
ISSN online 2393-6606 Enfermería: Cuidados Humanizados, January-June 2026; 15(1), e4801 
DOI: 10.22235/ech.v15i1.4801 

Quality of Life of Rural Women and Associated Factors: 

A Cross-Sectional Study 

Qualidade de vida de mulheres rurais e fatores associados: estudo transversal 

Calidad de vida de mujeres rurales y factores asociados: estudio transversal 

 Bruno Neves da Silva1 

 Valéria Gomes Fernandes 

  da Silva2 

 Gledja Akythiara de Araújo 

  Ferreira2 

 Maisa Galdino Pereira3 

 Nilba Lima de Souza2 

 Erika Simone Galvão Pinto2 

1 Prefeitura Municipal do Natal 
2 Universidade Federal do Rio 
   Grande do Norte 
3 Universidade Federal de   
  Campina Grande

Received: 08/20/2025 
Accepted: 03/03/2026 

Correspondence: 
Bruno Neves da Silva 
enfbneves@gmail.com 

How to cite: 
Silva BN da, Silva VGF da, Ferreira 
GA de A, Pereira MG, Souza NL de, 
Pinto ESG. Quality of Life of Rural 
Women and Associated Factors: A 
Cross-Sectional Study. Enfermería: 
Cuidados Humanizados. 
2026;15(1):e4801. doi: 
10.22235/ech.v15i1.4801 

Funding: This study did not receive 
any external funding or financial 
support. 

Data availability: The data set 
supporting the results of this study 
is not available. 

Conflict of interest: The authors 
declare that they have no conflicts 
of interest. 

Abstract: Introduction: Rural women experience vulnerabilities related to 
working conditions, gender inequalities, and limited access to health services, 
factors that may negatively affect their quality of life. Understanding the 
determinants associated with quality of life in this context is essential to 
inform Primary Health Care (PHC) actions. Objective: To analyze the 
association between quality of life and sociodemographic, occupational, and 
health factors among rural women. Method: An analytical cross-sectional 
study was conducted with 87 rural women from the municipality of 
Nazarezinho, in the state of Paraíba, Brazil. Using convenience sampling, data 
were collected between July and November 2020 through interviews. A 
sociodemographic questionnaire and the quality-of-life assessment 
instrument, the Medical Outcomes Study 36-Item Short-Form Health Survey 
(SF-36), were applied. Data analysis was performed using descriptive and 
inferential statistics. Results: The lowest quality of life scores were observed 
in the domains of general health status and physical aspects. Older age, lower 
educational level, longer duration of rural work, work-related illness, 
presence of chronic diseases, and lack of leisure activities showed statistically 
significant associations with poorer scores across multiple domains. 
Conclusion: The findings highlight specific vulnerabilities among rural 
women and reinforce the need for health promotion actions within 
community nursing, focusing on the prevention of occupational illnesses, 
management of chronic conditions, and strengthening of leisure activities 
and self-care in PHC. 
Keywords: quality of life; working women; rural health; health promotion. 

Resumo: Introdução: Mulheres rurais vivenciam vulnerabilidades relacionadas 
às condições de trabalho, desigualdades de gênero e barreiras de acesso aos 
serviços de saúde, fatores que podem impactar negativamente sua qualidade de 
vida. A compreensão dos determinantes associados à qualidade de vida nesse 
contexto é essencial para subsidiar ações na Atenção Primária à Saúde (APS). 
Objetivo: Analisar a associação entre qualidade de vida e fatores 
sociodemográficos, laborais e de saúde de mulheres rurais. Método: Estudo 
transversal analítico realizado junto a 87 mulheres rurais do município paraibano 
de Nazarezinho, Brasil. A partir de amostragem por conveniência, os dados foram 
coletados no período de julho a novembro de 2020 por meio de entrevistas. 
Foram aplicados um formulário sociodemográfico e o instrumento de avaliação 
de qualidade de vida Medical Outcomes Study 36-Item Short-Form Health Survey 
(SF-36). A análise dos dados se deu por estatística descritiva e inferencial. 
Resultados: Os menores escores de qualidade de vida foram observados nos 
domínios estado geral de saúde e aspectos físicos. Idade mais avançada, menor 
escolaridade, maior tempo de trabalho rural, adoecimento relacionado ao 
trabalho, presença de doenças crônicas e ausência de atividades de lazer 
apresentaram associação estatisticamente significativa com piores escores em 
múltiplos domínios. Conclusão: Os achados evidenciam vulnerabilidades 
específicas das mulheres rurais e reforçam a necessidade de ações de promoção 
da saúde no âmbito da enfermagem rural, com foco na prevenção de 
adoecimentos ocupacionais, no manejo de condições crônicas e no fortalecimento 
do lazer e do autocuidado na APS. 
Palavras-chave: qualidade de vida; mulheres trabalhadoras; saúde da população 
rural; promoção da saúde.  
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Resumen: Introducción: Las mujeres rurales enfrentan vulnerabilidades relacionadas con condiciones laborales 
precarias, desigualdades de género y barreras en el acceso a los servicios de salud, factores que pueden afectar 
negativamente su calidad de vida. Comprender los determinantes asociados a la calidad de vida en este contexto 
es fundamental para orientar acciones en la Atención Primaria de Salud (APS). Objetivo: Analizar la asociación 
entre calidad de vida y factores sociodemográficos, laborales y de salud de mujeres rurales. Método: Estudio 
transversal analítico realizado con 87 mujeres rurales del municipio de Nazarezinho, en el estado de Paraíba, 
Brasil. Mediante muestreo por conveniencia, los datos fueron recolectados entre julio y noviembre de 2020 a 
través de entrevistas. Se aplicaron un formulario sociodemográfico y el instrumento de evaluación de la calidad de 
vida Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36). El análisis de los datos se realizó 
mediante estadística descriptiva e inferencial. Resultados: Las puntuaciones más bajas en calidad de vida se 
observaron en los dominios del estado general de salud y aspectos físicos. La mayor edad, el menor nivel educativo, 
el mayor tiempo de trabajo rural, la enfermedad relacionada con el trabajo, la presencia de enfermedades crónicas 
y la ausencia de actividades de ocio mostraron asociaciones estadísticamente significativas con peores puntajes 
en múltiples dominios. Conclusión: Los hallazgos evidencian vulnerabilidades específicas de las mujeres rurales y 
refuerzan la necesidad de acciones de promoción de la salud en el ámbito de la enfermería comunitaria, con énfasis 
en la prevención de enfermedades ocupacionales, el manejo de condiciones crónicas y el fortalecimiento del ocio 
y del autocuidado en la APS. 
Palabras clave: calidad de vida; mujeres trabajadoras; salud rural; promoción de la salud.   

