA showed significant differences between both structural 

and functional social support and some of the demographic variables - such as the education of 

the partner, the number of children, occupation category, employment and parental status. 

Regarding structural social support, a higher number of close social ties were seen among 

parents with children, and the individuals with higher level of education (p ≤0.05). Greater 

social contact with friends and family and a higher depth of socializing was seen among parents 

with children, students and participants with professional and clerical occupations (p ≤0.01). 

Greater informational support was found among participants with children and students, and 

those with husbands with higher level of education (p ≤0.01). In addition, higher instrumental 

was found among participants whose partners had a higher level of education (p ≤0.01). A 

summary of analysis was provided in Table 2.  

A higher level of perceived overall functional social support was seen among groups with 

higher educational degrees. Greater emotional support was found among married participants 

(vs. single and widowed/divorced participants). Greater informational support was found among 

participants with children and students. In addition, higher instrumental and informational 

support was found among participants whose partners had a higher level of education. 

Structural and functional social support, lifestyle behaviours and well-being outcomes 

Table 1 demonstrates that, among structural social support domains, the first domain (number of 

close social ties) directly correlated with psychological QoL and general facet of QoL. The 

second and third domains of structural social support (contact with social ties and depth of 

socialization networks) correlated with all QoL domains, the general facet of QoL, and SwL. In 

addition, there was a positive correlation between contact with social ties as well as the depth of 

socialization networks with physical activity. Interestingly, there was a positive correlation 
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between depth of socialization networks with smoking and drinking behavior. Contact with 

social ties and depth of socialization networks both had negative correlations with age.  

In terms of functional social support, all domains (instrumental, emotional, and informational 

social support) were positively associated with all domains of QoL (including physical, 

psychological, social, and environmental QoL). In addition, there was a positive correlation 

between functional social support domains with general facet of QoL and SwL. However, there 

was no correlation between functional social support and lifestyle behaviours.  

Table 3 shows the results of the multiple linear-regression analysis. Even though the 

confounding factors were considered in the model, the overall prediction model for all 

components of QoL, SwL and lifestyle behaviours were statistically significant. Within 

structural and functional social support domains, contact with close social ties and informational 

support were the significant predictors for physical QoL. Informational support and depth of 

socialization networks were the main predictors of psychological and social QoL. Instrumental 

support and depth of socialization networks were the main predictors of environmental QoL. 

Depth of socialization networks and overall social support were the main predictors of SwL.  

Discussion  

This study is the first to examine structural and functional social support among young women 

in Iran. The conceptual model, underpinned by the work of Berkman and colleagues (2000), 

highlights the associations between social support, lifestyle behaviours and well-being 

outcomes. This study demonstrates that young Iranian women are only moderately satisfied 

with both structural and functional social support. For example, only about 35% of participants 

had three or more close social ties with whom they could speak to about their private matters. 

Based on the Berkman-Syme Social Network Index, this is a low number of close social ties and 

could be correlated with lower amount of social support individuals receive and consequently 

poorer health and well-being outcomes (Berkman & Syme, 1979). This indicates relatively low 
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levels of structural social support for Iranian young women. In addition, the level of functional 

social support was not high for young Iranian women when perhaps they may most need 

support, particularly when experiencing emotional issues. 

Although the level of functional social support reported was not high for young Iranian women, 

it is likely they would mostly rely on their very close social ties such as parents and siblings for 

social support. Societies such as Iran are more collectivist and interdependent in orientation 

wherein individuals traditionally receive most social support from close family and relatives. 

This is consistent with a study in young Malaysian adults (Tam, Foo, & Lee, 2011). In more 

interdependent cultures, individuals place more value on relationships and maintaining on-going 

harmony of these relationships, whereas, in more ‘independent’ cultures, people are encouraged 

to develop their distinctiveness (Taylor et al., 2004). These broad differences result in diverse 

expectations and norms between the relationships of individuals, social networks and, 

consequently, expectations regarding social support (Taylor et al., 2004). With respect to the 

population of interest in the present study, the findings of the research suggest cultural and 

religious restrictions on social freedom of young women may translate into relatively small 

social networks with a focus on family and relatives for social support. 

Our survey results show that the individuals who socialize more with friends, relatives, 

colleagues, and neighbors are more likely to report higher wellbeing, including satisfaction with 

life and quality of life, as well as better lifestyle behaviours such as more exercise. This finding 

is consistent with Berkman and Glass’s theory about social capital and health (2000) suggesting 

that social connections at the individual level create psychosocial mechanisms through which 

individuals attract a range of social support (emotional, instrumental, and informational) 

resulting in better psychological health and healthy behaviours.  

There have been a variety of diverse studies in different countries and different cultures 

demonstrating that the quality and quantity of social ties and social support are a strong 

determinant of health and well-being (Berry & Welsh, 2010; Borgonovi, 2010; Lindén-
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Boström, Persson, Eriksson, Hälsoakademin, & Örebro, 2009; Nakhaie & Arnold, 2010). For 

example, Rutledge et al. (2004) showed that having few or no close friends increases the risk of 

mortality and some diseases such as cardiovascular disease. Reblin and Uchino’s study 

demonstrated that both structural and functional social support have a positive link with quality 

of life, particularly in individuals with chronic diseases (Reblin & Uchino, 2008). They also 

confirmed the predictive role of structural social support in physical health. Another Japanese 

study highlighted that perceived health and well-being is linked with personal relationships and 

the level of social support among young women (Tsunoda, Yoshino, & Yokoyama, 2008). 

There could be different reasons for this strong relationship between social support, health and 

well-being. Social support operates by generating dispositional-like characteristics, including 

feelings of mastery, purpose, and positive affect - that are thought to motivate better lifestyle 

behaviours (Uchino, 2006). In addition, some theorists believe that social networks and social 

relations identified as structural social support are associated with better health because it is a 

marker of having social support for addressing life’s adversities (Uchino, 2006). One of the 

most evident correlations is how vulnerability to stress is buffered by access to different kinds 

of social support — emotional, informational and instrumental — mediated through social 

networks (Thoits, 2011). These supports enable individuals to enjoy better health as they face 

life’s adversities (Uchino, 2006). This is evident in examples of mutual assistance and social 

support among young Iranian women at the individual level, which were reported in answers to 

our survey. For instance, that in case of sickness, the support of family and friends plays a 

fundamental role for young Iranian women in ensuring access to healthcare services and 

facilities. This may be expressed, for example, through financial assistance, transportation 

services and help in dealing with doctors. Hence, individuals who lack strong social support 

tend to have dramatic and potentially dangerous reactions to adverse situations, which could 

adversely affect their medium to long term health and well-being outcomes (Chemaitelly et al., 

2012).  
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Furthermore, social engagement creates the opportunity for spreading healthy norms (Kawachi, 

Subramanian, & Kim, 2008), resulting in the promotion of healthy behaviours and better 

wellbeing status. Young Iranian women reported that social engagements, particularly with 

family and friends, encourage their healthy lifestyle behaviours such as exercise. This is in 

accordance with Vander Wal (2012), who argued that social interactions enhance the social 

norms that support healthy behaviours such as physical activity, or constrain unhealthy habits 

such as drinking and smoking (Vander Wal, 2012). Eriksson found that health behaviours are 

more linked to collective social identities than rational individual choices (Eriksson, 2011). 

Therefore, not only are individual behaviours of importance for the improvement and 

maintenance of health, but also the behaviours of and interaction with significant others within 

social networks. Hence, understanding the nature of pathways of social contribution and social 

support will contribute to the positive, healthy lifestyle behaviours and better wellbeing, as well 

as influencing community level decisions related to health and welfare.  

Finally, social engagement and participation provides opportunities for access to more services 

and resources with a direct bearing on health, and this could include resources such as 

employment opportunities and health services (Berkman, Glass, Brissette, & Seeman, 2000). 

The current study shows that social networking and the consequent social support result in more 

instrumental and informational support for young Iranian women, thus positively influencing 

their wellbeing. One of the most recent interesting hypotheses in this regard is related to an 

individual’s position or status in the social group and community hierarchy. Marmot (Marmot & 

Wilkinson, 1999) describes the phenomenon of “status syndrome”, whereby a person or a group 

who has more access to opportunities and chances than others in the same environment results 

in higher social status, and more advantages that is linked to health, wellbeing and happiness, 

through the positive sense of being privileged as well as a decrease in stress (Eriksson, 2011). 

In addition to the relationships between social supports, physical and psychological health, the 

literature shows that there is also a direct link in terms of social support and lifestyle behaviours 
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(Homish & Leonard, 2008). An individual’s shared norms might be link to lifestyle behaviours 

such as alcohol and cigarette consumption, dietary patterns, and physical activity. Although 

most of the studies show that social support interventions are related to healthy lifestyle 

behaviours, such as smoking cessation and decreasing alcohol consumption (Groh, Jason, & 

Keys, 2008) and improving fruit and vegetable consumption and physical activity (Emmons, 

Barbeau, Gutheil, Stryker, & Stoddard, 2006), the results of this study shows that a higher level 

of social networks increases negative health behaviours, including smoking and alcohol 

consumption, as well as positive health behaviours, such as physical activity. Yan and 

colleagues’ study (2009) posited similar findings. However, their study demonstrated that 

women with moderate social networks were less likely to smoke. The present study suggests 

that a higher amount of social networks, particularly leisure socialization in Iranian society and 

among young women, is related to an increase in unhealthy lifestyle behaviours such as 

smoking and drinking. This is an interesting finding as despite the alcohol ban policy in Iran as 

a Muslim society, there is a percentage of alcohol usage among young Iranian women (17.4%). 

The lack of opportunities for outdoor social and public activities may be central to the choices 

of young women and their lifestyle behaviours.  

This study also demonstrates that both structural and functional social support is higher among 

participants with higher socio-economic status. It appears that employment status, personal 

education level together with living with an educated partner, enhance social support. Those 

without these qualities tend to receive lower social support both from close social ties, such as 

family members, and from their surrounding community. Hence, based on these findings, in a 

society like Iran, women with higher incomes, higher education, and especially living with an 

educated partner will have increased social networking opportunities. Hence, perceived social 

support related to socio economic status has important implications for both policy-makers and 

future researchers in Iran in order to improve and/or maintain effective health outcomes.   

Limitation 
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This study has several limitations. First, there is a lack of categorization of different districts, 

such as wealthy and less wealthy areas, which could be considered determinants of health and 

wellbeing outcomes through social networking and/or social support in different areas. 

Secondly, this study was conducted in one of the municipal cities of Iran, containing higher 

levels of educated women, hence, the results needs to be generalized to other cities with caution. 

The last limitation is the cross-sectional nature of this research which prohibited assessment of 

the temporal and thus potentially causal relations of the variables. 

Conclusion   

This study provides evidence that there are significant positive associations between both 

structural and functional social support with lifestyle behaviours and well-being outcomes. 

Although there are some common issues and problems regarding the low level of subjective 

wellbeing in both western and transitional societies like Iran, these issues have more weight for 

Iranian women given their cultural and religious contexts. The lack of opportunities for outdoor 

social and public activities may be central to the choices of young women for more indoor 

leisure socialization and the greater uptake of unhealthy lifestyle behaviours. Nevertheless, there 

are some positive aspects of wellbeing and happiness which stand out in Iranian society 

manifested in the strong social contributions and social support that young Iranian women 

report they experience at the individual and/or micro level (such as strong social support from 

families). These positive findings are significant in terms of subjective wellbeing. 

Understanding the nature of pathways of social support may be useful in the effective delivery 

of promoting positive healthy lifestyle behaviours, such as physical activity, and enhancing 

well-being outcomes such as QoL and SwL. Further research is now required to better 

understand the relationships between social support and health so that effective interventions 

can be designed and implemented to enhance the opportunities for more social support in 

Iranian young women and improving their lifestyle behaviours and well-being.  

Conflict of interest 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

179 

The authors declare no conflict of interest. 

References  

Bartley, M. (2004). Health inequality: An introduction to theories, concepts and methods.  

Berkman, L., Glass, T., Brissette, I., & Seeman, T. E. (2000). From social integration to health: Durkheim 

in the new millennium. Social science & medicine (1982), 51(6), 843-857.  

Berkman, L. F., & Glass, T. (2000). Social integration, social networks, social support, and health. Social 

epidemiology, 1, 137-173.  

Berkman, L. F., & Syme, S. L. (1979). Social networks, host resistance, and mortality: A nine -year 

follow-up of Alameda county residents. American Journal of Epidemiology, 109, 186-204.  

Berry, H. L., & Welsh, J. A. (2010). Social capital and health in Australia: An overview from the 

household, income and labour dynamics in Australia survey. Social science & medicine, 70(4), 

588-596. doi: 10.1016/j.socscimed.2009.10.012 

Booth, R. G., Cohen, S., & Cunningham, A. (2001). The state of the science: the best evidence for the 

involvement of thoughts and feelings in physical health. Adv mind-body med, 17, 2-59.  

Borgonovi, F. (2010). A life-cycle approach to the analysis of the relationship between social capital and 

health in Britain. Social science & medicine (1982), 71(11), 1927-1934. doi: 

10.1016/j.socscimed.2010.09.018 

Braun, V., & Clarke, V. (2006). Using themat ic analysis in psychology. Qualitative research in 

psychology, 3(2), 77-101.  

Carlson, L. E., Goodey, E., Bennett, M. H., Taenzer, P., & Koopmans, J. (2002). The addition of social 

support to a community-based large-group behavioral smoking cessation intervention: improved 

cessation rates and gender differences. Addictive Behaviours, 27(4), 547-559. doi: 

10.1016/S0306-4603(01)00192-7 

Chemaitelly, H., Kanaan, C., Beydoun, H., Chaaya, M., Kanaan, M., & Sibai, A. M. (2012). The role of 

gender in the association of social capital, social support, and economic security with self-rated 

health among older adults in deprived communities in Beirut. Qual Life Res.  

Cohen, S. (2004). Social relationships and health. American Psychologist, 59, 676-684.  

De Silva, M. J., Huttly, S. R., Harpham, T., & Kenward, M. G. (2007). Social capital and mental health: a 

comparative analysis of four low income countries. Social science & medicine (1982), 64(1), 5-

20. doi: 10.1016/j.socscimed.2006.08.044 

Emmons, K. M., Barbeau, E. M., Gutheil, C., St ryker, J. E., & Stoddard, A. M. (2006). Social influences, 

social context, and health behaviours among working-class, multi-ethnic adults. Health 

education & behavior: the official publication of the Society for Public Health Education, 34 (2), 

315-334. doi: 10.1177/1090198106288011 

Eriksson, M. (2011). Social capital and health--implicat ions for health promotion. [Research Support, 

Non-U.S. Gov't 

Review]. Glob Health Action, 4, 5611. doi: 10.3402/gha.v4i0.5611 

Fioto, B. (2002). Social Isolation: Important Construct in Community Health. Geriatric Nursing, 23(1), 

53-55.  

Foxton, F., & Jones, R. (2011). Social Capital Indicators Review. United Kingdom: Office for National 

Statistics. 

Groh, D. R., Jason, L. A., & Keys, C. B. (2008). Social network variables in alcoholics anonymous: a 

literature review. Clinical psychology review, 28(3), 430.  

Heller, k., & Rook, K. S. (2001). Distinguishing the theoretical functions of social ties: implications for 

support interventions In B. D. Sarason, S. (Ed .), personal relationships: implications for clinical 

and community psychology (pp. 119-139). New York: John Wiley & Sons Ltd. 

Homish, G. G., & Leonard, K. E. (2008). The social network and alcohol use. Journal of studies on 

alcohol and drugs, 69(6), 906-914.  

Iran census population. (2006). Population by sex and major age group. Tehran: Iran census population. 

Kawachi, I., Kennedy, B. P., & Glass, R. (1999). Social capital and self-rated health: a contextual 

analysis. American journal of public health, 89(8), 1187-1193.  

King, M., Semlyen, J., Tai, S., Killaspy, H., Osborn, D., Popelyuk, D., & Nazareth, I. (2008). A 

systematic review of mental d isorder, suicide, and deliberate self harm in lesbian, gay and 

bisexual people BMC Psychiatry, 18(8), 70.  



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

180 

Lindén-Boström, M., Persson, C., Eriksson, C., Hälsoakademin, & Örebro, u. (2009). Neighbourhood 

characteristics, social capital and self-rated health--a population-based survey in Sweden. BMC 

Public Health, 10(1), 628-628.  

Marmot, M., & Wilkinson, R. (1999). The Social Determinants of Health. Oxford : Oxford University 

Press. 

Nakhaie, R., & Arnold, R. (2010). A four year (1996-2000) analysis of social capital and health status of 

Canadians: the d ifference that love makes. Social science & medicine (1982), 71(5), 1037-1044. 

doi: 10.1016/j.socscimed.2010.05.033 

Reblin, M., & Uchino, B. N. (2008). Social and emotional support and its implication for health. Current 

Opinion in Psychiatry, 21(2), 201-205. doi: 10.1097/YCO.0b013e3282f3ad89 

Rieger, M. (2008). Relig ion Monitor 2008 Muslim Relig iousness in Germany; Overv iew of Relig ious  

Attitudes and Practices. In L. Mohn (Ed.). Germany. 

Salehi, A., Harris, N., Sebar, B., & Coyne, E. (in press). The relationship between living environment and 

self-rated health in healthy young women. Health & Social Care in the Community. 

Salehi, A., Harris, N., Coyne, E., & Sebar, B. (2014). Self -perception of quality o f life and its association 

with lifestyle behaviours of young Iranian women. Iranian journal of public health .  

Salehi, A., Haris, N., Coyne, E., & Sebar, B. (2014). Perceived control and self-efficacy, subjective well-

being and lifestyle behaviours in young Iran ian women. Journal of health psychology, 

1359105314554818. doi: 10.1177/1359105314554818 

Tagharrobi, Z., Sharifi, K., Sooky, Z., & Tagharrobi, L. (2012). Psychometric  Evaluation of the 

Satisfaction with Life Scale (SwLS) in the Students of Kashan Nursing & Midwifery  Faculty, 

Kashan, Iran. Qom University of Medical Sciences Journal, 6(1), 89-98.  

Tam, C. L., Foo, Y. C., & Lee, T. H. (2011). The association between perceived social support, socio-

economic status and mental health in young Malaysian adults. East Asian archives of psychiatry, 

21(2), 73-78.  

Taylor, S. E., Sherman, D. K., Kim, H. S., Jarcho, J., Takag i, K., & Dunagan, M. S. (2004). Culture and 

Social Support: Who Seeks It and Why? Journal of personality and social psychology, 87(3), 

354-362. doi: 10.1037/0022-3514.87.3.354 

Tsunoda, H., Yoshino, R., & Yokoyama, K. (2008). Components of Social Capital and Socio -

Psychological Factors That Worsen the Perceived Health o f Japanese Males and Females. The 

Tohoku journal of experimental medicine, 216(2), 173-185. doi: 10.1620/tjem.216.173 

Uchino, B. N. (2004). Social support and physical health . New Haven, CT: Yale University Press. 

Uchino, B. N. (2006). Social support and health: a review of physiological p rocesses potentially 
underlying links to disease outcomes. [Research Support, N.I.H., Extramural 

Review]. J Behav Med, 29(4), 377-387. doi: 10.1007/s10865-006-9056-5 

University College London. (2009). Health and Behaviour Survey. London: University College London, 

Research Department of Epidemiology and Public Health. 

Vander Wal, J. S. (2012). The relationship between body mass index and unhealthy weight control 

behaviours among adolescents: The role of family  and peer social support. Economics & Human 

Biology, 10(4), 395-404.  

Yip, W., Subramanian, S. V., Mitchell, A. D., Lee, D. T. S., Wang, J., & Kawachi, I. (2007). Does social 

capital enhance health and well-being? Evidence from rural China. Social Science & Medicine, 

64(1), 35-49. doi: 10.1016/j.socscimed.2006.08.007 

Yousefy, A. R., Usefy, A. R., Ghassemi, G. R., Sarrafzadegan, N., Mallik, S., Baghaei, A. M., & Rabiei, 

K. (2010). Psychometric properties of the WHOQOL-BREF in an Iran ian adult sample. 

Community mental health journal, 46(2), 139-147.  

Yun, E. H., Kang, Y. H., Lim, M. K., Oh, J.-K., & Son, J. M. (2009). The ro le of social support and social 

networks in  smoking behavior among middle and o lder aged people in  rural areas of South 

Korea: a cross-sectional study. BMC public health, 10(1), 78-78. doi: 10.1186/1471-2458-10-78 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

181 

 

Appendix 1 

Structural social support – domains and questions 

Domains                      Summary of questions  

Number o f close 

social ties  

- Apart from the people you live with, how many close relatives do you have (close 

relatives are relatives that you feel at ease with, and can talk to about private matters)?   

- Apart from the people you live with, how many close friends do you have (close 

friends are people that you feel at ease with, can talk to about private matters)? 

Frequency of 

contacts with  

social ties  

 

- How often do you meet up with your close relatives (parents, siblings) who are not 

living with you?   

- How often do you speak to close relatives (parents, siblings…) on the phone?    

- How often do you meet up with your extended relatives (uncles, aunt…)?   

- How often do you speak to extended relatives (uncles, aunt…) on the phone?   

- How often do you text or email relatives, or use chat rooms on the internet to talk to 

relatives?   

- How often do you meet up with friends?   

- How often do you speak to friends on the phone?   

- How often do you text or email friends, or use chat rooms on the internet to talk to 

friends?   

- How often do you speak to neighbors?   

- Some people have a lot of contact with their fellow workers or colleagues, and others 

have only limited contact. How often do you meet up with your fellow workers or 

colleagues socially?   

Depth of 

 socialization 

networks, 

specifically 

leisure 

 

 

- How often do you gather together with your family and/or relatives to have a party or 

celebration?  

- How often do you go out socially with  your family and relatives, for example to a cafe 

restaurant, cinema or somewhere else?  

- How often do you gather together with your friends to have a party in the evening?  

- How often do you go out socially with friends or neighbors, for example to a cafe, 

restaurant, cinema or somewhere else? 

The number of close social ties was measured on a scale with the five response options of 0, 1-2. 3-5, 6-9, 

and 10/more. The frequency of contacts and depth of socializing was measured on a scale with five 

responses from never=1 to very frequently=5. 
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Appendix 2 

Functional social support – domains and questions  

Types of social support             Questions  

Instrumental support 

 

- When you are ill in bed and need help at home.        

- When you are in  financial difficulty and need to borrow some money to see you 

through the next few days. 

- You need someone to look after your children, an elderly or a disabled adult you care 

for. 

Emotional support - You need to rely on someone when you feel depressed. 

- You need to speak with  someone when you are upset because of problems with your 

spouse or partner. 

- When you need to speak with someone about [being called hurtfu l names] [having 

your money or things taken] [being threatened] [being hit or kicked] [any of this]? 

Informational support - Speak with someone when you need advice about an important change in your life. 

- Speak with someone when you need advice about changing jobs, moving to anoth er 

area. 

All three domains included statements where people might need help. For measuring the level of support, 

a scale from never=1 to very frequently=5 was used. Higher scores on each of the subscales indicate 

higher levels of social support, and a sum of the scores yields an overall level of perceived social support. 

In addition, participants also were asked about the main sources of social supports (e.g. parents, siblings, 

and friends) regarding these statements. 
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Table 1: Bivariate correlations for social support domains with QoL, SwL, and lifestyle behaviours by a sample of Iranian young women aged between 18-35 [N=391], 

Shiraz, Iran, 2013 

 Number of close 

social ties 

Contact with social 

ties 

Depth of 

socialization 

networks  

Instrumental 

support 

Emotional support Informational 

support 

Overall social 

support 

Physical QoL  - 0.19**  0.14** 0.13** 0.10* 0.16** 0.14** 

Psychological QoL  0.11* 0.24** 0.26*** 0.17** 0.17** 0.20*** 0.20** 

Social QoL  - 0.14** 0.20*** 0.14** 0.14** 0.19*** 0.16** 

Environmental QoL  - 0.25*** 0.20*** 0.25*** 0.18*** 0.20*** 0.24*** 

General facet on 

 health & QoL 

0.10* 0.21*** 0.22*** 0.16** 0.17** 0.16** 0.19*** 

SwL - 0.22*** 0.23*** 0.22*** 0.21*** 0.25*** 0.25*** 

Smoking - - 0.15*** - - - - 

Drinking - - 0.24*** - - - - 

Physical activity - 0.19*** 0.15*** - - - - 

Age - -0.21*** -0.16***    - - - - 

Mean 4.6  
(Score range: 2-10) 

27.3  
(Score range: 16-46) 

10.3  
(Score range: 4-20) 

9.5  
(Score range: 2-15) 

5.5  
(Score range: 1-10) 

3.1  
(Score range: 1-5) 

21.3  
(Score range: 8-35) 

SD 1.7 4.8  2.7 2.6 2 1.1 5.5 

*P<0.05 **p<0.01 ***p<0.001 
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Table 2: Mean scores in social support by socio-demographics 

Socio-

demographic 

factors 

Subcategory Number of close 

social ties  

Social contacts with friends 

and family 

Higher depth of 

socializtion 

Informational support Instrumental  

support 

Mean (SD) F/T Mean (SD) F/T Mean (SD) F/T Mean (SD) F/T Mean (SD) F/T 

Parental status No children 4.43(1.66) 2.37* 25.32(4.34) 2.38** 9.90(2.68) 2.83** 2.83(1.11) -2.69 T   

Children 4.86(1.83)  27.14(4.68)  10.69(2.72)  3.25(1.10)    

Educational 

degree 

Postgraduate   29.26(4.98) 5.12***       

Degree   27.53(4.73)        
Diploma/Certificate   26.15(4.68)        

Secondary school   24.71(4.32)        

Primary school 

 

  24.50(4.04)        

Marital status  Single           

Married           
Divorced           

Widowed           

Occupation 

 

 

 

 
 

 

 

Managerial   27.45(5.32) 5.27*** 10.62(2.89) 5.16*** 3.11(1.10) 2.05**   

Professional   28.66(4.86)  10.98(2.58)  3.14(1.08)    

Clerical   28.12(4.50)  10.77(2.80)  3.20(1.03)    

Labor   27(4.69)  8.33(3.01)  3.33(1.36)    

Home duty   24.73(4.10)  8.97(2.23)  2.67(1.09)    
Unemployed   26.23(5.36)  9.70(2.30)  3.00(0.78)    

Student 

 

  28.17(4.84)  10.72(2.81)  3.26(1.15)    

Educational 

degree of 
 partner 

Postgraduate 4.25(6.85) 2.76* 27.65(5.01)    3.55(1.09) 2.57* 11.40(2.34) 4.25** 

 Degree 4.77(1.98)  27.25(4.30) 3.77**   3.05(1.10)  9.26(2.44)  

 Diploma/Certificate 3.96(1.30)  25.44(4.55)    2.91(1.01)  9.07(2.91)  

 Secondary school 3.55(1.42)  23.88(4.88)    2.75(1.28)  9.88(3.01)  

 Primary school 4.70(1.76)  23.30(3.23)    2.30(1.05)  7.80(2.14)  

SD: standard deviation. 

