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Divorce, nowadays an increasingly more prevalent life event in Iran, can 
create poor general health among Iranian women, possibly due to bigger 
challenges for health-related behaviors. The aim was to explore challenges to 
achieve health-related behaviors as experienced by divorced Iranian women 
acting as household-heads. An inductive exploratory design based on 
qualitative content analysis was utilized. Twenty strategically selected 
divorced women acting as household-heads in Tehran were interviewed 
between September 2019 and January 2020. The divorced women experienced 
individual-centered and social and environmental-centered challenges 
concerning their health-related behaviors. Lack of competence, lack of 
personal control, and lack of emotional support were described as individual-
centered barriers. Lack of community-based support, lack of financial support, 
and lack of labor market support were described as social and environmental 
challenges to health-related behaviors. A wide range of individual, social, and 
environmental-centered factors hindered divorced women acting as 
household-heads to engage in health-related behaviors. Therefore, person-
centered interventions are necessary alongside efforts to develop appropriate 
policies and amend protection laws to increase the welfare and health of 
divorced women acting as household-heads. 
 
Keywords: divorced women, household-heads, health, health barriers, 
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Introduction 

 
Health is a relative concept with different meanings and manifestations in different 

cultures (Svalastog et al., 2017). For each individual, health has different physical, 
psychological, and social dimensions and meanings that are influenced by demographic, 
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socio-economic and psychological factors (Parvizi & Hamzehgardeshi, 2014). Among 
demographic factors, gender is one of the factors affecting the health status of individuals in 
communities. Gender entails a set of socially formed characteristics such as norms, roles, and 
relationships between groups of women and men that vary from one society to another. These 
gender-based social factors also affect access to and use of healthcare services which in the 
long run can impact negatively on health (Magar et al., 2019), which raises the need for 
separate gender-based studies examining health and its determinants. Health, especially 
among women, can be influenced by family and social conditions (Magar et al., 2019; 
Mariani et al., 2017). Therefore, aspects influencing health need to be carefully studied, 
because in many countries women’s health is more vulnerable than men's due to 
discrimination rooted in socio-cultural factors (Mariani et al., 2017). In most countries, 
women have a higher life expectancy than men, even if they often suffer from greater social 
and psychological problems compared to men (WHO, 2011). One of these social problems 
with various consequences on physical and mental health for women is the evolution of 
family structure in different parts of the world, which has been accompanied by an increase in 
the population of women acting as the head of the household due to divorce (Pieters, 2011). 

Divorce, one of the most stressful life events in adulthood, might have several 
negative impacts on health. An epidemiological study from the US reported that two years 
after divorce alcohol consumption and chronic depressive disorder increase in both women 
and men (Williams & Dunne‐Bryant, 2006). Some short-term consequences appear to be 
similar for women and men, but long-term effects may differ because divorce (both directly 
and indirectly) has negative impacts among divorced women engaging in health-promoting 
behavior programs (Overbeek et al., 2006). In Iran, the growing number of female-headed 
households has increased markedly over the past 15 years. According to the most recent 
population and housing census, female-headed households constitute over three million 
households, an increase of 58% female-headed households over the past decade (Nourolahi et 
al., 2016). The number of Iranian divorces was at its highest in 2016 which has subsequently 
increased the number of female household-heads. The consequences of divorce are 
influenced by factors such as financial status, gender differences, quality of relationship prior 
to marriage, social support, and children (Hetherington & Kelly, 2003). It is important to note 
that 71% of divorced Iranian women have children, 90% of these women do not remarry, and 
the living problems in this group is much more severe than in other female-headed 
households (Nourolahi et al., 2016). Historically, in many countries and cultures, the 
responsibility of providing financial family support has been placed upon men, and the male 
is the head of the family. However, looking after the family often falls on the woman when 
relationships end. An Iranian woman who has previously played the role of wife and mother 
must then take on the role as head of the household and “breadwinner.” Consequently, a 
divorced woman assuming the role of head of a family may experience difficult situations 
(Kwon & Kim, 2020). Playing multiple roles that are sometimes in conflict with each other 
can cause mental and physical fatigue. Poverty and disability, especially in managing the 
family's economic affairs, can also damage Iranian women’s self-esteem and mental health 
and culminate in depression and other mental disorders (Nazoktabar & Veysi, 2008). A 
recent systematic review on health of female-headed households in different countries 
identified the role of social capital and social support, but also highlighted that divorced 
women are exposed to serious harm due to their dual role in the family, female gender, and 
consequent deprivation of primary sources of livelihood (Khazaeian et al., 2017). Another 
study showed that single mothers with little to no perceived social support from family 
experienced a 33% increase in the relative risk of a late rent payment (Martin-West, 
2019).Those who indicated little to no social support from other community resources 
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experienced a 68% greater risk of a late rent payment compared with two-parent families 
(Martin-West, 2019). 