Introduction 

Rural Brazil constitutes a setting in which some of the most severe social inequalities are 
expressed, where working, health, and living conditions have historically been and continue to be 
precarious and contradictory. (1) In this context, investments in infrastructure, basic sanitation, water 
supply, and solid waste collection are scarce, and these services are often highly deficient. These 
indicators, however, are directly related to the quality of life (QoL) of rural populations. (2) Studies from 
other parts of the world also highlight lower QoL indices in rural settings when compared with urban 
areas. (3, 4) The World Health Organization corroborates these findings and emphasizes that rural 
populations tend to be poorer and less healthy, a situation aggravated by reduced access to health 
services. (5) The Pan American Health Organization, in turn, reinforces that in the Latin American context 
such inequalities are expressed even more intensely among women as a result of the sexual division of 
labor, labor informality, and the overload of productive and reproductive activities. (6) 

Within this scenario of structural inequalities, QoL emerges as a central construct for 
understanding health and well-being conditions, especially among historically vulnerable populations. 
Originating in the 1960s, the concept was driven by social transformations and by the adoption of new 
epidemiological models of the health-disease process that required its systematic evaluation. Since then, 
multiple definitions have been proposed, revealing its polysemy and the absence of conceptual 
consensus. Historically associated with individual satisfaction with life and with Aristotelian 
conceptions of happiness and virtue, the term evolved into a multidimensional construct integrating 
physical, psychological, social, and environmental domains. QoL articulates objective conditions and 
subjective perceptions of well-being, varying according to human needs and stages of the life cycle. This 
complexity reinforces its role as an analytical parameter for measuring interventions, guiding public 
policies, and organizing models of health care. (7) 

Knowledge about QoL is essential to understanding the consequences of diseases and 
treatments as well as to supporting medical decision making across different age groups and cultures. 
Moreover, information about QoL is essential to help individuals anticipate the consequences of health 
problems and their treatments and therefore constitutes an important outcome in health research. (8) 

When compared with individuals living in urban areas, those residing in rural settings are 
generally poorer, have worse housing and sanitation conditions, face greater difficulties in accessing 
health services and communication resources, have lower levels of schooling, and present higher risks 
of injuries related to environmental and socioeconomic conditions. Studies have consistently reported 
lower QoL indices in rural settings both in overall terms and in specific domains. (9) 

Studies demonstrate that gender is an intervening factor in the more negative QoL conditions 
experienced by rural women. (10, 11) Since work is one of the aspects that characterize QoL, lower QoL 
values among rural women may be associated with the fact that they are the most affected by 
exploitation and domination in rural environments resulting from their class and gender conditions 
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historically marked by patriarchy. (12) This reality permeates the ways of life of rural women and 
reverberates throughout their personal and family trajectories of life and work as well as their 
perspectives for the future, political action, and their health and disease processes. (4) 

From a gender perspective, classical studies (13) and contemporary studies (14) indicate that 
health inequalities do not arise solely from biological differences but are socially produced through 
asymmetric power relations, cultural norms, and structural conditions that affect men and women 
differently. In the health field, these inequalities are reflected in greater female exposure to precarious 
working conditions, lower social recognition of their work, and unequal access to resources for care and 
protection. 

Specifically regarding the articulation between gender and rurality, studies indicate that rural 
women experience particular forms of vulnerability marked by the invisibility of women’s agricultural 
work, the double workload, and the limited availability of public policies sensitive to the specificities of 
rural contexts. (15) These conditions directly affect QoL and reinforce the need for analyses that 
simultaneously consider the markers of gender, territory, and work. 