*p < .05; **p < .01; ***p < .001. 
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Table 3: Regression analysis predicting QoL and SwL by a sample of young Iranian women aged between 18-35 [N=391], Shiraz, Iran, 2013 

Dependent variables Predictors β B 95% CI P value SE R2 Adjusted 

R2 

F df 

Physical QoL Informational support 

Contact with social ties 

0.12 

0.16 

0.20 

0.06 

(0.03-

0.37) 

(0.02-

0.10) 

0.019 

0.001 

0.08* 

0.02** 

0.051 0.046 10.32*** 384 

Psychological QoL Informational support 

Depth of socialization networks  

0.16 

0.23 

0.33 

0.19 

(0.13-

0.53) 

(0.11-

0.27) 

0.001 

0.000 

0.10** 

0.04*** 

0.09 0.08 19.93*** 384 

Social QoL Informational support 

Depth of socialization networks  

0.16 

0.17 

0.33 

0.14 

(0.06-

0.22) 

(0.13-

0.53) 

0.001 

0.001 

0.10** 

0.04** 

0.068 0.064 14.10*** 384 

Environmental QoL Instrumental support 

Depth of socialization networks  

0.19 

0.19 

0.15 

0.08 

(0.76-

0.24) 

(0.04-

0.13) 

0.000 

0.000 

0.04*** 

0.23*** 

0.096 0.091 20.36*** 386 

SwL Depth of socialization networks  

Overall social support 

0.18 

0.22 

0.43 

0.25 

(0.20-

0.66) 

(014-

0.37) 

0.000 

0.000 

0.11** 

0.05*** 

0.102 0.098 21.90*** 386 

*p<0.05; **p<0.01; ***p<0.001 
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6.3 Paper nine - Young women’s  wellbeing through community participation 
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Abstract 

This paper investigates the relationship between civic participation, lifestyle behaviours, and 

wellbeing among young Iranian women. Using cluster convenience sampling, 391 participants 

completed a survey. Independent variables were measured using the civic participation 

questions adapted from British General Household Social Capital scale along with open-ended 

questions. Outcome variables were measured using Satisfaction with Life (SWL), WHO Quality 

of Life-Brief version (WHOQOL-Bref), and the International Health and Behaviours (IHB) 

survey. The results identified that civic participation is low among young Iranian women. 

Significant differences were found in civic participation in terms of ethnicity, level of 

religiosity, education, employment, income, occupation, and parental status. Inferential data 

analysis showed that higher civic participation is associated with better wellbeing and healthier 

lifestyle behaviours. In order to improve individual, community and societal wellbeing, 

interventions which increase women’s social and civic participation should be a priority.  

Keyword: social capital, civic participation, wellbeing, lifestyle behaviours, women, Iran 
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Introduction 

For the last decade, social capital has received increased attention in understanding health and 

explaining differences in health and wellbeing outcomes (Lindström et al., 2004). Fujiwara and 

Kawachi (2008), as contemporary theorists of social capital, conceptualize this concept as 

“resources accessed by individuals and groups within a social structure that facilitates 

cooperation, collective action, and the maintenance of norms” that may affect health (Fujiwara 

& Kawachi, 2008, p. 139). A central element of social capital is the role of civic part icipation in 

strengthening personal resources (Lindström et al. , 2004). This involvement can cover a diverse 

range of social participation from the micro to the macro level, including participation in 

sporting clubs, religious organizations, political activities, trade unions, and local associations 

dedicated to managing or strengthening the neighbourhood (Lindén-Boström, Persson, 

Eriksson, Hälsoakademin, & Örebro, 2009). Furthermore, such social participation contributes 

to neighbourhood trustworthiness, local friendship networks, shared norms and social cohesion, 

all of which influence individual and societal health and wellbeing (Tampubolon, Subramanian, 

& Kawachi, 2013).  

The neighbourhood social environment is a context for social norms, and social cohesion, 

facilitating the transmission of accepted behaviours, norms and social control, and reducing or 

buffering stress (Diez Roux & Mair, 2010). Characteristics of the neighbourhood social 

environment contribute to health and wellbeing outcomes such as physical health and lifestyle 

behaviours. Civic participation and voluntary group membership are related to positive self-

rated health (Ziersch, Baum, Macdougall, & Putland, 2005). A growing body of studies 

exploring the role of the neighbourhood in individua l health have demonstrated that people who 

live in neighbourhoods with more social capital are healthier (Mohnen, Völker, Flap, 

Subramanian, & Groenewegen, 2013). In the public health literature, greater social 

connectedness has been shown to be linked to lower cardiovascular disease incidence and 

mortality (Diez Roux & Mair, 2010), decreased social disorders, and lower rates of crime and 

violence (Lindström et al., 2004).  

Studies on civic and community participation and its link to health and wellbeing outcomes 

have been conducted predominantly in high income countries (Malmberg-Heimonen, 2010; 

Tampubolon et al., 2013). In contrast, there have been few studies in transitional and/or low 

income countries (Tomita & Burns, 2013), particularly regarding women as a specific 

population of interest. Women can be more vulnerable to negative health consequences when 

they have a lower level of social connectedness with their society and/or community (Salehi, 

Harris, Coyne, & Sebar, 2014). In transitional societies such as Iran, where the societal 
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structures are quite different for women than they are in more industrialised secular societies, 

there has been a lack of research into the beneficial effects of civic participation on women’s 

health and wellbeing outcomes (Salehi, Harris, Coyne, & Sebar, 2014). Hence, the aim of this 

study is to assess young Iranian women’s civic participation at different levels of their society, 

from public social participation to local and national community participation, and to examine 

the association between civic participation, wellbeing outcomes, and lifestyle behaviours.  

Methods 

Participants and procedure 

This cross-sectional study was conducted from February to June 2013 with a sample of young 

Iranian women aged 18-35 years, as a part of a larger program of doctoral research. A multi-

stage cluster convenience technique was used for sampling in the city of Shiraz, which has ten 

major districts. The study population has been described in an earlier paper (Salehi et al. 2015) 

A paper based questionnaire was used for data collection. To encourage completion of the 

survey, a researcher who spoke Farsi was available to answer questions and provide assistance.  

Measures 

Socio-demographic variables  

Socio demographic variables included were age, ethnicity, religion, level of religiosity, marital 

status, parental status, number of children, education, partner’s education, occupation, and 

income. Level of religiosity was measured through a single question about how religious 

participants consider themselves, with response options ranging from 1 (not religious at all; 

never following religious practices) to 4 (very religious; following religious practices very 

often/often) (Rieger, 2008). 

Civic participation scale 

The British General Household Survey (GHS) Social Capital scale was used for this study 

(Foxton & Jones, 2011). In preparing the questionnaire, a process of item review through a 

panel of Australian and Iranian public health experts was conducted to assess the content 

validity of questions. In addition, a pilot study was conducted to ensure that the instrument was 

population appropriate. To measure the reliability of the instrument Cronbach’s Alpha and a 

test-retest procedure were employed. Cronbach’s Alpha was 0.87 which shows an acceptable 

reliability for this scale. The test-retest procedure was conducted among 15 participants with a 
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10-day interval, and showed a correlation coefficient of 0.83, which demonstrates acceptable 

reliability for this scale.  

The GHS community participation scale has 36 items comprising four domains. The first 

domain measures participation at three different levels of social groups — casual (micro level), 

local (meso level), and national groups (macro level) — during the last 12 months, with yes-no 

response options. This domain also measures the frequency of participations in the three 

mentioned social group levels by providing 11 community group examples, with answer options 

being at least once a week = 4, at least once a month = 3, at least once every three months = 2, 

less often = 1. Domain two examines the frequency of cooperation in solving local and/or 

national problems, with answer options being very frequently = 5, frequently = 4, occasionally 

= 3, rarely = 2, and never = 1. The third domain is related to political participation/voting with 

yes-no questions, and also the importance of voting based on a Likert scale from 1=strongly 

disagree to 5=strongly agree. Domain four measures provision and receipt of unpaid 

help/donations to or from people and/or organizations. The frequency of providing/receiving 

donations/unpaid help to/from people and/or organizations was measured, with answer options 

including at least once a week = 4, at least once a month = 3, at least once every three months = 

2, and less often = 1 (The scale and its domains are summarized in appendix 1). 

In addition to the structured questionnaire, four open-ended questions were included regarding 

the main barriers of civic participation in casual, local, and national groups, and also barriers to 

providing voluntary/unpaid help.  

Satisfaction with life (SWL) 

 The SWL scale is a widely used and respected instrument to measure subjective wellbeing and 

reflects cognitive-judgmental aspects. This scale is a five item self-report measure using a seven 

point Likert scale (1 = strongly disagree through 4 = neutral to 7 = strongly agree) with a 

summated score range from 5 (low satisfaction) to 35 (high satisfaction) (Tagharrobi, Sharifi, 

Sooky, & Tagharrobi, 2012).  

http://www.statistics.com/index.php?page=glossary&term_id=309
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Quality of life (QOL) 

 The Persian version of the WHOQOL-BREF was used to assess this component of subjective 

wellbeing. It has satisfactory reliability and validity for assessing the QOL of Iranian people 

(Yousefy et al., 2010). This scale contains a total of 26 items examining four domains: physical, 

psychological, social and environmental QOL (Yousefy et al., 2010).  

Lifestyle behaviours 

The International Health and Behaviour survey was used to measure smoking, alcohol 

consumption and physical activity. The response options of smoking ranged from 1 (never 

smoke) to 8 (usually smoke more than 20 cigarettes per day). For drinking the response options 

ranged from 1 (a non-drinker) to 4 (a regular-drinker) and for physical activity the response 

options ranged from 1 (never) to 5 (every day) (University College London, 2009).  

Statistical analysis 

For data analysis, the Statistical Package for the Social Sciences (SPSS) version 20.0 was used. 

Descriptive statistics were calculated and presented as the mean with standard deviation. Mean 

scores between groups were compared using ANOVA with pairwise comparisons based on 

Tukey’s method and t-test. Correlations between QOL, SWL and community participation were 

calculated using Pearson’s correlation coefficients. Multiple linear regressions were also used to 

predict health related variables of community participation.  

Ethics 

Approval to conduct the study was granted by the Human Research Ethics Committee of 

Griffith University in Australia (GU Protocol Number PBH/38/12/HREC) and a partnering local 

university human research ethics committee. As a token of appreciation, a box of chocolates 

was provided to participants upon completion of the questionnaire.   

Results 

The mean age of participants was 27 (SD: 4.8), with the majority being of Fars ethnicity (78%). 

96% of the participants were Muslim, and 40.4% had an average level of religiosity. Most of the 

participants (76.4%) had a tertiary degree, and 48% of them had paid employment. About half 

of the participants were single. Details of the socio-demographic characteristics of participants 

have been provided in a previous publication (Salehi et al., 2015). 
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Young Iranian women respondents had strong participation in casual groups  (e.g. evening 

classes, sport groups, and slimming clubs) during the last 12 months, in comparison with taking 

part in regular local groups (e.g. residents associations, and parent-teacher associations) and in 

national groups (e.g. pressure groups, charities, and political groups). However, the 

monthly/every three month frequency of participation in all these three groups was low, 

particularly in local group/national group participation. In addition, participation of respondents 

in solving local and national problems was low. In addition, although 73% and 51% of young 

Iranian women participated in recent presidential and parliamentary elections respectively, only 

36.5% of participants believed that voting/political participation is important (Table 1).  

In terms of unpaid help/donations, the majority of participants (73.1%) indicated that they have 

provided more unpaid help to people than they have received (26.6%), and just 35% of 

participants indicated they provided unpaid help to organizations or charity institutions. More 

than 50% of participants reported that they provided unpaid help/charity donations at the 

frequency of once per week/month (40.1%) or at the frequency of once every three months 

(18.7%). 

Participants stated in their answers to the open-ended questions that the most common barriers 

for participation in casual social groups are lack of infrastructure and facilities in their 

neighbourhood/local area, particularly for young women. In addition, participants mentioned 

that money is also an issue for participation in their favourite casual groups. 

I think we do not have enough opportunities for participation in casual groups. Most of 

the time, my friends and I go to restaurants, shopping centres, and coffee shops. 

Although recently, the government has provided some public places specifically for 

women in terms of outdoor activities, I think they are not interesting enough for me to 

participate as it seems we are excluded from other parts of society (P 212, 23 years 

old).  

There are some private interesting public places in our city, such as gyms and dancing 

classes. However, I think they are not affordable for all of women (P 15, 25 years old). 

In addition, from the point of view of young Iranian women, the main barriers for 

community/civic participation at the local and national levels is the lack of community/civic 

groups in their neighbourhood/local area. They also mentioned that if there are any communities 

or groups, then they do not know about these groups.   
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I think there are just a few public/community groups for social/public gatherings, which 

are mostly based on religious matters. So I think the most important barrier to 

community participation is a lack of interesting communities, especially for young 

women (P 48, 29 years old). 

I really do not have any particular information about local or national community 

groups. If there is any that I can trust, of course I would like to attend to socialize and 

be more involved in my society (P 320, 31 years old) 

In terms of volunteer and unpaid help in Iran, participants indicated that they try to be helpful 

when someone needs help. However, they identified barriers, including the lack of a culture of 

volunteering and low levels of trust regarding unpaid help and/or volunteer jobs. Lack of time 

and money were also mentioned as issues in terms of volunteer jobs.  

I really try to be helpful as far as I have enough time/money for that. But unfortunately, 

I think in general people are so busy with their initial needs that they sometimes really 

forget about others’ issues/problems. (P 6, 35 years old). 

I think people do not have enough trust to do more unpaid help/volunteer jobs (P 81, 33 

years old). 

Table 1 shows the correlations between community/civic participation, wellbeing and lifestyle 

variables. The data shows that civic and community participation at almost all levels including 

casual groups, local, and national groups have high positive correlations with each other. The 

frequency of participation in social and local groups had positive correlations with  

psychological QOL. Positive correlations were found between frequency of participation in 

casual groups and drinking alcohol. There was a positive correlation between frequency of 

participation in all levels of community (i.e. casual, local and national groups) and physical 

activity. Frequency of volunteer/unpaid help had a positive correlation with psychological QOL 

and physical activity. Frequency of solving a local problem had positive correlations with 

psychological QOL, SWL and physical activity, and frequency of solving a national problem 

was positively related to physical activity. In addition, the importance of voting had a positive 

correlation with psychological QOL, social QOL, environmental QOL, SWL, physical activity, 

and a negative correlation with smoking and drinking. 

T-test and ANOVA analyses showed there are significant differences in the domains of 

community participation according to demographic variables such as ethnicity, religiosity, 

education, employment status, income, occupation and parental status. Greater participation in 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

194 

casual groups was reported among participants with more educated husbands (vs. less educated 

husbands). Greater participation in local groups was found among Turk ethnic group (vs. Fars 

and Lor ethnic groups), participants with higher level of religiosity (vs. a lower level of 

religiosity), participants with no children (vs. participants with children), and the employed (vs. 

unemployed). Greater frequency of national participation was reported among high income 

participants (vs. low income). Greater cooperation in solving local problems was identified 

among Fars ethnic group (vs. Lor), and participants with a higher level of religiosity (vs. a lower 

level of religiosity). Greater cooperation for solving s national problems was recognized among 

high income earners (vs. low income earners). Voting and the importance of voting were more 

significant among participants with higher level of religiosity (vs. lower level of religiosity), and 

less income (vs. high income). Voting was also identified as more important among public 

sector employees (vs. private sector employees). Greater unpaid help to people was recognized 

among the employed (vs. unemployed). Greater unpaid help to organizations and charity 

institutions was reported among public sector employees (vs. private sector employees). Higher 

unpaid help was received more by participants with higher level of religiosity (vs. lower level of 

religiosity), and employed groups (vs. unemployed groups) provided more frequency of unpaid 

help/charity donations. 

Discussion 

Civic participation is considered a main component of social capital, and has a link to individual 

health and wellbeing (Cramm & Nieboer, 2011; Poortinga, 2006). This concept has been 

researched mostly in western countries, with only a few studies measuring this construct in 

transitional societies. This research is an original study investigating a holistic perception of 

civic participation at three levels of society, in casual (micro), local (meso) and national groups 

(macro). In many studies the main focus for measuring social capital has been on social 

participation at the micro level (e.g. informal social groups), which limits understanding of the 

role of local and national group participation (Chola & Alaba, 2013; Tampubolon et al., 2013). 

Hence, this research contributes to our understanding of social capital by measuring civic 

participation in the transitional society of Iran, in the sub-population of young women. 

This study shows that there is a low level of community participation among young Iranian 

women, particularly in terms of local and national group participation compared with casual 

and/or informal group participation at the micro level. Young Iranian women in the sample 

population expressed that although they have a desire to participate in casual groups as well as 

local and national groups, they do not have enough access or opportunities to become involved 

in a range of community social groups. Interestingly, the literature indicates civic and polit ical 
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engagement is declining in general among younger adults (Jugert, Eckstein, Noack, Kuhn, & 

Benbow, 2013; Zukin & ebrary, 2006), however, the low level of participation in Iranian society 

and among young women could be dependent on the cultural, political, and historical 

circumstances of this society. This has been supported by the literature that economic 

conditions, have a substantial impact on the level of social connectedness in societies, as they 

shape opportunities, resources and infrastructures for civic and community participation (Chola 

& Alaba, 2013). Hence, enhancing social capital, civic, and community participation is of 

importance especially in transitional societies such as Iran, and particularly among young 

women, who, as this study shows, have a low level of community involvement.  

Furthermore, the present study shows a relationship between community participation, 

wellbeing outcomes such as QOL, and SWL, as well as lifestyle behaviours. Civic participation 

has been found to be related to health and wellbeing outcomes in other studies (Cramm & 

Nieboer, 2011; Poortinga, 2006). For example, social and community participation through 

neighbourhood contacts is linked to psychological health influencing an individuals’ ability and 

performance at individual and collective levels (Kim & Kawachi, 2007; Lindström et al., 2004; 

Sundquist & Yang, 2007). Participation in community affairs and political decisions and the 

perception of influence over social/community matters influences wellbeing outcomes among 

women (Salehi et al., 2014; True, Niner, Parashar, & George, 2013). This is an interesting 

finding, as in many previous studies the main focus has been on social relationships at the micro 

level (e.g. family, relatives, and friends), and their impact on health and wellbeing outcomes.  

The present study’s findings show that higher socio-economic status is associated with 

increased civic/community participation for young Iranian women. In agreement with this 

result, a study conducted by Steptoe et al. found that individuals with limited education and less 

wealth are more likely to be socially isolated, which could subsequently impair their wellbeing 

and quality of life (Steptoe, Shankar, Demakakos, & Wardle, 2013). Given that socio-economic 

status influences social participation at the micro level, it follows that Iranian women with 

higher incomes and education will have more opportunities for greater civic and community 

participation at the macro level. In a society like Iran, women with higher incomes, higher 

education, and particularly living with an educated partner, have increased access to community 

networking opportunities. Hence, the connection between higher societal participation and 

socio-economic and educational status has important implications for policy makers and future 

researchers seeking to understand and improve health outcomes.   

The active participation of citizens in their society is a cornerstone of a functioning democracy. 

However, there have been limited studies regarding the main determinants of civic and political 
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participation. It is vital that younger generations, including young women, be educated and 

motivated to be more active citizens, as they can play a major role in changing/improving their 

society. Research has established that there are three psychological concepts influencing 

community participation — motivation for civic engagement, peer and parental norms, and 

collective efficacy (Jugert et al., 2013). Young people who would like to have more civic 

participation, either for their personal benefit or to promote social changes, are more likely to 

realize their desires if they are motivated to contribute to volunteer and social activities 

(Crocetti, Jahromi, & Meeus, 2012). Yet motivation depends on the social and political climate 

of societies. For example, the political and cultural environment in Iran does not motivate young 

women to make significant civic contributions and this is clearly evidenced by the reported low 

levels of involvement and interest in voting in the present study.  

Civic participation is related to collective action, which is related to an individuals’ belief in 

their ability to reach collective goals together with other people of their society (Berg, Coman, 

& Schensul, 2009). The current study indicated that participants do not have a high perception 

of control on community affairs. This is in line with previous studies in Iran and some other 

comparable countries in Asia and the Pacific that have shown that women do not perceive that 

they have enough control over broader societal matters such as community affairs and political 

decisions (Salehi et al., 2014; True et al. , 2013). This indicates that empowerment interventions 

for youth and young adults will enhance their collective efficacy, which is in turn connected to 

community activism (Berg et al., 2009).  

The low level of civic and community engagement this study has found highlights the need for 

further research into: what drives civic engagement; how opportunities in education and socio-

economic status for women can contribute to social capital; and how best to empower women to 

take a more active role in community and political affairs. The inspiration of the researchers in 

this study is to contribute to a better understanding of what drives the participation and civic 

engagement of young Iranian women in their society.  

Limitations  

Although this study was completed in one of the largest cities of Iran, the sample may not be 

representative of other cities in this country and should be generalized with caution. In addition, 

the current study was conducted in one of the largest cities of Iran and included women with 

relatively higher levels of education. Hence, the results need to be generalised with caution. 

Furthermore, the cross-sectional nature of this study does not establish causal relationships 

between the variables of interest. 
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Conclusion 

This study demonstrates the low level of civic/community participation of young Iranian 

women, particularly at the local and national levels. The relationship between community 

participation, wellbeing outcomes, and lifestyle behaviours as established in the literature are 

the basis of this study. Low civic/community participation is shown to be linked to a lower 

sense of subjective wellbeing and increased negative lifestyle behaviours. The low level of 

social participation by women and its likely impact on individual and societal wellbeing in Iran 

emerges from this study. Therefore, further research is essential to contribute to informed 

strategies to improve individual, community and societal health, and to develop interventions 

which increase women’s civic/community participation, particularly at the local and national 

levels. 

The main recommendations for enhancing community participation for young Iranian women 

are to provide strategies and policies based on validated social research to increase and improve 

the number of civic/community groups at individual, local, and national levels. Increased 

community participation will in turn result in more cooperation, trust and reciprocity in the 

society and enhance individuals’ social influence over societal matters. 
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Table 1: Correlation test for civic participations with health and well-being variables 

 Participation in 

 casual groups  

Participation in local 

groups  

Participation in 

 national groups  

Unpaid help  Solving local 

 problems  

Solving 

national 

problems  

Importanc

e of voting  

Participation in casual groups - 0.459** 0.312** 0.210** 0.218** 

 

0.193** -0.022 

Participation in local groups 0.459*** 

 

- 0.531*** 

 

0.148** 

 

0.273*** 

 

0.299*** 

 

0.0133* 

 

Participation in national groups  0.312*** 

 

0.531*** 

 

- 0.117* 

 

0.270*** 

 

0.252*** 

 

0.053 

 

Unpaid help 0.210*** 

 

0.148*** 

 

0.117* 

 

- 0.122* 0.035 

 

0.033 

 

Solving local problems 0.218** 

 

0.273** 

 

0.270** 

 

0.122* 

 

- 0.577** 

 

0.065 

 

Solving national problems 0.193** 

 

0.299** 

 

0.252** 

 

0.080 

 

0.577** 

 

0.577* 0.045 

 

Voting -0.046 

 

0.164** 

 

0.114* 

 

0.080 

 

0.140** 

 

0.115* 

 

0.619** 

 

Income  0.162* 

 

-0.023 

 

0.148* 

 

0.028 

 

0.083 -0.035 

 

- 0.258** 

 

Psychological QoL  0.142** 

 

0.114** 

 

0.092 0.132** 

 

0.116* 

 

- 

 

0.216** 

 

Social QoL  0.013 

 

0.012 

 

0.064 

 

0.068 

 

0.072 0.023 

 

0.160*** 

Environmental QoL  0.055 

 

0.100* 

 

0.110* 

 

0.028 

 

0.098 0.057 

 

0.243*** 

 

SwL 0.083 

 

0.099 

 

0.095 

 

0.073 

 

0.111* 

 

0.072 

 

0.215** 

 

Smoking 0.062 

 

-0.071 

 

-0.027 

 

0.016 

 

0.018 -0.074 

 

-0.206*** 

 

Alcohol 0.114* 

 

-0.002 

 

0.003 

 

-0.055 

 

0.043 0.026 

 

-0.297*** 

 

Physical activity 0.340** 0.200** 0.144** 0.182** 0.218** 0.177** 0.128*** 

Mean/Percentage  62.7% 35.5% 14.1% %73.1 9.5  
(SD: 3.2, 

 score range: 

 7-35) 

6.8  
(SD: 2.1,  

score range: 

 6-30) 

%36.5 
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Appendix 1: Civic participation – domains and questions 

Domains                      Questions  

Participation in social groups  

[yes-no questions] 

- In the last 12 months, have you been involved with any casual groups of people who get together to do an activity or to talk 

about things? (These could include evening classes, support groups, slimming clubs, keep -fit classes, and cafe shop gatherings)  

- In the last 12 months, have you taken part in any (other) group activities as part of a local group, club or organisation? (These 

could include residents. associations, sport groups, parent-teacher associations, and school or religious groups)    

- In the last 12 months, have you taken part in any (other) group activities as part of a national group, club or organisation? 

(These could include pressure groups, charities, political groups, and environmental groups)   
 

Frequency of participation in social 

groups [4-point Likert  scale ranging  

from at least once a week=4, at  

least once a month=3, at least once 

every three months=2, and less 

often=1] 

- How often do you participate in casual groups? 

- How often do you participate in local groups? 

- How often do you participate in national groups? 

Name of social groups 

 

 

- In terms of participation in casual groups which of the below categories* best describe the groups you have taken part in? 

- In terms of participation in local groups, which of the below categories* best describe the groups you have taken part in?  

- In terms of participation in national groups which of the below categories* best describe the groups you have taken part in?  
 

*Hobbies/social clubs, sports/exercise groups, local community or neighbourhood groups, groups for children or young people, adult  

education groups, groups for older people, environmental groups, health, disability and welfare groups, political groups, trade union 

groups, religious groups. 

Cooperation for solving a local  

problem [5-point Likert scale 

ranging from Very Frequently=5, 

Frequently=4, Occasionally=3, 

Rarely=2, Never=1] 

In the last 12 months how often have you taken any of the following actions in an attempt to solve a problem affecting people  in your 

local area? 

- Contacted a local radio/TV 

- Contacted the appropriate organization to deal with the problem 

- Contacted a local council or MP 

- Attended a public meeting or neighbourhood forum to discuss local issues  

- Attended tenants, or local resident’s group  

- Attended a protest meeting or joined an action group 

- Helped organize a petition on a local issue 
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Cooperation for solving a 

 national problems 

 [5-point Likert  

scale ranging from Very  

Frequently=5, Frequently=4, 

 Occasionally=3, Rarely=2,  

Never=1] 

In the last 12 months have you taken any of the following actions in an attempt to solve a problem affecting people in your National 

area? 

- Contacted a local radio/TV 

- Contacted the appropriate organization to deal with the problem 

- Contacted a local council or MP 

- Attended a public meeting or neighbourhood forum to discuss local issues  

- Attended a protest meeting or joined an action group 

- Helped organize a petition on a local issue 

Political participation/voting  

[yes-no questions] 

- Would you say that ... you participated in presidential election in the past in Iran?    

- Would you say that ... you will participate in presidential election in the future in Iran?     

- Would you say that ... you participated in parliament election in the past in Iran?    

- Would you say that ... you will participate in parliament election in the future in Iran? 
 

The importance of political 

 participation/voting [5-point Likert 

 scale ranging from Strongly 

 agree=5, Agree=4, Neither agree 

 nor disagree=3, Disagree=2,  

Strongly disagree=1] 

- Would you say that voting in election of national government in Iran is important?   

- Would you say that voting in election of Local government in Iran is important? 

Unpaid help  

[yes-no questions] 

- During the last 12 months have you given any unpaid help to any groups, clubs or organisations?  

- In the past month have you given any unpaid help to people who do not live with you? (This does not count help from an 

organisation or group).  

- In the past month have you received any unpaid help from people who do not live with you? (This does not count help from an 

organisation or group). 

Frequency of unpaid help [answer 

 categories of at least once a  

week=4, at least once a month=3, at 

 least once every three months=2,  

and less often=1] 

- How often in general you give unpaid help 
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6.4 Conclusion 

This chapter highlighted the positive connection between structural social capital, wellbeing, 

and lifestyle behaviours in young Iranian women at both the individual and societal levels. 

