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Abstract

The aim of this study is to determine the relatiopsetween religiosity and social
health among women in Shoush city. The presentysitud cross-sectional survey
according to the objectives, nature and mannerarkwrlhe statistical population of
the present study includes the number of women dde85 years in the city.
According to available information, their number égual to 25,000 people. The
statistical sample of the present study was obdaireng the Cochran's formula of
378 people. The data collection tool and measurewievariables in this study is a
researcher-made self-made questionnaire. Findingsn f Pearson correlation
coefficient showed that there is a significant clirelationship between religiosity and
its dimensions (belief, ritual) with social heakind ritual dimension has a greater
impact on social health. The results of bivariatgression analysis between religiosity
and social health showed that the value of thefictait of determination is equal to
0.131 and indicates that 13.1% of the changes amalstiealth are related to the
independent variable of religiosity.
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1. Introduction
Today, due to technological advances and the dpwetat of new

information-communication technologies and theredi impact on the quality
of human life, the issue of health in all its direems, including physical,
mental and social health and the factors affeciirftas become particularly
important; Many social thinkers, especially medisatiologists, believe that
social factors and conditions have a significanpact on maintaining and
promoting human health, and medical, biologicalEareh psychology is not
sufficient and satisfactory due to the lack of mtiten to the important role of
social and cultural factors on patterns of heatttl disease (Sajjadi and Sadr
al-Sadat, 2004, p. 247).

Keys (2004) assesses a person's social health dyikgy how he or she
functions in the community and the quality of hister relationships with
other people, relatives, and the social groups lithvhe or she is a member.
According to him and Shapiro, what makes life riciied more meaningful are
relatives, relationships and shared experienceacéjehe calls the ability of
the individual to interact effectively with otheasd the community in order to
establish satisfying personal relationships andllfidocial roles, the title of
social health (Keys and Shapiro, 2004). AccordingHendry et al., (2006),
social health is not the absence of mental illnesseven the absence of
negative emotion, which in a given context can besaered a constructive
response; Rather, it is the ability to perform abanaps effectively and
efficiently without harming others (Raymond, 200dioted by Babapour, Tusi
and Hekmati, 2009, p. 11). In fact, we consideeespn to have social health
when he can express his social activities and plarssnormal way and feel
connected with society and social norms (Fadaeiti&lmmi, 2007, p. 8).
Social health is one of the important and effectaaors in the promotion and
development of human beings and desirable intematith the environment
and others, especially among women. Women are brleeomost sensitive
groups in society and their health ensures thetheail the family and
consequently the health of society. Therefore, egking women's health
issues (physical, mental and social) can directig andirectly play an
important role in ensuring the general health ciety.
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Therefore, the healthy future of our society wilpend on the necessary
attention to the overall health of women and math&/omen who have social
health can more successfully cope with the chadlengf social role-playing
and participate more in group activities, so it banexpected that they will be
more in line with social norms. (Fathi et al., 20Xp. 228-227). In the
meantime, countless factors can affect social he@ne of these factors is
religiosity. Religion can often be a powerful factm determining social
phenomena, shaping institutions, influencing vagluesd influencing
relationships (Zuckerman, 2005, p. 175). Heden 1 ®8lieves that religiosity
is a fundamental factor in socialization and imetlal, practical and
orientation in solving problems, phenomena andadgeoblems (Nazkatbar et
al., 2006, p. 234). In general, religious beliafs gelated to the individual and
social health of individuals in a society (Dai, 200

Due to its consequences and functions at the ihdali and social level,
religion has always been one of the most determifactors in shaping and
directing human societies and has played an impor@e in creating and
maintaining social structures and human social(lfRad, 2015, p. 140). In our
society, the situation of quantitative variabless henproved compared to
previous years, but qualitative variables such @gat health are always
challenged. We see a bolder face. Therefore, the puapose of this study is
to identify the relationship between religiositydasocial health among women
in Shousha and seeks to answer these questiong, isvhthe degree of
religiosity and social health of women? And whathe relationship between
women's religiosity and social health?