Some previous Iranian studies (Enayatifar et al., 2018; Gholipour & Rahimian, 2011; 
Shahbazi et al., 2015) examining the physical and mental health status of female-headed 
households show that female heads of households have poorer physical and mental health 
than other women. A variety of mental health illnesses, such as anxiety, depression, 
aggression, isolationism, and obsessions, as well as psychosomatic physical pain were 
reported (Gholipour & Rahimian, 2011). Only ten percent of the Iranian women acting as 
household-heads had good mental health (Enayatifar et al., 2018), and eight out of ten 
reported very poor general health (Shahbazi et al., 2015). Post-divorce, and despite much 
effort, women may often fail to provide family financial security (Qamar & Faizan, 2021). 
Also, due to the difficulty of managing their living economy and cultural issues such as the 
negative view by other individuals, Iranian women can suffer from social isolation, and their 
relationships with others can be limited, leading to mistrust of other individuals (Newton-
Levinson et al., 2014). Moreover, female household-heads can experience adverse quality of 
life, especially in terms of physical health and mental health (Solhi et al., 2015; Veisani et al., 
2015), greater social isolation, addiction, and delinquency (Khani, Khezri, & Yari, 2018), as 
well as several family- and social-challenges (Lebni et al., 2020). (Nikbakht et al., 2016) 
emphasized that divorced Iranian women experience social vulnerabilities which led to the 
use of protective mechanisms to adapt to new conditions. In addition, negative emotions and 
psychological problems are among the consequences (Davarinejad et al., 2020), and some 
women have difficulties in rebuilding their lives after the divorce due to a loss in their self-
confidence (Hayati & Soleymani, 2019). The combination of having an increased lack of 
confidence and lowered self-esteem in themselves and a negative self-perception can lead to 
emotions such as loneliness, inferiority, and failure, as well being perceived as victims of 
guilt, hatred, and remorse (Hayati & Soleymani, 2019). In the Iranian society, women's lives 
after divorce are often faced with ambiguities and dangers, including child custody battles, 
economic problems, and living alone with depression and despair, as well as having to face 
Iranian society’s negative attitude towards divorced women. Their ex-husbands often cause 
them many problems (e.g., in relation to social activities) also after the divorce (Sadeghi & 
Agadjanian, 2019). 

 
Purpose of the Study 
 

The World Health Organization defines health as a “state of complete physical, 
mental and social wellbeing, not just the absence of disease or infirmity” (Yazdi Feyzabadi et 
al., 2018). However, a knowledge gap exists regarding how Iranian women acting as 
household-heads experience barriers to engaging in their own health-related behaviors. One 
study showed that residual resources (i.e., residual money, time, and energy) and underlying 
factors (i.e., individual and socio-economic characteristics) are important aspects in health 
promotion (Seyedfatemi et al., 2015). Unfortunately, divorced mothers often engage in health 
promotion behaviors only after meeting the needs of their children and resolving other life 
issues. This leaves limited resources and they may put their personal health at risk (Amato, 
2000). An explanation of complex situations rooted in a cultural and social context, and the 
recognition of its dimensions and factors affecting health promotion behaviors among female 
household-heads, requires a qualitative methodology to be fully understood. Qualitative 
methods can provide a deep insight into individual’s perspectives (Bansal et al., 2018). 
However, no previous study has examined the challenges of health-related behaviors, as 
experienced by divorced woman acting as household-heads in Iran. The aim of the present 
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study was to explore challenges to achieve health-related behaviors as experienced by 
divorced Iranian women acting as household-heads in Tehran. 

 
Role of Researchers 
 

The first author was a Ph.D. candidate in health promotion when the study was 
designed. With a B.Sc. and M.Sc. in Midwifery, and several years of clinical practice, she 
had an extensive experience of women’s health before becoming a Ph.D. student. During 
recent years she noted a growing number of Iranian divorces. Most of the divorced women 
acted as household-heads with children, and she perceived their responsibilities as very 
demanding. This new situation might put a lot of divorced Iranian women in difficult 
situations. Playing multiple roles, sometimes in conflict with each other, can cause mental 
and physical fatigue. Poverty and disability, especially in managing the family's economic 
affairs, can also damage women’s self-esteem and mental health and culminate in depression 
and other mental disorders. Based on this clinical experience, she understood that she lacked 
knowledge of how divorced women, especially those who acted as household-heads, 
described challenges for health-related behaviors. Due to the importance of the topic, she 
conducted an extensive literature search. The review showed lack of studies regarding 
challenges of health-related behaviors among divorced Iranian women acting as household-
heads. Accordingly, she designed a study to explore this as part of her Doctoral thesis. The 
other research team members are academic members and researchers at various medical, 
health and/or psychology departments at (i) Qazvin University, Iran, (ii) University of 
Jönköping, Sweden, (iii) Linnaeus University, Sweden, and Nottingham Trent University, 
United Kingdom. 