Such living and working conditions for rural women are not exclusive to Brazil but constitute 
structural problems shared by large regions of Latin America. In many Latin American countries rural 
populations face similar barriers in accessing Primary Health Care (PHC), (16) precarious labor 
conditions (17) and sociocultural norms that intensify the double workload and female vulnerability. (10) 

The assessment of QoL makes it possible to transform knowledge and contributes to supporting 
and improving methods aimed at modifying situations that require change while also promoting 
broader reflection on the determinants of health and disease. (18) Thus the present study although 
conducted in a specific municipality in Northeastern Brazil offers local evidence that may support the 
formulation of regional policies and interventions. Understanding which factors are directly associated 
with the QoL of rural women allows them to be considered in the design of policies and intersectoral 
actions and in the adaptation of rural PHC strategies focused on gender equity, prevention of 
occupational illness, and the promotion of leisure and self-care with the aim of improving this construct 
in rural settings given that it affects the lives of women in a transversal way. Therefore, the objective of 
this study is to analyze the association between quality of life and sociodemographic, occupational, and 
health related factors among rural women. 

Method 

This is a quantitative cross-sectional and analytical study conducted in the municipality of 
Nazarezinho, Paraíba, Brazil classified by the Brazilian Institute of Geography and Statistics as a 
predominantly rural municipality. The cross-sectional design allows the simultaneous observation of 
variables at a specific point in time and does not allow causal inferences but is appropriate for 
identifying patterns and associations between variables in specific population contexts. (19) 

Data collection took place from July to November 2020 through interviews in which a 
sociodemographic form and the quality of life assessment instrument Medical Outcomes Study 36-Item 
Short-Form Health Survey (SF-36) were applied. This instrument is widely used and its structure is 
divided into three components items which correspond to the questions scales which correspond to 
each domain related to QoL and summary measures which represent the summary of the physical and 
mental components. The 36 items are divided into eight domains. Each domain presents a final score 
ranging from 0 to 100 in which higher values indicate a better QoL index. (20) 

The SF-36 was validated in Brazil by Ciconelli. (21) The domains were defined as Physical 
Functioning (PF) which assesses the presence of limitations related to physical capacity and its 
extensions; Role-Physical (RP) which assesses limitations involving the type and amount of work and 
how these limitations hinder work and activities of daily living; Bodily Pain (BP) which assesses the 
presence and intensity of pain and its interference in daily activities; General Health (GH) which assesses 
the individual perception regarding overall health; Vitality (VT) which assesses the individual level of 
energy and fatigue social aspects; Social Functioning (SF) which assesses how the individual integrates 
into social activities; Role-Emotional (RE) which assesses the repercussions of psychological aspects on 
the individual well-being and Mental Health (MH) which assesses issues related to changes in emotional 
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behavior or emotional dysregulation depression anxiety and psychological well-being. (21) 
 The SF-36 was selected because of its long trajectory as a comprehensive instrument for 
assessing health related quality of life allowing comparisons across populations and studies. In terms of 
strengths and limitations, the SF-36 provides a richer dimensional profile than shorter instruments, for 
example EQ 5D which facilitates the identification of specific domains of deficit. On the other hand, its 
length and language may reduce validity in populations with low literacy or with ways of life that differ 
substantially from the urban industrial context. (22) 

The study population consisted of 112 rural women registered in a microarea and followed by 
a rural team of the Family Health Strategy. Access to the participants occurred through the local health 
team more specifically through the guidance of the community health worker responsible for the 
microarea who assisted in identifying eligible participants. 

After the application of the selection criteria which included women over 18 years of age who 
agreed to participate in the study residents of rural areas and who perform or have performed 
throughout life activities related to agriculture and livestock and or extractivism women who had lived 
in rural areas for less than six months or those who despite residing in these areas did not have ways of 
life related to them were excluded. The sample was obtained by convenience using the Barbetta’s 
formula for establishing sample size in research with finite populations, considering that n0 corresponds 
to the first approximation of the sample size, E0 to the tolerable sampling error, N to the population size, 
and n to the sample size, taking into account a sampling error of 5 % with a confidence level of 95 %. 

𝑛0 =
1

𝐸0
2 𝑛 =

𝑁. 𝑛0
𝑁 + 𝑛0

 

𝑛0 =
1

0,0025
= 400𝑛 =

112.400

112 + 400
= 87,5 

Thus, a final sample of 87 rural women was obtained and there were no formal refusals to 
participate among the women approached. The sample was defined by convenience considering the 
limitations imposed by the COVID-19 pandemic which prolonged the data collection period. 

The variables used in the study were the scores of the eight QoL domains of the SF-36 as well as 
their summary measures. Sociodemographic occupational and health variables not included in the SF-
36 were collected through a structured form developed by the authors containing previously defined 
closed questions related to age group race or color education marital status monthly income having 
children length of rural work activity types of rural tasks performed presence of personal income related 
to rural work illness related to rural work presence of chronic disease type of chronic disease practice 
of physical activity and leisure activity alcohol use and smoking. 

After collection, the data were entered into spreadsheets which were exported for statistical 
analysis using the SPSS software version 25.0 considering the analytical nature of the study. Initially a 
descriptive analysis of the variables was conducted including the calculation of frequencies, means, 
standard deviations, minimum and maximum values and confidence intervals. 

The normality of the distribution of the variables was assessed using the Kolmogorov-Smirnov 
test which indicated non normal distribution of the variables used. Therefore, nonparametric tests were 
adopted. The Mann Whitney U test was used to analyze associations between QoL domains and 
categorical variables while the Spearman correlation test was used to evaluate associations between the 
domains of the SF-36. The level of significance adopted was 5 percent (p < 0.05). There was no missing 
data in the databases which contributed to maintaining the consistency of the results. 

This study followed the recommendations of the Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) and complied with all criteria established in Resolution 466/2012 
of the Brazilian National Health Council and was approved by the Research Ethics Committee of the 
Federal University of Rio Grande do Norte under opinion number 3.950.023. All participants signed two 
copies of an Informed Consent Form for participation in the research with one copy remaining with the 
researcher and the other with the participant. 