2. Review of Literature

Afshani and Mohammadabadi (2016) investigated #lationship between

religiosity and social health of women in Yazd. dilgs from Pearson

correlation coefficient showed that there is a iggmt and direct relationship

between religiosity and social health and with éasing religiosity, social

health also increases. Kafashi (2015) investigdtedelationship between the
components of religiosity and the components ofletts’ social health. The
results showed that the most direct effect canxpeessed as the direct effect
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of religious religiosity in the components of redigity on the social cohesion
variable in the components of social health.

Cheraghi and molavi (2015) in a study entitled §eh and Social Health
showed that there is a significant relationshipwieein religiosity and social
health of students as well as religiosity and disn@ms of social health.Firooz
Rad et al., (2015) investigated the relationshijwben religiosity and social
health among students of Payame Noor of Marand &dsity. Findings from
Pearson correlation coefficient showed that thera isignificant and direct
relationship between religiosity and students' aolcealth as well as between
religiosity and social health dimensions (integmfiacceptance, participation,
cohesion and social prosperity). And is the leastetated with the dimension
of social prosperity. There is a significant difiace in students' social health
according to their gender; But this difference wother demographic variables
Is not significant. Also, there is no significarglationship between age and
social health. The results of bivariate regressinalysis also showed that the
variable of religiosity has a 27.3 effect on studesocial health.

Serajzadeh et al. (2013) studied the effect ofjidity on health among
students of Tabriz University. Findings showed thatvariables of religiosity,
lifestyle-centered health and social support explag6.8 of changes in total
health, 16.6 of changes in physical health, 31.Znental health and 32.6 in
social health. Statistically, religiosity has arsfgcant direct and indirect effect
on overall health, but in different dimensions eftih, the impact of religiosity
iIs shown in different ways. Religiosity indirectlgffects physical health
through the variable of lifestyle health centeréte effect of religiosity on
social health is indirect and through social suppne impact of religiosity on
mental health is confirmed both directly and indilg (through social
support). These findings confirm the implications fonctionalist theories
about the positive effect of religiosity on heatmtered lifestyle, social
support and health, especially mental health andkbealth.

Mohammadi et al., (2011) examined the role of relig teachings in
individual and social health and its preventiveeefffon physical, mental and
social health and types of health from the perspedf Islamic and Western
thinkers and the effects of religious teachings apditual curricula. The
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results showed that different dimensions of rekgyand spirituality have a
positive relationship with physical, mental andiabbealth, so that religious
beliefs can lead a person to perfection and exta#leand thus mental and
physical health and ultimately social health. Payrslekmati (2010) predicted
social health based on religious beliefs among ferstudents. The results
showed that acceptance and social participation alitdimensions of practice
of religious beliefs and social integration and €sibn with some dimensions
of practice to religious beliefs have a significaaekationship, but there is no
significant relationship between social prospeahd the practice of religious
beliefs. The results of simultaneous multivariagégression analysis showed
that performing religious duties and activitiesgice social integration. It also
provides for the fulfillment and obligations of salcacceptance and social
participation. Mustahabs, religious activities afetision-making and choice
have the ability to predict social prosperity, sbaohesion and the overall
score of social health.

Dai (2010) regarding the study of the role of nelig practices and rituals
on individual and social health of individuals slemlthat there is a significant
relationship between religious practices and irliel and social health of
individuals. Francis et al., (2004) showed in thesearch that differences in
religious attitudes, more important than religiguactices, can predict people's
health. In fact, many health variables are expthibg religious beliefs. Cobb
and O'Connor (2003), Koenig (2004) and Desuttertaaibutt (2006) believe
that there is no negative or inverse relationskeipvbeen Dindra and health.

A review of social health research suggests thah eaf the studies
examined social health from a particular perspect@nd examined it in
relation to a particular variable or variables. I@s been studied in a specific
sample such as students and young people. Inaeltithe female community
and the ages of 18 to 55 years are less common.oOtlee most important
differences between this research and other rdsesmis the localization of
Keys social health questionnaire according to #ssarch population, and the
measurement of social health with indigenous itedrsthe other hand, with a
deeper look at the external background, it candsan ghat research that has
reached a negative relationship between religiaaiy social health or lack of
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relationship is more than a positive relationsfipis issue can be analyzed
with the view that the religion of Islam has a mawial character than the
religions of Christianity and other religions, amatan be seen in the positive
relationship between religiosity and social heatthis can be seen in the more
social presence of the religion of Islam and itsaniieg and sanctification in
the dimensions of its material and social life, #mat Islam in this way gives a
divine color and smell to daily life and work, atidis by solving the problem.
Lack of meaning in life contributes to the mentaldasocial health of
individuals and society.

