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Abstract

Background and aims: Social health refers to the quantity and quality of interaction of an individual
with society to promote the well-being of individuals in the society. This interaction promotes social
capital and social security, and reduces poverty and injustice. So far, no study has been ever done on
the social health situation in Chaharmahal and Bakhtiari province. This study aimed to investigate the
social health status in Chaharmahal and Bakhtiari province in 2019.

Methods: In this cross-sectional and descriptive-analytical study, the data from the prospective
epidemiological study of Shahrekord cohort study in Chaharmahal and Bakhtiari province in 2019
were used. In order for measuring social health, a valid Iranian social health questionnaire with a score
range of 33-165 was used. ANOVA and t test in SPSS version 22 were employed for analyzing the data
in order to compare the mean values.

Results: By way of explanation, 597 individuals out of 600 samples completed the social health
questionnaire (99.5% response rate). The mean + standard deviation age of participants was
48.54+9.33 years and the mean + standard deviation score of their social health was 115.71+22.7.
This score was higher in men than in women (P=0.038). Social health score was significantly higher
in urban areas than in rural areas (P=0.001). Social health was highest in civil servants, and lowest in
unemployed participants (P=0.001). Social health score was lower in obese and high body mass index
(BMI) individuals than in normal BMI individuals (P=0.047).

Conclusion: Social health in the studied population was moderate and, therefore, deserves the attention
of health policy makers and planners. Social health can be improved by holding training classes
for villagers and teaching them how to interact with each other — especially with family members,
furthering participation of women in social affairs and increasing their social relationships, giving
advice on diets and social health to people with non-normal BMI, as well as by holding post-retirement
training classes for retirees.
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Introduction
According to the definition of the World Health
Organization, health is the presence of complete physical,
mental, and social well-being, and not just the absence
of disease and disability. To enjoy perfect health, both
physical/mental health and social health are required.'
Russell defined social health as the social dimension
of a person’s health that is related to how he/she relates
to others, how others react to him/her, and how he/she
interacts with organizations and the norms of society.

In a healthy society, according to Russel, there are equal
opportunities available for people to enjoy basic goods

and services in order to practice a perfect citizenship. A
society of this kind is characterized by the existence of law,
equal distribution of wealth, public access to the decision-
making process, and an acceptable level of social capital.?
Social health in Iran is defined as the quantity and quality
of an individual’s interaction with society in order to
promote his/her welfare in the society. The final outcome
of this interaction is the promotion of social capital and
social security, and reduction of poverty and injustice.’

In an international study in 1990, the risk factors for
death and the global burden of death were studied. The
study showed that 60% of the risk factors associated with
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death were unknown and could be related to social factors.*

There is an expanding research approach that links
disease patterns to the structure of society. Therefore, it
is assumed that some social factors affecting health can
partly account for these unknown factors.?

A study in Iran calculated different proportions
of the health determinants and concluded that the
proportion of social factors was 50%, the proportion of
health services was 25%, the proportion of hereditary
and biological factors was 15%, and the proportion of
material, environmental, and behavioral factors was 10%.°
According to the given study, the social factors accounted
for the largest proportion among health determinants.

Despitethe factthatthe domain ofhealth can dramatically
affect other domains, few studies have addressed social
health. In a systematic review in Iran, social health was
determined to be low in 15.9% of people, moderate in
56.3% of them, and high in 26.4% of them. Other factors
such as gender, age, marriage, employment status, socio-
economic status, income, education, communication
skills, quality of life, and leisure were also reported to have
impact on social health.”

A study by Abachizadeh et al introduced Guilan as the
province having the highest social health score, and North
Khorasan as the province having the lowest social health
score.® The study recommended conducting further social
health studies in the provinces of Iran once every 3-5 years
to promote social health through studying and determining
the level of social health in cities, as well as identifying
the factors affecting it. In developed countries and some
international organizations, such as the Organization
for Economic Co-operation and Development (OECD),
the social health status of the population is constantly
monitored using different methods.”"!