It should be noted that Cronbach alpha, a statistical metric that estimates the reliability of a given 
questionnaire scale or similar instrument, was calculated to verify the internal consistency of the SF-36 
and low reliability was observed (α = 0.33). This result may be related to difficulties in understanding 
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the items by the participants, especially in a context of low literacy as well as to sociocultural specificities 
of the rural environment which may interfere with the interpretation of certain constructs originally 
developed in urban contexts. 

Results 

The sample consisted of 87 rural women. As presented in Table 1 the lowest mean QoL scores 
were observed in the domains RP (mean = 55.46 SD = 37.63) and GH (mean = 53.74 SD = 16.05) while 
the highest scores occurred in PF (mean = 77.36 SD = 17.16) and MH (mean = 72.97 SD = 12.88) 
indicating greater impairment of the physical dimensions of QoL. 

Table 1 

Minimum and maximum values mean, standard deviation and confidence interval of the quality of life 

domains obtained. Nazarezinho, Paraíba, Brazil, 2020 

Variable  Minimum  Maximum Mean Standard 
deviation 

CI95% 

 

PF 30 100 77.36 17.16 73.7 – 81.02 
RP 0 100 55.46 37.63 47.43 – 63.4 
BP 0 100 62.64 23.42 57.64 – 67.64 
GH 10 95 53.74 16.05 50.32 – 57.16 
Physical component 12.50 93.7 62.29 18.90 58.27 – 66.31 
VT 25 95 68.28 13.99 65.30 – 71.26 
SF 25 100 73.22 20.84 68.77 – 77.67 
EA 0 100 61.68 37.60 53.66 – 69.70 

MH 28 100 72.97 12.88 70.22 – 75.72 
Mental component 33 95 69.03 14.92 65.84 – 72.22 

Note. PF: physical functioning; RP: role-physical; BP: bodily pain; GH: general health; VT: vitality; SF: social 
functioning; RE: role-emotional; MH: mental health. 

Regarding the sociodemographic profile of the sample the women were mostly married (60.9%), 
self identified as White (48.3 %) and had incomplete elementary education (64.4 %) percent. With 
regard to age group, the mean age was approximately 50.15 years. About 90.9 percent (n = 79) had 
children and reported a monthly income of up to one minimum wage minimum (wage in force in 2020 
R$ 1,045.00). In general women in older age groups and with lower levels of education presented lower 
QoL scores especially in domains related to the physical component. Statistically significant associations 
were identified between QoL domains and the variables age group marital status and education as 
shown in Table 2. 
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Table 2 

Sociodemographic variables and mean scores of the SF-36 quality of life domains and their respective 

associations. Nazarezinho, Paraíba, Brazil, 2020 

*p-value < 0,05; Mann-Whitney 

Note. PF: physical functioning; RP: role-physical; BP: bodily pain; GH: general health; VT: vitality; SF: social functioning; RE: 
role-emotional; MH: mental health. 

Regarding occupational aspects most of the women (70.1 %) had performed rural work for more 
than ten years with planting and harvesting being the main activities carried out. The majority of the 
women did not have income related to rural work (97.7 %). Statistically significant associations were 
identified between the mean scores of the QoL domains and length of rural work, the activities 
performed in rural work and illness related to work as summarized in Table 3. 
  

 QoL Domains (mean) 

Variable n (87) % PF RP BP GH Physica
l Comp. 

VT SF RE MH Mental 
Comp. 

Age group             
18 to 30 years 11 12.6 87.27* 72.73 77.36* 69.09* 76.71* 73.74 82.45 69.82 82.18* 72.02 
31 to 40 years 12 13.8 89.58* 75.00* 71.17 61.25 74.25* 75.00* 74.00 83.33* 78.67* 77.75* 
41 to 50 years 17 19.5 73.24 45.59 56.71 50.29 56.45 69.41 75.94 60.71 72.47 69.63 
51 to 60 years 24 27.6 70.24* 47.92 58.58 47.92* 56.20* 65.42 7475 54.13 68.67 65.64 
61 years and older 23 26.4 76.52 52.17 59.78 51.09 59.89 64.35 64.78* 55.09 70.43 63.66* 
Race or skin color             
White 42 48.3 76.43 55.36 59.43 51.43 60.66 67.74 71.43 67.45 71.14 69.44 
Black 34 39.1 83.18 56.82 68.91 55.45 66.09 67.73 75.18 54.55 74.18 67.91 
Brown  11 12.6 76.72 55.15 64.59 56.03 63.09 69.12 74.79 56.85 74.82 68.90 
Marital status             
Single 8 9.2 74.38 56.25 64.63 60.00 63.81 63.13 72.00 54.25 76.50 66.47 
Married 53 60.9 74.72* 53.70 60.98 50.37* 59.94 67.69 75.67 58.57 71.63 68.39 
Stable union 15 17.2 89.33* 65.00 65.87 62.67* 70.71 73.67* 67.13 71.20 76.53 72.13 
Widowed 10 11.5 81.50 52.50 69.70 57.50 65.30 68.50 73.70 60.10 73.60 69.03 
Divorced 1 1.1 30.00 0.0 0.0 20.00 12.50 55.00 25.00 100.00 60.00 60.00 
Education             
Illiterate  11 12.6 77.27 52.27 65.45 51.82 61.70 63.18 75.09 60.64 77.82 69.18 
Incomplete 
elementary 
education  