 
Methods 
 
Design and Setting 
 

An inductive qualitative content analysis (Elo & Kyngäs, 2008) was used with an 
analysis according to Graneheim and Lundman (2004). The qualitative content analysis goes 
beyond the mere extraction of objective content, and is also flexible and systematic in 
identifying individuals’ patterns and relationships between factors or within a specific context 
(Given, 2008). Difficulties for divorced women to engage in health-related behaviors might 
be due to a variety of physical, psychological and social aspects, including attitudes, values 
and motivation (Payne & Payne, 2004; Yazdi Feyzabadi et al., 2018). To collect in-depth 
information on these areas, qualitative content analysis was deemed as the most suitable 
method. Tehran has a special geographical and cultural position as the capital city of Iran. It 
is the key metropolis of Iran in terms of population with many ethnic groups living in the 
city. So, Tehran was selected as the research city to reach participants with maximum 
diversity in terms of ethnic, cultural, economic, and social status. 

 
Participants 
 

One-to-one semi-structured interviews were conducted with 20 strategically selected 
divorced women who were household-heads. The women were identified from lists provided 
to the researchers by the Welfare Organization in Tehran. To obtain a strategic sampling, 
women living in Teheran with diverse socio-economic and demographic characteristics were 
invited to participate (i.e., women of different ages, divorce duration [less than 5 years, 5-10 
years, and more than 10 years], number of children, different levels of education [high 
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school, diploma or academic] and residence [tenant or landlord], as well as having different 
occupations [governmental/private employment, unemployed]). The first author scrutinized 
the lists and conducted the strategic sampling, as well as contacting the women and informing 
them about the study. This process was continued until a satisfactory variation regarding 
socio-economic and demographic characteristics was reached. Overall participants varied 
greatly in age (between 25 to 58 years) and with mean divorce duration of 6.5 years. They 
had different educational levels and different jobs (e.g., servant, secretary, hairdresser, chef, 
worker, peddler, and teacher). 

 
Data Collection  
 

Semi-structured interviews were used to collect data. All interviews were carried out 
by the first author, who was the same sex as the participants to facilitate the collecting of in-
depth data. All interviews, which were tape recorded and field noted, were done individually 
and face-to-face in a suitable place chosen based on the participants’ preference. In most 
cases, this was a private room in the Welfare Organization premises in Tehran. 

The researcher began the interview by explaining the procedure in a friendly and open 
way to gain trust and establish a situation which facilitated the interview. The interview 
began with the following open-ended question to set the scene: "How do you, as a divorced 
woman and head of the household, explain the concept of health?" Then two questions 
followed: “What are the challenges of healthy behaviors for you?” and “What can help you to 
improve your health?” The interview continued in an open-minded way with suitable probing 
questions, depending on the women’s responses, guiding them through the interview, helping 
them to explain their experiences regarding potential challenges for engaging in health-
related behaviors. The duration of the interviews varied from 40 to 60 minutes.  

 
Data Analysis 
 

The analytical process was performed according to Graneheim and Lundman’s 
structure (Graneheim & Lundman, 2004). Consequently, interviews were transcribed 
verbatim within 24 hours after each interview. Transcriptions were checked for accuracy and 
read several times for achieving a general feel for the data by the first author. Specified 
semantic units were highlighted and specified as the transcripts were scrutinized line-by-line. 
Meaning units were condensed and labeled as codes to maintain the essential content. The 
identified meaning units labeled as codes were compared and organized in clusters based on 
their shared content. Codes with similar shared content formed subcategories and categories 
reflecting the main manifests and their relationships regarding the study aim. The number of 
women who expressed experiences regarding challenges to achieve health-related behaviors 
was not of interest in the analysis. According to Graneheim and Lundman’s structure (2004) 
an experience phrased by one or a few women were given the same space or meaning as one 
expressed by all women when creating the category system. Finally, the underlying meaning 
in the categories formed themes that constituted the latent content presented in Table 1 and 
Table 2. MAXQDA 10 was applied to data organization and to analyze the content of 
interviews. The data analysis process led to 465 primary codes, 30 main codes, 18 
subcategories, six categories, and two themes. 
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Table 1 
Content Description of the Theme “Individual-Centred Barriers to the Health-Related Behaviors of 
Divorced Women Acting as Household Heads” and Associated Categories and Dubcategories 

 
Theme Category Subcategory 
Individual-centered 
challenges to health-
related behaviors 

Lack of competence  Ignorance of healthy 
habits 
Absence of exercise 
Inappropriate hygiene 
routines  
Misunderstanding of 
transfer and development 
of diseases 

Lack of personal control  Strenuous parenthood  

Strenuous working 
conditions 
Stressful economic 
situation 

Lack of emotional 
support 

Affective consequences 
of past marital life 
Offensive personal 
stigmatizing 

 
Table 2 
Content Description of the Theme “Social and Environmental Challenges to Health-Related 
Behaviors of Divorced Women Acting as Household Heads” and Associated Categories and 
Subcategories 