2.1. Religiosity
Religion is a collective phenomenon and is inteted with other social units;
In a way that both affects and is influenced byeotimstitutions of society.
Many sociologists have tried to explain the diffar@spects of religiosity.
Among them, the most famous category belongs tagGdad Stark. They
believe that despite the differences between differeligions, fixed principles
can be considered for them, which include Bagiefand rituals and emotional
dimensions, religious knowledge, and consequenRebl(ani and Beheshti,
2011, pp.89-90). The doctrinal dimension includée toeliefs that the
followers of that religion are expected to belieVke ritual dimension includes
specific religious practices such as worship, praparticipation in specific
sacred rituals, etc. that followers of any religeme expected to perform. The
empirical or emotional dimension includes the idaad feelings associated
with establishing a sacred relationship or existefi®ie dimension of religious
knowledge includes basic information and knowledfeut the principles of
religious beliefs and scriptures that followers ae@pected to know.
Consequential dimension; Includes the consequemndedelief, practice,
experience and religious knowledge in the daile Idf a believer and his
relationships with other people (Tavassoli and Meds, 2006: 104-
103Quoted from Serajzadeh et al., 2004, p. 125).

In the present study, according to the purpose hef tesearch, two
dimensions of belief and ritual variables of redgjty, which are more tangible
items for the statistical population of this studyelation to social health, were
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used. As a result, other dimensions of the varididd had a lower level of

reliability in the relevant research were omitted.
Table 1: Glark-Stark model (Sirajzadeh, 2004: 62

General Dimensions of Religious Early Scales
Commitment
Belief Basic beliefs, ultimate beliefs, underlying beliefs
Rituals worship, prayer, participation in special sacredals
Experimental attention, cognition, faith, fear
Consequences effects of religious belief, practice, experienaed a

knowledge in daily life

2.2. Social health

Goldsmith defines social health as "assessing sop&r significant positive and
negative behaviors in relation to others" and idiesst it as one of the most
fundamental indicators of health in any countryt leads to the efficiency of
the individual in society. According to Larson, ebdealth is an assessment of
the quality of one's relationships with family, eth, and social groups and, in
fact, includes one's internal responses to stirand feelings, thoughts, and
behaviors that indicate one's satisfaction or tisfs&tion with life and social
environment. Larson, 1933, p. 285). According toy¥esocial health is
"valuing an individual's condition and performanice society, which is a
positive reflection of social health" (Keys, 1998.122).

2.3. Keyes Social Health Theory

Keys (2004) defines social health as a report ef gality of a person's
relationships with other people, relatives, andaaroups of which he or she
is a member. Thought and behavior), which indictite satisfaction or
dissatisfaction of a person with his life and sbeiavironment. According to
Keys, a person's life and personal performance atabe evaluated without
considering social criteria. Good performance fie is more than mental
health, it also takes into account social tasksdmadlenges. A socially healthy
person performs better when he or she sees the anityras a meaningful,
understandable, and potential set for growth andparity, and feels that he or
she belongs to a social group and contributes & dbmmunity and its
development. Keys has proposed five dimensionsdoial health based on the
social dimension and level of individual analyste discusses the dimensions
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of social health by considering the model of hehithfact, Keys'
multidimensional model of socialhealth includesefaspects, which are:

A) Social prosperity

Social prosperity means knowing and believing tkatiety is growing
positively, and believing that society is in cohtbits own destiny and that it
is in control of its potential to control its owwaution” (Keys, 2004, pp. 9,
10). "People with the desired levels of this dimenof social health are more
hopeful than the current situation and the comprsive future and believe
that the world will become a better place for eattrer" (Farsinejad, 2004, p.
88).

