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Women’s health is the foundation of society’s health and it can be achieved only by addressing all aspects of their health. Te aim of
this systematic review and meta-analysis is to investigate the prevalence of social health of Iranian women and related factors. Te
PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) was used for reporting; the terms “social health,”
“women,” “Iran,” and related keywords were searched in PubMed, Web of Science, Scopus, PsychoInfo, ProQuest and local da-
tabases, SID, Magiran, Irandoc, Elmnet, and Noormags up to August 2022. Te published English or Persian quantitative primary
studies which were conducted in Iran and reported social health or its dimensions among Iranian women were included.Te studies
were assessed by quality assessment tool for observational cohort and cross-sectional studies developed by National Heart, Lung, and
Blood Institute. From the 786 studies retrieved, 22 studies were fnally included surveying diferent groups of women. Age, marital
status, education, employment, socioeconomic status, social support, social participation, social trust, social security, communication
skills, and self-esteem were the factors afecting women’s social health. Five studies entered meta-analysis and mean score of social
health was 98.54 (95%CI: 87.56–109.51) and it was the lowest among women whowere the head of households. Since women’s social
health has been less considered in the society and research studies, further policies, legislations, and capacity building in mentioned
felds are necessary. As social health is an important aspect of health, it is necessary for governments to address the known de-
terminants of women’s social health in order to plan and promote the health of women, family, and fnally society.

1. Introduction

Health is “a state of complete physical, mental, and social
health and not merely the absence of disease or infrmity”
[1]. Social health as the quality of an individual’s relationship
with others in the community refers to one’s understanding
of the community as a meaningful, understandable, and
potentially powerful source of growth and prosperity. It is
a feeling of belonging to the community and sharing our

own experience in society and its progress. According to this
defnition, social health has fve dimensions: social accep-
tance, social integration, social actualization, social contri-
bution, and social coherence [2–4].

Nowadays, women’s social health and its related factors,
alongside their physical andmental health, are of considerable
interest in health research [5–7]. Studies have shown that
women are a socially disadvantaged and vulnerable pop-
ulation [8–10]. Women experience multiple roles in a society
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(e.g., maternity, nurture, contribution to the household in-
come, being a partner, and having major responsibility for the
care of the family), besides that, at the same time, they are
faced with expectations of society in association with their
gender roles [11, 12]. Moreover, the female gender is a pre-
dictor of lower social and economic position, lower partici-
pation in decision making, and lower payment [11, 13].

Compared with men, women are less likely to be employed
full time, to occupy top positions in society, more likely to be
attuned to caring roles, to have their working life interrupted by
pregnancy, and caring responsibilities [12, 13]. Additionally,
women’s economic dependence on men is signifed by the
dramatic change in their lives after divorce or separation. It is
not surprising that women also have lower self-esteem and are
more likely to be concerned about body image [13]. Tis wide
conceptualization of health and social health allows a more
comprehensive examination of all mental and cognitive factors
that are related to individuals’ perception of their optimal
performance in their living environment [2, 3, 6, 14]. Also,
women’s health is representative of a family’s overall health.
Undoubtedly, families’ and societies’ health is tied to the health
of women [5].

Social health is a complex aspect of health. It is afected by
many individuals, family, and community factors. In case of
women, because of the existing gender inequalities, social
health should be adressed more carefully. Te social health of
women in Iran was studied by many surveys. Te mean score
of women’s social health based on Keyes’ social health
questionnaire, in these studies was between 72 to 115 (range
of score: 0 -132) [6]. It means the social health is moderate to
high. It is reported that social health among Iranian women is
afected by level education, position in the society, being the
head of the household, and social factors such as social se-
curity and support [6]. Te “Global Gender Gap Index” is an
important factor to predict the social health; this index in
reported by world economic forum and investigates the state
of gender inequality across four domains; economy, health,
education, and policitical empowerment [15].Te rank of our
country is not acceptable according to this index; therefore,
we have to work more on indicators of social health for
women. Social health as a fundamental factor of Iranian
women’s health is vastly infuenced by this wide gender gap
[15]. Despite these facts, there are not any comprehensive
studies to determine the overall situation in Iran and defne its
causes. Terefore, the systematic review and meta-analysis of
social health and its related factors among Iranian women
seems to be a crucial issue to obtain basic information to
promote and plan for their health status. Tus, this study
aimed to draw a holistic picture of Iranian women’s social
health and determine the related factors.