 
Theme Category Subcategory 
Social and 
environmental-centered 
challenges to health-
related behaviors  

Lack of community-
based support 

Harassment in their living 
locality  
Inability to find proper 
housing 
Absence of consulting 
services at school 

Lack of financial support Absence of specific 
insurance for divorced 
women  
Inadequate allowance 
from responsible centres 
Absence of child support 

Lack of labour market 
support 

Absence of suitable job 
Uncertain employment 
conditions at private 
workplaces 
Harassment at work 

 
To ensure the rigor of the data analysis, the proposed criteria of Guba and Lincoln 

including credibility, dependability, confirmability, and transferability were used (Lincoln & 
Guba, 1986). For this purpose, requisite time was allocated to perform interviews. The 
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researchers focused on dependability (with all interviews conducted by the same researcher) 
and credibility (with the interviewer being the same sex as all the participants). Transcriptions 
of the interviews were checked for confirmability and read repeatedly to reach an in-depth 
understanding of the data. The interview text, as well as the codes, subcategories, categories, 
and themes extracted from the interviews were carefully peer checked by the members of the 
research team with knowledge of the Iranian language. Additionally, external audit and code-
recode methods were used during the data analysis, all such measures to ensure the 
dependability. The strategic selection from the Welfare Organization in Tehran provided 
women of diverse ages, different divorce durations, and various number of children, but also 
different levels of education, residences, and occupations bringing not only good credibility 
but also good transferability possibilities.  

 
Ethical Considerations 
 

The study was approved by institutional review board and the Ethics Committee of 
Qazvin University of Medical Sciences (IR.QUMS.REC.1398.044). Necessary 
correspondence was carried out in conjunction with the Welfare Organization in Tehran. 
When inviting women for interviews, oral and written information was provided about the 
purpose of the study, the need to record interviews, and the confidentiality of information. 
The women were assured that their interview narratives would not be reflected anywhere and 
would only be presented in the form of anonymous comments. All interviews were performed 
with a prior arrangement after explaining the study aim and obtaining the consent for 
participation and tape-recording the interviews. 

 
Results 
 

The women described lack of competence, lack of personal control and lack of 
emotional support as their individual-centered challenges to engage in health-related 
behaviors. Also, the lack of community-based support, lack of financial support, lack of labor 
market support emerged as social and environmental-centered challenges to their health-
related behaviors. Therefore, the women failed to achieve healthy behavior due to the 
interaction of individual-centered along with social and environmental-centered challenges. 

 
Individual-Centered Challenges to Engaging in Health-Related Behaviors 
 

The women described not having the competence in maintaining health-related 
behaviors, that they ignored healthy habits, did not exercise, had inappropriate hygiene 
routines, misunderstood transfer, and development of diseases, and did not adhere to 
healthcare regimes. Experiencing strenuous parenthood, strenuous working conditions, and 
stressful economic situations led to feelings that they lacked personal control. Also, affective 
consequences of past marital life alongside offensive personal stigmatizing made participants 
feel that they lacked emotional support. An overview of individual-centered challenges to 
engaging in health-related behaviors for divorced women acting as household-heads are 
presented in Table 1.  
 
Lack of Competence  
 

Lack of competence led to ignorance of healthy habits, absence of exercise, 
inappropriate hygiene routines and a misunderstanding for transfer and development of 
diseases.  
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Ignorance of Healthy Habits. Ignorance of several healthy habits were described by 
the women due to their ignorance and indifference to these habits and lack of understanding 
of their impact on their health. Unhealthy eating behaviors, such as high salt and fat intake, 
high sugar intake, and fast-food consumption, were described due to lack of money. “Eating 
healthy costs, a lot, but fast food is affordable, so I eat more of it” (Participant 3). The women 
also described that they not only ate lots of fast-food but ate only one meal a day. “Many 
times, I don’t eat lunch at all or just eat some sandwiches quickly to go to work” (Participant 
2). Other descriptions included smoking plenty of cigarettes, high alcohol consumption, and 
having unprotected sex. “I did not drink until last year, I prayed, but the stress was so high 
that I started to drink at a party with my friend, now I consume it almost daily” (Participant 
12). 

 
Absence of Exercise. The women seldom exercised, even on holidays. If they had 

free leisure time from work, they preferred to rest other than to exercise. “I prefer to rest on 
vacation and not do some exercise” (Participant 10). Also, another woman mentioned that “I 
must work hard six days a week, and I need one day to rest. I have no extra time to do 
exercises” (Participant 18). 

Inappropriate hygiene routines were the other issue that might jeopardize their health. 
Most of them mentioned that they do not have hygiene routines. Non-frequent change of 
underwear, not washing clothes and hands, both in general and before meals, were examples 
of inappropriate hygiene routines that the women described. “I go home late, sometimes I 
only go to the bathroom once in a day when I get home! I do not change my underwear 
everyday” (Participant 18). 