56 64.4 76.43 52.23 60.18 52.23 60.26 67.95 71.48 61.29 71.00 67.93 

Complete 
elementary 
education  

3 3.4 56.67 25.00 36.67 48.33 41.66 63.33 62.67 55.67 69.33 62.75 

Incomplete 
secondary 
education  

7 8.0 85.71 82.14 79.14* 53.57 75.14 76.43 85.86 76.29 78.29 79.21 

Complete 
secondary 
education  

9 10.3 81.88 59.38 67.50 65.00 68.43 69.38 72.13 45.75 77.50 66.19 

Incomplete higher 
education  

1 1.1 85.00 100.00 68.00 55.00 77.00 95.00 75.00 100.00 80.00 87.50 

Monthly income             
Up to 1 minimum 
wage  

74 85.1 77.84 53.38 62.16 54.05 61.85 68.78 73.73 61.70 73.08 69.32 

Up to 2 minimum 
wages  

9 10.3 74.62 67.31 65.38 51.92 64.80 65.38 70.31 61.54 72.31 67.38 

More than 2 
minimum wages 

4 4.6 81.67 66.67 63.67 48.33 65.08 65.00 75.00 66.67 80.00 71.67 

Has children             
Yes 79 90.9 76.82 54.55 62.64 53.12 61.77 68.83 73.62 61.03 72.94 69.10 
No 7 8.1 81.11 61.11 64.67 61.11 67.00 64.44 69.56 63.00 72.44 67.36 
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Table 3  

Variables related to work and mean scores of the SF-36 QoL domains and their respective associations. 

Nazarezinho, Paraíba, Brazil, 2020 

 QoL Domains (mean) 
Variable n (87) % PF RP BP GH Physical 

Comp. 
VT SF RE MH Mental 

Comp. 
Length of rural 
work 

            

2 to 5 years  3 3.4 75.00 50.00 66.00 71.67 65.66 75.00 79.33 44.33 80.00 69.67 

5 to 10 years  23 26.4 86.52* 76.09* 68.96 56.30 71.96 71.30 79.70 76.83* 75.83* 75.91* 

More than 10 
years  

61 70.1 74.02* 47.95* 60.10 51.89 58.48* 66.80 70.48 56.82 71.54* 66.41* 

Activities 
performed 

            

Planting 83 95.4 77.11 55.12 62.90 54.16 62.32 68.43 72.67 61.04 73.54 68.92 

Harvesting  80 92.0 77.62 54.69 61.54 53.31 61.79 67.88 72.26 61.66 72.45 68.56 
Weeding  42 48.3 57.00 45.00 42.20 46.00 47.55 56.00 70.40* 46.60 64.80 59.45 
Animal care  12 13.8 68.33 41.47 46.08* 45.83 50.47* 64.58 61.67 52.83 59.67* 59.69* 

Horticulture  6 6.9 59.17* 29.17 46.00 34.17* 42.12* 60.83 48.00* 50.00 61.33* 55.04* 
Soil preparation  5 5.7 57.00* 45.00 42.20 46.00 47.55 56.00* 70.40 46.60 64.80 59.45 
Has personal 
income from 
rural work 

            

Yes 2 2.3 80.00 37.50 56.50 57.50 57.87 85.00 81.50 83.50 70.00 80.00 
No 85 97.7 79.41 58.33 67.04 55.98 65.19 71.37 76.98 64.69 76.39 72.36 

Has ever become 
ill due to 
reasons 
associated with 
rural work 

            

Yes 21 24.1 68.33* 41.67 49.81* 44.76* 51.14* 63.57* 68.05 61.90 68.00 65.38 
No 66 75.9 80.23* 59.85 66.73* 56.59* 65.84* 69.77* 74.86 61.61 74.55 74.20 

*p-value < 0,05; Mann-Whitney 

Note. PF: physical functioning; RP: role-physical; BP: bodily pain; GH: general health; VT: vitality; SF: social functioning; RE: 
role-emotional; MH: mental health. 

Regarding health and disease variables the number of women who self reported a chronic 
disease was similar to those who denied the presence of such conditions with systemic arterial 
hypertension presenting the highest prevalence (29.9 %). The practice of physical activities was 
reported by a small number of women (19.5 %) percent. Alcohol use did not represent a highly 
expressive proportion (4.6 %). The practice of leisure activities was reported by almost half of the 
participants in the study (42.5 %). The presence of chronic disease, the type of disease, the practice of 
leisure activities and the use of alcohol and tobacco showed statistically significant associations with 
QoL scores as highlighted in Table 4. 
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Table 4  

Health and disease variables and mean scores of the SF-36 QoL domains and their respective associations. 

Nazarezinho, Paraíba, Brazil, 2020 

 QoL Domains (mean) 

Variável n (87) % PF RP BP GH Physica
l Comp. 

VT SF RE MH Mental 
Comp. 