However, this connection was stronger at the individual level. Paper eight reported that 

structural social capital operates through social networks and social participation at the 

individual level (family, friends, neighbours, and colleagues), and that the extent of social 

support young Iranian women receive through these social connections plays a significant role 

in their wellbeing and maintenance of healthy lifestyle behaviours. Furthermore, Paper nine 

reported that social connections at the micro or individual level enhances wellbeing, and that 

civic and community participation (participation in local and national groups, volunteering and 

unpaid help) are linked to a higher sense of subjective wellbeing and decreased negative 

lifestyle behaviours. The next chapter will examine the material and physical aspects of the 

neighbourhood, called neighbourhood structure and characteristics, as a factor that influences 

and/or facilitates cognitive and structural social capital.  
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7 Chapter Seven: Perception of community level structure and characteristics, 

wellbeing and lifestyle behaviours  

7.1 Introduction 

In this chapter, the correlations between neighbourhood characteristics, wellbeing and lifestyle 

behaviours are explored through Papers ten and eleven. Hence, although neighbourhood 

characteristics are not directly a part of social capital, these characteristics facilitate social 

capital through access to resources and facilities in the local area and/or neighbourhood. In 

addition, an individual’s positive perceptions of their neighbourhood are linked with happiness, 

feeling safe, and security (Foxton & Jones, 2011). The two papers examine the neighbourhood 

structure and socio-economic characteristics and the social and physical environment, as well as 

the importance of these factors in developing interventions and policies that promote wellbeing 

and a healthy and active lifestyle in young Iranian women. 
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7.2 Paper 10 – Neighbourhood socio-economic context, wellbeing and lifestyle 

behaviours of young Iranian women  
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Abstract 

While our understanding of the relationship between neighbourhood socio-economic conditions 

and health has developed substantially, there has been limited research reported on developing 

countries such as Iran. This study explores the relationship between socio-economic 

characteristics at the individual and neighbourhood levels, and wellbeing and lifestyle 

behaviours of young Iranian women. Cluster convenience sampling was used to select 391 

Iranian women who participated in a cross-sectional survey. A scale adapted from the British 

General Household Social Capital questionnaire was used to assess neighbourhood socio-

economic characteristics. The Satisfaction with Life scale, World Health Organization quality of 

life scale, and the International Health and Behaviour Survey were used to measure wellbeing 

outcomes and lifestyle behaviours. Findings showed that participants were dissatisfied with 

their neighbourhood socio-economic conditions (M: 36.3 ± 9.8, score range: 11-60) as well as 

the availability of leisure facilities (M: 1.8, score range: 1-5) in their local areas. Correlations 

and regression analysis revealed that better neighbourhood socio-economic characteristics are 

positively associated with better wellbeing outcomes as well as healthier lifestyle behaviours. 

These findings suggest the need for transitioning economies to be cognisant of the importance 

of social policy and strategies for enhancing neighbourhood socioeconomic status in order to 

enhance wellbeing outcomes for sub-populations, including young women. 

Key words: Neighbourhood, socioeconomic, wellbeing, quality of life, lifestyle behaviours, 

young women, Iran  
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Introduction 

In recent decades, interest in the local context, such as socio-economic neighbourhood 

conditions, and its influence on various individual and population health and wellbeing 

outcomes has grown enormously. A growing body of evidence supports the association between 

neighbourhood characteristics and individual health (1-3). For example, the role of material 

factors in determining health outcomes has been extensively investigated by Ziersch and 

colleagues (2). Existing multilevel studies highlight the importance of the neighbourhood 

context (2) and of the characteristics of neighbourhoods or locations for individual health and 

wellbeing (3). Studies conducted in North America have demonstrated that neighbourhood 

prosperity substantially influences various kinds of health and wellbeing outcomes. 

Neighbourhoods with low prosperity have higher rates of ill health (4). Research conducted in 

Western European societies reports that living in poorer neighbourhoods is linked with poorer 

health outcomes, irrespective of an individual’s socio-economic status (5). According to 

Lindén-Boström and colleagues (2009), housing areas, neighbourhood factors, and residential 

stability are linked with self-rated health. Their research demonstrates that health is distributed 

unequally in the population and individual health patterns change according to the 

neighbourhood inhabited (6). Hence, there is greater morbidity and mortality among inhabitants 

of socio-economically weaker areas, demonstrating that one’s neighbourhood is influential in 

multiple aspects of health (3, 7). 

It has been widely suggested that as well as neighbourhood socio-economic characteristics, 

individual socio-economic and socio-demographic status affects health (8).  In general, 

individuals with higher socio-economic status have better health compared to individuals with 

lower socio-economic status (8). This correlation has been found across various locations, ages, 

genders, and occurs between different ranges of socio-economic status (9). Studies show that 

variations in health and wellbeing outcomes may be affected by complex interactions between 

characteristics of individuals and the places in which they live (10). Although the literature 

emphasises the influence of both individual and neighbourhood level characteristics on health 

and wellbeing, measures of neighbourhood level characteristics have received comparatively 

limited attention (11). In addition, there have been limited studies in developing societies 

exploring the potential role of neighbourhood socio-economic characteristics in shaping the 

health of specific populations such as young women.  

This study addresses these gaps in the literature by exploring the relationship between socio-

economic characteristics at the individual and neighbourhood levels with the quality of life, 

satisfaction with life, and lifestyle behaviours of young Iranian women. More specifically, this 



Social Capital, Wellbeing and Lifestyle Behaviours    

 
 

208 

cross-sectional study examines whether neighbourhood socio-economic characteristics 

contribute to differences in health in young Iranian women, and if so, whether this effect 

remains stable when accounting for individual socio-economic characteristics and personal 

demographic factors. Finally, this study aims to identify the relative importance of socio-

economic characteristics at both individual and neighbourhood levels as predictors of quality of 

life (QoL), satisfaction with life (SwL), and lifestyle behaviours. 

Method 

Setting and study participants 

According to the most recent national Iranian census, the Iranian population in 2011 was 75.1 

million, with more than half of the population aged less than 35 years and 49.6% of the total 

population being female. The country has 30 provinces and there are 1,135 municipal zones 

within these provinces. The current study was conducted in the province of Fars (population 

4,596,658), more particularly, in the provincial capital city of Shiraz (population 1,711,186, 

with approximately 500,000 young women aged 18-35 years) (12). 

A cross-sectional study design was used, along with a multi-level cluster convenience sampling 

strategy. Shiraz has ten major districts with different individual and neighbourhood 

characteristics. Five of these clusters were randomly chosen to represent different individual and 

neighbourhood characteristics. In the next stage, important social, religious and economic 

locations were randomly chosen within each cluster to be sampling sites (public and private 

universities, public and private workplaces, religious locations, health care centres, and public 

places). In the last stage, young Iranian women aged between 18 and 35 were recruited through 

convenience sampling at the selected locations. To encourage completion of the surveys, a 

researcher who had the same language as the participants was available to answer questions and  

provide assistance.  

Approval to conduct the study was granted by a human research ethics committee of an 

Australian university.  

Measures 

Explanatory measures 

Individual socio-demographic factors: Education, education of partner, occupation, individual 

and household income were the individual socio-economic factors measured. In addition, age, 

ethnicity, religious affiliation, level of religiosity, marital status, parental status, and number of 
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children were the personal characteristics and demographic variables examined. Level of 

religiosity was measured through a single question about how religious participants consider 

themselves to be, with response options ranging from 1 (not religious at all; never following 

religious practices) to 4 (very religious; following religious practices very often/often) (13). 

Neighbourhood socio-economic measures: To measure these variables, the British General 

Household Survey (GHS) Social Capital scale under the terms of the Open Government License 

(OGL) of Britain was used (14). In preparing the questionnaire, a process of item review was 

conducted by a panel of Australian and Iranian public health experts to assess the content 

validity of questions. In addition, a pilot study was conducted to ensure that the instrument was 

population appropriate. To measure the reliability of the instrument, Cronbach Alpha and a test-

retest procedure were employed. Alpha Cronbach reliability was 0.87 which is acceptable for 

this scale. A test-retest procedure was conducted among 15 participants within a 10-day 

interval, and showed a correlation coefficient of 0.83 between the two sets of responses, which 

is acceptable reliability for this scale.  

The scale for measuring neighbourhood socio-economic characteristics included 13 items 

comprising questions about socio-economic elements of the local area, with Likert response 

options from 1 (very dissatisfied) to 5 (very satisfied) and a general question regarding the 

availability of leisure facilities for young women, with response options from 1 (far too few) to 

5 (far too many). In addition, the period of living in the local area and satisfaction with living 

there were measured based on the British General Household Survey (GHS) Social Capital 

scale. The item measuring how long participants have lived in their local area had seven 

response options from less than 12 months through 20 years to more than 20 years. Satisfaction 

with living in the local area included three items, with a 5-point Likert scale from 1 (strongly 

disagree) to 5 (strongly agree). 

Dependent measures 

Satisfaction with life (SwL): The SwL scale is a widely used and respected instrument to 

measure subjective wellbeing. It is a five item self-report scale using a seven point Likert type 

response format of 1 = strongly disagree through 4 = neutral to 7 = strongly agree with a 

summated score range from 5 (low satisfaction) to 35 (high satisfaction). The validity and 

reliability of this scale for Iranian society has been confirmed (15). 

Quality of life (QoL): The Persian/Farsi version of the WHOQoL-BREF was used for measuring 

QoL. The WHOQoL-BREF comprises 26 items exploring four domains of physical, 

http://www.statistics.com/index.php?page=glossary&term_id=309
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psychological, social and environmental QoL. It is a reliable and validated scale for assessing 

the QoL of Iranian people (16). 

Lifestyle behaviours: The International Health and Behaviour survey was used for measuring 

lifestyle behaviours of smoking, alcohol consumption and physical activity. The response 

options of smoking range from 1 (never smoke) to 8 (usually smoke more than 20 cigarettes per 

day). For drinking, the response options range from 1 (a non-drinker) to 4 (a regular-drinker) 

and for physical activity the response options range from 1 (never) to 5 (every day) (17).  

Statistical Analysis 

For data analysis, the Statistical Package for the Social Sciences (SPSS) version 21.0 was used. 

Mean, standard deviation, and score ranges were calculated as the descriptive statistics. T-test 

and one-way ANOVA with pairwise comparisons based on Tukey’s method were used for 

comparative analyses. Correlations between the neighbourhood socio-economic characteristics 

and lifestyle behaviours and wellbeing were calculated using Pearson’s correlations. Multiple 

linear regressions were also used to examine whether socio-economic characteristics at both 

individual and neighbourhood levels predict health related outcomes. 

Results 

Descriptive Analysis 

Of the 420 subjects who were approached to participate in the study, 391 completed the 

questionnaire, making for a response rate of 93%. The mean age of participants was 27.3 (SD: 

4.8), and 78% were of Fars ethnicity. The majority of participants were Muslim (96%), and 

40.4% had an average level of religiosity. Most of the participants (76.4%) had a tertiary 

qualification and 48% of participants were in paid employment. The summary of personal 

characteristics and demographic factors at the individual level is summarized in Table 1. 

According to the findings, 44.2% of participants had lived from 0–<5 years in their local area, 

12% for 5–<10 years, 20.7% for 10–<20 years, and 22.5% for more than 20 years. The average 

length of stay in the local area was about 5 years (SD: 2.1). The mean score of satisfaction for 

people living in the local area was 10± 3.1 (score range: 2-15), which indicates a moderate level 

of satisfaction. 

Regarding the neighbourhood socio-economic conditions, the lowest satisfaction was related to 

employment opportunities (18.9%), the availability of museums (20.2%), libraries (24%), 

swimming pools (37.8%), social services (41.1%), local amenities (41.5%) and colleges 
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(45.5%). On the other hand, participants’ satisfaction was more than 50% for transport (52.2%), 

quality of housing (54.5%), environmental quality (56.4%), shopping centres (57.3%) and 

health services (63.7%). The mean score of neighbourhood socio-economic conditions was 36.3 

(SD: 9.8 score range: 11-60), demonstrating that participants are moderately dissatisfied with 

their neighbourhood’s socio-economic conditions. Furthermore, the mean score of the 

availability of leisure facilities in the neighbourhood was 1.8 (SD: 0.8; score range: 1-5), 

reflecting the low satisfaction of participants in this regard. 

Neighbourhood Socio-economic Characteristics and Perceived Health 

Relationships: Pearson correlations showed neighbourhood level socio-economic characteristics 

and leisure facilities were significantly and positively associated with better QoL and higher 

SwL. In addition a negative correlation was found between the availability of leisure facilities 

for young women and unhealthy lifestyle behaviours such as smoking and alcohol consumption 

(Table 2).  

Of the neighbourhood socio-economic characteristics, all items except the availability of 

museums were positively related to physical QoL. In addition all variables were positively 

related to both psychological and environmental QoL. Items such as quality of housing, public 

transport, health services, schools, colleges, shopping, and social services were positively 

related to social QoL. Furthermore, individuals with higher income per household had a higher 

level of satisfaction with living in their local area, and also perceived better neighbourhood 

socio-economic conditions, while older individuals with higher income per household perceived 

a lower amount of leisure facilities in their local area (Table 2).  

On the other hand, of the individual level characteristics, age was negatively correlated with 

both psychological QoL (r= -0.114, p< 0.05) and SwL (r= -0.120, p<0.01). A higher level of 

religiosity was correlated with better psychological QoL (r= 0.170, p<0.1), higher SwL (r= 

0.122, p<0.05), higher physical activity (r= 0.110, p<0.05), and also less smoking (r= –0.211, 

p<0.001) and drinking of alcohol (r= –0.316, p<0.0001). Income per individual and income per 

household were positively associated with drinking (r= 0.239, p<0.001) and higher social QoL 

(r= 0.150, p<0.05). Higher education of one’s partner was correlated with higher SwL (r= 0.177, 

p<0.05), and more alcohol consumption (r= 0.181, p<0.05). In addition, the number of children 

was negatively associated with drinking (r= –0.276, p<0.01). 

Multiple linear-regressions were performed for both individual and neighbourhood level socio-

economic characteristics as predictors of QoL, SwL and lifestyle behaviours. Table 3 displays 

the final model of relationships between these variables. All items of the neighbourhood socio-
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economic characteristics were found to be associated with wellbeing outcomes without 

considering individual socio-demographic factors. However, after adjusting for the individual 

socio-demographic characteristics, six items of neighbourhood socio-economic characteristics 

were the significant predictors of lifestyle behaviours and wellbeing. Regarding the individual 

socio-demographic variables, age and level of religiosity predicted wellbeing outcomes. 

Differences and comparisons Findings revealed significant difference in the mean of lifestyle 

behaviours and quality of life domains in terms of ethnicity, employment, marital and parental 

status (p<0.05). Smoking was higher among participants with children (vs. without children), 

while drinking was higher among unemployed participants (vs. employed participants). Greater 

SwL and environmental QoL were found among Fars and Turk ethnicities (vs. Lor ethnicity). 

Greater physical and psychological QoL was found among participants with children (vs. 

without children). Greater psychological and social QoL was found among married women (vs. 

single and widow/divorced), and greater SwL was found among single and married women (vs. 

widow/divorced).  

The findings also show that a greater length of stay in a neighbourhood was found among the 

Turk ethnic group, single women, and parents with more children (p<0.05). Greater 

satisfaction/enjoyment of living in the local area was found among groups with higher income 

(p<0.05). A greater perceived neighbourhood socio-economic status was found among the 

Turks, and participants with higher level of religiosity were more satisfied with the availability 

of leisure facilities in their local area (p<0.05).   

Discussion 

The health status of a community reflects the physical neighbourhood environment and 

availability of opportunities for participation in civil society (2). This study examined the 

association between neighbourhood and individual socio-economic characteristics, lifestyle 

behaviours and wellbeing outcomes. The current study makes an important contribution by 

examining how factors at the neighbourhood socio-economic level have a significant role in 

shaping lifestyle behaviours as well as subjective wellbeing including quality of life, and 

satisfaction with life among young Iranian women. During the past few years, there has been an 

increasing interest in the influence of neighbourhood on health. Different types of empirical 

studies have been used to inspect possible area or neighbourhood effects, such as ecological 

studies relating area characteristics to mortality and morbidity rates, and contextual and 

multilevel analyses of area socio-economic context in relation to health and wellbeing outcomes 

(1). In the growing literature on neighbourhood influence there is emerging evidence that 
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neighbourhood socio-economic stressors and protective factors are important for enhancing or 

diminishing health and wellbeing (1).  

In the current study, satisfaction with the neighbourhood socio-economic conditions and 

availability of leisure facilities had low mean scores, indicating that young Iranian women are 

dissatisfied with the socio-economic resources in their local area, including the availability of 

leisure facilities. Almost all neighbourhood socio-economic characteristics influenced 

subjective wellbeing outcomes and lifestyle behaviours in young Iranian women, beside the 

three individual level characteristics of age, level of religiosity, and income. Moreover, the final 

model of the regression analysis demonstrated that even after individual-level adjustment, 

neighbourhood level differences remain significant in an individual’s perceptions of their QoL, 

SwL, and lifestyle behaviours. This suggests that although individual characteristics in the 

personal socio-economic composition are important in explaining health, neighbourhood level 

characteristics are still significant in shaping SwL and QoL in young Iranian women. In turn, 

this suggests that the lower access young Iranian women have to socio-economic resources 

including leisure facilities in their local area, the poorer QoL and SwL, and the unhealthier 

lifestyle behaviours they will have. Macintyre and colleagues called these resources and socio-

economic facilities in neighbourhood as “opportunity structures” (2000, p. 343), which is 

particularly important in shaping individuals’ daily experience (18). According to these authors, 

access or lack of access to resources and infrastructure opportunities in neighbourhoods will 

improve or endanger health and wellbeing either directly or indirectly (18). In agreement with 

the current study, there has been a range of other cross-sectional studies demonstrating that 

living in a deprived, poor or disadvantaged neighbourhood is associated with poor self-reported 

health, adverse mental health outcomes, and greater incidence of illness (19-22). For example, 

studies by Macintyre et al (2003), Marmot and Wilkinson (2006) and Ziersch et al (2005) show 

a strong relationship between health and neighbourhood factors (2, 23, 24). In addition, 

Macintyre & Ellaway (2003) argue that health is distributed unequally in the population 

according to the ne ighbourhood, and the availability of neighbourhood services and amenities 

influences an individual’s health and wellbeing outcomes (25). The individuals who are living 

in the socio-economically weaker areas are likely to have poorer self-rated health, and generally 

higher rates of morbidity and mortality (25).  

In addition to the emphasis on the link between a neighbourhood’s socio-economic status and 

subjective wellbeing in the current study as well as in other literature, there is an association 

between neighbourhood socio-economic status and lifestyle behaviours. For example, the 

current study shows that the lack of access and availability of leisure facilities in the local area 

for young Iranian women increases their uptake of unhealthy lifestyle behaviours such as 
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smoking, drinking, and low physical activity. One clear example in the current study is related 

to the lack of leisure activity opportunities and/or low availability of places to be physically 

active which influence the chances of physical activity for young Iranian women. Consistent 

with this finding, Diez and Mair (2010) and Heinrich and colleagues (2007) indicate that those 

individuals living in less wealthy areas have fewer opportunities to access resources which 

allow them to practice more physically active lifestyles (22, 26). This could be explained by 

General Strain Theory (GST). This theory postulates that strains such as low socioeconomic 

status at both individual and neighbourhood levels results in lower level of subjective wellbeing 

as well as unhealthy and poor coping strategies such as substance abuse and alcohol 

consumption (27). Hence, neighbourhood socio-economic characteristics have a significant 

contribution to wellbeing and lifestyle behaviours associated with variations in health (28), 

indicating the potential public health benefits of improving socio-economic characteristics of 

neighbourhoods. However this could be of particular importance in Iranian society and 

especially among young women, given the particular social and cultural circumstances of Iran.  

The current study found that satisfaction with living in the local area affects QoL, SwL, and 

lifestyle behaviours. However, the length of stay in the local area does not have any influence 

on QoL, SwL, and lifestyle behaviours. This finding is consistent with Mohnen and colleagues 

(2013) work that suggested length of stay in an area/neighbourhood is not linearly associated 

with the health of individuals (29). However, Lindén-Boström and colleagues (2009) 

demonstrated that people who had lived in the same area more than five years reported poor 

health less frequently than those who had lived in an area for less than five years (6). These 

differences between the results of the current study and Lindén-Boström and colleagues (2009) 

could be related to the differences between the populations being studied as well as the different 

societies/cultures. A possible explanation for this difference could be related to the assumption 

that the longer people live in cohesive societies, the more social cooperation/social involvement 

they will enjoy, making their local area a better place to live (6). This could enhance their 

satisfaction with living in the local area as well as their health status; the social determinants of 

neighbourhoods could thus play a role in influencing the length of stay in a neighbourhood, and 

health and wellbeing outcomes. Further studies are required to measure the connections between 

the social environment of neighbourhood, length of stay in neighbourhood and health outcomes.  

Limitations  

This study has several limitations. First, some other variables not considered in this study, such 

as social connections and social cohesion in the neighbourhood environment, may in turn 

influence the variables affecting neighbourhood health outcomes (22). A second limitation is 
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related to the lack of categorisation of different districts, such as wealthy and less wealthy areas, 

which could be considered determinants of health and wellbeing outcomes. 

Conclusion 

Most studies in this field have focused on the influence of individual characteristics such as 

individual socio-economic factors on health, and measures of neighbourhood characteristics 

have not received comparable attention. This is particularly so for developing societies like Iran 

and among specific populations such as young women. This study shows the strong influence of 

neighbourhood socio-economic level characteristics on young Iranian women’s QoL, SwL, and 

lifestyle behaviours. These neighbourhood socio-economic characteristics have to be considered 

when implementing policies/strategies/intervention programs in order to decrease 

neighbourhood inequalities and improve health and wellbeing for young Iranian women (22). 

The analysis indicates feasible avenues for more detailed research into how some 

neighbourhood-level characteristics relate to human health. Findings of the study indicate that 

research into the influence of neighbourhood characteristics on health outcomes can contribute 

to useful and effective public health policies. 
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Table 1: Socidemographic and socio economic variab les of young Iranian women aged between 18-35 

[N=391], Shiraz, Iran, 2013 

  Frequency  % 

Ethnicity  

 

Fars 

Turk 

Lor 

Other 

Missing 

305 

39 

40 

5 

2 

78 

10 

10 

1.3 

0.6 

Level of  

religiosity 

 

Very religious (following religious practices very often/often) 

Moderately religious (fo llowing religious practices 

occasionally) 

Not very religious (following religious practices rarely) 

Not religious at all (never following religious practices 

NA 

18 

158 

136 

71 

8 

4.6 

40.4 

34.8 

18.2 

2 

Education 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

NA 

60 

239 

73 

14 

4 

1 

15.3 

61.1 

18.7 

3.6 

1 

0.3 

Occupation 

 

Managerial 

Professional 

Clerical 

Labours 

Home duty 

Unemployed 

Student 

Missing 

37 

51 

85 

6 

68 

36 

96 

18 

8.8 

13.7 

21.7 

1.5 

17.4 

7.7 

24 

4.6 

Type of  

occupation 

 

Government 

Private 

NA 

61 

132 

198 

15.6 

33.8 

50.6 

Marital status 

 

Single 

Married 

Divorced 

Widow 

NA 

192 

178 

7 

5 

9 

49.1 

45.5 

1.8 

1.3 

2.3 

Education of  

partner 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

NA 

20 

88 

56 

9 

10 

208 

5.1 

22.5 

14.3 

2.3 

2.6 

53.2 

Parental status 

 

No children 

Children 

NA 

87 

127 

177 

22.3 

32.5 

45.3 

Number of 

 children 

 

0 

1 

2 

3 

NA 

35 

59 

32 

13 

252 

9 

15.1 

8.2 

3.3 

64.5 
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Table 2: Correlations between socio-economic neighbourhood items, and lifestyle behaviours and wellbeing by a sample of young Iranian women aged 

between 18-35 [N=391], Shiraz, Iran, 2013 
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w
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in
 

th
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lo
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l 
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Satisfaction 

with living 
in the local 
area 

0.138** 0.216*** 0.302*** 0.158** 0.218*** 0.507*** 0.420*** 0.154** 0.267*** 0.231*** 0.238*** 0.218*** - 0.422*** - 

Physical 

QoL 

0.148** - 0.110* 0.145** 0.200*** 0.210*** 0.176*** 0.176*** 0.122* 0.211*** 0.159** 0.196*** 0.112* 

 

0.257*** 

 

0.188*** 

Psychology 

QoL 

0.183*** 0.233*** 0.150** 0.142** 0.239** 0.283*** 0.159*** 0.159*** 0.137** 0.256*** 0.192** 0.216*** 

 

0.179*** 

 

0.321*** 

 

0.282*** 

Social QoL - - - - - 0.187*** 0.152*** 0.152*** - 0.210*** 0.115* 0.216*** 0.147** 

 

0.179*** 

 

0.199*** 

Environmen
tal QoL 

0.299*** 0.256*** 0.287*** 0.264*** 0.338*** 0.446*** 0.374*** 0.374*** 0.319*** 0.427*** 0.382*** 0.303*** 0.181*** 

 

0.508*** 

 

0.376*** 

SwL 0.211*** 0.204*** 0.218*** 0.203*** 0.329*** 0.374*** 0.316*** 0.316*** 0.195*** 0.265*** 0.227*** 0.226*** 0.220*** 

 

0.374*** 

 

0.337*** 

Smoking - - - - - - - - - - - - -0.145** 

 

- -0.108* 

Drinking - - - - - - - - - - - - -0.116* 

 

- - 

 

Physical 
activity 

- - - - - - - - - - - - 0.103* 

 

- - 

*p<0.05; **p<0.01; ***p<0.001 
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Table 3. Multivariable regression analyses: Relat ion of socio-economic characteristics at indiv idual and 

neighbourhood levels to lifestyle behaviours and wellbeing by a sample of young Iranian women aged 

between 18-35 [N=391], Shiraz, Iran, 2013 

 

 

Predictors  Β R2 Adjusted 

R2 

B SE df F 

Physical QoL Health services 

Employment opportunities  

0.19 

0.16 

0.08 0.08 0.29 

0.24 

0.08 

0.08 

321 15.47*** 

Psychological 

QoL 

 

Age 

Level of religiosity 

Health services 

Museum  

-0.10 

0.18 

0.17 

0.12 

0.16 0.15 -0.05 

0.52 

0.33 

0.24 

0.02 

0.14 

0.11 

0.11 

309 12.26*** 

Social QoL Environment quality 0.18 0.03 0.03 0.34 0.13 1888 6.94** 

Environmental 

QoL 

Environment quality 

Health services 

Availability of leisure 

 facilities 

0.28 

0.27 

0.17 

0.27 0.26 0.51 

0.49 

0.46 

0.14 

0.13 

0.17 

0.162 20.54*** 

SwL 

 

Environment quality 

Health services 

0.39 

0.35 

0.42 0.39 2.02 

1.79 

0.64 

0.64 

51 17.74*** 

Smoking  

 

Level of religiosity 

Availability of leisure 

 facilities 

-0.18 

-0.10 

0.05 0.05 -0.36 

-0.18 

0.10 

0.94 

371 10.64*** 

Drinking 

 

Level of religiosity -0.45 0.20 0.18 -0.30 0.08 54 13.45** 

Physical 

activity 

 

Religiosity 0.11 

 

0.01 0.00 0.15 0.07 375 4.56* 

*p<0.05; **p<0.01; ***p<0.001 

Abbreviations: β, standardized regression coefficients  as Beta; R2, R -squared. 
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7.3 Paper 11 – The relationship between living environment and self-rated health in 

healthy young women 

 



Social Capital, Wellbeing and Lifestyle Behaviours    

 

 

222 

Abstract 

There has been increasing interest in understanding the influence of the living environment on 

individual and population health. While our understanding of the connection is growing, there has 

been limited published research focusing on socially and economically transitioning countries such 

as Iran or specific populations such as young women. This study explores the relationship between 

the physical and social living environment with wellbeing outcomes and lifestyle behaviours of 

young women in Shiraz, Iran in 2013. Using a cluster convenience sampling technique, 391 young 

Iranian women with the mean age of 27.3 (SD 4.8) participated in a cross-sectional survey 

(response rate 93%). A scale adapted from the British General Household Social Capital scale was 

used to assess living environment characteristics. The International Health and Behaviour survey, 

Satisfaction with Life Scale (SwL), and WHO Quality of Life questionnaire (WHOQoL-BREF) 

were used to measure lifestyle behaviours and wellbeing. Findings showed a moderate level of 

satisfaction with participants’ living environment, with a mean score of 38.5 (SD 7.7, score range: 

11-45). There were correlations between physical and social neighbourhood environment, lifestyle 

behaviours, and wellbeing outcomes (p<0.05). Multiple regression analysis showed that the 

characteristics of living environments were determinants of quality of life (QoL), including 

physical, psychological, social and environmental QoL, as well as SwL (p<0.05). Perceptions of 

individuals about their living environment issues were associated with demographic variables 

including ethnicity, level of religiosity, employment, income, marital status, and number of children 

(p<0.05). The current study shows how characteristics of the physical and social living 

environments play a significant role in shaping wellbeing and lifestyle behaviours among young 

Iranian women. Hence, there is a need for more focused attention to the meaning, measurement and 

building of neighbourhood livability, including both physical and social aspects of neighbourhood, 

in order to support QoL and SwL among young Iranian women, and enhance their healthy lifestyle 

behaviours.  