B) Social adaptation

Social adaptation is knowing and being interestedaciety and the concepts
that society is understandable, rational and ptablie. Healthy and social
people are aware of social issues and feel that ¢he understand what is
happening around them (Keys and Shapiro, 2004,)p.Péople who are
socially elderly, not only about the nature of werld in which they live; They
are also interested in what is happening aroundntleed feel able to
understand what is happening around them. Thiseginis the opposite of
meaninglessness in life and, in fact, the individuperception of the quality,
organization and management of the social worldirsdchim (Keys, 1998, p.
.

C) Social acceptance

In social acceptance, the individual believes id agecepts the positive and
negative aspects and disadvantages of society aodlep People who are
healthy in this way understand the community ashalevand are made up of
different people and trust others as capable and geople. People believe
that people can be diligent and effective. Thesmpleehave a favorable view
of human nature and feel comfortable with othekseY(s and Shapiro, 2004, p.
22).

D) Social contribution (participation)

Contribution is a social belief according to whiah individual considers
himself a vital member of society and thinks he $@wething valuable to offer
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to the world and his community. These people trfetd loved and to share in
a world that values them just because they are hu®acial participation is
parallel to the goal dimension in life on the scalenental health "(Hosseini
2008, p. 34). Social participation in general meahsther and to what extent
the individual feels that what he or she is doingthe world is valued by
society and is effective in public welfare.

E) Social cohesion

Cohesion, or social solidarity, means feeling pdrsociety, thinking that one
belongs to society. Feeling supported by the conityjamd having a share in
it. Thus, social cohesion is the degree to whicbppe feel that there is
something in common between them and those who mmakéheir social
reality, like their neighbors "(Samaram, 2013, d).1

Although this theory had five dimensions, it is @ambedded model. But
since in the localization of theories and the aggtion of theories to specific
socio-cultural conditions, not necessarily many tbe dimensions and
characteristics of that theory are applied, we hdwmee the same with Keys'
theory. Two indicators of this theory, such as abadaptation and cohesion in
our society, are conceptually found to some extgntsocial acceptance or
participation, and conceptual adaptation or prdpmsl adaptation, which
could not be used among the researcher's statiskothing. Initially, the Keys
questionnaire was measured in all dimensions, eitstatistical population
studied is not educated women or young peoplealbutomen.

The items of these two were not known and tangtblehe statistical
population of the researcher in a small town withaaglitional context after the
Keys questionnaire; As a result, we came acrosymaanswered statements.
Inevitably, in consultation with the professorsegh two dimensions were
abandoned and the three most important dimensibrs®mal health, which
were more tangible among the statistical populabbrine researcher, were
used. But since a more important indicator of msmgial behaviors, including
their social health, can play a role in our socistthe issue of social trust. We
included social trust in two dimensions (personastitutional) as a main
indicator along with the main indicator of sociaidith variable. Because of the
study and cognition obtained by researchers impthetest, we concluded that
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the dimension of social trust can play a more irtgparrole in social health
among women. For example, can a woman who carusitdrneighbor, friend,
or other social institution be said to be socidilgalthy or to have more
scientific health than social health? Absolutely. nother important point is
the issue

The overlap of social trust with other dimensiofsacial health has been
solved by using completely separate examples whesigaing the
guestionnaire.

F. Social trust

Giddens divides trust into two types: He considbesfirst type of trust to be
trust between individuals. The second type of thestmentions is trust in
institutions. In institutional trust, there is nead to confront the officials of the
systems. But he takes into account that in mangscaen-specialist actors are
confronted by systemic officials. He calls this neation and the attitude of
the people with the actors in the system as aquaeissés. The access points of
the abstract systems provide the ground for theration of the named and
the signified and the anonymous and the signifiggdra. In other words, non-
specialist actors encounter the institution's gsts at access points. Giddens
attributes his theory of the nature of modern togtins to mechanisms of trust
in abstract systems, especially systems of speatadn. Takes. That is, non-
specialist actors trust specialized systems (Gisld2001).