So far, few population-based studies have been conducted
in Iran to measure social health or similar indicators
in different provinces® - especially in Chaharmahal
and Bakhtiari province (present study setting), with an
acceptable sample size. Most studies conducted in Iran
have had national scales including small sample sizes from
provinces or special populations such as students, and
failed to address all aspects of Iranian culture on the local
and provincial scales.

Given the importance of measuring social health as
a significant exposure, its relationship with risk factors
and disease outcomes in cohort studies and, particularly,
the lack of a detailed study on the social health status in
Chaharmahal and Bakhtiari province, the present study
aimed to measure social health in the province.

Materials and Methods

This descriptive-analytical, cross-sectional study was
performed using the database from the prospective
epidemiological study of Shahrekord Cohort Study
(SCS) and non-communicable diseases in Shahrekord,
Chaharmahal and Bakhtiari province in 2019. The SCS
was initiated in 2015 and, presently, it is one of the stations

of Persian national cohort in southwestern Iran.

The present study aimed to investigate the general
health status in adults and the chronic non-communicable
diseases and their risk factors in people aged 35-70 years
from Shahrekord with a sample size of 7034 participants
and those from the rural areas of Ardal county with a
sample size of 3041 participants in Chaharmahal and
Bakhtiari province (n=10075).

In this study, the participants were enrolled after their
providing an informed consent to participate in the study,
and the questionnaires and examinations were completed
by the trained interviewers of the SCS in compliance with
the principles of research ethics.

To estimate the sample size, the sample size calculation
formula for the means in the Stata software was used given
the 95% confidence interval, the social health score of 115
and the standard deviation of 22, the accuracy value of 4
points, type I error of 1%, and study power of 95%.

The minimum required sample size was 543 people; but
taking into account the opinion of a biostatistician, the
final sample size was decided to be 600 people in order
to increase the accuracy of the analysis and reduce the
sampling error. Samples were selected from the list of
participants in the SCS by systematic random sampling.

To this end, first the sampling distance was calculated
according to the sample size and the target population
(k=16), and then one number was randomly selected from
1 to 16 and the next samples were selected with k distance
from the selected number.

Participants were included in the study by coding.
According to the population census of Chaharmahal and
Bakhtiari province released by the Statistical Centre of Iran
and taking into account the proportion of urban and rural
population, 30% of the samples in the SCS were residents of
villages and the rest were residents of cities. In the present
study, therefore, 180 people were selected from rural areas
and 420 ones were selected from urban areas so that the
classification of the required number of rural and urban
samples would be was observed. Accordingly, the data
from the samples could be generalized to the population
of the SCS and to the urban and rural population of the
province.

Data collection tools were checklists and questionnaires
used in the SCS, which were completed through interviews
carried out by experts as well as professional and trained
interviewers under the supervision of the quality control
team.

To collect urban samples’ data, people were asked to
attend the interviews and complete the questionnaires
for people. To collect the data from Ardal county’s rural
samples, the questionnaires were completed and collected
after interviewing the participants in the presence of
the staff. The protocol for this study has already been
published.'

The data collection tool in our study was the Iranian
Social Health Survey. The scale was developed in 2013
by Abachizadeh et al and it was used in this study after
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obtaining a written permission from its developers. Its
validation had already been reported as being acceptable."
The reliability of the scale in our study setting was also
calculated by Cronbach’s alpha, and its value was obtained
0.9, which indicated the acceptable reliability of the scale.
Social health scores were classified into three categories
as poor (33-76), moderate (77-121), and good (122-165)
based on the percentile and conventional cut-off point.

To fill out the questionnaire, the participants were
requested to attend in person. Then they were asked to
rate their views about each questionnaire item on a five-
point Likert scale (i.e. Very High, High, Moderate, Low,
and Very Low). This scale measured the total score of
social health with a score range of 33-165, which was
calculated by summing the scores on all items, and a
higher score indicated a higher level of social health. The
scale addressed three domains, namely family, friends
and relatives, as well as community, with the minimum
and maximum attainable scores of 6-30, 8-40, and 19-65,
respectively.

In this study and in addition to social health, data on
demographic variables including age, gender, place of
residence, education level, employment, marital status,
and body mass index (BMI) were also collected and the
social health was examined according to these variables.