What is known about this topic: 

 Health outcomes may be affected by complex interactions between an individual’s 

characteristics and where they live.  

 Many studies focus on the association between the living environment and wellbeing in 

western societies but not in transitional societies, and have not incorporated the social 

environment. 
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 The socio-economic status of individuals is linked with their living environment.  

What this paper adds: 

 Social neighbourhood characteristics have a substantial role in shaping the lifestyle 

behaviours of young Iranian women, including physical activity. 

 The social environment and the physical environment have a significant influence on 

quality of life and satisfaction with life. 

 The socio-economic status of young Iranian women is related to their perception of their 

physical and social living environment.  

Key words: Living environment, wellbeing, lifestyle behaviours, young women, Iran 
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Introduction 

The residential environment, which comprises both physical and social dimensions, plays an 

important role in social development by contributing to and being an expression of social 

inequalities in health (Diez Roux & Mair 2010). There is increasing interest in understanding how 

neighbourhood living conditions influence individual and community health and wellbeing 

outcomes. A growing body of evidence supports the association between the living environment 

and an individual’s health (Cubbin et al. 2008; Gordon Larsen et al. 2006; Booth et al. 2005; 

Macintyre & Ellaway 2003). Disciplines such as public health, criminology and urban sociology 

have explored the relationship between individual health and social outcomes (Pruitt et al. 2012). 

Longitudinal studies in health and wellbeing have recently begun to focus on exploring the 

influence of neighbourhood and community characteristics on an individual’s psychological and 

physical health (Pruitt et al. 2012; Diez Roux 2007; O’Campo 2003). 

According to the literature, the physical and social quality of one’s living environment substantially 

influences both physical (Mohnen et al. 2011) and psychological health (Cutrona et al. 2006). The 

physical environment is the tangible surroundings in which individuals live. Adverse surroundings 

may include different environmental factors such as pollution, adverse traffic conditions, sub-

standard housing conditions, exposure to hazardous substances, dust or pest infestation, which 

could drastically or subtly influence health and wellbeing (Cubbin et al. 2008; Gordon Larsen et al. 

2006; Booth et al. 2005; Macintyre & Ellaway 2003). Different studies have shown that the 

relationship between the physical environment and health is an important concern for public health 

professionals (Verrinder 2007). According to a recent study in China, the detrimental health effects 

of environmental degradation are rapidly increasing, and will severely influence human health and 

wellbeing (Sun & Shang 2014). Other studies have identified the effects of physical neighbourhood 

characteristics on physical and psychological health and wellbeing (Cubbin et al. 2008; Gordon 

Larsen et al. 2006; Booth et al. 2005; Macintyre & Ellaway 2003). In addition to the physical 

environment, the social environment is a significant factor in health disparities (Odgers et al. 2012).  

The social environment is the social setting in which people live, and includes community 

structures, resources and policies that people create to order their lives. The literature shows that the 

social environment is linked to disease pathways and mortality risks, often independent of 

individual socio-demographic characteristics (Root 2012). For example, there is a negative 

association between self-rated health and social disorders such as alcohol and drug abuse, conflict 

with neighbours, poor personal safety and crime (Pruitt et al. 2012). Hence, an integrative approach 
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is required to assess the contribution of social characteristics to a range of health outcomes, as a 

basis for policy making and intervention programmes. 

Besides the physical and social characteristics of the living environment, it has been shown that 

residents’ characteristics also influence health and wellbeing outcomes. For example, the socio-

economic status of individuals distinguishes subgroups within a population in terms of education, 

economic opportunity, lifestyle, and living environment (Diez Roux & Mair 2010). Therefore, 

individual health outcomes may be variously affected by complex interactions between a person’s 

characteristics and the place in which they live (Root 2012). Hence, exploring both residential and 

environmental characteristics provides an understanding of the complex interactions of living 

environment that influence an individual's health status.  

Although the literature emphasises the influence of both the residents’ characteristics and the living 

environment on health and wellbeing outcomes, measures of the living environment have not 

received comparable attention (Coulton 2005). This is especially so for transitional countries such 

as Iran, where environmental degradation places increasing pressure on the social and physical 

environments (Butter 2006). In addition, research has found that environmental influences on health 

and wellbeing have a gender dimension, impacting women differently from men (Butter 2006). For 

example, Stafford et al. (2005) found that the perception of one’s neighbourhood environment and 

its influence on self-rated health is different for men and women. According to this study, there is a 

stronger association between neighbourhood environments (such as socio-political and physical 

environments) and women’s self-rated health (Stafford et al. 2005). In addition, a study by 

Nwokoro and Agbola (2011) regarding the environment and health inequality of women in Nigeria 

showed that environmental injustice influences women’s health severely, particularly in transitional 

societies, because of the cultural and social situations of these countries.  

There has been limited research in transitional countries exploring the relative role of both the 

physical and social living environments in shaping the health of specific populations such as young 

women. In response to this gap, this study was conducted to answer the following specific 

questions: 1) What are the main living environment issues perceived by young Iranian women? 2) 

Does the perception of the living environment affect individual wellbeing and lifestyle behaviours? 

If so, does this effect remain stable when accounting for individual residents’ characteristics? 3) 

What are the main living environment predictors of lifestyle behaviours and wellbeing? 
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Methods  

Sampling and recruitment  

This study is part of a project using the ecological framework of social capital and health described 

by Berkman et al. (2000). Multi-stage cluster sampling was used for data collection in ten major 

districts of Shiraz, Iran in 2013. In stage one, as Shiraz is organised as ten major districts, five 

districts were randomly selected as sampling locations. In stage two, significant community 

locations were randomly chosen from these five districts (public and private universities, public and 

private workplaces, religious locations, health care centres, and public places). Recruiting at 

different locations promoted socio-economic and socio-demographic diversity. In the last stage, the 

questionnaire was completed by a convenience sample of young women. The approximate total 

population in Shiraz of women aged 18-35 is 500,000 (Iran census population 2006), thus the 

estimated sample size required was 383 for a 95% confidence interval with a margin-of-error of 

±5%.  

Five native-speaking research assistants were recruited to assist in the procedure of data collection 

in the five main districts in Shiraz, Iran. The researcher together with research assistants attended 

the selected community locations to conduct data collection. At each site, research team members 

would approach young women and ask whether they would be willing to participate in the study. 

After expressing their interest in participating in the study, eligibility was determined, the purpose 

of the study was explained and the information sheet and informed consent were provided. 

Participants completed the questionnaire at the data collection location, and the research assistants 

provided assistance if required. A box of chocolates was provided to participants who responded as 

a token of appreciation for their participation in the study. 

Measures 

Explanatory Variables 

Residents’ characteristics  

For measuring residents’ characteristics, a number of personal and socio-demographic 

characteristics were examined, including age, ethnicity, religious affiliation, level of religiosity, 

marital status, parental status, number of children, education, education of partner, occupation and 

income. 
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Living environment characteristics 

To measure the living environment the British General Household Survey (GHS) Social Capital 

scale (Foxton & Jones, 2011) was used under the terms of the Open Government Licence of Britain. 

The GHS Social Capital scale has a database of questions from which researchers may choose 

required questions. The current questionnaire was reviewed by a panel of Australian and Iranian 

public health experts to ensure the related questions were suitable for Iranian society. In addition, as 

the reliability and validity of this questionnaire had not been confirmed with an Iranian population, 

the instrument was piloted to ensure it was population-appropriate and to assess the content validity 

of the questions. The questionnaire’s internal consistency was measured using Cronbach’s alpha 

and its test-retest reliability was measured using an intraclass correlation coefficient (ICC). 

Cronbach alpha was 0.89, which shows an acceptable reliability for this scale.  In addition, a test-

retest procedure conducted with 15 participants over a two week interval showed a correlation 

coefficient of 0.83 between sets of responses, demonstrating acceptable reliability.  

The living environment construct is an 11-item scale incorporating the two domains of  the physical 

environment (such as traffic, industrial fumes, rubbish, and graffiti), and the social environment 

(such as neighbourhood disorder, homeless people, troublesome neighbours, teenagers hanging 

around, frightened after dark, ethnic and religious tensions, drug abuse), with Likert response 

options from 1 (always an issue) to 5 (never an issue). The period of living in the local area and 

satisfaction of living in the local area were measured. The period of living in the local area includes 

one item on how long participants have lived in their local area, with seven response options from 

less than 12 months to 20 years or more than 20 years. Satisfaction with living in the local area 

includes three items, with a 5-point Likert scale from 1 (strongly disagree) to 5 (strongly agree). 

The reverse scoring was calculated for items as required.  

Dependent Variables 

Satisfaction with life (SwL) 

 Satisfaction with life is a widely used and respected instrument to measure subjective wellbeing 

and identifies cognitive-judgmental aspects of satisfaction and fulfilment (Tagharrobi et al., 2012). 

The SwL is a five item self-report scale using a seven point Likert response format (1 = strongly 

disagree, through 4 = neutral, to 7 = strongly agree) with a summated score range from 5 (low 

http://www.statistics.com/index.php?page=glossary&term_id=309
http://www.statistics.com/index.php?page=glossary&term_id=309
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satisfaction) to 35 (high satisfaction). The validity and reliability of this scale has been confirmed in 

Iranian society (Tagharrobi et al. 2012).  

Quality of life (QoL) 

The Persian version of the WHOQoL-BREF was used for measuring the wellbeing outcome. This 

scale contains a total of 26 items examining physical (seven items), psychological (six items), social 

(three items) and environmental (eight items) QoL, with the response options ranging from 1 (very 

dissatisfied/very poor) to 5 (very satisfied/very good). The validity and reliability of this scale for 

Iranian people has been confirmed (Yousefy et al. 2010, Salehi et al. 2014a).   

Lifestyle behaviours 

Items from The International Health and Behaviour survey were used for measuring smoking, 

alcohol consumption and physical activity. The response options for smoking range from 1 (never 

smoke) to 8 (usually smoke more than 20 cigarettes per day). For drinking the response options 

range from 1 (a non-drinker) to 4 (a regular-drinker) and for physical activity the response options 

range from 1 (never) to 5 (every day) (University College London 2009).  

Approval to conduct the study was granted by the Human Research Ethics Committee of 

Griffith University in Australia (GU Protocol Number PBH/38/12/HREC).  

Statistical Analysis 

IBM SPSS Statistics version 20 was used for data analysis. Descriptive statistics such as means, 

standard deviations, and score ranges were calculated to describe the basic features of the data, 

including both the residents’ characteristics and the social and physical living environment 

variables. Correlations between the living environment and demographic variables as well as health 

variables were calculated using Pearson’s correlations. Stepwise multiple linear regressions were 

used in order to explore whether the living environment characteristics, including physical and 

social determinants and residents’ characteristics, predict wellbeing and lifestyle behaviours of 

young Iranian women. The assumptions of the final regression model (e.g. linearity, homogeneity 

of variance of residuals, and normality of residuals) were checked, and there were no major 

violations. However, some of the living environment variables were not included in the regression 

analysis in order to minimise the collinearity between independent variables. In addition, the single 

imputation method of replacing missing values with means was used in order to compensate for 
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missing data. This method has been useful in similar studies to address the issue of a few missing 

data (Baneshi et al. 2012, Salehi. et al. 2014) 

Results 

Descriptive Analysis  

A total of 420 potential participants were approached with the questionnaire, and 391 participants 

completed and returned the questionnaire [response rate 93.1%]. The mean age of participants was 

27.3 (SD 4.8). The majority of participants were Muslim (96.0%), and 78% were of Fars ethnicity. 

Most of the participants (76.4%) had a tertiary qualification (bachelor or postgraduate degree) and 

48.0% had paid employment. The residents’ characteristics are summarised in Table 1. 

Table 1: Residents’ socio-demographic characteristics  

  Frequency  % 

Ethnicity  

 

Fars 

Turk 

Lor 

Other 

Missing 

305 

39 

40 

5 

2 

78 

10 

10 

1.3 

0.6 

Level of  

religiosity 

 

Very religious (following religious practices very often/often) 

Moderately religious (following religious practices occasionally) 

Not very religious (following religious practices rarely) 

Not religious at all (never following religious practices  

NA 

18 

158 

136 

71 

8 

4.6 

40.4 

34.8 

18.2 

2 

Education 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

Missing 

60 

239 

73 

14 

4 

1 

15.3 

61.1 

18.7 

3.6 

1 

0.3 

Occupation 

 

Managerial 

Professional 

Clerical 

Manual 

Home duty 

Unemployed 

Student 

Missing 

37 

51 

85 

6 

68 

36 

96 

12 

9.4 

13 

21.7 

1.5 

17.4 

9.2 

24.5 

3 

Marital status 

 

Single 

Married 

Divorced 

Widowed 

Missing 

192 

178 

7 

5 

9 

49.1 

45.5 

1.8 

1.3 

2.3 

Education of  

partner 

 

Postgraduate 

Degree 

Diploma/Certificate 

Secondary school 

Primary school 

20 

88 

56 

9 

10 

5.1 

22.5 

14.3 

2.3 

2.6 
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NA 208 53.2 

Parental status 

 

No children 

Children 

NA 

87 

127 

177 

22.3 

32.5 

45.3 

Number of  

children 

 

0 

1 

2 

3 

NA 

87 

69 

41 

17 

177 

22 

17.6 

10.4 

4.3 

45.2 

Abbreviations: NA, not applicable. NA in  this table referred to three socio -demographic characteristics 

including education of partner (not having a partner), parental status (not married, and not having a partner), 

and number of children (not married and not having a partner). 

According to the findings, 44.2% of participants had lived from 0–<5 years in their local area, 12% 

for 5–<10 years, 20.7% for 10–<20 years, and 22.5% had lived in the local area for more than 20 

years. The average length of stay in the local area was about 5 years (SD: 2.1). The mean score of 

satisfaction with living in the local area was 9.9 (SD 3.1) (Score range: 2–15), which indicates a 

moderate level of satisfaction. The mean score of the living environment was 38.5 (SD 7.7) (Score 

range: 11–45), which indicates a moderate level of satisfaction with their environmental conditions. 

Associations between living environment, lifestyle behaviours, and wellbeing outcomes 

The overall score of the living environment was positively correlated with QoL and SwL. All 

physical and social living environment issues were significantly and negatively associated with QoL 

and with SwL. Rubbish, neighbourhood disorder, homeless people, graffiti, troublesome 

neighbours, being frightened after dark, and religious and ethnic issues had significant negative 

correlations with psychological QoL. Neighbourhood disorder, homeless people, graffiti, 

troublesome neighbours, teenagers hanging around, being frightened after dark, religious and ethnic 

tensions were significantly and negatively related to social QoL. All items of physical and social 

environment except traffic had significant negative correlations with environmental QoL. Just one 

of the items (neighbourhood disorder) had a significant negative correlation with physical activity, 

and no other correlations were found between living environment issues and lifestyle behaviours 

(e.g. smoking, drinking, and physical activity). Descriptive analysis of dependent and independent 

variables has been provided in Table 2.  



Social Capital, Wellbeing and Lifestyle Behaviours    

 

 

231 

Table 2: Descriptive analysis of dependent and independent variables   

 Number of 

responses 

Mean  SD 

Satisfaction with living in the local area(score range: 5-15) 

 

391 9.9 3.1 

Living environment (score range: 11-45) 

 

391 38.5 7.7 

Quality of life (score 

range: 4-20) 

 391 13.6 2.4 

Physical QoL (score range: 4-20) 391 16 1.8 

Psychological QoL (score range: 4-20) 391 13.5 2.3 

Social QoL (score range: 4-20) 391 12 2.2 

Environmental QoL (score range: 4-20) 391 13.6 2.1 

Satisfaction with life (Score range: 5-35) 391 20 6.4 

Physical activity (score range: 1-5) 383 2.5 1.1 

Smoking (score range: 1-8) 380 2 1.6 

The present study indicates differences between the residents’ characteristics and neighbourhood 

living environments. A better living environment was reported among Turk and Fars ethnicities in 

comparison with Lor ethnicity. The analysis of variance revealed a significant difference, F (3, 8) = 

9.04, p < .05. Individuals with higher income reported that there was less rubbish and drug abuse in 

their local area, however, more traffic was identified as an issue. In addition, level of education was 

positively associated with perceptions of more traffic and a lack of safety as issues in the local area. 

A higher level of occupation was positively associated with perceptions of a high level of industrial 

fumes and rubbish as issues in the local area. The correlations between residents’ characteristics and 

wellbeing outcomes have been reported in another paper (Salehi et al., 2014b). Correlations of 

living environment variables with variables for lifestyle behaviours and wellbeing are presented in 

Table 3. 
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Table 3: Pearson correlations between living environment, its items, lifestyle behaviours and wellbeing 

 Traffic Industrial 

fumes  

Rubbish Graffiti 

 

Using 

drugs  

Neighbourhood 

disorder  

Homeless 

people 

Troublesome  

neighbours  

 

Teenagers 

hanging 

around 

 

Frightened 

after dark 

Ethnic 

and 

religious 

tensions  

Overall 

liv ing 

environment 

 

Period of  

living in the 

 local area 

 

-

0.13** 

-0.14** -0.05 -0.03 -0.00 -0.05 -0.04 -0.03 -0.05 -0.10* -0.15** 0.13* 

Satisfaction 

with liv ing in 

the local area 

 

-0.06 -0.20*** -

0.25*** 

-0.17** -

0.34*** 

-0.24*** -0.28*** -0.30*** -0.20*** -0.29*** -0.17** 0.40*** 

Physical QoL  

 

-

0.14** 

-0.14** -0.14** -

0.23*** 

-

0.18*** 

-0.23*** -0.27*** -0.14** -0.21*** 0.26*** -

0.21*** 

0.32*** 

Psychological 

QoL  

 

-0.03 -0.05 -0.11* -0.14** -0.08 -0.16** -0.13* -0.13* -0.10* -0.14** -0.16** 0.22*** 

Social QoL -0.06 -0.07 -0.04 -0.17** -0.08 -0.14** -0.13* -0.19*** -0.18** -0.11* -

0.24*** 

0.22*** 

Environmental 

QoL 

 

-0.08 -0.11* -

0.26*** 

-

0.28*** 

-

0.26*** 

-0.27*** -0.29*** -0.22*** -0.28*** -0.31*** -

0.28*** 

0.37*** 

SwL -0.03 -0.04 -0.11* -0.16** -

0.21*** 

-0.21*** -0.21*** -0.11* -0.10* -0.16** -

0.19*** 

0.24*** 

Physical 

activity 

 

-0.03 -0.07 -0.05 -0.04 -0.08 -0.12* -0.04 -0.01 0.06 0.08 0.03 0.01 

Income 

 

- 

0.15* 

-0.00 0.18* -0.08 0.16* -0.09 -0.02 -0.09 -0.15 -0.05 0.00 0.08 

Education 0.120* -0.09 0.06 -0.04 0.08 0.120* 0.00 0.00 -0.00 -0.09 -0.04 0.04 

Occupation 0.05 0.181* 0.146* -0.03 0.00 -0.01 -0.05 0.07 -0.01 0.00 0.00 0.03 
p<0.05; **p<0.01; ***p<0.001 

Abbreviation: SwL, satisfaction with life; QoL, quality of life.
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Multiple linear regressions were performed to predict QoL domains and SwL, based on a number of 

residents’ characteristics as well as the physical and social living environment. As there was a large 

number of independent variables, stepwise modelling was used, successively adding or removing 

variables, including socio-demographic variables, particularly those with significant correlations as 

shown in Table 3. The stepwise modelling began with adding all potential variables in the model, 

and proceeding backwards (removing one variable at a time). Table 4 shows the results of 

regression models predicting QoL domains and SwL from sociodemographic and living 

environment characteristics. With regard to physical QoL, homeless people, being frightened after 

dark, and graffiti accounted for a significant amount of variance in physical QoL (F (3, 371) = 

16.63, p < 0.001), with an adjusted R2 of 0.11. Regarding psychological QoL, satisfaction of living 

in the local area, ethnic and religious tensions, age, and level of religiosity explained a significant 

amount of variance in psychological QoL (F (4, 361) = 10.67, p < 0.001), with an adjusted R2 of 

0.09. In relation to social QoL, troublesome neighbours explained a significant variance (F (1, 388) 

= 4.48, p < 0.012), with an adjusted R2 of 0.05. Graffiti, teenagers hanging around, and rubbish 

explained a significant variance in environmental QoL (F (3, 379) = 19.70, p < 0.001), with an 

adjusted R2 of 0.14. Homeless people, age, level of religiosity, and ethnic and religious tension 

explained a significant variance in SwL (F (4, 355) = 9.67, p < 0.001) with an adjusted R2 of 0.09.     
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Table 4: Multivariable regression analyses: relation of residents’ characteristics and living  
environment to lifestyle behaviours and wellbeing 

*p<0.05; **p<0.01; ***p<0.001     

Abbreviations: β, standardised regression coefficients  as Beta; B, unstandardized regression coefficients; CI, 

Confidence Intervals; R2, R-squared; SE, Standard Error; F, F-test; df, Degree of Freedom. 

Discussion  

There is growing certainty that individual characteristics and behaviours are insufficient to explain 

disease and health determinants and status. It is suggested that social variables such as 

neighbourhood conditions are influential in health and wellbeing outcomes (Diez Roux & Mair 

2010).  This study examined the association between the physical and the social living 

environments, and lifestyle behaviours and wellbeing of young Iranian women. The results confirm 

the influence of characteristics within both the physical and social environment on wellbeing 

outcomes of young Iranian women, including QoL and SwL, even after adjusting for residents’ 

characteristics (such as socio-demographic factors). This is consistent with previous research 

(Cubbin et al. 2008; Gordon Larsen et al. 2006; Booth et al. 2005; Macintyre & Ellaway 2003), 

indicating that differences in lifestyle behaviours and wellbeing in different neighbourhoods may be 

linked to the living environment (Root 2012).  

 Predictors  Β B 95% CI  P 

value 

R2 Adjusted  

R2 

F df 

Physical 

QoL 

(N: 391) 

 

Homeless neighbours 

Frightened after dark  
Graffiti  

-0.14 

-0.17 

-0.14 

-0.25 

-0.25 

-0.29 

(12.74,14.31) 

(0.08,0.37) 

(0.04,0.46) 

0.008 

0.002 

0.018 

0.12 0.11 16.63*** 356 

Psychologic

al QoL  

(N: 391) 

 

 

Satisfaction with living in 

 the local area 

Level of religiosity 

Age 

Ethnic and relig ious 

tentions 

0.22 

 

0.17 

-0.12 

-0.10 

0.16 

 

0.48 

-0.25 

-0.04 

(-0.09, -0.00) 

 

(-0.77,-0.23) 

(0.10,0.25) 

(0.07,0.48) 

0.000 

 

0.000 

0.046 

0.010 

0.10 0.09 10.67*** 352 

Social QoL 

(N: 391) 

  

Troublesome neighbours  0.24 0.46 (0.20,0.62) 0.000 0.24 0.05 4.48* 356 

Environmen

tal QoL  

(N: 391) 

 

Graffiti 

Teenagers hanging around 

Rubbish 

0.17 

0.17 

0.13 

0.40 

0.39 

0.29 

(0.10,0.60) 

(0.16,0.64) 

(0.07,0.53) 

0.006 

0.001 

0.010 

0.37 0.14 19.70*** 365 

SwL  

(N: 391) 

 

Homeless people 

Level of religiosity 

Age 

Ethnic and relig ious  

tensions 

-0.19 

 0.14 

-0.13 

-0.13 

-1.19 

 1.07 

-0.18 

-0.79 

(0.55,1.84) 

(-1.81,-0.28) 

(-0.31,-0.05) 

(0.10,1.33) 

0.000 

0.008 

0.006 

0.024 

0.10 

 

0.09 9.67*** 348 
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The link between environment and wellbeing could be of particular significance for women, as the 

literature shows that physical environmental issues may have a strong gender dimension, impacting 

women differently from men (Butter 2006). In particular, gender has been found to influence the 

sense of vulnerability in society and the relationship to health (Nwokoro & Agbola 2011; Stafford 

et al. 2005). Particularly in transitional societies, women have been noted to have increased 

vulnerability due to the cultural and social situations of these countries (Nwokoro & Agbola 2011). 

The current study shows that exploring the neighbourhood structure and characteristics is of special 

importance in relation to the local population. It has shown that the built environment, the way it is 

lived in, and the safe, and healthy environment impacts the wellbeing and lifestyle behaviours of 

young women as well as influencing their social networking and participation in their society and/or 

community. 

Although research has explored the relationship between characteristics of the physical environment 

and health, few studies have investigated the connection between characteristics of the social 

neighbourhood and health and wellbeing outcomes (Veitch et al. 2012), especially in transitional 

societies like Iran and among women. This is supported by findings of the current study regarding 

perceptions of neighbourhood disorder, homeless people, teenagers hanging around, being 

frightened after dark, and their inverse correlations with wellbeing and lifestyle behaviours of 

young women. Consistent with these findings, Pruitt et al. (2012) in a study with 367 women in the 

USA showed a connection between characteristics of the social environment and self-rated health. 

In a cohort study of 4,056 men and women aged over 18 in Australia, Ngo et al. (2014) showed that 

lifestyle behaviours such as physical activity, diet and smoking, may be shaped by characteristics of 

the social and built environment in the local-area, such as neighbourhood safety and social norms.  

A specific example of the social environment’s influence on lifestyle behaviours in the current 

study is that neighbourhood disorder and being frightened after dark prevents young Iranian women 

from being physically active. This shows that neighbourhood safety is an important condition for 

outdoor social/public activities in Iran, and lack of neighbourhood safety could hinder the practice 

of healthy lifestyle behaviours such as physical activity among young Iranian women. Supporting 

this finding, other studies have examined how the social and physical characteristics of the 

neighbourhood can severely restrict the opportunities and access to resources available to 

individuals. For example, Heinrich et al. (2007) demonstrated that individuals have healthier 

lifestyle behaviours such as physical activity when they live in neighbourhoods with less litter, 

vandalism and graffiti and with street patterns that present fewer pedestrian obstacles. Zenk et al. 

(2009) and Deguzman et al. (2013) found that a favourable neighbourhood environment, safety and 
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lack of crime in the local neighbourhood encourage healthy lifestyle behaviours such as physical 

activity. 

As has been shown, the structural condition of the neighbourhood influences health and wellbeing 

through material characteristics as well as the psychosocial environment. These diverse 

characteristics of neighbourhoods are not exclusive but interdependent in building and maintaining 

communities (Meeks 2014). However, the strength and significance of the interactions between 

different social and physical characteristics of neighbourhoods on health and wellbeing will differ 

in different societies. The social environment of a neighbourhood particularly influences an 

individual’s physical activity through awareness of facilities and programs, and collective action to 

improve the local area such as limiting crime and disorder (Veitch et al. 2012). The indications of 

existing research are that an individual’s motivation for practising more healthy lifestyle behaviours 

such as physical activity can be limited by not only the physical environmental characteristics of 

their local neighbourhood, but also by the social environment of their neighbourhood, such as no or 

limited safety to exercise in their local area (Cubbin et al. 2008; Gordon Larsen et al. 2006).  