2. Materials and Methods

2.1. Study Design. Tis systematic review reviewed all
available published articles which examined the social health
and its related factors among Iranian’s women. Tis sys-
tematic review was performed in accordance with PRISMA
guidelines. Te study was approved by Academy of Medical
Sciences of Iran with code number D/FAP/1/9605.

2.1.1. Search Strategy. An extensive search of relevant studies
was conducted in the main international electronic data
sources PubMed, Web of Science, Scopus, PsychoInfo, and
ProQuest; in addition, domestic databases, including SID
(Scientifc Information database), Magiran, Irandoc, Elmnet,
and Noormags systematically using both Persian and English
languages from their inception to August 2022 to identify
relevant articles. To have a more comprehensive search, the
medical subject headings (Mesh) including entry terms of
PubMed and the Emtree of SCOPUS were used. Te Persian
keywords equivalent to their English search terms were used
for national search. In addition to fnd more eligible studies,
the reference lists of relevant publications were hand-searched.

Following keywords were fnalized for conducting the
systematic search; social health, social integration, social
acceptance, social contribution, social actualization, social
coherence, social determinant of health, Woman, Women,
female, femen∗, Iran, IRI, and Iranian (see Table 1 for search
strategy and fndings from databases).

2.1.2. Inclusion and Exclusion Criteria. Te PRISMA (Pre-
ferred Reporting Items for Systematic Reviews and Meta-An-
alyses) statement was used for reporting the results [16]. Studies
were included in this current systematic review if they fulflled
the following defned criteria: (i) including observational and
interventional studies of which their full-texts were available; (ii)
the sample included Iranian women; (iii) the studies that re-
ported social health status and main aspects of social health
consist of social integration, social acceptance, social contri-
bution, social actualization, social coherence and social de-
terminant of health, and social health-related factors; and (iv)
studies were conducted in Iran. We limited the search results to
the studies published in English or Persian language in Iranian
women, and to the period from their inception to August 2022.

Qualitative studies, review articles, opinion pieces, edito-
rials, commentaries, letters, technical reports, or any other
publications lacking primary data, and those not published in
the English or Persian languages were excluded. Moreover, the
studies arranged in women with characteristics that could not
be generalized to the normal population were excluded.

Te results of each of databases’ search imported to
Endnote library. Duplicated studies were deleted. Te se-
lection process of the remained articles was carried out by two
of the authors, BT and ZR, independently in three steps of
title, title/abstract and full text review for relevancy. Dis-
agreements regarding the study inclusion criteria were re-
solved through consensus or consultation with a third author.

2.1.3. Data Extraction and Quality Assessment. Data from
selected eligible articles were extracted using a standardized
data extraction sheet: (i) name of the frst author; (ii) pub-
lication date; (iii) study design; (iv) geographic location of the
study (rural and urban); (v) sampling method; (vi) sample
size; (vii) mean age of participants; (viii) quality assessment
(good, fair, and poor); (ix) measurement tools; (x) outcomes
(social heath, each domain of social health, and social health-
related factors); and (xi) and the main result of the studies
(mean score or correlation coefcient). (Tables 2 and 3).
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A descriptive quality assessment of the selected studies
was appraised by using “quality assessment tool for obser-
vational cohort and cross-sectional studies” developed by
National Heart, Lung and Blood Institute; this tool is
consisted of 14 questions about diferent aspects of the study;
each question is marked by Yes / No / others. Te overall
score was determined by the assessment of two reviewers
and categorized as good, fair, and poor [17]. Research
question, study population, response rate, eligibility criteria,
sample size justifcation, outcome measures, statistical an-
alyses, and the quality assessment has been accomplished
independently by two reviewers BT and ZR, and probable
discrepancy between them was resolved based on the third
expert opinion, MN. Only fair and good quality studies were
included in the fnal review. Te scoring of each assessed
study is added to supplement 1

2.1.4. Statistical Analysis. Meta-analysis was conducted on
means and SD (standard deviation) of the mean score of
social health, assessed by Keyes social health questionnaire
[2], as it was the most commonly used tool in the studies.
Meta-analysis method was pooling the generic efect sizes
using the random efects model if for heterogeneity I2 > 50%
and P< 0.05. For this aim, SDs were converted to standard
error (SE). Subgroup analysis was conducted for women
who were head of household, employed, and unemployed
women. Forest plot and funnel plot were used to show
pooled efect and possibility of publication bias, respectively.
All data were analyzed using STATA software version 17.0
(Stata Corp. LLC, TX, US).