SPSS version 22 was used to conduct data analysis.
Descriptive data such as minimum, maximum, median,
mean and standard deviation were used to describe the
main characteristics of the participants. T-test, ANOVA,
and multivariate analysis of covariance were used to
compare the mean values of the social health in two or
more groups. The data were analyzed with 95% confidence
interval and P<0.05 was considered significance level.

Results

By way of explanation, 597 people out of 600 samples
completed the social health questionnaire (99.5% response
rate). The mean * standard deviation for the age of
participants was 48.54+9.33 years. As for the gender of the
participants, 256 (42.9%) people were male and the rest
were female. As for the literacy and marital status of the
participants, 165 (27.6%) people were illiterate and 549
(90%) ones were married (Table 1).

Table 1 shows the descriptive data of demographic
characteristics of the participants, and the comparison of
mean + standard deviation scores of social health in terms
of demographic characteristics in univariate and multiple
analyses. As shown in this table, there was no statistically
significant difference in social health scores in terms of
the age. There was a significant relationship between
gender and social health in univariate analysis (P=0.038);
however, the relationship was not significant (P=0.821)
after the inclusion of other variables.

There was a significant relationship between residence
place and social health in both univariate (P=0.001) and
multivariate (P=0.003) analyses, so that the social health
of people living in the cities was higher than that of those

living in rural areas.

Education level and social health in univariate analysis
had a significant relationship (P=0.058), so that the
highest level of social health was observed in people with
postgraduate education; however, the relationship was not
significant (P=0.275) after the inclusion of other variables.

No significant relationship was found between marital
status and social health. Employment status and social
health had a significant relationship (P=0.001), so that
the employed people had higher social health than those
who were housewives, retirees and unemployed. As for
the employed people, civil servants earned higher social
health scores than those employed in private sector; in
multivariate analysis, the relationship was partly significant
(P=0.057).

There was a significant relationship between BMI and
social health in both univariate (P=0.007) and multivariate
(P=0.027) analyses, so that the social health score was
highest in the people with normal BMI, and it was lowest
in the most obese ones (P=0.047).

The mean + standard deviation score of social health in
this study was determined to be 115.71+22.77. By dividing
the social health score according to the first to fourth
quartile, the ranges of social health score in our study in
the first, second, third, and fourth quartiles were 100, 117,
131, and 165, respectively. The mean * standard deviation
scores of social health in domains of family, friends and
community, as well as the total score of social health are
shown in Table 2.

Discussion

This study aimed to investigate the social health status of
the population of the SCS in Chaharmahal and Bakhtiari
province. According to the study results, the total score of
social health in this population was moderate (115.71).

Social health was significantly different with regard to
residence place (urban vs. rural), gender, and BMI. Our
study was the first survey to investigate the social health
in Chaharmahal and Bakhtiari province based on the
population of the SCS with a sufficient sample size. Given
the classification of social health, the score obtained in
this study was moderate, which was consistent with the
systematic review of social health status in Iran.”

In a national study conducted in Iran in 1995, the social
health was measured in all cities using the scale applied
in our study. The number of the participants selected
from each province in the given study compared to the
present study in one province was very small; however,
their findings were consistent with ours. In given study,
the social health in Chaharmahal and Bakhtiari province
was reported to be 105.5, which was lower than that in our
study.

The comparably higher social health score in the
present study might be attributed to an improving trend
in social health, or to the differences in the age range of
the participants in the two studies: in the National Social
Health Study, people over 18 years of age were enrolled;
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Table 1. Demographic Characteristics and Social Health Scores of Participants

Mean = SD Score of

. o *
Variable No. (%) Social Health Pvalue P value
Age 30-50 358 (60) 115.03 £21.9 0.375