According to the above theories, it can be exptiitieat a person with
social health can be considered when he / she xjaness his / her activities
and social plans in a normal way, feel connectiod solidarity with society
and social norms, does not consider his / her @eervals and enemies. To do
social work without harming others, to engage iniaoparticipation among
individuals. Therefore, according to the above oeasit can be determined
that social trust is the next of social health, #fisence of which in a person
leads to a disorder in a person's social healtse@an the above theoretical
framework, the analytical model of the researcpresented in Figure (1) and
tested:
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Figure 1: Analytical model of research

2.4. Hypotheses
1. There is a significant relationship betweengieBity and women's social
health.

2. There is a significant relationship between thial dimension
(religiosity) and women's social health.

3. There is a significant relationship between thelief dimension
(religiosity) and women's social health.

3. Methodology

The present study is an applied study in termsup@se, a cross-sectional
study in terms of time, and a survey in terms dadmllection. The statistical
population in this study is all women (18-55 yearsjhe city of Shoush city,
which using the Cochran's formula, the statistgahple size of 378 people
has been calculated. The data collection tooliggtudy is a questionnaire. In
this study, a researcher-made questionnaire wag teseneasure variables.
Findings were analyzed using descriptive statistiod inferential statistics by
SPSS. To prepare the validity of the questionndirgt, the questionnaire was
prepared and given to a number of experts, and efteacting their opinions,
the questionnaire was finalized. Finally, to ev&dushe reliability of the
questionnaire from Cronbach's alpha, which wasiobtathrough pre-test, it
was found that all variables have a reliability @®.7, so the questionnaire
has a good internal reliability.
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In this study, Glark and Stark's religiosity motiels been used to practice
and measure the degree of religiosity. Accordinghte® model, religiosity has
five dimensions: belief, ritual, empirical, emotarand consequential. In the
present study, based on two doctrinal dimensionsiual of 9 items was
considered to measure religiosity, each item waasored at the level of
distance measurement by Likert scale.

In this study, Keys social health model has beeadut make the
measurement of social health practical. Accordmghts model, social health
has five dimensions of social cohesion, social piaceee, social participation,
social prosperity and social adaptation. In thesgné study, based on the three
dimensions of social acceptance, social prospestygial participation (Keys)
and social trust (which was added based on theargser-made index), 60
items were considered for measuring social headthch item at the

measurement level. Distance is measured by thetlskectrum.

Table 2. Reliability coefficientof religiosity andsocial health indicators based on
Cronbach's alpha

Reliability coefflc_:lent (ritual Nu_mber of Indicator Variable
and belief) items
Post-test pre-test 5 Social flourishing
0.93 7 social acceptance
0.89 23 Personal
social trust ~ Social health
17 Institutional
8 social participation
60 Collection
4 Belief
071 0.71 5 Rituals Religiosity
9 Collection
4. Findings

The independent variable of religiosity was measursing nine items that
people answered based on the Likert scale. In gereamong about 8.2, the
level of religiosity was very low, about 14.6 waswl about 30.2% was
moderate, about 34.7 was high and about 11.4 et & religiosity is very
high. The average level of religiosity is 3.65, ahis higher than the average.
Among about 77.2 of women, the doctrinal dimensbmreligiosity is very
high, but the ritual dimension of religiosity is derate among the women of
Susa. The average doctrinal dimension of religrosit4.41 and the average
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ritual dimension is 3.23. Therefore, women in thgy of Susa pay more
attention to the doctrinal dimension of religiomamthto the ritual dimension.

Table 3. Distribution number of respondents accordig to the degree of religiosity
RitualistikDimension Belief Dimension  The degree of religiosity Degree

Percent Abundance Percent  Abundance Percent  Abundance

6.9 26 77.2 292 114 43 very much

325 123 10.8 41 34.7 131 Much

36 136 5 19 30.2 114 medium

17.7 67 4.5 17 14.6 13 Low

5.8 22 2.4 9 8.2 very little

1.1 4 0 0 1.1 4 Unanswered
3.23 4.41 3.65 Average

100 378 100 378 100 378 Total

The dependent variable of women's social health maasured using four
dimensions of social acceptance, social prospesibgial participation and
social trust, to which individuals responded basedhe Likert scale. In total,
about 1.3of women have very little social healthoAt 16.1have a low level,
about 41.8 have a moderate level, about 23.5 hakglalevel and about
3.2have a very high level of social health.The agersocial health of women
Is above average and is higher than three, whitheisiverage (average 3.23).
Among the four dimensions of women's social hedltle, social acceptance
dimension with an average of 3.46 had the bes@atsin and the social
participation dimension with an average of 2.67 hadunfavorable situation.
In other words, women's social participation in&isslow and even below the
median index (number 3), but women are in a beiertion in terms of social
acceptance and social trust.