The other point was their misunderstanding of transfer and development of diseases. 
The women were unaware of how sexually transmitted diseases were passed on, what the 
breast cancer risks were, and how to examine their own breasts as described by the women. "I 
never thought I should examine my own breasts and I did not know the danger at all” 
(Participant 14). The lack of accessibility to free medical care centers and adherence to 
follow-up of cancer screening test results were also told. The women described that not 
adhering to treatment for physical problems such as genital warts, urinary tract infections, 
and breast mass varied depending on the problem, and was either due to lack of accessibility, 
lack of time, or misunderstandings. “My chest hurts, and I feel my left breast is stiff, but I did 
not go to the follow-up” (Participant 18).  
 
Lack of Personal Control 
 

Several of the participants thought that they have no personal control. This sense of 
lack of personal control, often due to strenuous parenthood, strenuous working conditions, 
and a stressful economic situation affected engagement in health-related behaviors. The 
women described being stressed due to the difficult conditions of playing the role of parents 
alone, difficult working conditions and stressful economic conditions. Over time, these 
stresses lead to physical symptoms such as palpitations, insomnia, anxiety symptoms, and 
depression. Also, in terms of time and financial capacity, they did not have the necessary 
conditions to take care of their health. 

 
Strenuous Parenthood. Lack of personal control was common and had its ground 

usually in a strenuous parenthood. The women described that their health-related behaviors 
were affected by chronic pessimism, anxiety, and stress due to their role as household-head. 
They also mentioned several physiological symptoms, such as heart palpitations and 
insomnia, but worries about their children's current (and future) health were also described. “I 
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only think about the fate of my children, I wish their luck will not be like mine” (Participant 
16). Self-blame, constant panic, and highlighting their role in life events were also evidence 
of self-blame among the women. “I always tell myself that if you were educated, you had a 
personal income, you would not have this end” (Participant 3). The women described 
constant grief with references to crying, being depressed about their life situation as a single 
mother, and constantly being in a state of unhappiness. “I talk to myself from morning till 
night and cry” (Participant 5). 

 
Strenuous Working Conditions. The women described that they were not able to 

control their working situation due to their role as household-head. This led to strenuous 
working conditions, including long hours, late shifts, and longer shifts than normal. This 
caused fatigue, insomnia, and various mental health concerns which prevented healthy leisure 
time activities. “When I get home from work, I have no more energy, I’m exhausted, I just 
sleep” (Participant 17). 

 
Stressful Economic Situation. The other issue mentioned by almost all of 

participants was their stressful economic situation. They described that due to their low 
income as household-heads in combination with high expenses, they had poor control over 
their own and the family’s financial situation. This caused them stress and negatively affected 
decisions on buying healthy food alternatives. It also made it difficult or impossible to afford 
pursuing various healthcare treatments including doctor visits, buying medicines, having 
health tests. “I could not afford to buy medicine for my stomach [problems]. Instead, I went 
to a herbalist that were cheaper” (Participant 9). 

 
Lack of Emotional Support 
 

Lack of emotional support was described by the women as a challenge for social 
health and being related to affective consequences of past marital life and offensive personal 
harassment related to the disruption of the social health dimension of life. 

 
Affective Consequences of Past Marital Life. The women described that they were 

feeling alone and emotionally affected by their past marital life. They recounted bad marital 
memories, a strong need to attract attention, their children’s sense of hatred of their father and 
described how alone and depressed they were. "When I wake up in the morning, I always 
remember how oppressed I am” (Participant 7). The women also described aggression and 
anger when dealing with others. Showing anger, shouting at work or at home, hitting their 
children, and even suicide attempts were examples of negative affective consequences. “I get 
nervous, I cannot stand it like before, I fight with anyone who lies or oppresses” (Participant 
20). 

 
Offensive Personal Stigmatizing. The other issue experienced was offensive 

personal stigmatizing. The women described that being divorced was considered negative in 
society and this social stereotype of divorced stigma created great tension and stress in their 
lives. As a result, they had to hide their divorce at work, school, family, and forcing children 
and families to lie about their living conditions, and just escaping reality. “I am afraid to say I 
got divorced, because people look at a widow negatively” (Participant 7). The women 
asserted that society had a stigmatizing view of their divorce and that members of society 
considered widows to have a moral problem in attracting men. There was a kind of suspicion 
of them being a concubine or in an illegitimate relationship. The women described 
individuals in society thought that widows provided easy sexual access for men, that there 
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was no barrier for them to be in relationships with men, and that most widows had been in 
relationships with multiple men. This stigma limited their social health and created a lonely 
life. “In fact, being a widow or prostitute is the same from society viewpoint. I am afraid to 
disclose that I am widowed” (Participant 12). 