The present study identifies that there are differences between the residents’ characteristics and 

neighbourhood living environments in the population sampled. A better living environment was 

reported among the Turk and Fars participants in comparison with Lor participants (mostly coming 

from the rural areas). In addition, the current study shows that those individuals with lower socio-

economic status live in poorer areas with more drug abuse. This indicates that both individual socio-

economic status and ethnicity are important in terms of the neighbourhood and can contribute to 

overall wellbeing (Cubbin et al. 2008; Gee & Payne-Sturges 2004). In agreement with the present 

study, the literature shows correlations between living environment, ethnicity and socio-economic 

status (Landrine & Corral, 2009; Cubbin et al. 2008). Cubbin et al (2008) demonstrated that blacks 

and Hispanics are more likely than whites to live in houses/areas of poor-quality, and individuals 

with lower socio-economic status live closer to more hazardous places such as toxic waste dumps, 

freeways and other sources of exposures that are harmful to health (Cubbin et al. 2008). In addition, 

Landrine and Corral’s theoretical review (2009) showed that ethnicity and racial segregation can 

further complicate the influence of the neighbourhood environment on women’s health. According 

to their review, black women have worse health outcomes in comparison with other ethnicities 

(Landrine & Corral, 2009). The main reason for the significant differences in relation to the 

ethnicity as well as socio-economic status and wellbeing identified in the present study, and the 

literature could be the segregation of different ethnicities, which result in diverse environment risk 

factors and disparities in neighbourhood (Gee & Payne-Sturges 2004). In addition, the individuals 
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from ethnic minorities could also have lower level of socio-economic status impacting their access 

to resources and facilities in neighbourhood and consequently influencing their health and 

wellbeing outcomes (Gee & Payne-Sturges 2004). 

Limitations 

This study has several limitations. The first limitation is the lack of categorisation of different 

districts in relation to wealth, which could have enabled matching with environmental and social 

characteristics by geographic location. The technique of multi-stage sampling enabled a diverse 

sample of participants across multiple areas within Shiraz, one of the biggest cities of Iran, to 

represent the overall population of young Iranian women in the age range of 18-35. However, the 

women in the study volunteered to participate (mostly educated women, and come from the urban 

area), and thus may not have been representative of the young female population of Shiraz or other 

cities, and interpretation of the findings should be extrapolated with caution. Another limitation of 

this study is the problem of using stepwise regression modelling, as according to the literature there 

are limitations with this technique, including lack of consistency among the model’s selection 

algorithms, bias in the estimation of parameters, and an inappropriate focus or reliance on a single 

best model, where data are often inadequate to justify such confidence (Whittingham et al. 2006). 

However, the variables selected in the final regression models in this study did make logical sense. 

Conclusion 

This study demonstrates the role of both physical and social environmental characteristics on health, 

and points to the need for more focused attention on the meaning, measurement and building of 

neighbourhood livability to support QoL and SwL among young Iranian women. The link between 

neighbourhood, health and wellbeing outcomes is not simple, however the evidence demonstrates 

that individual characteristics along with the physical and social characteristics of the environment 

are significant in understanding population and individual lifestyle behaviours and health (Diez 

Roux 2008, Diez Roux et al. 2009,). Further studies are required to measure the combination of 

residents’ characteristics with different community variables such as living environment 

characteristics, neighbourhood socio-economic characteristics and the social environment. Further 

research will increase understanding of the links between the neighbourhood environment and 

health, which will enable appropriate interventions and policies to improve young Iranian women’s 

wellbeing and lifestyle behaviours.  
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7.4 Conclusion 

Considered collectively, the papers in this chapter show that neighbourhood structure and 

characteristics are strongly related to young Iranian women’s perceived wellbeing and lifestyle 

behaviours. This is an important finding that has implications for future research and social 

policy decisions. Neighbourhood characteristics play an important role in social development 

and building social capital, and if social bonding and perceptions of safety are weak, they 

contribute to and are an expression of social inequalities in health and wellbeing. The next 

chapter presents an explanation for how young Iranian women, as agents of change, perceive 

themselves and their roles in society, including how their experience of making social changes 

and building new social identities may yield deeper insights into their expectations for 

transformational change.    
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8 Chapter Eight: Young Iranian women as builders of their social capital 

8.1 Introduction 

The main focus of the previous chapters was on the relationship between social capital, their 

wellbeing, and lifestyle behaviours. In addition, there have been an increasing number of 

research projects that have focussed on the oppressed situation of women and/or women 

experiencing inequities of opportunity worldwide, particularly in more religious and transitional 

communities and/or societies (Salehi, Harris, Coyne, & Sebar, 2014; Douki, Ben Zineb, Nacef, 

& Halbreich, 2007). Hence, this chapter goes beyond the social and cultural obstacles that 

Iranian women face in their society, and reframes this population as the masters of their social 

identity through building their social relationships. 
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8.2 Paper 12 –Young Iranian women building their social capital; a qualitative study. 
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Abstract 

Objectives: Whilst there has been increasing research interest in women and their rights, few 

studies have yielded detailed insights into the views and experiences of women as agents of 

change in their lives and their societies. This study explores how young Iranian women are 

building their social capital in their society. 

Methods: This study is the qualitative component of a larger mixed-method program of doctoral 

research about social capital, wellbeing and lifestyle behaviours in young Iranian women. Semi-

structured, in-depth interviews were conducted with 17 young Iranian women aged 18-35. This 

data was supplemented with the open ended responses provided by 87 of 391 participants in the 

quantitative phase of this project. Thematic analysis based on the Giorgi method was used for 

data analysis. 

Results: Four themes emerged from the data, representing the main social changes that young 

Iranian women have been involved in. This included building digital freedom, generating a new 

style of dressing, creating leisure opportunities, and changing sexual relationships.  

Conclusions: This study highlights the necessity of moving away from simply looking at 

women as powerless victims of masculinist societies and exploring their potential as agents of 

social change. Understanding the ways young Iranian women perceive themselves and their 

roles in society and their experience of making social changes and building new social identities 

may yield deeper insights into their expectations for a transformational change.    

Key words: Social capital, agents of change, qualitative research, women, Iran 
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Background 

Health and wellbeing outcomes are significantly influenced by perceived control over individual 

and societal matters and by feelings of being valued and included in society (Salehi, Harris, 

Coyne, & Sebar, 2014). These factors are considered the main determinants of social capital, as 

they facilitate access to tangible and/or intangible resources through social networks (Salehi, 

Harris, Coyne, & Sebar, 2014). Social capital could be built through bonding and bridging 

social capital. Bonding social capital refers to the social links between homogenous social ties, 

while bridging social capital refers to the connection between heterogeneous groups of people, 

which facilitates access to more powerful social connections. These two types of social capital 

are complementary (Griffiths, et al., 2009, Eriksson, 2011). 

The lack of social inclusion and the lack of strong community and/or social networks have been 

shown to be related to behavioural dysfunction at the individual and community levels  

(Griffiths, et al., 2009). In contrast, having an active role in the community empowers 

individuals as well as reinforces the support of individuals for each other and for their 

community, resulting in less inequality and more social cohesion in society (Griffiths, et al., 

2009). According to literature, some specific groups could be more vulnerable to the 

consequences of social exclusion and inequality (Griffiths, et al., 2009). One of these vulnerable 

populations could be women in transitional societies, as they are more likely to experience a 

lack of connectedness to their society (Salehi, Harris, Coyne, & Sebar, 2014). In this regard, 

some studies have been conducted to measure women’s social exclusion and the impact it has 

on their wellbeing, happiness and the quality of their life (Salehi et al., 2014; Douki, Ben Zineb, 

Nacef, & Halbreich, 2007). However, most of these investigations only focus on the suppressive 

situation of women and/or women as victims worldwide, particularly in strict religious and 

transitional communities and/or societies (Douki et al., 2007; Salehi et al., 2014). According to 

these studies, a diverse range of societal features such as the culture, political system and 

religion have been identified as the main determinants influencing the lack of empowerment and 

social exclusion of women (Douki et al., 2007; Salehi et al., 2014).  

A recent study conducted by Mohammadpur, Karimi and Alizadeh (2014) in Iran reported that 

women have an unequal status in a global context. There are many factors placing women in 

this situation in particular unequal opportunity such as lack of civil rights and salary inequality 

(Mohammadpur, Karimi, & Alizadeh, 2014). The issue of gender equality, women’s status, and 

social exclusion has been emphasised in some other studies. For example, a study conducted by 

Hao in 2011 in China demonstrated that although contemporary Chinese women enjoy equal 

rights and opportunities with men, including in the political system, the workforce, and 
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education, as well as marriage and family, gender equality in China has not been fully achieved 

(Hao, 2011). In another study by Hao (2012), it is emphasised that women are considered 

inferior to men, and their main roles continue to focus on sexuality and domesticity. This 

stereotyping exists across different cultures, and countries (Hao, 2012; Douki et al., 2007). 

Suryani’s 2014 study in Bali, Indonesia, found that women in a changing society face many 

contradictions and challenges between their traditional roles on the one hand and the forces of 

modern technology and tourism on the other (Suryani, 2004).  

Although an increasing body of literature explores the oppressed situation of women worldwide 

as well as recommending external strategies and policies for empowering women (Salehi et al., 

2014; Assaad & Roudi-Fahimi, 2007; Douki et al., 2007; Mahdi, 2003), limited studies have 

been conducted and/or focused on the internal power of women as agents of change in their 

lives and of their societies. Giele’s study in 2003, focused on the roles of women as social 

agents of change shaping the lives of their families and their societies. According to Giele, there 

are two types of influence in an individual’s life: the external or environmental influences and 

the internal or individual controls and influences. Giele introduced four main social structure 

arenas from macro to micro level based on these two types of influence: (1) temporal and 

cultural location (definition and legitimation of personal identity); (2) institutional framework 

and social networks (being a member of different social networks and/or social connections); 

(3) goal-oriented groups and activities (such as friends, family, and workplace, giving rise to a 

greater or lesser sense of personal agency); and (4) individual role expectations (timing of life 

events and roles that represent the concrete demands of the immediate environment) (Giele, 

2003). Each life story is shaped through a combination of these four different social structures, 

and depending on the interchange between these structures, people may reinforce or challenge 

the existing social structure, which results in innovative gender roles. However, those who make 

a real change in their society are those who put aside restrictive norms of their societies and 

practice their own agency, focusing on their own power in order to provide constructive 

alternative patterns for change (Giele, 2003). In this way, women can become the agents of 

change by focusing on their internal power despite the restrictive context of their societies.  

Mejiuni and Ebrary, in their recent 2013 study, emphasise a similar concept to Giele’s (2003) 

regarding the empowering of women as agents of change. They argue that creating a 

“transformational learning process” is the vital step in providing an atmosphere for change 

(Mejiuni & Ebrary, 2013, p. 186). For example, if women approach some activities with 

potentially empowering frameworks, they will undertake a transformational learning process 

which can result in the transformation of their social identities (Mejiuni & Ebrary, 2013). 

Opportunities for these changes include informal social groups, informal learning, and tertiary 
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education which interface to support the construction of a new identity for women. This new 

construction results in greater power, egalitarianism and gender equality for women (Mejiuni & 

Ebrary, 2013).  

In recent decades there has been much debate regarding the importance of improving the 

welfare and quality of life of women worldwide and particularly in countries with specific social 

and cultural environments such as Iran (Mohammadpur et al., 2014). There is still a paucity of 

studies focusing on the role of women as the builders of their own lives and their society. The 

main aim of this study is to explore how young women living in Iran are negotiating social and 

cultural barriers in order to change their social roles and improve the status of women.  

Method  

This study is the qualitative component of a larger mixed-method program of doctoral research 

about social capital, wellbeing and lifestyle behaviours in young Iranian women. A qualitative 

phenomenological approach was used to study young Iranian women’s experiences, using a 

Giorgi analysis (Giorgi, 1997). The main point of phenomenological research is to understand 

how individuals create their worldviews: “phenomenology is focused on the subjectivity of 

reality, continually pointing out the need to understand how humans view themselves and the 

world around them” (Willis, 2007, p. 53). This method was suitable for the current study, which 

was interested in identifying the various individual experiences of young Iranian women facing 

the phenomena of daily life and how they experience and/or negotiate their social situation. This 

qualitative study was part of a mixed-methods research project entitled Social capital and health 

of young Iranian women, using Berkman et al.’s framework of social capital and health 

(Berkman, Glass, Brissette, & Seeman, 2000). 

Participants and procedures  

The study was conducted in Shiraz, one of the largest cities of Iran. Data collect ion was 

conducted through in-depth interviews with 17 participants as well as open-ended questions in 

the quantitative phase of the Social capital and health of young Iranian women  research project. 

The quantitative phase of the study included 391 young Iranian women, of which 87 answered 

the open-ended questions. Their responses varied substantially in length from a few words to 

multiple sentences on multiple topics. The open-ended questions in the questionnaire were: 

- What is your experience of the social and cultural circumstances of your society?  

- What are the perceived barriers for social engagement in Iran? 
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Over 70 participants out of 391 indicated willingness to participate in the semi-structured in-

depth interview phase of the research. The interviews were guided with an interview protocol 

that enabled a detailed exploration of women's views and experiences using a flexible and 

responsive approach. The seed questions asked were: 

- What is your experience of living in Iran as young Iranian women? 

- What types of activities do you do to engage with your family, friends, and 

community?  

Women were individually interviewed at a convenient time and place. To draw out participants’ 

experiences, the researcher assumes a certain attitude of attentive openness and readiness for a 

proper understanding of the unique meaning of lived-experiences of participants (Carpenter & 

Suto, 2008). Hence, for this qualitative study the researcher was closely involved in the process 

of data collection, and interacted with the young Iranian women and their social context, thus 

there was some degree of mutual influence. Interviews lasted between 30 and 60 minutes. Data 

collection ceased when data saturation was reached (Robert, 2009). All interviews were 

audiotaped with the participants’ permission and transcribed verbatim. As the interview was 

conducted in Persian/Farsi, transcription was also in Persian, and then it was translated to 

English by three of the interviewers. The researchers were bi-lingual in Persian and English.   

Analysis and Interpretation  

A thematic analysis was conducted based on the Giorgi method for data analysis (Giorgi, 1997). 

With respect to the present study, this method included four essential steps: (1) the researcher 

reads the entire transcription to get a general sense of the whole statement by young Iranian 

women about their social engagement in Iran and how they build their social capital ; (2) once 

the sense of the whole has been grasped, the researcher re-reads the text from the beginning 

with the aim of discriminating “meaning units” with a focus on the phenomenon being 

researched; (3) Once meaning units have been identified, the researcher reviews all of the 

meaning units and expresses the insight contained in them more directly; and (4) finally, the 

researcher synthesises all of the transformed meaning units into a consistent statement regarding 

the Iranian young women’s experiences (Carpenter & Suto, 2008). No qualitative data analysis 

software was used in this research. 

Ethics 



Social Capital, Wellbeing and Lifestyle Behaviour  

 

 
 

249 

Approval to conduct the study was granted by the Human Research Ethics Committee of 

Griffith University in Australia (GU Protocol Number PBH/38/12/HREC) and a partnering local 

university human research ethics committee.  

Results  

The mean age of participants answering open-ended questions (n=87/391) was 27 (SD: 4.8), and 

the mean age of participants in the in-depth interview (n=17) was 29.3 years. The majority of 

participants were Fars, and had attained either college and/or university education.  

Two main categories emerging from the data included “dual identity” and “being agents of 

change” with more weight and emphasis on the latter. Dual identity reflected the negative 

feeling young women felt because their social and cultural boundaries in Iranian society placed 

them in an ambiguous situation. The participants suggested that Iranian women, particularly the 

younger generation, confront a challenging situation due to the generation gap (differences of 

outlook and/or ideas between themselves and their parents). Therefore, participants expressed 

that to be accepted in their society, it is inevitable to have a sort of dual identity and/or fake 

identity: “as far as I remember I have not been my honest self. During all stages of my life 

beginning as early as childhood and continuing into my teenage years, university, and working 

life, I had to play a role based on Islamic rules and/or social and cultural expectations to be 

accepted in my society”. Another participant stated that: “my fake identity has been the 

dominant identity and I have not had a chance to be the real me”. Moreover, they believe that 

this dual identity takes away their peace of mind and happiness: “I think I cannot have a 

peaceful life, as my very own values, my behaviour and my actions are not going in the same 

direction”. One participant spoke about the need to satisfy others before herself:  “most of the 

time I think I just pretend/play roles to make others satisfied. I think in my society I am a mirror 

of others satisfying either my family (husband, and parents) or the Islamic leaders of my 

society”. 

Despite the cultural and social restrictions experienced by the participants in Iranian society 

which results in these feelings of dual identity, young Iranian women consider themselves to be 

agents of change who can tackle these restrictions. They believe that they are re-building their 

social capital by focusing on their internal power, despite the existence of environmental, social 

and political restrictions. According to the young women interviewed, this internal power and 

unity between women in Iran has so far resulted in major changes in terms of education and 

work: “I think there has been a big achievement for women in Iran in terms of economic 

empowerment and education resulting in more gender equality. However, we need to do more, 

particularly in terms of our public relationships, and freedom”.  
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The tangible ways that participants expressed their dual identity and were acting to build their 

social capital were reflected in four themes that emerged through analysis of the data. These 

four themes are: building digital freedom; generating new styles of dress; creating new leisure 

opportunities; and changing sexual relationships. In the following section, these themes are 

discussed with quotations from the viewpoints expressed by participants used to evidence each 

theme.  

Building digital freedom  

Dual identity reflected the negative feeling young women felt because of the social and cultural 

boundaries in their society. Therefore, building digital freedom, including online social 

networks, was identified by many participants as a means of expressing their real identity in a 

digital environment: “we live in a closed society, we do not have the possibility of travelling that 

much and there are not so many tourists and international people in our country, mostly 

because of sanctions, restrictions, and political issues. So using satellite TV and the internet are 

two of the most important ways for us to see the reality, explore the world and see what happens 

around the world.” Another participant said: “Stablishing online relationships gives us chances 

of having more online social networks, and even to be a part of online social protest groups to 

exchange our ideas, and share information both inside and outside the country for mo re 

revolutionary change. One of the examples is the current on-line protest we have on Facebook 

regarding the Islamic dress for women in Iran.” They also expressed the view that although 

there are some restrictions in using online social networks, they use different anti-filter 

programs to gain access: “Although satellite TV and some of the social networks are banned in 

Iran, young generations try to have access, using different anti-filters”; and “sometimes it is 

really difficult as we need to try different anti-filters to see which one is working at that specific 

time. Overall we try to make online connections and express ourselves mostly via digital media 

and websites such as Facebook, and WhatsApp .”  

Generating a new style of dress  

According to the participants the restrictive Islamic rules followed in Iran regulate what women 

can wear with a strong expectation they will wear the Hijab: “the government and Islamic 

leaders want us to hide our beauty. They think men will sin if they see our beauty! However as a 

woman, I would like to show my beauty and express myself.” Another participant stated: “I wish 

there were not any restrictions and limitations regarding the dress codes for women in Iran. 

Then women could choose their own coverings based on their beliefs and/or their desires”. 

Young Iranian women believe that they have changed the Hijab over time to make it more 

fashionable which shows their beauty and allows them to express themselves. Although this 



Social Capital, Wellbeing and Lifestyle Behaviour  

 

 
 

251 

change is slow, it is strong: “I think we have made a revolution in our dress code; we are using 

something which is considered to be repressive in a desirable, unique, and fashionable way to 

express ourselves, and I believe this is a sort of protest.” Another young woman said: “Although 

this progress is a little bit slow, I think in future there will be more changes in terms of freedom 

from state-imposed dress codes, as women themselves are trying to break these taboos with 

small but strong action.” Another woman said, “This Hijab is not exactly what Islamic leaders 

and religious people expect. But we have tried to create something between what we want and 

what the society expects.”  

Creating leisure opportunities  

The third theme that emerged focused on the lack of resources and facilities for women, 

particularly young women. The participants suggested that there are few leisure facilities (such 

as gyms, swimming pools, sport facilities, outdoor activities) for women in Iran. The small 

number of gyms and leisure facilities for women are not conveniently positioned geographically  

and are of low quality, and are therefore, not attractive to many participants. In addition, 

participants felt that there are not many social groups and social networks for women. Therefore 

they try to have more indoor private activities such as gatherings and parties at home instead of 

doing outdoor activities: “in Iran we do not have that much opportunities for outdoor activities. 

Yes - we have some places such as restaurants, coffee shops and parks. The government has 

also provided some women-only places such as gardens, park, and gyms. However, we prefer to 

stay at home and have our own gatherings and parties in private places, as we find indoor 

activities more interesting because we don’t have the limitations of dressing, drinking , female-

male interactions etc., and also in this way we show our protest to religious leaders by not using 

women-only entertaining places.” Another participant said: “I am a married woman, we are a 

group of friends, and every single weekend we gather together in the place of one of the friends 

for long hours, and we try to have fun. Although we don’t have that much outdoor activity, I am 

very happy with these gatherings as it is enjoyable.” 

Changing sexual relationships  

The fourth theme identified by the participants was the changing experiences around social and 

sexual relationships. The sexual code in Iran restricts social and physical interactions between 

women and men. The participants commented that although recently there have been less 

restrictions placed on interactions between women and men, intimate relationships before 

marriage remain largely unacceptable, and virginity continues to be expected of women upon 

marriage: “there are still issues in relation to the sexual relationships before marriage, 

unwanted pregnancy, and the illegal abortion consequences.” Some of the participants believed 
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that these restrictions result in major public health concerns: “There will be some psychological 

consequences because of the regulations regarding female-male interactions as well as the 

regulations restricting sexual relationships before marriage .” and “I think the incidence of 

illegal abortions are occurring because of the hidden relationships.” 

The majority of participants believed that unfettered relationships between women and men 

either with the purpose of marriage or not should be considered as one of their basic rights: “in 

my opinion, if we do not have any relations before marriage, how can we get to really know 

each other and how will it be possible to have a successful marriage without an initial informed 

choice?” Another woman said: “I knew my husband six years ago via one of the online social 

networks. Despite growing up in a large traditional family and the limitations that I had due to 

my family and society, my husband and I had a sort of hidden relationship for two years and 

then we decided to marry. Now I am really satisfied with my marriage. That short relationship 

prior to marriage helped us to know each other better, and hence have a successful marriage.” 

Another participant said: “We need to try for our right to achieve [greater freedom in 

relationships] and it really takes time to prove it to our families and our societies. So if women 

persist in their basic rights such as freedom of interaction with men, and practice freedom in 

sexual relationships, then at some point this slow but continuous movement will become the 

culture and the norm in our society.” Participants believed that the young generation has a role 

in persuading their parents and/or the Islamic leaders of their society about certain rights: “The 

young generation has tried to persuade our parents and our society to respect some of our 

obvious rights, as in having relationships before marriage, and I think the situation has 

improved, particularly in the big cities. However it is still not completely acceptable, 

particularly in smaller cities and also in more traditional and very religious families .” 

Discussion  

This study highlights how young Iranian women endeavour to build bridges rather than walls in 

order to be more connected to their society and to enhance their capability to lead strongly in the 

different spheres of their society. They work together to develop their ideas and to be united in 

influencing social matters. Despite their experience of dual identity conditioned by what they 

perceive as the restrictive, ambiguous position of women in Iranian society, women are at the 

forefront when it comes to negotiating and breaking down the boundaries, taboos, and changing 

their collective social capital by engaging in activities with potentially empowering frameworks 

and outcomes. These frameworks from their point of view are creating informal social networks 

and connections, and increasing the level of their education, occupation, and economic 

independence.  
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There is some data that suggest a qualitative change — a gradual improvement in the social 

status and identity of women in Iran. According to the published quantitative phase of this 

research, 76.5% of young Iranian women aged between 18-35 years have tertiary education 

(degrees including higher degrees), and about 45% of young women are employed, including 

23% in managerial and professional jobs (Salehi et al., 2014). Another study conducted in Iran 

reported that women, in general, are more educated than men, as the percentage of university 

educated women in Iran is twice that of men (Salehi-Isfhani & Egel, 2007). Iranian women have 

experienced substantial social change and progress over recent decades linked to improvements 

in their educational and occupational status. Mejiuni and Ebrary (2013) emphasise that informal 

social groups, informal learning and tertiary education provide opportunities for women to 

interface and construct a new identity, resulting in more power, democratic rights, and greater 

gender equality for women (Mejiuni & Ebrary, 2013). Luke and Munshi’s study in 2011 also 

showed that greater economic power and independence for women increases their internal 

power to further develop their own lives and contribute to their society (Luke & Munshi, 2011). 

The findings of the present study clearly show that young Iranian women are making small but 

significant steps in different spheres of their lives to enhance their authority and power for 

change, contributing to sustainable social and cultural development and a cohesive society. This 

has been shown in four different coping strategies, which contribute to building social capital 

for young Iranian women: building digital freedom, generating a new style of dress, creating 

leisure opportunities, and being a part of changing sexual relationships. These social changes 

can influence Iranian political and religious leaders to be attentive to and to privilege the 

transformative aspects of their religion and policies (Mejiuni & Ebrary, 2013). The findings of 

the present study could be explained by Giele’s 2003 argument that the internal power and 

influence of women overcomes the external influence of their restrictive environment and/or 

cultural context. Giele stated that gender innovators resist patriarchal partnerships and are the 

agents of change in their lives. This resistance to conventional gender role expectations may 

manifest in different life events including school, marriage, child bearing, and even day-to-day 

life events (Giele, 2003).  

In the current study, the majority of young Iranian women interviewed who were passionate 

about making a change in their society had a higher level of education and/or occupation. This 

is in agreement with what Giele (2003) suggested. Although she found that these social changes 

are happening in different groups of women, including blue-collar occupations and/or less 

educated women, the most extreme examples of innovation are likely to be among women with 

higher levels of education and occupation, while also marrying and having children.  
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Agitating for change is particularly hard without adequate resources, as resources are 

overwhelmingly controlled by small dominant groups. Nevertheless, there are other ways to 

seek influence, such as internet usage and online social networking, which help to circumvent 

social barriers to participation. In the current study, young Iranian women expressed that the 

evolution of different social customs, such as creating a new style of dress code, and enhancing 

the freedom of relationships, has been supported by their ability to share opinions and have 

freedom of expression in social networks, including online social networks. Despite restrictions 

on access to social networks by young Iranian women, filters are used to avoid this form of 

censorship and control. Another way of increasing social agency is by creating and joining 

protest movements. Connection with other social groups and organizations can be used 

collectively to exert more influence and mobilize resources for building social capital. This is 

evidenced both in the current study and the movements identified in three other countries: 

Afghanistan, Palestine, and Ireland. Revolutionary Association of the Women of Afghanistan 

(RAWA) was created by women in 1977 as an underground social group to support their own 

basic rights, to enhance their control and self-efficacy in order to improve their education and 

economic independence, and to create a peaceful, secular, democratic Afghanistan (Maton, 

2008). Similar activities were initiated by women involved in a Palestinian women’s 

organization, called Palestinian Federation of Women’s Action Committees, in order to protect 

and defend their rights (Maton, 2008). The women’s liberation movement in Ireland also 

showed that relational support, solidarity, and a sense of community and unity among women 

improves their individual internal power to have the courage and capacity for action and to 

make changes at societal and political levels (Maton, 2008). However, in contrast to 

Afghanistan, Palestine, and Ireland, protests by Iranian women are mainly expressed through 

informal groups and online networking groups, and are reflected in their actions in terms of 

changing dress code and/or greater freedom and equality in their sexual relationships and 

interactions with men. They express the belief that if the number of women who are breaking 

these taboos increases, change may eventually be remarkable. 

In focusing on internal power and influence, women benefit from diverse opportunities such as 

education, and create social networks and connections to challenge their stereotypes and 

advocate for social justice. Therefore, the wellbeing, happiness, and quality of life of women 

will increase as they build their own social power base and develop a sense of unity and the 

confidence to express their dissatisfaction with social injustice, and to address inequities 

(McHugh, 2012). This in turn will result in greater social inclusion and a stronger sense of 

personal and social value as women’s voices are being heard by their society, and they will 

become more effective in making a difference in their community (McHugh, 2012). Hence, in 

order to build social capital, two main components are required, the first one is related to the 
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individual level, and empowering the individuals in order to enhance their control and self-

efficacy through bonding social capital. The second component is related to the community 

level and involves increasing the availability of a trusting environment to allow individuals to 

participate in diverse community organizations at more macro levels (Griffiths, et al,. 2009), in 

order to build their bridging social capital. These two components are interconnected and 

complementary. This will eventually result in decreasing inequality and facilitate social 

cohesion and social inclusion for all groups in the society (Griffiths, et al,. 2009). 