Table 4. Frequency distribution of respondents intems of social health indicators

Variables social trust . Social Social Social Social health
Contribution Acceptance flourishing
N % N % N % N % N %
very much 49 13 55 6.14 45 9.11 22 85 12 2.3
Much 122 3 48 7.12 87 23 85 5.22 89 5.23
medium 127 6.33 78 6.20 113  9.29 162 9.42 158 8.41
Low 40 6.10 95 1.25 77 4.20 78 6.20 61 1.16
very little 3 8.0 89 5.23 44  6.13 26 9.6 5 3.1
Unanswered 37 8.9 13 4.3 12 2.3 5 3.1 53 14
Average 3.43 2.67 3.46 3.02 3.23

sum 100 378 100 378 100 378 100 378 100 378
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Pearson correlation coefficient between the religiodimension of
religiosity and social health is equal to 0.217 aRdarson correlation
coefficient between the ritual dimension of relgjty and social health is equal
to 0.318 and its level of significance is zero. Daehe fact that the level of
significance in the correlation coefficient is lékan five percent, so there is a
positive and significant relationship between timaahsions of religiosity and
social health. The ritual dimension has shown mcoerelation with the

dependent variable than the belief dimension.
Table 5. Pearson correlation coefficient between ligiosity and social health

Result Sig Pearson Variable
Significant positive correlation and rejection O0 000 0.363 The degree of religiosity
H. )
Significant positive correlation and rejection 0 0.000 0.217 Belief Dimension
H. :
Significant positive correlation and rejection 0 0.000 0.318 RitualistikDimension
H. :

According to Table (6), the religiosity variable @363 is correlated with
women's social health. In fact, this correlationoed a moderate and
significant relationship between these two varigblen the other hand, the
value of the coefficient of determination is eqt@l0.131, which shows that
13.1 of the dependent variable changes (sociathheate) is explained by the
independent variable (religiosity rate) and the kdsthe dependent variable

changes occur by other variables. These studies matvbeen reviewed.
Table 6. Bivariate regression between religiosityrad women's social health

depende .
Sig T Beta B Sy F DW Radj R R nt '”depegfe”t
variable variable

0.0 6.96 1.74 0.13 Social L
00 9 0.363 0.421 0.000 48.57 0 0.129 1 0.363 health Religiosity

According to the standard impact factor (Beta), télegiosity variable has
an effect of about 36.3% on women's social he#thy increasing a standard
deviation in the religiosity variable, women's sddiealth increases by 0.363
standard deviatian
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Table 7. Bivariate regression between the variablesf religious belief and social health

dependent independent

. . o 1 2
Sig T Beta B Sig F Rad| R R variable variable

0.000 3.95 0.04 0.21 Social Belief

0.000 3 0215 418 0000 1563 0043 6 5 health Dimension

According to Table (7), the religious dimension refigiosity is 0.215
correlated with women's social health. In factre¢his a weak and significant
relationship between these two variables. Also,vlee of the coefficient of
determination is equal to 0.46, which shows tha ifdependent variable
(religious dimension of religiosity) explains omy6% of the changes of the
dependent variable (social health rate). In otherda, 4.6 of the changes in
social health are due to the religious dimensiometi§iosity and 95.4 of the
remaining changes are due to factors and variatilas have not been
considered in the present study. According to thedard impact factor (Beta),
the religious dimension of religiosity has an effet about 21.5 on women's
social health, ie by increasing a standard dewatio the religious belief
dimension variable, women's social health increbgel .5 standard deviation