 
Social and Environmental-Centered Challenges to Health-Related Behaviors 
 

Besides individual centered challenges, participants faced social and environmental-
centered challenges to achieve health-related behaviors. Experiencing harassment at their 
place of living, inability to find proper housing, and absence of consulting services at school 
led women to feel a lack of community-based support which limited their health-related 
behaviors. The women also described a lack of financial support because there was no 
specific insurance for them. Financial help and allowances from government and charitable 
organization responsible centers were inadequate and they did not receive financial support 
for their child. In addition to the lack of community-based and financial support, the women 
also felt a lack of support from the labor market. They were not able to find suitable jobs after 
being divorced, experienced uncertain employment conditions at private workplaces, and 
experienced harassment at work. An overview of social and environmental-centered 
challenges to health-related behaviors for divorced women acting as household-heads is 
presented in Table 2. 

 
Lack of Community-Based Support  
 

The participants explained that they do not receive any support from their community. 
Lack of community-based support, including harassment in their living locality, inability to 
find proper housing, and absence of consulting services at school was described as a 
challenge. The women acknowledged that poor living conditions in terms of home and 
neighborhood affected their health-related behaviors by affecting their physical, mental, and 
social dimensions of health. The described that these unfavorable conditions caused a 
constant feeling of stress, anxiety, and depression, which caused other problems, such as 
insomnia, aggressive behaviors with family members, and neglect of their own physical 
health.  

The women described being harassed in their living locality. Shopkeepers’ verbal 
taunts about the absence of a husband, not renting an apartment to a widow, and the family’s 
distancing from the woman were described as harassment that affected their social health. 
“Every real estate agent I go to does not rent a house to me as soon as they find out I am a 
divorcee” (Participant 8). 

Besides experiencing harassment in their living locality, it was difficult to find proper 
housing. The women described severe problems in finding suitable housing because the cost 
of adequate housing was very high due to the high cost of both mortgages and rent. They 
described the unsuitability of housing, having to live in small apartments without bathrooms 
and windows, often in bad neighborhoods because they had little money to spend for renting 
a house/flat. The challenges in finding proper housing, or paying for existing housing, led to 
poor choices regarding own health-related behaviors. “The house I bought does not have a 
bathroom. I did not have more money to get a better place. Not having a bathroom has made 
it really difficult to maintain personal hygiene” (Participant 14). 

 
Absence of Counseling Consulting Services at School. Another point mentioned 

was lack of community-based support and absence of counseling services at their children’s 
school. They described that there were no counseling services for their children, which meant 
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that the children lacked a mentor in life, at school, university, or at other centers (e.g., sport 
clubs). Not receiving any kind of support from counseling services made the women stressed 
and angry because they had to raise their children themselves: 

 
Why no one cares about our children, believe me I regret it, I told the school I 
take care of my children alone. Because not only does not help at all, but from 
time to time the teacher calls my daughter and asks about our lives. This 
makes me very sad and puts a lot of stress on me. (Participant 15) 
 

Lack of Financial Support 
 

Lack of financial support was described as absence of specific insurance for the 
women, inadequate allowance from responsible centers, and absence of child support which 
limited choices regarding health-related behaviors. They received very little and limited 
financial support from their ex-husbands which was not enough to make a living.  

 
Absence of Specific Insurance for Divorced Women. One of the issues that 

participants complained about was absence of specific insurance for divorced women. There 
are different forms of basic insurance in Iran, and some include very low coverage for health 
costs. Most of participants had this kind of insurance, which coverage was not effective, and 
they had problem affording their medical costs. The women described that there was no 
special insurance with specific conditions for women who were household-heads “Really, our 
insurance should be like for the rest of society. Do we not have the same financial rights?” 
(Participant 13). The health insurance companies had contracts with a limited number of 
health/medical centers and other insurance companies (e.g., Iran Health Insurance) also paid 
a small amount of money, which their insurance did not. There was no supplementary 
insurance for the women, which limited their ability to pay for health procedures such as 
dentistry and mammography. “My tooth decayed. I went with a health insurance booklet, but 
it was not accepted. Finally, I went to an experimental practical denturist and had it removed” 
(Participant 10).  

 
Inadequate Allowance from Responsible Centers. The other point was inadequate 

allowance considered for these women from responsible centers. The women described the 
subsidies that they received by government agencies were insignificant. Two US dollars from 
the Emdad Committee for Islamic Charity and another two UD dollars government subsidy, 
as well as the lack of a separate support package were examples of the very small allowances 
in responsible centers. “The money they give as subsidies is really low compared to the 
expenses I have” (Participant 11). The women also described that financial support was 
difficult to get and provided via a very complex and cumbersome process, which was 
described to double the inefficiency of the support system. The women stressed that there 
were a limited number of options for them to obtain loans to cover their basic needs, as the 
banks required a need for official employee guarantors and a payroll deduction for loans 
below 200 USD to pay the loan, making it difficult to get a loan. “I struggled for a loan of 20 
million IRR [80 USD]. God knows how much I was bothered” (Participant 9). 