Limitations and strengths  

The majority of women participating in the current study included young women with higher 

levels of education and occupation. Therefore, our understanding of this phenomenon is limited 

by class. The strength of the study is the large number of participants who are represented in the 

written responses to the open-ended questions of the survey, and their high level of cooperation 

in the in-depth interviews.  

Implications for practice and/or policy 

These findings have some implications for Iranian women, other researchers, and policy 

makers. It is important for Iranian women, particularly the younger generation, to continue these 

slow but strong and continuous social changes by focusing on their informal social groups and 

the connectedness they enable, which will help to strengthen their identity and self-perception 

and modify or change the restrictive norms of their society. In addition, change can be 

supported by other researchers, social workers and policy makers working with young women 

towards improving their social status as an emerging population of significance within their 

society.  
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Conclusion 

This study makes a substantial contribution to the literature. It goes beyond the social and 

cultural obstacles Iranian women face in their society, and introduces them as the builders of 

their social capital through building their social relationships, thus making changes for the better 

in their own lives, as well as in their society. As women develop their agency in society, they 

will enhance their sense of control and self-efficacy in both individual and societal matters, and 

consequently their wellbeing and functioning. To the best of our knowledge this is the first time 

that women have been looked at as the agents of change in a Middle Eastern country. This study 

argues the necessity of moving away from looking at women as powerless victims of 

masculinist societies to explore their potential as builders of social change and re-builders of 

their social capital. 
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8.3 Conclusion 

This chapter has drawn attention to the necessity of moving away from simply looking at 

women as powerless victims of masculinist societies and exploring their potential as agents of 

social change. It has been shown in this chapter that, despite all external and/or environmental 

obstacles and barriers for women in Iranian society, they are making substantial efforts to be 

united in order to be the agents of change in their own lives and the lives of their society. 

Women in Iran have progressed to making a contribution to their society in different ways, such 

as through education and occupation, which is indicative of their internal power and self-

efficacy for making changes in their lives and contributing to their society. 
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9 Chapter Nine: Discussion and conclusion  

9.1 Introduction 

This thesis argues that higher perceptions of access to social capital, as well as a higher level of 

actual social capital, enhances the lifestyle behaviours and, in turn, wellbeing outcomes of 

young Iranian women. Social capital is conceptualised as a multidimensional concept 

comprising five dimensions that include trust, control and self-efficacy, social networks and 

social support, civic and community participation, and neighbourhood structure and 

characteristics. This research broadens our understanding of the roles that different dimensions 

of social capital, at both the individual and societal levels, play in shaping satisfaction with life, 

quality of life, and lifestyle behaviours of young women in Iran. This chapter will outline the 

significance of the study, including its use of a multidimensional approach to social capital, and 

consider how it is shaping the health of young Iranian women. It will explain the status of 

young Iranian women’s wellbeing and lifestyle behaviours, and the importance of social capital 

in improving their wellbeing. Furthermore, connections between all different dimensions of 

social capital, wellbeing and lifestyle behaviours will be made and the significant weight that 

each dimension of social capital has in enhancing health and wellbeing outcomes will be 

discussed. After outlining the connections between the dimensions of social capital and 

wellbeing, the discussion will explicate why and how these connections exist, and identify the 

main mechanisms through which social capital links with health and wellbeing. Finally, the 

chapter discusses the physical and material attributes of neighbourhoods as a complementary 

aspect of social capital and how these attributes are linked with health and wellbeing. 

9.2 Multidimensional approach to social capital and health in young Iranian women 

The current research investigated a holistic perspective of social capital at both the individual 

and societal levels, and its relationship with wellbeing outcomes and lifestyle behaviours. The 

current understanding of how to measure social capital was challenged from three different 

points of view. First, in many studies, the primary focus has been on the social determinants of 

health, while other factors such as material factors, neighbourhood characteristics, and 

individual characteristics such as gender and class, have been neglected. To address this gap, we 

included “neighbourhood structure and characteristics” to measure the links between the 

material components of social capital and health and wellbeing. In addition, we realised that 

exploring neighbourhood structure and characteristics is particularly important in relation to 

Iranian women, as the built environment, the way it is lived in, and the resources that women 

and particularly young women access, impacts their wellbeing and lifestyle behaviours and 
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influences their social networks and participation in their local community and/or broader 

society. Further, we included 11 individual characteristics, such as socio-demographic factors, 

in this research to consider which individual factors may determine the wellbeing and lifestyle 

behaviours of young Iranian women. This inclusion is based on the understanding that 

individual factors, particularly one’s education, the education of one’s partner, occupation and 

income, are indicators of one’s social engagement, and consequently, are associated with 

wellbeing and lifestyle behaviours.  

The need to include individual factors and neighbourhood structure and characteristics when 

examining the relationship between social capital and health has been identified by other 

studies. For example, Erikson (2011) and Lynch and colleagues (2000) point out that social 

capital studies have underestimated the significance of material factors for population health, as 

they mostly focus on the social factors that shape health (Eriksson, 2011; Lynch, Due, 

Muntaner, & Smith, 2000). According to Muntaner and colleagues, measuring social capital 

through social factors, such as social interactions, provides a limited understanding of social 

capital as it does not incorporate the inequalities in health associated with factors such as gender 

and class (Muntaner, Lynch, & Smith, 2000). Szreter and Woolcock (2004) suggest a middle 

ground, indicating that the fulfilment of material needs is essential to improving health and 

wellbeing with the ability to use these material resources and structures often mediated by social 

relations (Szreter & Woolcock, 2004).  

Second, as social capital is multidimensional, it is important to include all factors from both 

individual and societal levels, including both cognitive and structural social capital. We have 

included all social capital dimensions to demonstrate the differences between dimensions and 

levels of social capital in relation to wellbeing and lifestyle behaviours of young Iranian women. 

Despite attempts to produce a universally accepted definition of this concept, there is continuing 

debate among writers about the definitions of social capital and wellbeing. Cooper (1999) and 

Almedom (2005) argue that the diversity of definitions and measurement of social capital is an 

historical limitation to research on social capital and health (Almedom, 2005; Cooper, 1999). 

For example, many surveys of social capital and health offer a deficient measure of social 

capital, as researchers often use measures of social support as a proxy for social capital. These 

measures are problematic because they do not fully reflect the complexity of social 

relationships. Therefore, discussions continue around the need for a holistic scale of social 

capital that measures all related dimensions (Abbott, 2009). Further, many of these studies do 

not include comprehensive definitions and consequently employ inconsistent measurements of 

social capital that largely ignore key components of the construct, such as social relationships 

and interactions, which are identified as the most critical component of social capital (Peterson, 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3036711/#CIT0017
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2002; Parcel and Dufur, 2001; Büchel and Duncan, 1998; Parcel and Menaghan, 1993; Smith, 

Beaulieu, and Israel 1992; Sutherland, Lee, and Trapp-Dukes 1989). Hence, in the present 

study, by including all dimensions of social capital, we have sought to tackle these deficiencies 

relating to the definition and measurement of social capital.  

The third aspect of the current study that challenged the current understanding of how to 

measure social capital relates to the two main distinguishing characteristics of gender/age and 

location. In contrast to previous studies, that have investigated social capital with predominantly 

older adult populations, this study included young women who are experiencing social and 

cultural conditions that are particular to the transitional society of Iran. To date, only a handful 

of studies have investigated the role of social capital among young people (Schaefer & Nicole, 

2004) and especially young women, who are generally more vulnerable to a lack of social 

involvement (Olsson et al., 2003; Seeman, 1996). The majority of studies on young people and 

social capital typically neglect to incorporate young people’s perceptions of their relationships 

and their environment (Goddard, 2003; Marjoribanks 1998; Parcel and Menaghan, 1993). For 

instance, there are few studies on the effects of social exclusion and marginalisation on health 

from the perspective of young people, and how the position and the relations of young people in 

society impact on their health (Kearns, 2003; Leeder & Dominello, 1999). This study focuses on 

young women in Iran, which accounted for the specific age, gender as well as the specific social 

and cultural circumstances of their society. Based on a holistic view of social capital and health 

in young Iranian women, we will discuss the wellbeing status and lifestyle behaviours in 

relation to the necessity for interventions to build social capital in order to enhance wellbeing 

and increase healthy lifestyle behaviours in this population. 

9.3 Wellbeing and lifestyle behaviours status in young Iranian women 

Before discussing the relationship between social capital and the wellbeing and lifestyle 

behaviours of young Iranian women, it is important to discuss the status of this population in 

terms of wellbeing and lifestyle behaviours. In relation to wellbeing, our research shows that 

Iranian women have experienced great changes and progress over recent decades (see Paper 

one). They have achieved an unprecedented degree of control in both their family life and in the 

market place. This is demonstrated by their education levels and workforce participation (see 

Paper one). Given their changing social status, it was expected that young Irian women would 

report high levels of wellbeing, satisfaction with life, and happiness. However, our results 

reported in Papers 2 and 3 did not show a satisfactory level of subjective wellbeing in this 

population. We found that young Iranian women’s perception of their satisfaction with life was 

average and that they were moderately dissatisfied with their life circumstances. Similar 
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observations were made in a study by Ohaeri of a sample of Kuwaiti participants in both 

genders (Ohaeri, Awadalla, & Gado, 2009) and another study in India by Muzamil and Tasia 

among women (Muzamil & Tasia, 2008). In addition, Paper four acknowledges the unhealthy 

lifestyle behaviours among the Iranian women, such as smoking, inadequate diet and physical 

inactivity, the related social and environmental factors, and how these lifestyle behaviours 

correlate with wellbeing outcomes, such as satisfaction with life and quality of life. A similar 

finding was reported in other studies, both in industrialised countries, such as the USA, and in 

transitional societies (Berrigan, Dodd, Troiano, Krebs-Smith, & Barbash, 2003; Micklesfield et 

al., 2013; Pandey et al., 2013).  

At the heart of the low levels of reported subjective wellbeing among Iranian young women, 

may be the expectation that women will assume the primary share of emotional responsibility 

within their family and home environment, in addition to accepting responsibility in the 

workplace. This indicates that a woman has many more responsibilities than she may have had 

traditionally — to be a good mother, a good wife, and have a career — in order to be fulfilled, 

and all these goals are competing for women’s time and resources (Paper one). This result was 

confirmed by another study in Iran by Ahmadi Nia (Ahmadi, 2003) that indicated that Iranian 

women confront a high level of role conflict in their society. Moreover, the major reason for 

unsatisfactory levels of subjective wellbeing, including quality of life and satisfaction with life, 

and unhealthy lifestyle behaviours among young Iranian women, is related to the low level of 

social capital and social inclusion, as discussed in Papers one, six, seven, nine and 10. 

Furthermore, social and cultural policies as they relate to women in Iran have negatively 

influenced their social activities and lifestyle behaviours (see Paper four). Regulations regarding 

participation in outdoor activities limit the participation of women, particularly young women, 

in physical exercise and outdoor activities. In addition, the built environment, especially the 

lack of resources and facilities for leisure activities (Papers 10 and 11), has been linked with 

both social engagement as well as healthy lifestyle behaviours, particularly exercise. Hence, the 

lack of opportunities for outdoor social/public activities is central to the low subjective 

wellbeing as well as unhealthy lifestyle behaviours. Different levels of social capital and its link 

with wellbeing and lifestyle behaviours in this population will be discussed in the next sections, 

together with the related papers on social capital and health. 

A low level of happiness and subjective wellbeing among women has been reported in various 

studies across different industrialised countries. For example, a longitudinal study conducted in 

the USA mentioned that although the lives of women have greatly improved during the past 35 

years, women’s happiness and subjective wellbeing have decreased both absolutely and relative 

to men, indicating that a new gender gap is emerging in industrialised countries (Stevenson & 
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Wolfers, 2009). The US study suggests that there could be different reasons for this low 

satisfaction in western societies, including increased pressure and complexity in modern lives, 

high standards and expectations, and possible challenges due to changes in families (such as an 

increasing number of single mothers) (Stevenson & Wolfers, 2009).  

Comparing wellbeing and satisfaction with life among women in western and transitional 

societies highlights many interesting similarities and differences in these societies and the 

different social contexts. For example, women in Iran have progressed in different aspects, such 

as education and occupation, enhancing their contribution to their society (Paper one and Paper 

12). This progress and improvement in women’s status has happened and/or is happening on a 

larger and broader scale in western, more modern and open societies. However, increased power 

and status of women may negatively influence women’s perceived happiness and wellbeing as 

in comparison with a broader group, including men, they may observe that their lives still seem 

less attractive and fulfilling (Stevenson & Wolfers, 2009). This comparative perception that 

women have is reflected in the responses of young Iranian women in our study, showing a high 

degree of tension. This has been shown in our literature review reported in Paper one, which 

suggested that despite the high level of endeavour of Iranian women, they hold lower social 

positions and have fewer social achievements in their society, mostly because of the traditional 

and religious framework of this society. One obvious example is the education level of Iranian 

women, which is twice that of the men. However, the important work positions and/or social 

positions continue to be dominated by men (see Paper one and 12). 

 Moreover, women confront major challenges to overcome conflict between their work and 

domestic roles due to the high expectations in Iran that women fulfil their housewife duties. 

Although this issue is mentioned in studies conducted in western societies (Stevenson & 

Wolfers, 2009), the situation in Iran is more complex due to the more traditional context of this 

society. It is worth noting that despite all these external and/or environmental obstacles, such as 

role conflict and the social and cultural barriers for women in Iranian society, they are making a 

substantial effort to be united in order to be the agents of change in their own lives and their 

society (Paper 12), and this congruence itself gives more confidence to young women and 

increases their happiness and satisfaction with life. 

Although there are some common issues and problems regarding the low level of subjective 

wellbeing in both western and transitional societies like Iran, although these issues seem to have 

more weight for Iranian women in their socia l context, there are some positive aspects of 

wellbeing and happiness that stand out in Iranian society. These are manifested in the strong 

social contributions and social support that young Iranian women report they experience at the 
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individual and/or micro level (such as strong families and high levels of social support). These 

positive findings are significant in terms of subjective wellbeing (Paper eight). 

To build on the current research that has focused on young Iranian women, further research 

could compare the subjective wellbeing and happiness of this population with other populations, 

including women across different life stages and men in transitional and Muslim societies such 

as Iran.  An extension of the research in this way would provide insights into how social capital, 

and its dimensions, evolve as women’s personal, family, and close social circumstances change 

as they mature within the society. It would also offer insight into how women’s lack of social 

opportunities and social capital impacts men’s wellbeing. In addition, it would be very 

worthwhile to conduct longitudinal studies, either prospective or retrospective, to explore how 

the subjective wellbeing of women in Iran has changed and/or is changing. Furthermore, 

women’s increasing sense of power and freedom, the possible consequences of this freedom 

(such as higher expectations and higher standards), and their influence on life satisfaction and 

happiness, could be explored in two different societies, including more open and western 

societies and more religious and traditional societies. In the next section, the relationships 

between social capital and wellbeing will be discussed to show how different types of social 

capital, at both individual and societal levels , are associated with the wellbeing and lifestyle 

behaviours of young Iranian women. 

9.4 Types of social capital, wellbeing, and lifestyle behaviours in young Iranian women 

The current study shows that the level of cognitive social capital (e.g. trust, control and self-

efficacy as the less tangible dimensions of social capital) and structural social capital (e.g. social 

networks and civic participation), both at the individual and societal levels , impact the 

wellbeing and lifestyle behaviours of young Iranian women (Papers five, six, seven, eight and 

nine). The role of social capital in perceived and actual health and wellbeing has been confirmed 

in the public health discipline. In addition, a lack of social connections and/or social isolation 

has been historically proven to be linked with poor mental health (Fiorillo & Sabatini, 2014; 

Rocco, Fumagalli, & Suhrcke, 2014). According to Eriksson (2011), individuals with a higher 

level of access to both structural and cognitive social capital have a higher level of self-rated 

health compared to individuals with low access to social capital (Eriksson, 2011). A systematic 

literature review that included 42 papers across different countries found a significant 

connection between social capital at both individual and societal levels and health outcomes 

(Szreter & Woolcock, 2004). Although there have been an increasing number of studies 

regarding social capital and health, there is a substantial difference of opinion in relation to three 

major perspectives about social capital. First, the connection between social capital, health, and 
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gender is not clear, including how social capital is related to the different dimensions of health 

(e.g. physical, psychological, and behavioural health). Second, although the relationship 

between different types of social capital and health is reported by the current study, as well as in 

previous literature, there are still debates over the differences between various types of social 

capital (cognitive vs. structural, and individual level vs. societal level) and their importance in 

impacting health and wellbeing outcomes (Fiorillo & Sabatini, 2014). Moreover, there are 

debates regarding the protective role of social capital in health. These debates will be discussed 

here in relation to the findings of the current study.  

Our literature review in Paper one indicated that women are more vulnerable to experiencing the 

effects of poor social connectedness to their community, particularly in societies where they feel 

excluded and devalued.  In addition, the importance of the positive aspect of social relations at 

the local and the community levels has been underestimated in these societies, and particularly 

among women (Paper one). The assumption of gender-based differences in relation to social 

capital and health has been confirmed by several studies. For example, women, but not men, 

living in an environment with a high level of social capital have a higher level of self-rated 

health, even after controlling for socio-demographic factors (Eriksson, 2011). Another study 

found that in areas with collective social capital, such as neighbourhoods where people are 

valued for participating in neighbourhood issues, where neighbours have more communication 

with each other, and where neighbours have a reciprocal culture of helping each other, women 

will have a better self-rated health (Eriksson et al., 2011). Our results in Papers eight and nine 

also report that a higher level of social connections is correlated with better wellbeing in young 

Iranian women. In addition, supportive neighbourhoods will eventually result in supportive 

environments and health-enabling communities, which could be very enabling for women 

(Eriksson et al., 2011). Similar results were found in a study by Kavanagh et al. (2006) in 

Tasmania, Australia (Kavanagh, Bentley, Turrell, Broom, & Subramanian, 2006), who 

demonstrated the positive impact that community and political participation has on decreasing 

the risk of poor self-rated health among women, but not men. The influence of political and 

community participation on self-rated health in the present study is found to be significant, as 

reported in Papers six, seven, and nine. Likewise, Stafford and colleagues emphasise the 

significant associations between low levels of trust in a neighbourhood and an increase in the 

likelihood of poor self-rated health among women, but not men (Stafford et al., 2005). Our 

results in Paper six demonstrate similar findings that support the significant correlation between 

trust and wellbeing. 

On the other hand, some studies report the same significant results in both genders. The 

relationship between cognitive and structural social capital and health in studies conducted in 
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Sweden was confirmed for both genders as well as for different educational groups (Eriksson, 

Dahlgren, Janlert, Weinehall, & Emmelin, 2010). In addition, a longitudinal study in the same 

country found that a low or non-existent level of socialising over time increased the odds ratio 

for poor self-rated health (SRH) for both men and women (Eriksson & Ng, 2015). Ronconi and 

colleagues (2012) conducting a survey in Argentina to measure the causal influence of social 

capital on health at the individual level, using an indicator of informal social interactions, and 

concluded that a higher level of social capital in both genders results in better health (Ronconi, 

Brown, & Scheffler, 2012). Thus, there are some contradictions in terms of gender differences 

in relation to social capital. The current study’s assumption was that the influence of social 

capital on health and wellbeing differs between men and women based on how a society is 

structured. Thus, other social structural conditions , such as tradition, religion, shared historical 

experience and other types of cultural norms (Paper one), result in a low level of perceived 

influence of social capital on young Iranian women (Papers six, seven, eight and nine). This 

assumption is supported by Putterman’s emphasis on the cultural and social condition of 

societies, and their influence on the social contribution of individuals (Putterman, 1995). 

Moreover, living in a society with a perceived restrictive social structure (the intangible 

dimensions of social capital), which does not value women’s contribution, will have a negative 

impact on wellbeing outcomes (see Papers six, seven, eight and nine), and this is of major 

importance for women particularly in masculinist societies, as they will be more vulnerable to 

perceptions and/or feelings of a lack of social inclusion (Paper one). Further studies are required 

to increase our understanding of social capital, health, and gender differences, particularly 

comparing the different social and cultural contexts of the societies studied.  

There is much debate in relation to the differences between the types of social capital and their 

importance in impacting health and wellbeing outcomes (Fiorillo & Sabatini, 2014) as well as 

the protective roles of social capital in health. The current study shows a significant relationship 

between structural social capital (activities of social networks, and participation in different 

institutions) and wellbeing and lifestyle behaviours of young Iranian women at the individual 

and/or micro level. This supports findings reported by D’Hombres and colleagues’ in 2010, who 

analysed the effect of structural social capital at the individual level (in terms of loneliness and 

social isolation) on health data from the 2001 survey of living conditions, lifestyles and health 

in eight former Soviet Republics. According to Eriksson (2011), a higher level of access to 

structural social capital results in a higher level of self-rated health, compared to individuals 

with a lower level of access to social connections (Eriksson, 2011). Our survey results, as 

reported in Paper eight, show that the individuals who socialise more with friends, relatives, 

colleagues, and neighbours are more likely to report a better level of wellbeing, including 

satisfaction with life and quality of life, as well as healthier lifestyle behaviours, such as more 
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exercise (Paper eight). This is in agreement with Berkman and Glass’s theory about social 

capital and health (2001), which suggests that social connections at the individual level create 

psychosocial mechanisms through which individuals will receive a range of social support 

(emotional, instrumental, and informational) resulting in better psychological health and 

healthier behaviours.  

The correlation between social capital and wellbeing was also evident at the societal and/or 

macro level, indicating the significant links between civic participation, volunteering, voting 

and political participation, and wellbeing. Although the findings of the present study show a 

significant relationship between structural social capital, at both individual and societal levels, 

and health, the stronger and more significant relationship was reported at the micro level among 

young Iranian women (Papers eight and 10). This can be explained by young Iranian women’s 

perceptions, as discussed in the thematic analysis of the qualitative phase of the study in Paper 

eight. They reported that their social ties at the individual level were much more important than 

the support and resources they could access via government and institutional organisations for 

women. They believed that despite the desire to be active citizens and make a contribution to 

their society, there is a lack of supportive social and/or organisational groups, and that the 

external and environmental structure of their society restricts their access to different social and 

physical resources (Paper 10 and 11). However, participants’ responses suggest that this lack of 

social and community opportunities in Iranian society is being challenged by young Iranian 

women, who are focusing on their own power to create and build informal social groups in 

order to benefit from slow but constant change (Paper 12). The literature confirms that in 

societies with poor and/or strict governance, informal relationships and social groups will form 

the structure of a coping strategy. This has been shown in both Togo and Benin in West Africa, 

where women, deprived of access to formal credit, have started investing in informal revolving 

credit societies (Woolcock & Narayan, 2000). Although the relationship between structural 

social capital and health was less strong at the societal level than at the individual level for 

young Iranian women, this is nevertheless an important and interesting finding, as in most 

studies, the influence of community and civic participation on health and wellbeing is 

underestimated. Hence, the indication is that increases in informal and formal social groups for 

women strongly influence their happiness and wellbeing and enhance their opportunities for 

being active citizens.  

The current study establishes the significant correlation between cognitive social capital (e.g. 

trust, control and self-efficacy) at both the individual and societal levels with wellbeing and 

lifestyle behaviours (Papers five, six, and seven). Interestingly, this finding has been shown to 

be relatively high and equal in young Iranian women at both individual and societal levels, 
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indicating the high positive impact of this less tangible dimension of social capital on wellbeing 

and lifestyle behaviours. In accordance with these findings, a significant positive correlation 

was found by Hombres and colleagues’ study (2010) regarding the importance of trust at the 

interpersonal level. In addition, Kim and colleagues (2011) used survey data from the European 

and World Values Survey to estimate the contextual impacts of social trust at the national level 

on the self-rated health of individuals. The authors compared social trust at the national and/or 

societal level with religious fractionalisation, corruption, and population density measured at the 

national level. Results revealed that enhancement of average national levels of social trust 

results in the improvement of self-rated health (Kim, Baum, Ganz, Subramanian, & Kawachi, 

2011). Our survey results show how trust across different institutions (such as trust in 

government, trust in police, trust in banks, and trust in your employer) as well as trust in media, 

has a strong relationship with wellbeing and lifestyle behaviours of young Iranian women 

(Paper six). Furthermore, the present study reports how the self-perceieved influence over 

personal life, influence over neighbourhood and local area and control over political decisions is 

influencing the wellbeing of young Iranian women (Paper seven). In accordance with this 

finding, the literature shows that high levels of perceived control and self-efficacy in both 

personal life and community matters act as a buffer in stressful situations and thus enhance 

wellbeing and functioning (Mohnen et al., 2013; Pisanti, 2012; Caprara et al., 2006; Karademas, 

2006; Bisschop et al., 2004).  

The significance and strength of cognitive and structural social capital have been reported 

differently in our study. Papers six and seven show that cognitive social capital, including trust, 

control, and self-efficacy, demonstrates stronger significant correlations with wellbeing and 

lifestyle behaviours than does structural social capital, including social networks, civic and 

community participation (Papers eight and nine). This finding has been reported by other 

studies (Fiorillo & Sabatini, 2014; Harpham, Grant, & Thomas, 2002; Krishna & Shrader, 

2000). According to most studies, cognitive social capital and its influence on an individual’s 

perceptions and feelings about their social connections and social relations at both micro and 

macro levels, is more significant than an individual’s actual relationships (Eriksson, 2011; Kim, 

Subramanlan, & Kawachi, 2008). Interestingly, our study reveals a similar finding at both the 

individual and societal levels. That is, perceptions of being valued by society, having trust in the 

government and a trusting neighbourhood, citizen influence on political decisions, control in the 

community, and self-efficacy in decisions that affect personal life, are all more significant for 

wellbeing and lifestyle behaviours than the actual activities (structural social capital). This 

finding is confirmed by a systematic literature review of studies investigating the link between 

social capital and physical health by Kim and colleagues, which demonstrated that self-rated 

health has a stronger relationship with cognitive social capital than it has with structural social 
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capital (Kim et al., 2008). A similar finding was reported in a social capital study in the Umeå 

region of Northern Sweden (Eriksson, 2011).  

On a collective level, structural and cognitive social capital is often defined and measured as 

aggregated levels of social involvement and aggregated levels of trust in a certain area 

(Eriksson, 2011). Both individual and societal levels of social capital have their own 

mechanisms for creating social ties, which are necessary and beneficial for building different 

levels of social ties and social connections. Being part of different social and/or community 

groups leads to the creation of trust and reciprocity between the social individuals and groups. 

The level of trust and reciprocity may differ according to the social ties. For example, being a 

part of informal social groups with strong social ties between those who are homogeneous and 

similar (bonding social capital) leads to ‘thick’ trust in people who are known personally 

(personalised trust) (Eriksson, 2011). Thus, a higher level of social support is provided by these 

strong social ties. This is shown in the case of young Iranian women in Paper eight, and the high 

social connection and social support they receive through these strong ties (e.g. friends, family, 

and relatives). On the other hand, being a part of more formal networks and/or different 

institutions and organisations with more heterogeneity (linking and bridging social capital) leads 

to ‘thin’ trust – trust between people who do not personally know each other. This level of trust 

may foster connections to powerful social positions, increasing access to a broad range of 

resources (Eriksson, 2011). However, young Iranian women have little access to these sorts of 

connections with powerful social positions, indicating that they have less access to resources 

and advantages at the macro and/or societal level.  

Although the relationship between different types of social capital and health has been 

established by both the present study and existing literature, there is debate regarding the link 

between cognitive and structural social capital and the influence they have on each other. 

Woolcock (2001) states that cognitive social capital, such as trust and collective actions, are the 

consequence of social connections and social relationships. However, this statement contradicts 

Putnam’s argument (1993). He views trust as a precondition for cooperation and social 

participation; however, this view has been criticised as circular reasoning. Grootaert and van 

Bastelaer (2002) argue that collective action and trust are the consequences of social capital at 

the collective level. In addition, trust itself will result in more collective actions. A 

neighbourhood with a high level of trust fosters more supportive, health-enhancing behaviours. 