3. Results

3.1. Study Selection. Te search yielded 776 records based on
our search strategy, and 10 studies were found by manual
searching. After removing duplicates and titles/abstracts
screening, 114 studies remained. Te full texts of 29 articles
were not available. So, 85 articles were assessed for eligibility
criteria, the 20 publications were excluded because of the
following reasons: the results were not reported separately in
women, the main outcome was not social health or its
components, were systematic review, and not being in
English or Persian language. Ten, 65 articles were critically
appraised and 43 of them were excluded because of poor
quality. Finally, 22 articles entered for data extraction
(Figure 1).

3.2. Description of Studies. A total of 6569 women partici-
pated in included studies. From 22 included studies, one
source was in English and 21 were in Persian. Social health
was themain outcome in 18 articles.Te 4 remaining articles
did not report social health as their main outcome specif-
ically; instead they studied the domains of social health such
as social participation [32, 33, 39] and social wellbeing [21].

All of the 22 included articles were designed as survey or
cross-sectional study.Te population of the included studies
was women older than 16 years old, older adults, and female-
headed households. Regarding the residential place, only

two studies were conducted among the rural population
[26, 32], while others were among the urban women.

It is noticeable that the female-head households’ social
health as a vulnerable group of women was investigated in 8
studies; in two studies the social health was compared with
other women [20, 26] which was signifcantly lower and
in six others, there was only one group and the afecting
factors were assessed [22–24, 28, 35, 38]. Social support was
another common factor assessed in fve studies [7, 24, 26,
28, 38].

Te relationship between social health and diferent
related factors was investigated in included studies. Age
[26, 28, 30], marital status [25, 29, 30], education [26, 28, 34],
women’s employment [18, 25], income [34], religion and
religious beliefs [20, 22, 33, 43–45], life and communication
skills [20, 26, 34, 42, 46], social trust [38], social security
[19, 23, 25, 29], gender clichés [30], attitude toward domestic
violence [27], voting behavior [37], and social media [32]
were the factors that afected women’s social health which
have been addressed in included studies. Extracted data from
included studies is presented in Tables 2 and 3.

3.3. Meta-Analysis. Five studies were included in the meta-
analysis [20, 25, 29, 34, 36]; other 17 studies neither used
a unifed measuring tool nor reported mean score of social
health. Te range of score using this tool is between 72.6 and
115. Te highest score means the better social health.

Accordingly, the pooled analysis of all subgroups showed
that the mean of the social health mean score was 98.54 (CI:
87.56–109.51, random efects). Considering subgroups, the
pooled result of the general population was 92.90 (CI:
74.61–111.19, random efects), and the lowest pooled efects
was for head of the household women which was 81.80 (CI:
78.86–84.74, random efects); full details are shown in
Figure 2. Te funnel plot showed a rather symmetric dis-
tribution of the study efects, but they consisted of a wide-
spread range (Figure 3).

4. Discussion

In this review, the women’s social health and its dimensions
as well as the related factors were investigated. According to
the reported social health mean score, most of the studies
reported a moderate social health level in their populations.
Various populations in diferent parts of Iran were in-
vestigated; main factors afecting women’s social health were
being head of household, age, marital status, education level,
employment, living in a city or village, level of income,
religious believes, communication skills, social trust, social
security, social participation, domestic violence, voting be-
havior, social media, and media literacy. Also, social health
score was the lowest among women who were heads of
household.

According to this study, social health score was lowest
among women who were heads of household. Social par-
ticipation was signifcantly lower among female-headed
households compared to nonheaded ones [20, 26]. Being
employed or having a job improves the social health of
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women. Based on the fndings of the studies examining the
employment, social health in working women was signif-
cantly higher than in housewives and unemployed ones.Tis

could happen due to the fulfllment of basic needs such as
fnancial independence, social relations, social support, and
less mental pressure in case of income among employed

Records identifed from:
Databases (n = 776)

Records removed before
screening:

Duplicate records removed
(n = 318)

Records identifed from:
Websites (n = 10)
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Studies included in review
(n = 22)
Reports of included studies
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Figure 1: PRISMA fowchart for the results of the literature review according to the inclusion criteria.
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Figure 2: Social health mean score of included studies in meta-analysis.
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people [47].Tis relation is specifcally highlighted in a study
by Ghazinejad et al., which assessed the relationship between
social health and employment status, demonstrating that the
desirability of working conditions (wages, benefts, job se-
curity, organizational support, etc.) had a great infuence on
women’s social health [48]. Age is another infuential factor
that has been negative signifcant relationship with social
health or sometimes no relationship is seen [26, 28, 32]. It
seems this factor is not as important as the other non-
modifable factors as a determinant of social health of
women.