Absence of child support was another issue which troubled these women. The women 
described lack of various support for their children at educational facilities, school, and 
university. They also stressed that the purchasing power of their income and absence of child 
support had decreased due to increasing costs, and as a result, made buying healthy 
alternatives of daily necessities (meat, dairy products, fruit, etc.), and paying for their 
children’s schooling difficult. The cost of school services for children, the purchase of school 
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uniforms and warm winter clothes, and the purchase of wedding gifts and accessories for 
children had to be avoided. “I went to school and argued with my daughter's school principal 
over two US dollars she had asked for, so that I broke everything on her desk” (Participant 
15). 

 
Lack of Labor Market Support  
 

The participants experienced lack of labor market support. They described that as 
divorcee, they could not find suitable job, employment conditions are uncertain at private 
workplaces, and harassment at work affected the women’s social health. The women 
described that they had severe problems in finding suitable jobs because there were no 
specific places to support the self-employment of women acting as household-heads. Hand 
selling on sidewalks and in inappropriate places, and municipal fines for peddlers were 
described as examples of self-employment. Street peddles  in metro stations, washing many 
carpets in carpet cleaning services, doing hard physical work at home, and nursing severely 
sick elderly individuals were jobs possible to get, but described as not suitable for a woman, 
either based on the physical challenges, or lack of specific skills which limited their 
possibilities to achieve health-related behaviors either by being fatigued or by lack of money. 
“I have been nursing a paralyzed man for two years and this is not really in my ability” 
(Participant 5). 

The other issue for participants was uncertain employment conditions at private 
workplaces. In private offices there was security for work, which was an obstacle to their 
healthy behaviors. They received proposals to establish an illegal relationship with their 
employer or to become a concubine. If they rejected such a proposal, the women stressed fear 
of losing their job and not being able to afford living in general including not being able to 
pay for health care services. “I got a job as a secretary in a private company, and its salary 
was not bad either. One month later, the boss said that if you want to stay, you should start a 
relationship with me” (Participant 19). 

Harassment at work was an important problem experienced by the women. The 
women described that they were verbally and non-verbally harassed at work. Insults to their 
personalities in the workplace, abuse of their working conditions and needs, and verbal and 
non-verbal profanity were types of harassments described: “I am tired of male colleagues 
talking badly in the workplace. They speak disrespectfully to me” (Participant 7). The 
behavior of their employers in the workplace was inappropriate and the women described 
being paid unequal wages compared to other employees and their insurance was not 
guaranteed: “My employer pays me half the overtime and threatens to fire me when I object” 
(Participant 5). 

 
Discussion 

 
The aim of the present study was to explore challenges to achieve health-related 

behaviors as experienced by divorced Iranian women acting as household-heads in Tehran. 
The discussion will be structured according to the two themes; individual-centered barriers 
and social and environmental-centered barriers, that we identified as challenges for engaging 
in health-related behaviors among the women. 

 
Individual-Centered Challenges to Health-Related Behaviors 
 

Lack of competence, lack of personal control, and lack of emotional support were 
described as individual-centered barriers to engaging in healthy practices. This was expressed 
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as ignorance of healthy habits, absence of exercise, inappropriate hygiene routines, and 
misunderstanding of transfer and development of diseases. These findings are consistent with 
results from two other Iranian studies (Ahmadi & Mansoorian, 2013; Yazdi Feyzabadi et al., 
2018) which found that divorced women did not pay attention to their health, ignored 
symptoms of poor health, had irregular food and sleep habits, and did not exercise due to lack 
of time. In the present study, the women were responsible for their family as household-head. 
Being a female household-head can cause lack of personal control, strenuous working 
conditions, and a stressful economic situation (Ahmadi & Mansoorian, 2013). They also 
found that multiple mental conflicts concerning various issues, such as economic issues and 
physical and mental fatigue due to multiple responsibilities, decreased the physical and 
mental energy levels of divorced women. These problems were also described in the present 
study and caused mental disorders, sleep disorders, and failure to perform health-promoting 
behaviors, such as exercise and healthy eating. 

Lack of emotional support was described as other individual-centered barriers for 
engaging in health-related behaviors. The women described that their current living 
conditions were still affected by their past marital life and offensive personal stigmatizing 
occurred due to their divorce. They experienced negative emotions and social stereotypes that 
created great tension and stress in their lives. According to Afrasiabi and Jahangiri (2016), 
many Iranian women acting as household-heads show violent reactions to problems, which 
also harms themselves. Afrasiabi and Jahangiri mean that in the context of widowhood, they 
were not safe from the words and stigmas of those around them and were faced with all kinds 
of negative behaviors including slander and rumors, and became pessimistic about 
themselves and were rejected by their relatives (Afrasiabi & Jahangiri, 2016). 