Further, in an atmosphere where people have a high level of trust in each other, there will be 

enhancement and improvement in terms of healthy norms because of the high level of social 

interaction. In turn, this is likely to have a direct impact on the distribution of resources in 

neighbourhoods. Moreover, the amount of control and influence people have over their lives 
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and environments can be enhanced through collective action, which not only increases their 

access to resources and facilities, but also increases the ability of individuals and communities 

to change health-related behaviours. Finally, creating and enhancing norms of reciprocity at the 

societal and community levels will lead to higher levels of public investment that can influence 

population health through access to health services (Eriksson, 2011). However, in the present 

study, we assumed a two way relationship; that is, that cognitive social capital, such as trust, is 

both a consequence and an outcome of social capital, and that trust is a precondition of social 

engagement (Eriksson, 2011; Woolcock & Narayan, 2001). This suggests that living in a 

trusting society where your contribution is valued results in higher levels of cooperation, social 

cohesion, and collective action. In addition, the development/improvement in participation in 

different groups, including informal social groups, volunteering and formal groups, results in an 

increasing number of social networks and more reciprocity that consequently enhance trust and 

social support. Hence, our research argues that a reciprocal approach, rather than the current 

single-sided approach, is necessary to understand the interrelationships of social capital and 

wellbeing, and to develop policies and strategies to strengthen the two. 

9.5 Mechanisms of the protective role of social capital in health 

The protective role of social capital in determining health works through different mechanisms. 

The conceptual model, underpinned by the work of Berkman and colleagues (2000), explains 

the positive relationship between social networks and health and wellbeing through social 

support, social influence, social participation, and access to material resources (Berkman & 

Glass, 2000). Although the potential connections between collective social capital, health, and 

wellbeing are still debated, our results show there are three main pathways through which social 

capital results in better health and wellbeing outcomes. One of the most evident correlations is 

how vulnerability to stress is buffered by access to different kinds of social support — 

emotional, informational and instrumental — mediated through social networks (Bartley, 2004). 

These supports enable individuals to enjoy better health as they face life’s adversities (Uchino, 

2006). This is evident in examples of mutual assistance and social support among young Iranian 

women at the individual level, which were reflected in answers to our survey. Paper eight 

reports, for instance, that in case of sickness, the support of family and friends plays a 

fundamental role for young Iranian women in ensuring access to healthcare services and 

facilities. This may be expressed, for example, through financial assistance, transportation 

services and help in dealing with doctors.  

In addition, social engagement creates opportunities to spread healthy norms (Kawachi, 

Kennedy, & Glass, 1999), resulting in the promotion of healthy behaviours and higher 
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wellbeing status. Young Iranian women reported that social engagements, particularly with 

family and friends, encourage their healthy lifestyle behaviours, such as exercise (Paper eight). 

This aligns with Vander Wal (2012), who argues that social interactions enhance the social 

norms that support healthy behaviours, such as physical activity, or constrain unhealthy habits, 

such as drinking and smoking (Vander Wal, 2012). Eriksson found that health behaviour is 

more influenced by collective social identities than by rational individual choices (Eriksson, 

2011). Therefore, the behaviours of, and interaction with, significant others within social 

networks seem to be just as important as individual behaviours are for improving and 

maintaining health. Hence, understanding the nature of pathways of social contribution and 

social support will contribute to positive, healthy lifestyle behaviours and better wellbeing, as 

well as influencing community level decisions related to health and welfare.  

Finally, social engagement and participation provides opportunities for access to material 

services and resources, including job opportunities and health services, with a direct bearing on 

health (Berkman & Glass, 2000). The current study shows that social networking and the 

consequent social support results in more instrumental and informational support for young 

Iranian women, thus positively influencing their wellbeing (see Paper eight). An interesting 

hypothesis in this regard relates to an individual’s position or status in the social group and 

community hierarchy. Marmot (Marmot & Wilkinson, 1999) describes the phenomenon of 

“status syndrome”, whereby a person or a group who has more access to opportunities and 

chances than others in the same environment is afforded in higher social status and more 

advantages.  This higher status, in turn, influences health, wellbeing and happiness, through the 

positive sense of being privileged as well as a decrease in stress (Eriksson, 2011). The thematic 

analysis of social engagement and contribution at the local and community level in this study 

(Paper nine) clearly shows that, despite the relatively few local and community groups, young 

Iranian women perceive that the availability of these groups is important for enhancing their 

access to more resources and more opportunities, thus influencing their happiness, satisfaction 

with life, and connections to the broader society. This finding supports Marmot’s hypothesis 

and is supported by Kawachi and colleagues’ argument that a high level of social cohesion in 

the neighbourhood is very influential in uniting the best interests and enhancing opportunities 

for the neighbourhood. In addition, communities that are richer in social capital may have more 

say in political decisions and even influence decisions regarding health care and local services 

(Kawachi et al., 1999). 

Although some of the potential links between social capital and health have been debated in the 

current study, further studies are required to explore other aspects, such as the mediating role of 

social capital in income inequality and societal inequality in general and health outcomes. 
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Wilkinson (2002) emphasises that health and life expectancy are much higher in societies with 

greater equity, including income, and this results in more socially cohesive societies. Hence, 

equitable income distribution results in a constructive social atmosphere in which citizens have 

a high level of trust and social cohesion. This could be important in transitional societies, such 

as Iran, where there is less equal distribution of resources, particularly in relation to women 

(Paper one). Thus, in societies with a high level of inequality, there is likely to be greater 

differences and gaps in status and social situations between groups of citizens, resulting in 

mistrust and a decrease in social cohesion, as well as high levels of social anxiety (Wilkinson, 

2002). Turner (2003) suggests that greater equality in income not only directly increases social 

cohesion in a society, but also encourages public investment in the environment, housing, and 

health care, resulting in better health at the individual and community levels. Hence, further 

studies are required to explore the relationship between inequalities in income and/or resources 

with health and wellbeing outcomes in transitional societies, such as Iran, where there are 

growing income disparities.  

9.6 Potential negative impact of social capital on wellbeing 

Although the positive relationship between social capital and health and wellbeing has been 

highlighted in many studies, there has been less attention given to the potential negative effects 

of social capital on wellbeing (Field, 2003; Portes, 1998). The negative influence of social 

capital could be mainly happening in societies that prioritise a specific type of ethnicity, religion 

and language (Field, 2003). This could be relevant in the Iranian society, as it is characterised as 

a paternalistic society, with  a powerful government and religious leadership that limits the 

social inclusion of certain groups including women. In this regard, it is of interest to consider 

the negative aspects of social capital from the societal and individual perspectives in Iranian 

society and specifically among young women. From the societal point of view, negative effects 

of social capital will manifest when social capital is used as a private rather than a public good, 

keeping power within very specific groups to the detriment or exclusion of other groups (Field, 

2003). Such a situation influences the scope and nature of social inclusion within society, 

which, in turn, shapes the future directions of a community/society. This is a potential loss to 

society, as the possible contributions of marginalised groups to the wellbeing of society are 

overlooked. This situation eventually enforces strict conformity, infringes on individual 

freedom, and social inclusion (Quibria, 2003).  

The influence of the societal negative aspect of social capital could be of particular importance 

for women, as evidence indicates that the level of access to social capital differs between 

genders, particularly in paternalistic societies, such as Iran, where social systems mean women 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3036711/#CIT0022
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may experience reduced opportunities. It has been documented that women in these societies are 

more likely to experience social exclusion and lack of connectedness to their community (Fakhr 

El Islam, 2001), which may impact their sense of wellbeing and increase the risk of 

psychological and physical ill-health (Fioto, 2002). Current literature supports the view that the 

effect of social disconnection is strong among women when they feel excluded from and 

devalued by their communities (Fakhr El Islam, 2001). The influence of social capital at the 

societal level could be illustrated in different ways within the current study, such as through 

educational achievements, civic society and political participation. Although the difference in 

access to social capital between men and women is diminishing in Iranian society, there are still 

issues including a lack of equal access to work, particularly higher level jobs, to satisfactory 

political participation and social freedom.   

The negative aspects of social capital at the societal level could result in reduced social capital 

at the individual level through negative coping strategies. For example, the present study 

suggests that a greater amount of social networks, particularly leisure socialization in Iranian 

society and among young women, is related to an increase in unhealthy lifestyle behaviours, 

such as smoking and drinking (Paper eight). This is an interesting finding as there is a 

percentage of alcohol usage reported among young Iranian women (17.4%), despite a current 

alcohol ban policy in Iran. The lack of opportunities to build social capital (e.g., outdoor social 

and public activities) may be a central determinant of young women’s lifestyle choices and 

behaviours. In contrast, the development of social capital requires the active and willing 

engagement of citizens working together within a participative community, as creators of their 

social world, rather than as passive recipients of restrictive social rules or government policy 

(Onyx & Bullen, 2000). Further research is required to assess the negative social capital in 

countries such as Iran, at both societal and individual levels, and the interconnectedness 

between these two levels.  

This critical approach to social capital was first expressed by Bourdieu (1979), who indicated 

that access to the potential health promoting outcomes that are often associated with social 

capital is not equally distributed. Based on Bourdieu’s suggestion, positive and/or negative 

outcomes from social capital could be dependent on context. He highlighted how social 

interactions and/or dynamics at the individual and micro level could result in conflicts, violence, 

and unequal power (Osborne, et al,. 2009; Bourdieu, 1979). The failure of social capital in 

addressing the issues of inequality further reduces women’s opportunities to be involved and 

participate in different groups. This is influenced by their gendered social identities and division 

of labour, which are characterised by an unequal distribution of power, that negatively 

influences their physical, social and mental wellbeing (Osborne, et al,. 2009). In addition, 
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women’s participation in society is currently funnelled into informal social groups rather than 

the formal and more powerful social groups at the macro level of society, reflecting the pattern 

of their traditional gender roles and gender division of labour. This situation highlights the 

expectation that women are more responsible for the welfare of others and responsible for tasks 

related to the “private” domains of the family (Osborne, et al,. 2009). Furthermore, women are 

more vulnerable to the stress resulting from social and/or community events as they are less able 

than men to use their social networks to access powerful and useful resources, which men can 

use as a coping strategy during adversity. This is of particular concern in societies where there is 

a greater demand on women to provide support for others (Osborne, et al,. 2009). Hence, the 

complicated nature of women’s social involvement means that women may not access 

beneficial resources from such involvement and, therefore, not necessarily experience the 

positive health and wellbeing outcomes that are typically associated with social participation 

(Osborne, et al,. 2009).  

9.7 Neighbourhood structure and characteristics, health and wellbeing 

Results of the present study report that neighbourhood structure and characteristics are 

correlated with health status, being generally weaker among unhealthy neighbourhoods. 

Although neighbourhood characteristics play a major role in building social capital and thus 

influencing health and wellbeing outcomes, their importance has been underestimated in the 

literature (Eriksson, 2011; Lynch et al., 2000). In addition, there is still considerable argument 

about which features of residential surroundings impact health, through which mechanisms they 

operate, at what geographic scale, and how these impacts and influences could be measured 

(Coen & Ross, 2006). There is a growing certainty expressed in the literature that individual 

characteristics alone are insufficient to explain disease and health status, and that both material 

and social variables of neighbourhood conditions are influential in health and wellbeing 

outcomes (Diez Roux & Mair, 2010). Hence, in order to address these issues, our study looked 

at neighbourhood characteristics from different perspectives, taking into account diverse aspects 

of neighbourhood living, including the socio-economic characteristics of the neighbourhood and 

the physical and social living environment. In addition, the strength and significance of these 

neighbourhood determinants on wellbeing and lifestyle behaviours was investigated. 

All three scales that were used in our study to measure neighbourhood characteristics (socio-

economic characteristics of neighbourhood, physical and social living environment), as reported 

in Papers 10 and 11, showed low mean scores. In addition, the research showed that 

neighbourhood characteristics are significantly correlated with wellbeing and lifestyle 

behaviours. The structural condition of the neighbourhood is linked with health and wellbeing 
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through material characteristics as well as the social atmosphere. The majority of studies of 

neighbourhood structure and characteristics find that place and environment have a measurable 

independent impact on health and wellbeing outcomes. Meek (2014) emphasises that the diverse 

characteristics of neighbourhoods are not independent but are interactive in creating and 

building a neighbourhood. Meeks’ study considered the material resources and characteristics of 

the neighbourhood (e.g. availability of health enhancing activities, health care resources, and the 

physical landscape) as the objective conditions, and the psychosocial factors and the residents’ 

perception of the neighbourhood as the subjective conditions of neighbourhood (Meeks, 2014). 

However, the strength and significance of the interactions of different social and physical 

characteristics of neighbourhoods on health and wellbeing will vary across different societies. 

For instance, according to our study, the lowest mean score of neighbourhood characteristics 

was reported for neighbourhood socio-economic conditions as well as for the availability of 

leisure facilities in the local area (Paper 10), indicating the unsatisfactory situation of young 

Iranian women. In addition, the material and physical aspect of the neighbourhoods in our study 

suggests that the greater access young Iranian women have to socio-economic resources, 

including leisure facilities in their local area, the higher QoL, higher SwL, and healthier lifestyle 

behaviours they will have. In agreement with this study, Sallis and colleagues (2008) argue that 

the physical and built environments are related to physical activity in various domains (e.g. 

leisure or transport) and settings (e.g. neighbourhoods, parks) (Glanz, Rimer, & Viswanath, 

2008). According to Macintyre and colleagues (2002, p. 132), the resources that people access, 

their “opportunity structures”, are particularly important in shaping their daily experience. 

Access or lack of access to resources and infrastructure opportunit ies in neighbourhoods will 

improve or endanger health and wellbeing either directly or indirectly (Macintyre, Ellaway, & 

Cummins, 2002).  

Further, the results of the present study show that the social aspects of a neighbourhood are 

strongly linked with wellbeing and lifestyle behaviours, especially physical activity (Papers 11). 

The indications of existing research are that wellbeing and an individual’s motivation for 

practising healthy lifestyle behaviours , such as physical activity, can be limited by the physical 

environmental characteristics of their local neighbourhoods as well as the social environment, 

such as a lack of or limited safety for exercise in their local areas (Cubbin, Egerter, Braveman, 

& Pedregon, 2008; Gordon Larsen, Nelson, Page, & Popkin, 2006). This is supported by some 

findings of the current study regarding perceptions of neighbourhood disorder, homeless people, 

teenagers hanging around, and being frightened after dark (Paper 11). This “disorder 

perspective” comes from a sociological framework that sees social and physical “incivilities” as 

symptoms of broader neighbourhood disorder. Physical incivilities are tangible aspects of the 

neighbourhood setting, and include graffiti, litter, evidence of vandalism, vacant buildings and 
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lots, and deteriorated housing (Coen & Ross, 2006, p. 362). Understanding the connection 

between characteristics of the neighbourhood and health outcomes contributes to a greater 

understanding of community health outcomes and individual health, and the relation between 

the two. Hence, multiple levels of neighbourhood characteristics must be taken into account 

when developing interventions and policies to promote wellbeing and a healthy and active 

lifestyle in young Iranian women. 

9.8 Strengths and limitations 

The main strength of this research is that it combined both quantitative and qualitative research 

methods in a mixed method design. The qualitative phase extended the quantitative study by 

providing deeper and richer information. The quantitative data established relationships between 

social capital, wellbeing, and lifestyle behaviours in young Iranian women, while the qualitative 

data explored the reasons for these relationships. This provided information that could increase 

the understanding of practitioners and health care providers as they develop ways to improve the 

wellbeing of young Iranian women through social capital pathways. Despite this strength, this 

study is limited by its cross-sectional design, which may have subjected the data and findings to 

bias. In addition, a high proportion of participants included in the current study were educated 

women. Although this study was conducted in one of the largest cities of Iran (Shiraz), the 

sample may not have been representative of other cities in Iran and, therefore, the findings of 

this study should be extrapolated with caution.  

9.9 Conclusion and recommendations  

In this research, we have investigated the relationship between social capital, wellbeing, and 

lifestyle behaviours in young women in Iran. The results show that structural and cognitive 

social capital at both individual and societal levels improve the health conditions of this 

population. In addition, social and physical characteristics of neighbourhoods are significantly 

linked with the wellbeing and lifestyle behaviours of young Iranian women. This study makes a 

contribution to the literature in three substantial ways. First, it provides evidence of the role of 

social capital on health in Iran. This relationship has not been previously examined in relation to 

women experiencing social and cultural structures, such as those in place in Iran.  These 

structures are different from those of western, industrialised countries. To the best of our 

knowledge, this is the first time the relationship between these variables has been assessed in a 

Middle Eastern country. Second, our study contributes to moving the literature forward, beyond 

focusing on one dimension of social capital (mostly social support and social isolation), towards 

exploring all possible aspects of social capital at both individual and societal levels. Third, 

although this study enhances our understanding of the low level of social capital in young 
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women in Iran and its adverse influence on their wellbeing and lifestyle behaviours, it also 

looks at the other side of this population’s situation, at the power of young Iranian women to 

build their own social capital through informal social groups and to become the agents of 

change to improve their individual and social wellbeing. 

The findings reported in this thesis have important implications for young Iranian women, 

health professionals, and policy makers. These implications are outlined within the research 

framework of social capital and health. The findings of this research support two main 

recommendations for policy making that affects young Iranian women. First, the individual 

level of change is of primary importance. In the case of young Iranian women, the focus needs 

to be more on challenging gender stereotypes and implementing coping policies and strategies 

for Iranian women in order to reduce and/or change the restrictive norms of their society. This 

can be achieved by focusing on strategies that enhance their power and influence through 

education and by creating informal social groups, which may become connected to larger, more 

powerful social groups. Hence, consistent, slow changes within individuals, families, and 

informal social groups are the most powerful way of achieving changes at the micro level.   

Second, community and societal changes will be complex and challenging to achieve in Iranian 

society, as the current power structure of this country is based on paternalistic, hierarchical 

leadership. However, possible mechanisms for change can be developed through the integration 

of and connection between non-government organisations and public institutions. For example, 

health care and social services can work towards major changes by communicating and 

advocating for the social issues affecting women and influencing their wellbeing to the 

government bodies and religious leaders. Both private and public research centres can take an 

informed role in communicating the voice of women regarding the social consequences of their 

restrictive society, including the impact on women’s wellbeing. The expectation is that this will 

influence the political and religious leaders to make changes in the restrictive aspects of religion 

and government policies.  

The foremost implication of this study for future research is the necessity of intervention 

programs, as the current research and a large body of literature confirm that strong social capital 

is beneficial for health and wellbeing. Although the current study was the first conducted in Iran 

among young women, it is difficult to draw causal conclusions given its cross-sectional design. 

Therefore, we suggest a longitudinal study is needed to investigate how changes in access to 

individual and societal social capital influence health and wellbeing outcomes over time. 

Furthermore, although living in a male-dominated society provides men with more power, 

benefits, and control, there are also challenges and negative influences on them, particularly in 
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relation to emotional and psychological health (Sen, Ostlin, & George, 2007). Hence, there is a 

need to investigate this topic for both genders, and particularly males in Iran, to determine how 

gender influences the relationship between social capital and health, and how men experience 

their social connections in Iran. What is clear is that young Iranian women, despite growing up 

within a restrictive society, are building their individual and collective social capital to 

maximise their quality of life and slowly re-shape their community and the broader society.      
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      Appendices 

Information Sheet for survey 

 

Who is conducting the research? 

Neil Harris, PhD  

Senior Researcher 

School of Public Health 

Griffith University 

Phone: (61-7) 5552 7879  

Email: n.harris@griffith.edu.au 

 

Nahid Hatam, PhD  

Associate Professor and Vice Dean for 

Education 

School of Management & Medical 

Information Sciences  

Shiraz University of Medical Sciences 

(SUMS), Shiraz, Iran  

Phone: +98 711 2340775 

Email: hatamn@sums.ac.ir 

 

Asiyeh Salehi, PhD student 

School of Public Health 

Griffith University 

Ph: (61-7) 5552 7516 / +98 9173116347 

Email: nasim.salehi@griffithuni.edu.au 
 

 

Elisabeth Coyne, PhD  

Lecturer 

School of Nursing and Midwifery 

Griffith University 

Phone: (61-7) 3382 1503 

Email: e.coyne@griffith.edu.au 

 

Najmeh Maharlouei, PhD  

Assistant Professor of Community Medicine 

and Head of Shiraz Women’s Health Clinic 

Shiraz University of Medical Sciences 

(SUMS), Shiraz, Iran  

Phone: +98 9173112953 

Email: najmeh.maharlouei@gmail.com 

 

 

  

Your consent to participate 

We ask for your consent to participate in this study. Please read this information sheet. If you agree 

to participate, please sign the attached consent form and return it to Asiyeh Salehi.  

   

Why is the research being conducted? 

The benefits of social integration and its relationship with population health is a new concept 

particularly among young women, and little is known about this issue. Therefore, this study seeks to 

apply an integrative approach to examine the relationship between social capital and wellbeing 

among young Iranian women. The results of the study will provide a basis for the development of 

appropriate social intervention programs to improve the health and wellbeing of young women in 

Iran. 

 

What you will be asked to do 

You will be requested to complete one written questionnaire which includes six different sections on 

one occasion (approximately 50 minutes). You will also be asked to indicate your interest in being 

interviewed about your views regarding social capital and wellbeing.  

 

The expected benefits of the research 

It is expected that this research will increase our understanding of social capital and wellbeing 

among Young Iranian women. This will provide a basis to develop appropriate intervention 

programs and to target those determinants that have the greatest effect on women health and 

wellbeing.  
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Risks to you 

There are no significant risks to you associated with participation in the project. All information will 

be de-identified and your identity will not be revealed to other parties. Should you feel discomforted 

please discontinue your participation in the research and contact Asiyeh Salehi (+98 9173116347 - 

+61 401970913) or Nahid Hatam (+98 711 2340775) for assistance. 

 

Options for participation in the survey 
The questionnaire will be made available to participants both hard copy and online (lime survey as 

supported by GU). Participants will have options to complete the survey:  

 Hard copy face-to-face at the time of contact  

 Hard copy take the survey away for completion and return via post to the researcher (self -

addressed and stamped envelope will be provided)  

 Online completion of the survey in own time (a sheet detailing how to access the survey 

online to be provided to potential participants) 

 Online at per-determined times in Shiraz University of Medical Sciences computer 

laboratories (bus or parking costs to be reimbursed for participants) 

These four completion options offer participants options as to how they could engage with the 

research. 

 As a sign of appreciation of participation, those agreeing to complete the questionnaire will be given 

a small token gift. The small gift will be provided on agreement to participate.  
 

Your confidentiality 

All information discussed during gathering data via paper-questionnaire and online-questionnaire 

will be treated in the strictest confidence. Completion of the questionnaire (both paper questionnaire 

and online-questionnaire) does not require you to provide your name or contact details. All paper 

questionnaires will be stored in a locked filing cabinet in Asiyeh Salehi’s office at Griffith 

University for five years. They will then be destroyed as confidential waste. The online-

questionnaire will also be stored in the data base of Griffith University for seven years and then will 

be destroyed. Only members of the research team will have access to the questionnaires. A summary 

report of the general findings from the study will be made available to participants.   

The computerized information will be protected by password. No identification of individuals will 

be published.  

 

Your participation is voluntary 

Your participation is voluntary and you are not under any obligation to consent to participate in this 

research. There are no direct benefits of this research to you. At any point during the completion of 

the survey you are free to withdraw from the study without penalty, or to decline to answer particular 

questions. Please note that once you have completed the survey it will not be feasible to withdraw 

your consent as it will not be possible to identify which survey responses are yours.  

 

Should you feel distressed at any time during the study please contact Asiyeh Salehi (+98 

9173116347 - +61 401970913) or Nahid Hatam (+98 711 2340775) to discuss your concerns.   

 

Questions/further information 

Griffith University conducts research in accordance with the National Statement on Ethical Conduct 

in Research Involving Human (NHMRC).  If you have any questions or comments related to this 

project at any point in time, please contact a member of the research team. You can email either 

n.harris@griffith.edu.au, in Australia or hatamn@sums.ac.ir and najmeh.maharlouei@gmail.com 

mailto:n.harris@griffith.edu.au
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in local university; Shiraz University of Medical Sciences, or contact the School of Public Health at 

Griffith University, Australia on (61-7) 5552 7869. 

 

This research is being conducted by Asiyeh Salehi for the purpose of completing her academic 

doctoral studies program. If there are any concerns that you may wish to discuss with Asiyeh prior to 

agreeing to enter the study, she would be pleased to talk with you. It is entirely your choice to 

participate and you are free to withdraw at any time and your decision will be respected. Your 

questions and comments are welcome.  

 

The ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on Ethical Conduct 

in Human Research. If potential participants have any concerns or complaints about the ethical 

conduct of the research project they should contact the Manager, Research Ethics on (61-7) 373 

54375 or research-ethics@griffith.edu.au 

 

Feedback to you 

At the completion of the study, it is anticipated that the findings may be published in a research 

journal. A summary of the findings will be made available to participants. If you would like to 

receive a summary of research findings please provide your postal or email address as part of the 

consent form. 

 

PLEASE TEAR OFF AND RETAIN THE INFORMATION SHEET 
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Information Sheet for semi- structured interview 

 

Who is conducting the research? 

Neil Harris, PhD  

Senior Researcher 

School of Public Health 

Griffith University 

Phone: (61-7) 5552 7879 

Email: n.harris@griffith.edu.au 

 

 

Bernadette Sebar, PhD  

Senior Researcher 

School of Public Health 

Griffith University 

Email: b.sebar@griffith.edu.au 

Elisabeth Coyne, PhD  

Lecturer 

School of Nursing and Midwifery 

Griffith University 

Phone: (61-7) 3382 1503 

Email: e.coyne@griffith.edu.au 

 

Asiyeh Salehi, PhD student 

School of Public Health 

Griffith University 

Ph: (61-7) 5552 7516/ +98 

9173116347 

Email:nasim.salehi@griffithuni.edu.au  

 

  

 

Your consent to participate 

We ask for your consent to participate in this study. Please read this information sheet. If you agree 

to participate, please sign the attached consent form and return it to Asiyeh Salehi. 

 

Why is the research being conducted? 

The benefits of social integration and its relationship with population health is a new concept 

particularly among young women, and little is known about this issue. Therefore, this study seeks to 

apply an integrative approach to examine the relationship between social capital and wellbeing 

among young Iranian women. The results of the study will provide a basis for the development of 

appropriate social intervention programs to improve the health and wellbeing of young women in 

Iran. 

 

What you will be asked to do 

You are requested to participate in a semi-structured interview of between 30 and 60 minutes 

duration about your views on social connections and wellbeing.  With your permission, the interview 

will be audio taped to assist in data recording and analysis. 

 

The expected benefits of the research 

It is expected that this research will increase our understanding of social capital and wellbeing 

among Young Iranian women. This will provide a basis to develop appropriate intervention 

programs and to target those determinants that have the greatest effect on women health and 

wellbeing.  

 

Risks to you 

There are no significant risks to you associated with participation in the project. All information will 

be de-identified and your identity will not be revealed to other parties.  

 

Your confidentiality 

With your permission, the interview will be tape recorded. At no point will any individual’s name be 

attached to an interview. The dialogue will be transcribed and the original recording erased. No 

identification of individuals will be published. The recording device will be kept in a locked cabinet 
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and the computerized transcriptions protected by password.  Consent forms will be kept securely in a 

locked cabinet at Griffith University for five years, and then destroyed.  

 

Your participation is voluntary 

Involvement in this project is voluntary and you are not under any obligation to consent to 

participate in this research. There are no direct benefits of this research to you. At any point during 

the interview you are free to withdraw from the study. Please note that once you have completed the 

interview and the recording has been transcribed and preliminary analysis undertaken will not be 

feasible to withdraw your consent. This is because the data analysis process involves combining of 

responses from different people into a common explanation. This process makes it very difficult to 

separate out individual responses. 

 

Questions/further information 

Griffith University conducts research in accordance with the National Statement on Ethical Conduct 

in Research Involving Human (NHMRC). If you have any questions or comments related to this 

project at any point in time, please contact a member of the research team. You can email either 

n.harris@griffith.edu.au, in Australia or hatamn@sums.ac.ir and najmeh.maharlouei@gmail.com 

in local university; Shiraz University of Medical Sciences, or contact the Griffith University School 

of Public Health on (61-7) 5552 7869. 