0.797
y) 51-70 239 (40) 116.7 +23.9
Male 256 (42.9) 117.9 £22.7 0.038
Gender 0.821
Female 341 (57.1) 114.03 £22.6
City 417 (69.8) 1179 +21.3 0.001
Residence place 0.003
Village 180 (30.2) 110.5 =25
llliterate 165 (27.6) 114.4 +£23.8 0.058
Under high school diploma 166 (27.8) 113.3 +24.7
Education level From high school diploma to bachelor’s degree 243 (40.7) 117.02 +20.7 0.275
Master’s degree and PhD 3.5 (21) 126.1 £ 16.04
Missing data 0.3 (2) -
Single 18 (3) 114.5 +£27.1 0.362
Married 549 (92) 116.04 £22.7
Marital status 0.265
Widow/widower 26 (4.4) 112.1+21.4
Divorced 4(0.7) 98 + 14.02
Private sector-employed 192 (32.2) 115.9 £22.9 0.001
Civil servant 101 (16.9) 123.5+18.4
Housewife 258 (43.2) 112.2 £23.1
Employment status 0.057
Retired 28 (4.7) 117.9+£23.5
Unemployed 10 (1.7) 109.8 + 31.1
Missing data 8(1.3) -
Thin (<18.59) 9(1.5) 115.7 £ 18.6 0.047
Normal (18.6-24.9) 156 (26.1) 122.8 £16.2
Overweight (25-29.9) 254 (42.5) 117.44 £22.6
BMI 0.027
Obesity 1 (30-34.9) 120 (20.1) 113.7 £23.6
Obesity 2, 3 (>35) 43 (7.2) 106.8 £22.8
Miss data 15 (2.5) -

Abbreviations: SD, standard deviation; BMI, Body mass index.
* Covariance analysis

Table 2. Estimates of Total Score of Social Health and the Scores of
its Three Domains

Minimum Maximum  Mean + SD
Family 6 30 25.91+£5.306
Friends and relatives 11 40 31.17+£6.928
Community 19 95 58.63 = 14.880

Social health (total
score)

Abbreviation: SD, standard deviation.

43 165 115.71 £22.776

while in our study, people aged 35-70 years were included.
In the given study, people aged 17-30 years had the lowest
level of social health, and the exclusion of this age group in
our study could be the reason behind the higher score of
the social health in that study.

In the present study, the social health scores on three
domains of family, friends and relatives, as well as the
community were obtained as 86.36, 77.92 and 90.2,
respectively. The lowest social health score was obtained for

the domain of friends and relatives. The low level of social
health in this domain may be associated with less intimacy
of people with those around them, which requires cultural
interventions to increase the sense of trust, confidence
and intimacy in the community of friends and relatives of
this population. If this domain of social health increases
and people consider their friends and relatives as their
supporters and help each other when physical and mental
problems emerge, not only their social health but also their
physical and mental health improve and, subsequently, a
more healthy society is achieved.

The domain of community was lowest in the National
Social Health Study in Iran, whereas this domain was
highest in the study in Shahrekord. This difference can be
attributed to the small community of Shahrekord compared
to the larger cities and better social communication of
people in the community, or to the difference in the age
range of participants in the two studies since people aged
30 years or higher have more social connections in the
community due to attending the workplaces than younger
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people who depend more on family, friends, and relatives.

Regarding the age, the mean scores of social health
in the age groups 30-50 years and 51-70 years were not
significantly different. This finding was not consistent
with the results from the National Social Health Study in
Iran because the age of participants in that study was 18
years or higher.

In a study by Zali Arallou and Alaie on social health
among teachers where the age group of the participants
was similar to that of our participants, no significant
relationship was detected between age and social health."
Overall, a significant relationship between age and social
health has been found in studies in which people aged 18
or higher were included; however, this relationship has not
been not significant in studies examining people aged 30
or higher.

Regarding the gender, social health scores were
significantly higher in men than in women, which was not
consistent with the results from the National Social Health
Study of Iran. The difference can be attributable to the
traditional culture and small size of Shahrekord, as well as
to the absence of women or lack of their interactions in the
community, which reduces their social relationships. In a
study review in 1996, eight studies out of 22 social health
studies confirmed the association between social health
and gender. In given studies, gender was reported to have
had a small effect on social health.”