Has chronic 
disease 

            

Yes 41 47.1 70.33* 48.17 56.59* 48.54* 56.00* 64.02* 68.20* 55.24 68.98* 64.11* 
No 46 52.9 83.26* 61.96 68.04* 58.37* 67.90* 72.07* 77.70* 67.41 76.52* 73.42* 
Type of chronic 
disease when 
applicable 

            

Systemic arterial 
hypertension  

26 29.9 76.35 47.12 61.65 53.65 59.69 67.50 68.00 49.96* 72.46 64.48* 

Diabetes mellitus 11 12.6 73.18 52.27 47.91* 47.27 55.15 64.09 68.36 63.64 72.36 67.11 
Heart diseases   3 3.4 68.33 33.33 52.67 48.33 50.66 56.67 79.33 44.33 76.00 64.08 
Respiratory 
diseases  

2 2.3 77.71 55.59 63.44 53.82 62.63 68.24 74.06 60.78 73.04 69.03 

Joint diseases  7 8.0 50.00* 42.86 43.00 40.71* 44.14* 58.57* 59.14 57.14 61.14* 59.00 
Practice of 
physical 
activities 

            

Yes 17 19.5 79.71 39.71 58.24 53.82 57.86 72.06 72.82 66.65 72.51 70.56 
No 70 80.5 76.79 59.29 63.71 53.71 63.37 67.36 73.80 60.47 73.03 68.66 
Practice of 
leisure 
activities 

            

Yes 37 42.5 79.05 61.49 62.84 54.05 64.35 72.16* 77.57 70.27 74.92* 73.73* 
No 50 57.5 76.10 51.00 62.50 53.50 60.77 65.40* 70.00 55.32 71.52* 65.56* 
Alcohol use              
Yes 4 4.6 91.25* 81.25 78.25 63.75 78.62 72.50 81.25 75.00 80.00 77.19 
No 83 95.4 76.79* 54.22 61.89 53.25 61.51 68.07 72.83 61.04 72.63 68.64 
Smoker              
Yes 12 13.8 77.08 79.17* 63.42 50.00 67.41 68.75 75.17 77.83 68.67 72.60 
No 75 86.2 77.40 51.67* 62.52 54.33 61.48 68.20 72.91 59.09 73.65 68.46 

*p-value < 0,05; Mann-Whitney 

Note. PF: physical functioning; RP: role-physical; BP: bodily pain; GH: general health; VT: vitality; SF: social functioning; 
RE: role-emotional; MH: mental health. 

Among the SF-36 domains, Spearman’s correlation analysis identified several statistically 
significant correlations with emphasis on strong correlations between PF and the Physical Component 
(r = 0.782) and between RE and the Mental Component (r = 0.825) as presented in Table 5. 

Table 5 

Correlations between the QoL domains of the SF-36. Nazarezinho, Paraíba, Brazil, 2020 

* p-value < 0,05; Spearman’s correlations. 

Note. PF: physical functioning; RP: role-physical; BP: bodily pain; GH: general health; VT: vitality; SF: social 
functioning; RE: role-emotional; MH: mental health. 

 
PF RP BP GH Physical 

Comp. 
VT SF RE MH Mental 

Comp. 

PF 1 0.571* 0.541* 0.550* 0.782* 0.587* 0.182 0.450* 0.361* 0.554* 

RP  1 0.621* 0.237* 0.871* 0.369* 0.243* 0.701* 0.133 0.640* 

BP   1 0.467* 0.833* 0.483* 0.386* 0.314* 0.235* 0.504* 

GH    1 0.579* 0.475* 0.141 0.055 0.325* 0.265* 

Phisical 
Comp. 

    
 

1 
    

 
0.658* 

VT     0.561* 1 0.295* 0.400* 0.419* 0.686* 

SF     0.292*  1 0.249* 0.232* 0.607* 

RE     0.572*   1 0.177 0.825* 

MH     0.282*    1 0.484* 
Mental 
Comp. 

    
 

0.658* 
    

  1 
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The correlations observed among the SF-36 domains reinforce the structural coherence of the 
instrument in the studied context. The strong correlations between PF and the Physical Component as 
well as between RE and the Mental Component indicate that the domains are organized in a manner 
consistent with the theoretical model of the instrument. On the other hand, the presence of weak and 
moderate correlations between distinct domains suggests adequate discrimination between the 
different dimensions of QoL reinforcing its multidimensional character. These findings partially mitigate 
the impact of the low overall internal reliability indicated by Cronbach alpha and support the 
interpretation of the results based on statistical patterns and associations provided that they are 
considered with caution. 

Discussion 

The results of the present study show low QoL among rural women with greater impairment in 
the domains GH and RP. The association of these domains with sociodemographic occupational and 
health factors reinforces the understanding of QoL as a multidimensional construct shaped by structural 
and contextual determinants. 

Studies indicate that rural populations present lower mean QoL scores. (9) This highlights the 
historical invisibility of this population within public policies given the discontinuity of such policies as 
well as of care models that fail to become consolidated in rural settings which directly affects the health 
and QoL of this population group. (23) 

In this sense the living and working conditions of rural women characterized by limited access 
to health and education services persistent gender inequality and high levels of labor informality and 
precarious employment constitute common problems in many Latin American countries. These factors 
combined with the fragmentation of health systems and gaps in service coverage and quality reinforce 
the findings of the present study. Recent regional research has documented such systemic failures and 
their association with poorer health outcomes indicating that the local findings reported in this study 
reflect broader regional (24) and international patterns. (25) 

A recent systematic review highlights how social determinants of health affect the QoL of rural 
populations and emphasizes that insecurity and poverty have often been overshadowed by the “urban 
centrism” of the dominant discourse. Such invisibility arises partly from territorial dispersion and partly 
from an idealized view of rural life. Both factors obscure not only the existence of problems but also 
threats to the social sustainability of these areas such as the lack of services residential isolation and 
housing shortages. (26) 

The specific scores obtained through the SF-36 were lower than those reported in a cross-
sectional study with 355 rural workers in the state of São Paulo, Brazil which identified demographic 
and socioeconomic variables as associated with worse QoL indices although without performing a 
gender based analysis which makes comparisons with the present study more difficult. (27) 

Despite this it was observed in both studies that the GH domain presented the lowest scores. 
Furthermore, an association was identified between better results in this domain and younger age 
groups. (28) Thus the predominance of rural women in older age groups in the present study may partly 
explain the low scores found in the GH domain. 