 
Social and Environmental-Centered Challenges to Health-Related Behaviors 
 

The women described the lack of community-based support, lack of financial support, 
and lack of labor market support as social and environmental challenges to maintaining 
engagement in health-related behaviors. Ahmadi and Mansoorian (2013) noted that financial 
problems caused Iranian women acting as household-heads to choose between their own 
health and that of their children. The problem of providing living expenses, irrespective of the 
role of “breadwinner,” or a mother who did not have a basic role of breadwinner, becomes 
more obvious for women, and many of these women had severe maternal problems, 
especially at the beginning of widowhood, to the point that they were unable to meet basic 
needs (Ahmadi & Mansoorian, 2013). In another Iranian study (Afrasiabi & Jahangiri, 2016), 
most of the female-headed households participating had difficulty in meeting basic living 
needs such as food, clothing, and housing, as well as the cost of education for themselves or 
their children. The divorced women in the present study also believed that they were harassed 
in their community, which could be an obstacle to their health. Moreover, the behavior of 
employers in the workplace was inappropriate and they were verbally and non-verbally 
harassed at work and within the locality in which they lived. This issue can appear in 
different social areas such as public spaces, workplaces, school, and in various forms (e.g., 
telephone harassment, requesting undesirable marriages and without suitable conditions, and 
requests to be a concubine). The feeling and experience of sexual insecurity was an integral 
part of life for the women, which has been described in previous studies (Hosseini et al., 
2019; Newton-Levinson et al., 2014). 

The women had problems finding suitable jobs, along with uncertain employment 
conditions at private workplaces and experienced harassment at work. These conditions led 
them to experience lack of labor market support, another barrier experienced to prevent 
healthy behaviors. The women were forced to take jobs that were disproportionate to their 
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physical condition or lacked moral and social security in the private sector. Ahmadi and 
Mansoorian (2013) also found that Iranian women who were doing hard and heavy work at 
home and/or outside their home to earn money also described negative effects on their health. 
The lack of funding and lack of a dignified life and employment in low-status jobs are among 
many problems that has been described (Islam, 2017). The women in the present study 
experienced harassment at work due to being divorced. According to (Ahmadi & 
Mansoorian, 2013), the social behaviors experienced after the death of a husband make these 
women realize that they are widows and life without the support of their husbands is difficult. 

Another challenge to health-related behaviors in the present study was the lack of 
adequate insurance coverage for divorced women, inadequate allowance from responsible 
center, and absence of child support. Poor social support was one of the most important 
barriers to engaging in healthy behaviors among the women here, which has been confirmed 
in several previous studies (Adams et al., 2017; Afrasiabi & Jahangiri, 2016; Misra et al., 
2000). The subsidies paid to the responsible government organization were very small, and 
the financial support provided by a very complex system doubles the inefficiency of this 
support. Non-governmental organizations, especially religious and charitable organizations, 
including churches, are important for providing financial support to disadvantaged women 
(Tang & Chen, 2002). Studies have shown that divorced women are often more likely to be 
uninsured (i.e., two times more) than married women (Johnson, 2004; Jovanovic et al., 2003). 
In Iran, marriage can be a good source of insurance coverage for women, as they are often 
covered by their spouses who are employed (Meyer & Pavalko, 1996). Not only in Iran, but 
in other developing countries, female household-heads are at greater risk of poverty. Poverty 
and lack of health insurance coverage can lead to further deprivation for these women from 
health and medical services. Because the high cost of health services generally accounts for 
more than 40% of household income, this threatens the standard of living in the short-term 
and long-term (Raiz, 2006). For example, in the United States, female household-heads and 
their children have less insurance coverage than couples, which can seriously damage their 
own health and their children's health (Oswald et al., 2005; Schoen et al., 2008). Similar to 
Ahmadnia and Kamel (2017), women in the present study were not covered by any insurance, 
even health insurance. (Afrasiabi & Jahangiri, 2016) also described low income, lack of 
insurance, and long working hours as problems faced by female household-heads. 

The causes of poor health-related behaviors and poor health status of divorced women 
can be reflected from the perspective of two models (i.e., the crisis model and the source 
model). In the crisis model, the emergence of mental conditions after divorce, which is itself 
the result of conflicts between couples can threaten their mental and physical health (Amato, 
2010; Williams & Umberson, 2004). However, in the source model, marriage provides 
support for women, providing emotional and financial support to the individual (Hughes & 
Waite, 2009; Liu, 2012). This support can reduce psychological distress and increase access 
to health. Married people are dependent on their spouses. It is common that spouses have jobs 
and are covered by health insurance. Most health insurance coverage for employed people is 
also good. Therefore, a woman at the time of marriage has the resources of financial, 
emotional and psychological support, etc. of her husband and also benefits from her 
husband’s insurance. Consequently, according to the source model, married women are likely 
to experience a healthier lifestyle compared to unmarried women (Koball et al., 2010; Lavelle 
et al., 2012). 

From the divorced women’s own perspective acting as household-heads, a wide range 
of individual as well as social and environmental barriers to engaging in health-related 
behaviors. Therefore, in addition to designing person-centered interventions, the results here 
demonstrate the need for policy interventions in terms of legislation or reform of welfare 
protection laws for female household-heads. 
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