As for the residence place (city vs. village), a significant
relationship was discovered between place of residence
and social health, which could be explained by the fact that
the diversity and abundance of communication leads to an
increase in the level of social health among people living
in urban areas. This variable has not been included in the
reviewed studies. In the National Social Health Study in
Iran, the downtowns and suburbs were examined, but no
significant association was found between residence place
and social health.

Social health scores were not significantly different in
terms of education level; in other words, education was
not significantly associated with social health, which was
consistent with the results from the National Social Health
Study in Iran and the study by Sabouri,” but it was not
consistent with the results from the study by Ghafari et al.'®

Social health scores were not also significantly different
in terms of marital status in the present study. This finding
was not in line with the results from National Social Health
Study in Iran. This inconsistency could be due to the
inclusion criteria and the age difference of the participants
in the two studies. Since only people aged over 30 years
were included in our study, majority of the participants
were married and only 3% were single.'®"’

Employment status and social health were significantly
related so that the highest scores of social health
were obtained by civil servants, followed by those
employed in the private sector, retirees, and housewives.
Unemployed people had the lowest levels of social health.
Unemployment and the resulting stress and lack of income

can lead to inequality in health outcomes, stress, and
unhealthy behaviors.

The difference in social health between civil servants
and private sector-employed people is interesting and
shows that civil servants enjoy higher social health because
of experiencing higher job security. The results of studies
also show that job dissatisfaction, as with unemployment,
can affect physical and mental health.'®

Numerous studies have shown that regardless of the
economic and financial conditions, unemployment also
causes psychological problems in people. Various studies
have indicated that people who receive the same salary
and pension when leaving work suffer from certain mental
and physical disorders."” This result is consistent with our
study result as it was observed that retirees had lower
social health than employed individuals.

This result suggests that special programs and conditions
should be developed for retirees so that they do not lose
their social, physical, and mental health in post-retirement
period; and since that Iran population is aging, special
attention should be paid to retirees by policymakers of the
country.

Social health was lowest in people with grade 2 or
higher obesity, indicating that these people had cared
little about their physical and social health than others,
and had limited contact with people around them. Their
obesity was likely the reason for poor communication and
reluctant acceptance of those around them or feeling of
being rejected by others, which, in turn, led to a decline in
their social health. Obese people are at high risk because
they have disorders in both their physical and social health.

In addition to the diets that are given for the physical
health of people, advice can also be given to them on how
to communicate with others in order to improve their
social health in the hope that their improved social health
may help to improve their physical and mental health.

A study has shown that social relationships may play
a highly influential role in the production of endocrine
hormones.”® The finding can be further investigated
by conducting more prospective cohort studies. In our
multivariate analysis, there was a significant difference
between social health score, and residence and BMI; and
the relationship between social health and employment
status was somewhat significant. Moreover, the significant
relationship between gender and social health was
unnoticeable in our multivariate analysis. Because social
health was lower in rural areas than in urban areas, it is
possible to hold training classes and offer the villagers
counseling on how people relate to each other and how to
express feelings and emotional interactions — especially in
family gatherings, so that social health could be improved
among rural people.

It is also possible to improve social health among women
in this region through culturalization and encouraging
them to participate in social activities, as well as increasing
their social relationships. Because social health in people
with high BMI was low, it is recommended that advice
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be given to this group in health centers and along with
diets in order to improve their social relationships and,
subsequently, their social health.

In this study, it was found that retirees had lower
social health than currently employed individuals; it is
possible to prevent the decline of social relationships after
retirement by holding training courses to improve retirees’
social health. This group should also be in contact with
people who are in a similar situation in order to alleviate
their retirement-related concerns. One of the limitations
of this study was the lack of calculation of social health
in terms of economic status, which is recommended to be
addressed in future studies.

Conclusion

Social health level in the studied population was moderate
and, therefore, deserves a due attention from health
policymakers and planners. By determining the social
health status in this population, it became possible to
investigate various health outcomes in people with
different social health scores in the SCS. Social health
scores were significantly higher in urban areas than in
rural areas, in men than in women, and in civil servants
than in unemployed people. Social health was highest in
people with normal BMI, but it was lowest in those with
obese BMI.
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