Table 8. Bivariate regression between the ritual @nension of religiosity and women's

social health
. . P 5 dependent independent
Sig T Beta B Sig F R°adj R R variable variable
0000 °9 0316 390 0000 3549 0097 o010 031  Social  RitualistkD
7 1 6 health imension

According to Table (8), the ritual dimension ofigesity in the amount of
0.316 is correlated with women's social health.sTéorrelation is moderate
and significant. The coefficient of determinatieneiqual to 0.10, which shows
that the independent variable (religious ritual einsion) explains 10 of the
changes of the dependent variable (social heal#f). o other words, 10% of
the changes in social health are due to the rdimknsion of religiosity and
the remaining 90% of the changes are due to faartsvariables that were not
considered in the present study. According to taedard impact factor (Beta),
the ritual variable of religiosity has an effectaifout 31.6 on women's social
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health, that is, by increasing a standard deviatiorthe ritual variable of
religiosity, women's social health increases by 3tandard deviation.

5. Conclusion

The aim of this study was to investigate the reteghip between religiosity
and social health among 18-55 women in Shoush.ifdependent variable of
this research is religiosity. In the present studyg dimensions of belief and
ritual were examined. Descriptive findings showt ithee degree of religiosity,
the average doctrinal dimension of religiosity &l to 4.41 and the average
ritual dimension is equal to 3.23. Therefore, wonnerthe city of Susa pay
more attention to the doctrinal dimension of religithan to the ritual
dimension.

The dependent variable of this research is so@altih. The average social
health of women is above average and is higher tiamumber three, which
is the average (average 3.23). Among the four demnes of women's social
health, the social acceptance dimension with amageeof 3.46 is the best
situation and the social participation dimensiothvain average of 2.67 is in an
unfavorable situation. In other words, women's &loparticipation in Susa is
low and even lower than the average index (humpeb® women are in a
better position in terms of social acceptance amwiat trust.According to the
findings, the level of women's social health in thar dimensions of social
prosperity, social participation, social acceptanaed social trust is above
average.

The results of the analytical test of the main Higpees of the research
show that there is a significant relationship bemwehe two variables of
religiosity and social health and the directiorito$ relationship is positive and
direct; That is, with the increase of religiosityneng women, their social
health also increases. This research finding issistent with the results of
Afshani and Mohammadabadi (2015), Cheraghi and WM@2015), Firoozrad
et al. (2013), Pourstahkamati (2010), Dai (2010).

The results of the bivariate regression equaticowsld that the coefficient
of determination that the independent variable hedf study explains about
0.131 of the variance of the students' social he#it other words, 13.1 of the



Vol 12, No. 42, 2021 41

changes in social health were due to religiosithiclw had a significant
relationship with students' social health. 4.6 bé&mges in social health were
due to religious beliefs, and 0.10 were change$Satial health is due to the
ritual dimension of religiosity. The results of tpeesent study indicates that
there is an interrelationship between religiosityd asocial health. Religious
rites and rituals, despite the differences, briegple closer to each other by
creating intellectual and doctrinal harmony andrease the solidarity and
social cohesion of individuals, as well as the rofereligious teachings in
establishing extensive communication and interactidh others in Expanding
the network of social relations (communication awtial interactions) of
individuals and their membership in extensive dooeworks, paves the way
for people to enjoy more social support, which plan effective role in
promoting women's social health. Accordingly, itsisggested that religiosity
as an important and effective indicator in heattlyeneral and social health in
particular should be given more attention by sdiientircles and social policy
makers. Therefore, according to the results ofptiesent study, it is suggested
that a favorable environment be created in ordeintvease the level of
religiosity among women by increasing belief indaca, rituals that each in
turn will be effective in increasing women's sodiahlth.

Also, according to the results of the study, 13f1he changes in social
health are due to religiosity and 86.9 of the remmg changes are due to
factors and variables that were not consideredhe gresent study. Other
researchers are suggested to pay attention to etfeetive factors to increase
the social health of women in Shoush city and todytthose factors
scientifically. As a result, proper planning can dehieved to improve and
enhance social health. With high social health agnaomen, we will see a
healthy family, and with a healthy family, we wglirsue a healthy society, a
society that will face development and progresshm future with far fewer
challenges.
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