Socioeconomic and working conditions also help explain the low scores in the GH domain. 
Informality and job insecurity increase psychosocial burden and the prevalence of depressive symptoms 
while interruptions and barriers in access to PHC impair the management of chronic diseases. These 
factors reported in the Latin American literature explain the poorer QoL observed among rural women 
and confirm the relationship between economic precariousness difficulties in accessing services and 
negative health outcomes. (17) 

From this perspective it should also be noted that the participation of women in the rural 
economy is strongly marked by the sexual division of labor and the tasks they perform although often 
similar to those carried out by men involve limited economic return which may contribute to women 
presenting worse QoL indices in most of the domains assessed. (29) 

Regarding the other SF-36 domains a study conducted with 133 women farmers in India 
identified similar mean scores in the VT and MH domains. These results were associated with higher 
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levels of education, better self concept and more effective coping strategies, which highlights a 
reciprocal relationship between RP, SF, and MH that compose higher order elements of QoL. (30) In the 
present study these domains were associated with one another as evidenced in the Spearman 
correlation test. 

Other characteristics associated with lower mean QoL scores include low levels of education and 
lower socioeconomic status. In this sense the results identified in the present study may be related to 
these factors corroborating previous findings that identify poorer and less educated individuals as the 
most vulnerable. (28) 

Although some findings are consistent with the literature the present study revealed 
consistently low QoL indices among rural women. Elements such as early involvement in agricultural 
work the double workload resulting from gender roles and the absence of health services and 
professionals reinforce this scenario of vulnerability. (28, 30) 

In a systematic review, authors (31) highlight that rural populations tend to perceive their QoL 
more negatively when compared with urban populations. In the case of women, the gender marker 
strongly influences this perception. Since adolescence men tend to have greater opportunities for 
schooling and inheritance of rural property while women remain associated with caregiving roles. (29) 
This process of invisibilization leads to the devaluation of women’s work even when they perform 
activities identical to those carried out by men in addition to domestic tasks. Thus, even when they 
receive remuneration, they rarely decide how their earnings are used, (32) which reinforces the 
structural nature of these inequalities. 

In the present study the highest mean score was observed in the PF domain associated with 
younger age profiles and consistent with results reported in the literature. (27) Among Iranian rural 
women PF was also associated with rurality. (34) However, research conducted with 241 families in Rio 
Grande do Sul, Brazil showed that rural work may lead to illness capable of generating disabilities. (34) 

Regarding associated factors a cross-sectional study with rural individuals conducted in the 
same Brazilian state mentioned above identified an association between older age and poorer QoL 
indices due to dependence on others development of diseases and limitations in leisure and work 
activities. (28) These same factors were also related to lower scores in the present study. 

It was also observed that married women presented lower mean QoL scores especially in the 
physical domains possibly due to the burden of the double workload. Those in stable unions presented 
higher mean scores in the PF, GH and VT domains without statistically significant differences in the 
mental component although the means were higher except in the RE domain. In contrast, other studies 
indicate that marital coexistence is associated with better QoL indices in psychological domains due to 
sexual activity and social support. (28) 

With regard to education, divergent findings were observed with fewer years of schooling being 
associated at times with better and at other times with worse mean QoL scores. However, only among 
women with incomplete secondary education was a significant association observed in the BP domain. 
In general, studies indicate that low levels of education compromise learning about self-care, limit gains 
in productivity and wages, and perpetuate problems related to poverty, negatively affecting QoL. (35-37) 

Regarding occupational aspects, better QoL indices were observed among rural women who had 
performed rural work for between five and ten years whereas those who had carried out agricultural 
activities for more than ten years presented worse indices in domains of the physical component. 
Concerning the rural activities performed soil preparation, animal care, weeding, and horticulture 
showed statistical significance with lower QoL scores. 

It should be emphasized that agricultural work is an activity that requires intense physical effort 
and high energy expenditure and is often unsuitable for human conditions. The organization of rural 
women around this type of work leads them to illness due to excessive labor which affects their QoL 
indices and explains the higher scores obtained by rural women who reported not having become ill due 
to rural work related reasons and the lower indices observed among women who performed the rural 
activities mentioned above. (38) 

Regarding health and disease variables, the presence of chronic diseases was a determining 
factor for the reduction of QoL scores. Hypertension was associated with a decline in the RE domain and 
in the mental component diabetes mellitus reduced the BP domain and joint diseases affected multiple 
domains both physical and mental. These conditions limit daily activities, reduce functional capacity, 
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and affect mental health. They also make work and leisure activities more difficult, factors that were 
significant in this study. 