 

This research is being conducted by Asiyeh Salehi for the purpose of completing her academic 

doctoral studies program. If there are any concerns that you may wish to discuss with Asiyeh prior to 

agreeing to enter the study, she would be pleased to talk with you. It is entirely your choice to 

participate and you are free to withdraw during the interview and I will respect your decision. Your 

questions and comments are welcome.  

 

The ethical conduct of this research 
Griffith University conducts research in accordance with the National Statement on Ethical Conduct 

in Human Research. If potential participants have any concerns or complaints about the ethical 

conduct of the research project they should contact the Manager, Research Ethics on (61-7) 373 

54375 or research-ethics@griffith.edu.au. 

 

Feedback to you 

At the completion of the study, it is anticipated that the findings may be published in a research 

journal. A summary of the findings will be made available to participants. If you would like to 

receive a summary of research findings please provide your postal or email address as part of the 

consent form. 

 

Privacy statement 

The conduct of this research involves the collection, access and / or use of your identified personal 

information. The information collected is confidential and will not be disclosed to third parties 

without your consent, except to meet government, legal or other regulatory authority requirements.   

A de-identified copy of this data may be used for other research purposes.   However, your 

anonymity will at all times be safeguarded. For further information consult the University’s Privacy 

Plan at http://www.griffith.edu.au/privacy-plan or telephone (07) 3735 4375 

 

 

 

PLEASE TEAR OFF AND RETAIN THIS INFORMATION SHEET 

 

mailto:n.harris@griffith.edu.au
mailto:hatamn@sums.ac.ir
mailto:najmeh.maharlouei@gmail.com
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Consent form - Interviews 

 

By signing below, I confirm that I have read and understood the information sheet and in 

particular I understand that: 

 My involvement in this part of the study will be participation in a semi structured interview 

about the role of social capital in shaping the wellbeing of young women in Iran 

 I have had any questions answered to my satisfaction 

 There are minimal risks involved 

 The interview will be recorded with the recording erased upon transcription 

 There will be no direct benefit to me or my community from my participation in this 

research 

 My participation in this research is voluntary 

 If I have any additional questions I can contact the research team 

 I am free to withdraw at any time, without comment or penalty 

 I understand that once I have completed the interview it is not possible to withdraw my 

consent 

 I can contact the Manager, Research Ethics, at Griffith University Human Research Ethics 

Committee on  (61-7) 3735 5585 (or research-ethics@griffith.edu.au) if I have any 

concerns about the ethical conduct of the project;  

 I agree to participate in the project 

Name  
 

Signed ………………………………………………...        Date ………………… 
 
Researcher ……………………………………………        Date ………………..  

 

 

Summary of research finding: 

Would you like to receive a summary of the research findings? 

If yes – please provide your email address for receiving a summary of findings. 

Email: ……………………………………………………………… 

 

mailto:research-ethics@griffith.edu.au
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Questionnaire  

The purpose of this questionnaire is to exp lore the role of social capital in shaping the wellbeing of young 

women in Iran. If at  any time during the completion of the questionnaire you feel distress please feel free 

to discontinue.   

 

Personal details 
 

1- Your age in years ………………………  

 

2- Ethnic origin Fars[ ] Turkish[ ] Lor[ ] Other[ ]  Please specify it …… 

 

3- Religiosity Shia[ ] Sunni [ ] Other [ ] Please specify it …… 

 

4- Level of relig iosity How active do you consider yourself in the practice of your relig ious 

preference? Very active[ ] somewhat active[ ] Not very active[ ] Not active[ ] Does not 

apply/Prefer not to say[] 

 

5- Highest level of education Post graduate[ ] Degree[ ] Dip loma/certificate[ ] Secondary school[ ] 

Primary school[ ] 

 

6- Occupation Management/administration[ ] Professional/Associate professional[ ] Trade person[ ] 

Clerical, sales and service[ ] Production and transport[ ] Labourers[ ]   Home duties[ ] 

Unemployed[ ] Student[ ]  

 

7- Do you have paid employment? Yes[ ] No[ ] 

       If yes, please go to question 8 if no go to question11. 

 

8- Type of occupation Government job[ ]   Private job[ ]  

 

9- Income per individual ……………….………………. 

10- Income per household ………………………………. 

 

11- Marital status Single[ ]    Married[ ]    Defacto[ ] Divorced[ ]    Widow[ ] 

       If you are married/ De facto please go to next questions.  

       If you are Divorced/ Widow please go to questions 13 and 14.  

 

12- Highest level of education of partner Post graduate[ ]   Degree[ ] Diploma/Cert ificate[ ] 

Secondary school[ ]   Primary school[ ] 
 

13- Parental status  No children[ ]   children[ ] 

 

14- Number of children …………………… 
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Social capital 
1- Perception of Community Level Structures or Characteristics  

 

How long have you lived in this area?  Please tick one answer for this question 

Less than 12 months  

12 months but less than 2 years   

2 years but less than 3 years   

3 years but less than 5 years   

5 years but less than 10 years  

10 years but less than 20 years   

20 years or longer  

 

1-1 Satisfaction/enjoyment of living in local area   
 

Please tick one answer for each question 

 

 

Strongly 

agree 

 

Agree 
Neither agree 

nor disagree 
Disagree 

Strongly 

disagree 

Do not 

know 

Your neighbourhood is a place you enjoy 

living in. 
      

The area you live in is one which people 

would like to stay in. 
      

You are satisfied with your neighbourhood 

as a place to live. 
      

 

1-2 Degree to which societal-level variables are seen as relevant to health 

Thinking about your neighbourhood, how much of a problem do you think below factors are – please 

indicate the strength of your agreement with each statement. 
 

Please tick one answer for each question 

 

Never 

 

 

Rarely 

 

 

Sometimes 

 

 

Often 

 

 

Always 

 

 

Do 

not 

know 

The amount of road traffic       

Industrial fumes and emissions        

Litter and rubbish       

Neighbourhood safety (the level o f crime, vandalis m, 

abuse or violence …) 
      

Homeless people and/or people begging       

People who using drugs       

Graffiti on walls and buildings        

The amount of troublesome neighbours        

Teenagers hanging around on the street       

Being attacked or harassed because of skin  colour, 

ethnicity or religion 
 

      

Feel frightened walking alone after dark in this area       
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1-3 Rating of area resources and services 

I would like you to tell me how satisfied you are with the quality of each of the following?  
 

Please tick one answer for each 

question 

Very 

satisfied 

Fairly 

satisfied 

Neither 

satisfied nor 

dissatisfied 

Slightly 

dissatisfied 

Very 

dissatisfied 

Do not 

know 

Public library       

Museums and art galleries        

Swimming pools       

Local amenities, open spaces, 

sports and leisure facilities  
      

Availability of jobs       

Quality of environment       

Amount and quality of housing       

Public transport services        

Local health services       

Schools and colleges       

Shopping and commercial 

facilities 
      

Social services (such as 

healthcare, public housing, and 

social security) 

      

 

Thinking about the number of leisure facilities in general (such as sport centres, 

clubs and places of entertainment) for people like you in this area. Do you think 

there are ………………………………….. 

 

(Please tick one answer for 

this question) 

Far too many  

Too many  

About the right amount  

Too few  

Far too few  
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2- Social Interaction, Social Networks, Social Support 

2-1 Number of close friends and relatives  
 

Please tick one answer for each question 0 1-2 3-5 6-9 10 or  

more 

Unknown 

Apart from the people you live with, how many close relat ives 

do you have (close relatives are relatives that you feel at ease 

with, and can talk to about private matters)?  

      

Apart from the people you live with, How many close friends 

do you have (close friends are people that you feel at ease 

with, can talk to about private matters)? 

      

 

2-2 Contacts with friends, family, neighbours  

The next few questions are about how often you personally contact your relatives, friends and neighbours. 

Not counting the people you live with, how often do you do any of the  following? 

 

 

 

 

 

 

 

Please tick one answer for each question 
Very 

Frequently 
Frequently Occasionally Rarely Never 

How often do you meet up with your close relatives 

(parents, siblings) who are not living with you? 
     

How often do you speak to close relatives (parents, 

siblings…) on the phone? 
     

How often do you meet up with your extended 

relatives (uncles, aunt…)? 
     

How often do you speak to extended relatives 

(uncles, aunt…) on the phone? 
     

How often do you text or email relatives, or use chat 

rooms on the internet to talk to relatives? 
     

How often do you meet up with friends?      

How often do you speak to friends on the phone?      

How often do you text or email friends, or use chat 

rooms on the internet to talk to friends? 
     

How often do you speak to neighbours?      

Some people have a lot of contact with  their fellow 

workers or colleagues, and others have only limited 

contact. How often do you meet up with your fellow 

workers or colleagues socially? 
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2-3 Depth of socialization networks, specifically leisure 
 

Please tick one answer for each question 
Very 

frequently 
Frequently Occasionally Rarely 

 

Never 

 

How often do you gather together with your 

family and/or relatives  to have a party or 

celebration? 

     

How often do you go out socially with your 

family and relatives, for example to a cafe 

restaurant, cinema or somewhere else? 

     

How often do you gather together with your 

friends to have a party in the evening? 
     

How often do you go out socially with friends or 

neighbours, for example to a cafe, restaurant, 

cinema or somewhere else? 

     

 

2-4 Perceived barriers to contact with friends/relatives  
 

What factors prevent you from meeting up with family or friends more  

often?…………………………………………………………………………………………………………

………………………………………………………………………………………………………………

…………………… 
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2-5 Social support  
 

The following statements describe situations where people might need help. Th inking about yourself, for each statement, pleas e indicate the level of support that you 

could receive from never to always.  
  

Please tick one answer for each question Never Seldom Quite often Very often Always 

When you are ill in bed and need help at home.     
 

 

When you are in financial difficulty and need to borrow some money to see you through the next few days.     
 

 

You need to rely on someone when you feel depressed.     
 

 

You need someone to look after your children, an elderly or a disabled adult you care for.     
 

 

You need to speak with someone when you are upset because of problems with your spou se or partner.     
 

 

Speak with someone when you need advice about an important change in your life, e .g. changing jobs, moving 

to another area. 
     

When you need to speak with someone about [being called hurtful names][having your money or things 

taken][being threatened][being hit or kicked][any of this]? 
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2-6 Social support 
 

The following questions describe situations where people might need help. For each question, please indicate if there is anyo ne you could ask for help.  

(You can tick more than one response. Please tick all assistance you could have inside and/or outside of the household if there is any) 
 

Please tick choices most relevant to you 

(You can tick more than one response) 

Husband/par

tner 

Other 

household 

members 

Relative 

(outside 

household) 

Friend Neighbour 
Work 

colleague 

Voluntary or 

other 

organisation 

Other 
No 

one 

Would 

prefer not 

to ask for 

help 

Do not 

know 

You are ill in bed and need help at home. Is there 

anyone you could ask for help? 
           

You are in financial difficulty and need to 

borrow some money to see you through the next 

few days. Is there anyone you could ask for 

help? 

           

If you were feeling depressed, is there anyone 

that you can rely on? 
           

If you needed someone to look after your 
children, an elderly or a disabled adult you care 

for, is there anyone that you can rely on? 
           

If you were upset because of problems with your 
spouse or partner, is there anyone that you can 

speak with? 
           

If you needed advice about an important change 
in your life, e.g. changing jobs, moving to 

another area, is there anyone that you can speak 

with? 

           

Did you ever tell anyone about [being called 
hurtful names][having your money or things 

taken][being threatened][being hit or kicked][any 

of this]? 
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3-Participation, Social Engagement & Commitment 
 

3-1Involvement in groups, clubs and organisations  

The next questions are about involvement in groups, clubs and organisations. These could be formally 

organised groups or just groups of people who get together to do an activity or talk about things. Please 

exclude just paying a subscription, giving money and anything that was a requirement of your job.  

 

I am going to ask about 3 different types of groups: 
 

Please tick one answer for each question Yes No 

In the last 12 months, have you been involved with any groups of people who get together to do an 

activity or to talk about things (informal g roups)? (These could include evening classes, support 

groups, slimming clubs, keep-fit classes, Cafe shop gatherings and so on) 

  

In the last 12 months, have you taken part in any (other) group activities as part of a local or 

community group, club or o rganisation? (These could include residents. associations, sports groups, 

parent-teacher associations, school or religious groups and so on)  

  

In the last 12 months, have you taken part in any (other) group activities as part of a national group, 

club or organisation? (These could include pressure groups, charities, political groups, environmental 

groups and so on)  

  

 

Which of the below categories best describe you in three different levels of participation such as informal 

groups, local or community groups and national groups ? 

 
 

 

 

 

Please tick all actions you have 

taken for each question(You can 

tick more than one response) 

In terms of participation 

in informal groups 

which of the below 

categories best describe 

the groups you have 

taken part in?  

 

In terms of participation in 

local or community 

groups, which of the below 

categories best describe the 

groups you have taken part 

in? 

In terms of 

participation in 

national groups which 

of the below categories 

best describe the 

groups you have taken 

part in? 

Hobbies/social clubs    

Sports/exercise groups, including 

taking part, coaching or going  to 

watch 

   

Local community or neighbourhood 

groups 

   

Groups for children or young people    

Adult education groups     

Groups for older people    

Environmental groups    

Health, disability and welfare 

groups 

   

Political groups    

Trade union groups    

Relig ious groups, including going to 

a place of worship or belonging to a 

religious based group 

   

Other group    

None of these (no participation)    

Do not know    
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How often do you participate in these types of groups? 
 

Please tick one answer for 

each question 

At least once a 

week 

At least once a 

month 

At least once 

every three 

months 

less often 

(Please 

specify) 

 

Never 

Informal groups      

Local or community groups       

National groups      

 

3-2 Perceived barriers to involvement in informal groups. 

What factors prevent you from involvement in informal groups?  

………………………………………………………………………………………………….. 

………………………………………………………………………………………………….. 

3-3 Perceived barriers to involvement in local or community groups. 

What factors prevent you from involvement in local or community groups? 

………………………………………………………………………………………………….. 

………………………………………………………………………………………………….. 

3-4 Perceived barriers to involvement in national groups. 

What factors prevent you from involvement in national groups?  

………………………………………………………………………………………………….. 

………………………………………………………………………………………………….. 

 

3-5 Unpaid help to groups and individuals  
 

Please tick one answer for each question Yes No 

During the last 12 months have you given any unpaid help to any groups, clubs or organisations?   

In the past month have you given any unpaid help to people who do not live with you? (This does not 

count help from an organisation or group). 

  

In the past month have you received any unpaid help from people who do not live with you? (This does 

not count help from an organisation or group). 

  

 

3-6 Perceived barriers to unpaid help: 

What factors prevent you from involvement in unpaid help? 

………………………………………………………………………………………………….. 

………………………………………………………………………………………………….. 
 

 

Thinking about the unpaid help you have mentioned, how often would you say in general you give this 

kind of help? 

  (Please tick one answer for this question) 

At least once a week  

At least once a month  

At least once every three months   

Or less often? Please 

specify……………………………………………………….. 

 

Do not know  
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Now I would like to talk about any action you have taken in an attempt to solve a problem affecting 

people in your local and national area? 

In the last 12 months how often have you taken any of the following actions in an attempt to solve a 

problem affecting people in your local area? 
 
 

In the last 12 months have you taken any of the fo llowing act ions in an attempt to solve a problem 

affecting people in your National area? 

 

Please tick choices most relevant to you (You can 

tick more than one response ) 
Very 

Frequently 
Frequently Occasionally Rarely Never 

Do not 

know 

Contacted a local radio station, television station 

or newspaper 

      

Contacted the appropriate organization to deal 

with the problem, such as the council 

      

Contacted a local council or MP       

Attended a public meeting       

Attended a protest meeting or jo ined an action 

group 

      

Helped organize a petition        

None of the above       

Do not know       

 

3-7 Political activity or voting 
 

(Please tick one answer for each question) Yes  No 

Would you say that ... you participated in presidential election in the past in Iran?    

Would you say that ... you will participate in presidential election in the future in Iran?   

Would you say that ... you participated in parliament election in the past in Iran?    

Would you say that ... you will participate in parliament election in the future in Iran?    

 

(Please tick one answer for each question) 
Strongly 

agree 
Agree 

Neither agree 

nor disagree 
Disagree 

Strongly 

disagree 

Would you say that voting in election  of national 

government in Iran is important? 
     

Would you say that voting in election of Local 

government in Iran is important? 
     

 

Please tick choices most relevant to you (You can  

tick more than one response) 
Very 

Frequently 
Frequently Occasionally Rarely Never 

Do not 

know 

Contacted a local radio station, television station or 

newspaper 

      

Contacted the appropriate organization to deal with 

the problem, such as the council 

      

Contacted a local council or MP       

Attended a public meeting or neighbourhood forum 

to discuss local issues 

      

Attended tenants, or local resident’s group        

Attended a protest meeting or joined an action group       

Helped organize a petition on a local issue       

No local problems       

None of the above       

Do not know       
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4- Trust - reciprocity- social cohesion 

 

4-1 Satisfaction with level of information about local area 
 

(Please tick one answer for each question) 
Strongly 

agree 
Agree 

Neither agree nor 

disagree 
Disagree 

Strongly 

disagree 

Would you say that ... You  watch/listen to 

local media regularly? 
     

Would you say that ... you read local 

newspapers regularly? 
     

Would you say that ... local media (TV, radio) 

are worthy of your attention? 
     

Would you say that ... local newspapers are 

worthy to read? 
     

Would you say that…local newspaper is a 

reliable source of informat ion about local 

issues? 

     

Would you say that…local media are a 

reliable source of informat ion about local 

issues? 

     

 

4-2 Confidence in institutions and public services  

Can you tell me how much you trust below institutions? (The level is from do not trust at all to trust 

completely, which shows from 1-10) 

4-3 Trust in other people 
 

(Please tick one answer for each question) 
Strongly 

agree 
Agree 

Neither 

agree nor 

disagree 

Disagree 
Strongly 

disagree 

This neighbourhood is a place where people from different 

backgrounds/ethnicities get on well together. 
     

Most of the people in your neighbourhood can be trusted.      

In general, what kind of area would you say you live in? 

Would you say it is an area in which people do things 

together and try to help each other? 

     

Suppose you lost your purse/wallet containing your address 

details, and it was found in the street by someone living in  

this neighbourhood. You expect the wallet would be returned 

to you. 

     

Do you think most people in general would take advantage of 

you if they got the chance? 

     

Generally speaking, you think most people can be trusted.      

 

(Please tick one answer for each  

question) 

1 

Do not trust at all 
2 3 4 5 6 7 8 9 

10 

Trust 

completely 

Government           

Parliament           

The civil service (in  other words, 

department such as health and social 

security) 

          

Police           

Courts            

Bank           

Local council           

Your employer           
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5- Control, self-efficacy 

5-1 Perceived control over community affairs  
 

To what extent do you agree or disagree with the following statements? 
 

(Please tick one answer for each question) 
Strongly 

agree 
Agree 

Neither 

agree nor 

disagree 

Disagree 
Strongly 

disagree 

Do you feel you can influence decisions that 

affect your neighbourhood? 
     

By working together, people in my 

neighbourhood can influence decisions that 

affect the neighbourhood. 

     

Do you feel you can influence decisions that 

affect your local area? 
     

By working together, people in my area can 

influence decisions that affect the local area? 
     

 

5-2 Satisfaction with amount of control over life 
 

(Please tick one answer for each question) Never Rarely Sometimes Often Always 
Do not 

know 

How often would you say you have been 

worried about money during the last few weeks? 
      

Have there been times in the past year when 

you've felt isolated and cut off from society or 

depressed, because of lack of money? 

      

 

(Please tick one answer for each 

question) 

Strongly 

agree 
Agree 

Neither 

agree nor 

disagree 

Disagree Strongly disagree 

I expect things to get better for me 

in the foreseeable future. 
     

I am satisfied with the amount of 

control I have over decisions that 

affect my life. 

     

 

5-3 Perceived influence over political decisions  

(Please tick one answer for each question) 
Strongly 

agree 
Agree 

Neither 

agree nor 

disagree 

Disagree 
1. Strongly 

disagree 

People like me have no say in what the government 

does 
     

People like me can have a real influence on politics if 

they are prepared to get involved 
     

Somet imes politics & government seem so 

complicated that a person like me cannot really  

understand what is going on 

     

If people like me work together we can really change 

our local community and our country Iran 
     

The government generally  treats people like me 

fairly 
     

My vote makes no difference to the outcome of an 

election 
     

It really matters which party  is in power, because it 

will affect our lives 
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Satisfaction with life  
 

The following questions are about how satisfied you are with your life. Below are five statements with 

which you may agree or disagree. Please be open and honest in your responding.  

(Please tick one answer for 

each question) 

Strongly 

disagree 
Disagree 

Slightly 

disagree 

Neither 

agree or 

disagree 

Slightly 

agree 
Agree 

Strongly 

agree 

In most ways my life is close 

to my ideal. 
       

The conditions of my life are 

excellent. 
       

I am satisfied with life.        

So far I have gotten the 

important things I want in life. 
       

If I could live my life over, I 

would change almost nothing. 
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Quality of life  
 

The following questions ask how you feel about your quality of life, health, or other areas of your life.  

Please choose the answer that appears most appropriate. If you are unsure about which response to give to 

a question, the first response you think of is often the best one. Please keep in mind your standards, hopes, 

pleasures and concerns. We ask that you think about your life in the last four weeks .  
 

 (Please tick one answer fo r each 

question) 

Very poor Poor Neither poor nor good good Very good 

1 How would you rate your quality of life?      
 

 (Please tick one answer fo r each  

question) 

Very 

dissatisfied 

Dissatisfied Neither 

satisfied nor 

dissatisfied 

Satisfied Very 

satisfied 

2 How satisfied are you with your health?      
 

The following questions ask about how much you have experienced certain things in the last two weeks. 

 (Please tick one answer for each 

question) 

Not at all A little A moderate 

amount 

Very 

much 

An extreme 

amount 

3 To what extent do you feel that 

(physical) pain  prevents you from doing 

what you need to do? 

     

4 How much do you need any medical 

treatment to function in your daily life? 

     

5 How much do you enjoy life?      

6 To what extent do you feel your life to 

be meaningful? 

     

 

 (Please tick one answer for each  

question) 

Not at all A little A moderate 

amount 

Very much Extremely 

7 How well are you able to concentrate?      

8 How safe do you feel in your daily life?      

9 How healthy is your physical 

environment? 

     

 

The following questions ask about how completely you experience or were able to do certain things in 

the last two weeks. 

 

 (Please tick one answer fo r each 

question) 

Not at all A little Moderately Mostly Completely 

10 Do you have enough energy for 

everyday life? 

     

11 Are you able to accept your bodily 

appearance? 

     

12 Have you enough money to meet your 

needs? 

     

13 How available to you is the information 

that you need in your day-to-day life? 

     

14 To what extent do you have the 

opportunity for leisure activities? 

     

 

 (Please tick one answer for each 

question) 

Very poor Poor Neither poor 

nor good 

Good Very good 

15 How well are you able to get around?      
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The following questions ask you to say how good or satisfied you have felt about various aspects of your 

life over the last two weeks. 

 

 (Please tick one answer for each  

question) 

Very 

dissatisfied 

Dissatisfied Neither 

satisfied 

nor 

dissatisfied 

Satisfied Very 

satisfied 

16 How satisfied are you with your 

sleep? 

     

17 How satisfied are you with your 

ability to perform your daily  living  

activities? 

     

18 How satisfied are you with your 

capacity for work? 

     

19 How satisfied are you with yourself?      

20 How satisfied are you with your 

personal relationships? 

     

21 How satisfied are you with your sex 

life? 

     

22 How satisfied are you with the support 

you get from your friends? 

     

23 How satisfied are you with the 

conditions of your living place? 

     

24 How satisfied are you with your 

access to health services? 

     

25 How satisfied are you with your 

transport? 

     

 

The following question refers to how often you have felt or experienced certain things in the last two 

weeks. 

 (Please tick one answer for each 

question) 

Never Seldom Quite often Very 

often 

Always 

26 How often do you have negative 

feelings such as blue mood, despair, 

anxiety, depression? 
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Behavioural health 

The following questions concern various aspects of your lifestyle. Please read each question carefully, 

and put a tick or cross in the box next to the answer that is right for you.  

Smoking 

Please read all the following statements carefully and tick the box next to the one that best 

describes you 
 

 

I have never smoked a cigarette, not even a puff 
 

 

I have only ever tried one or two cigarettes  
 

 

I used to smoke sometimes, but I don't smoke now 
 

 

I don't smoke cigarettes, but smoke a pipe or cigars  
 

 

I smoke cigarettes, but not as many as one per day  
 

 

I usually smoke between 1 and 10 cigarettes per day  
 

 

I usually smoke between 10 and 20 cigarettes per day  
 

 

I usually smoke more than 20 cigarettes per day 
 

 

 

(Please tick one answer for each question) YES NO 

Would you like to reduce the amount you smoke?   

 

Eating 

(Please tick one answer for each question) Every day Most days  Sometimes  Rarely Never 

How often do you eat breakfast?        
 

How many meals do you eat each day?  ………………………………. 

How many between-meal snacks do you eat each day?  …………………… 
 

 

(Please tick one answer for each question) 

At least 

once a day 

Every 2 

or 3 days 

About once 

a week 

Less than 

once a week 

Never 

How often do you eat a meal that includes 

meat (beef, lamb, veal, hamburgers, sausages 

etc)? 

     

How often do you eat fruit?       

 
 

(Please tick one answer for each question) Usually Sometimes Very occasionally Never 

Do you add salt to your meal?     

 

(Please tick one answer for each question) YES NO 

Do you make conscious effort to avoid eating foods that contain fat and cholesterol?   
 

If yes, what foods do you try to avoid? ………………………… 

 

(Please tick one answer for each question) YES NO 

Do you make a conscious effort to eat foods that are high in fibre?   
 

If yes, what foods do you try to eat? ………………………… 

 

(Please tick one answer for each question) YES NO 

Are you trying to lose weight?    

Are you dieting to lose weight?   
 

 



Social Capital, Wellbeing and Lifestyle Behaviour  

 

 
 

309 

(Please tick one answer for each  

question) 

Very 

overweight 

Slightly 

overweight 

About 

right 

Slightly 

underweight 

Very 

underweight 

Do you consider yourself to be:         

 

Sleep 

On average, how many hours of sleep do you get in a 24 hours period? ……………………………… 
 

Alcohol 

The following questions are about drinking alcohol, including beer, wine, spirits and any other alcoholic 

drink.  

 

(Please tick one answer for each 

question) 

A non-drinker A very occasional drinker 

(special occasions only) 

An occasional 

drinker 

A regular 

drinker 

Would you describe yourself as:     

 

If you are an “occasional” or “regular” drinker: 

On how many days over the past two weeks did you have a drink? ……………. 

On the days that you have drinks, how many drinks did you have, on average? ……………….  

 

(Please tick one answer for each question) YES NO 

Would you like to reduce the amount that you drink?    

 

Physical activity 

(Please tick one answer for each question) YES NO 

Over the past 2 weeks, have you taken any exercise, (e.g., sport, physically active pastime)?    

  

If “yes” what activity did you do? ............................ .................................................................................. 
 

(Please tick one answer for each question) Every day Most days Sometimes Rarely Never 

How many times over the past 2 weeks did you take 

exercise?  

     

 

(Please tick one answer for each question) YES NO 

 

Would you like to increase the amount that you exercise?  

  

 

End of survey please turn over  

Thank you for your time to complete this questionnaire.   
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Would you like to receive a summary of finding?  

If yes- could you please provide us your email address for receiving the summary of finding. 

Email: …………………………………………………………………………………………. 

 

Asking for volunteer recruitment to participate in a personal interview with the researcher.  

 

If you would  like to part icipate in  a personal interview to tell your story in relation  to Asiyeh Saleh i’s 

research into the role of social capital in shaping the health and wellbeing of young women in  Iran, please 

complete the following and the researcher will contact you for an interview at a time convenient for you.   

Participation in this aspect of the study will involve a personal interview (approximately 60 minutes) at a  

time and place of your convenience.  

Name …………………………………………………………………………… 

Contact number………………………………………………………………… 

Convenient time to call………………………………………………………… 

 

 

 