We also found that married women experience a higher
level of social health than singles [25]. It seems the married
women get some important supports from their husbands
that has an important efect on the social domain of women’s
health. It can be economical or psychosocial support maybe.
Education is another key determinant of social health.
Despite having direct efects on neurological and biological
development, it could contribute to social health by im-
proving social and communication skills, self-esteem, social
contribution, and participation [50]. Te current review
showed the signifcant positive relationship between edu-
cation level and women’s social health as well as social
participation [28, 31, 32, 34, 51, 52]. Even parents’ education
level is infuential on the students’ social health [53]. Besides,
in some studies, educational interventions such as social or
communication skills have increased the social health of
women [28, 48, 54]. Tus, women’s education should be
addressed in order to have better social health. Te expla-
nation could be the association between education and
health literacy and better participation in social activities.

Religious believes as another factor has controversial
relation with social heath. Some studies did not fnd any
relationship [20, 23] and others found the positive corre-
lation [22, 29]. It seems the efect of the religious believes on
social health is very complex and is dependent on the ac-
tivities related to religious and opportunity of doing these in
the community.

Women’s social participation could be considered as an
indicator of progress and an opportunity to accelerate the
development process; it could be defned by the individual

sociality and social activities involvement [55]. It was
demonstrated that women’s social participation is signif-
cantly related to their awareness, education, and quality of
life [32, 33, 56]. Gender roles and stereotypes are considered
to be a threat to women’s social participation; these include
negative attitudes toward women’s work outside their
homes, being active in society, and the confict between
outside and housework [57]. Additionally, communication
skills, voting behavior and social media showed a positive
signifcant relation with the social health or its dimensions
[20, 26, 32, 37].

Social support is another contributing factor afecting
social health; a signifcant relationship has been reported
between social support and women’s social health
[7, 23, 24, 26, 28, 45, 52]. Te role of social support is more
crucial in women who are the head of households [23, 24];
because of their extra duty towards the economic and edu-
cational conditions of their children alongside their routine
responsibilities [58]. Moreover, social support is investigated
in two special groups in current research. One study focused
on rural women and another one was conducted on women
who have husbands with chronic psychiatric problems in
Tehran. Tese two groups seem to need more robust social
support and special attention for their further responsibilities
and economic pressure [26, 52].

Finally, in order to meaningful life and participate in
society and achieve high levels of development, each indi-
vidual needs security [59]. On the other hand, social health is
an important factor in achieving social security, by reducing
threats, social problems, andmaintenance of social order [60].

4.1. Strengths and Limitations. Te strengths of this sys-
tematic review include assessing both English and Persian
studies and focusing on all aspects of social health and the
factors afecting it among Iranian women in various pop-
ulation groups. Te limitations of this study were the dis-
persion of social health domains and the tools for measuring
them. Without access to the initial data of each, it is not
possible to report a single average for women’s social health
in Iran. Tis is due to the fact that many studies used Keyes
Social Health Questionnaire, in its long and short forms, and
also in some studies, researchers have revalidated this
questionnaire in the target population and changed the
number of questions.

4.2. Implications. Tis study calculates the overall social
health score among Iranian women; also, the detailed
fndings could be used to determine the at-risk groups more
holistically, and by considering the mentioned factors that
afect the social health of women, policy makers could focus
more on improving these conditions.

5. Conclusion

In summary, women’s social health is a pillar for having
healthy individuals, families, and societies. Social support,
social trust, social security, social capital, religious beliefs,
education, employment status, communication skills, and
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Figure 3: Funnel plot of included studies in meta-analysis.
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socioeconomic level are among the factors infuencing social
health and its dimensions in women in Iran based on this
review. Further policies and legislation in addition to capacity
building for women and their families are needed to facilitate
the meaningful presence of women in society and secure their
social health as well. For instance, new technologies and
teaching skills could be very benefcial, especially for women
who live in remote rural areas or who cannot attend routine
classes. It is recommended that social support would be
provided in diferent ways; for example, working in envi-
ronments with higher social support can reduce work-family
conficts and therefore lead to improved social health. Pro-
moting social support, empowering, and life-skill training in
this vulnerable group requires more sensitization of policy-
makers, planners, and other areas related to establishing the
rights of women who are the heads of households. Life skills
education such as self-compassion and distress tolerance, and
communication skills at schools and also workplaces is se-
riously recommended. As well, contribution to recreational
activities should be considered as an efective intervention
that would be noticed more by the authority.
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