It is known that the presence of chronic diseases generally limits daily activities because of 
physical symptoms such as discomfort and pain, which may reduce a person’s functional capacity and 
negatively contribute to QoL particularly in the physical domains but also in psychological domains 
since the limitations caused by the disease affect mental health and the perception of self-image and 
personal feelings, and also create obstacles to work and leisure activities the latter being an intervening 
factor in poorer QoL scores in the present study with statistical significance for domains of the mental 
component. (9,28) 

Reduced scores in GH and RP associated with older age lower levels of education and chronic 
diseases are consistent with recent Latin American investigations that highlight health vulnerabilities 
among rural Andean populations and barriers to women’s access to health care in low income 
contexts. (39) These studies indicate that fragmentation of health systems and geographic and economic 
barriers intensify the inadequate management of chronic conditions resulting in poorer physical scores 
and worse perceived health. (24) In summary, the present study converges with these regional findings 
and reinforces the need for interventions that simultaneously consider structural determinants such as 
access coverage and quality of services and social determinants such as education work and gender in 
order to sustainably improve the QoL of rural women. (2, 39, 40) 

Alcohol consumption also deserves attention. Although it is associated with numerous harms to 
health, (41) in the present study it was related to higher scores in the PF domain. This result may be 
associated with the absence of specification between occasional and abusive consumption. A study 
conducted in PHC services in Rio de Janeiro, Brazil, found a positive association between alcohol 
consumption and QoL attributed to leisure and social interaction. (42) In contrast, research with rural 
workers in Bahia, Brazil, identified an inverse association, highlighting the harmful effects of alcohol and 
its negative socioeconomic impact on public health. (43) 

With regard to tobacco use, it is assumed that the explanation for the higher mean in the RE 
domain with statistically significant association may be similar considering the harms to health and QoL 
caused by smoking already documented in studies with rural populations. (44) 

Regarding the identification of correlations between specific SF-36 domains these findings 
reinforce the structural coherence of the instrument in the studied context. The strong correlations 
between PF and the Physical Component as well as between RE and the Mental Component indicate that 
the domains are organized consistently with the theoretical model of the instrument. On the other hand, 
the presence of weak and moderate correlations between distinct domains suggests adequate 
discrimination between different dimensions of QoL reinforcing its multidimensional character. These 
findings partially mitigate the impact of the low overall internal reliability observed and support the 
interpretation of the results based on statistical patterns and associations. 

It should be noted that understanding the factors associated with the QoL of rural women 
implies recognizing situations that negatively affect their physical, psychosocial, and environmental 
conditions and enables the development of public policies capable of contributing to the improvement 
of their QoL and health status. (27) 

From the perspective of rural nursing the findings of this study reinforce the centrality of 
territorially grounded care that is sensitive to the specificities of gender and rurality. The association 
between living, working, and health conditions and QoL scores indicates that health care for rural 
women cannot be restricted to a biomedical approach and requires interventions that consider the 
social, occupational, and psychosocial determinants of the health disease process. From this perspective 
rural nursing stands out as a central element in the promotion of women’s QoL given its continuous 
presence in the territory and its role in the longitudinal follow-up of families occupying a strategic 
position in identifying vulnerabilities, monitoring chronic conditions, and developing educational 
actions aimed at health promotion prevention of illnesses related to rural work and the strengthening 
of self-care and leisure. 

Among the limitations of the study, the low internal reliability of the SF-36 should be highlighted 
possibly related to difficulties in understanding the instrument in a context of low literacy as well as to 
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sociocultural specificities of the rural environment which requires caution in the interpretation of the 
observed scores. In addition, the cross-sectional design prevents causal inferences and the fact that the 
study was conducted in a single municipality limits the generalization of the findings to other rural 
contexts. 

Despite these limitations, the study contributes by giving visibility to vulnerabilities that are 
often overlooked especially in aggregated measures and by offering empirical evidence that may 
support practices and policies aimed at improving the QoL of rural women particularly in the field of 
public health and rural nursing. Furthermore, it contributes to filling knowledge gaps and identifying 
priorities for intervention in the field of rural health. Although local in scope the findings provide a 
methodological model and replicable evidence that may support multicenter studies strengthening the 
empirical basis for actions that recognize the specificities of gender and rurality and the importance of 
health promotion in rural settings. 

Conclusion 

The present study demonstrated that rural women present low QoL scores especially in domains 
related to physical health and the perception of general health status. Sociodemographic occupational 
and health factors such as age, education, length and type of rural activity, illness related to work, 
presence of chronic diseases, practice of leisure activities, and consumption of alcohol and tobacco were 
statistically associated with quality of life scores. 

These findings reinforce that the QoL of rural women is shaped by multiple vulnerabilities 
related to working conditions gender inequalities and barriers to accessing health services. In the 
context of Primary Health Care, these findings highlight the importance of health promotion actions 
focused on the prevention of occupational illnesses, the adequate management of chronic conditions 
and the encouragement of leisure and self-care. 

Within the field of nursing, a professional category directly inserted in rural settings and often 
the only one available to serve the population the results provide support for the planning of territorially 
grounded interventions that are sensitive to the specificities of rural environments contributing to the 
improvement of care provided to rural women and to the promotion of their health. It is recommended 
that public policies and health care strategies incorporate QoL indicators in the monitoring of actions in 
rural areas and invest in the training of health teams to address gender and social inequalities in this 
context. 

Finally future studies with multicenter designs larger samples and culturally adapted 
instruments are recommended in order to deepen the understanding of factors associated with the QoL 
of rural women and to strengthen the evidence base for the formulation of more equitable policies and 
practices. 
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