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Abstract 

Background Recognizing the established link between social determinants of health, such as social support, good 
governance, and perceived discrimination, and individual mental health, this study aims to delve deeper into the spe-
cific relationships within the Iranian adult population. It seeks to elucidate the potential mediating role of quality 
of life in the association between mental health disorders (MHDs) and these social factors.

Methods This cross-sectional study employed path analysis to investigate the relationships between social 
determinants of health and MHDs among 725 Iranian adults in Tabriz, Northwest Iran. Data collection occurred 
between March and September 2022, utilizing a multi-stage and cluster sampling approach. Good governance, social 
support, perceived discrimination, MHDs, and quality of life were assessed using valid questionnaires. Statistical analy-
sis was conducted using SPSS-24 and Lisrel-8 software, with a significance level set at p < 0.05.

Results This study found that nearly 70.0% of the participants reported experiencing mental health problems. The 
path analysis showed that good governance had a significant indirect and negative effect on MHDs via quality of life 
(β = -0.05; P < 0.05). Major racial discrimination had a positive relationship in the direct and indirect paths (β = 0.24; 
P < 0.01). While, social support was a directly and indirectly significant predictor of decreased MHDs (β = -0.17, 
p < 0.01). Furthermore, quality of life had a negative relationship on the indirect path with MHDs (β = -0.24, P < 0.01).

Conclusions This study reveals a significant burden of mental health issues among Iranian adults. It highlights 
the crucial role of social factors like good governance, social support, and perceived discrimination in shaping mental 
health through their impact on quality of life. Consequently, addressing these factors through improved governance, 
strengthened social support systems, and active efforts to reduce discrimination is essential for promoting mental 
well-being.
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Background
Mental health has become a major public health issue 
in recent decades, reflecting society’s overall well-being. 
Global estimates from 2016 indicate that mental health 
disorders (MHDs) accounted for 13% of the global bur-
den of disease in disability-adjusted life years (DALYs) 
[1]. This figure rose to 16% in 2019, with an estimated 
economic cost of 5 trillion dollars [2]. Notably, the World 
Health Organization (WHO) estimates that depression 
and anxiety alone are prevalent in Iran at 3863.9 and 
7268.1 cases per 100,000 people, respectively, with an 
age-standardized DALY of 2295.8 per 100,000 people 
[3]. Also, a systematic review estimated the prevalence 
of psychiatric disorders at 31.03% [4]. Beyond the signifi-
cant economic burden, MHDs negatively impact quality 
of life (QoL) and can exacerbate other illnesses, increase 
disability rates, and ultimately elevate mortality risks [5].

While biological factors contribute to mental health, 
social and economic variables, known as the social deter-
minants of health, also play a significant role. These 
determinants encompass the broader conditions in 
which individuals live, encompassing the circumstances 
of their birth, upbringing, work, and ultimately, death 
[6]. The prominent determinants such as good govern-
ance, perceived discrimination, and social support have 
been pointed out by previous studies. Effective govern-
ance emerges as a crucial factor influencing both indi-
vidual and societal well-being [7]. Good governance 
fosters social capital, strengthens social support net-
works, expands employment opportunities, and ensures 
household security, directly impacting both mental and 
physical health [8]. In low- and middle-income coun-
tries, proficient management of mental health systems 
is particularly critical to addressing the high prevalence 
of mental disorders [9]. The government, together with 
its policies regarding health, the labor market, housing, 
employment, taxation, income distribution, and social 
welfare, plays a pivotal role in either exacerbating or ame-
liorating socio-economic disparities, perceived discrimi-
nation, and ultimately impacting health outcomes [10].

Perceived discrimination, encompassing unfair actions, 
judgments, or behaviors based on characteristics like 
age, gender, race, ethnicity, or religion, has a significant 
negative impact on individuals’ well-being [11]. The 
stress model posits that perceived discrimination trig-
gers negative emotions, leading to psychological strain 
and impacting biological processes, ultimately influenc-
ing both mental and physical health [12, 13]. Addition-
ally, research suggests that perceived discrimination 
disrupts sleep patterns [14]. Furthermore, conditions like 
heart disease, oral health issues, and detrimental behav-
iors such as smoking and alcohol consumption are nega-
tively affected by perceived discrimination [11]. Existing 

literature extensively supports the correlation between 
perceived discrimination and adverse health outcomes, 
including mental health issues, among youth, elderly indi-
viduals, and immigrant populations [11, 15–17]. Social 
support, encompassing emotional, informational, and 
practical assistance from family, friends, and the commu-
nity, plays a crucial role in promoting mental well-being 
and reducing the risk of illness, depression, and anxiety 
[13, 18, 19]. It influences health through both direct and 
protective mechanisms. The primary goal of healthcare 
systems worldwide is to enhance the well-being and the 
QoL of their populations. QoL, a relatively new concept 
gaining prominence in healthcare, focuses on individual 
well-being and societal responsibility [20, 21].

A scarcity of research exists on the association between 
perceptions of good governance and MHDs. Prior inves-
tigations examining the influence of social support, QoL, 
and perceived discrimination have largely concentrated 
on disadvantaged groups, such as immigrants and older 
adults. The current body of research regarding the inter-
connection between QoL and mental health is both 
inconclusive and methodologically flawed. Prior studies 
have established a reciprocal relationship between mental 
health and QoL, indicating that poor mental health can 
result in diminished QoL and vice versa [22]. The asso-
ciation between QoL and mental health is complex and 
may not be fully understood through basic correlations 
alone. The application of more intricate modeling tech-
niques, such as mediation analysis, can aid in elucidating 
these intricate relationships. Therefore, this study aims to 
investigate the mediating role of QoL in the association 
between MHDs, good governance, perceived discrimina-
tion, and social support. Understanding these mediating 
factors can provide valuable insights for developing effec-
tive intervention strategies and improving mental health 
treatment pathways. The following hypotheses were 
tested in the current study (See Fig. 1):

H1: Good governance would be negatively associated 
with MHDs directly and indirectly through QoL.

H2: Perceived discrimination would be positively asso-
ciated with MHDs directly and indirectly through QoL.

H3: Perceived social support would be negatively asso-
ciated with MHDs directly and indirectly through QoL.

H4: QoL would be negatively associated with MHDs 
directly.

Methods
Study design and setting
This cross-sectional study was conducted in Tabriz, Iran, 
from March to September 2022. The study targeted the 
general population attending primary healthcare centers 
in the city.
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Setting
Tabriz, a major industrial city located in northwest 
Iran, served as the study location. With a population of 
approximately 1.64  million in 2022, the city is divided 
into 10 municipal districts, each containing numerous 
historic and culturally significant neighborhoods.

Study population
The study aimed to recruit participants from the gen-
eral population residing in Tabriz, Iran. Individuals 
over 18 years old who resided within the city limits 
and were fluent in Persian were eligible to participate. 
Additional inclusion criteria included being registered 
with a healthcare centre and possessing the mental and 
physical capacity to complete the study. Individuals 
with intellectual disabilities and those diagnosed with 
dementia or Alzheimer’s disease according to the diag-
nosis of the family physician were excluded from the 
study.

Sample size and sampling method
To ensure sufficient statistical power for path analysis, 
the recommended ratio of 5–10 observations per param-
eter was considered [23]. In this study, employing path 
analysis to examine the relationships between variables 
involved multiplying the number of questionnaire items 
related to independent variables (79 parameters) by 9. 
To increase precision by 15% and account for potential 
sample attrition, the sample size was expanded to 817 
participants. According to Wolf et al. [23], this sample is 
sufficient for the structural equation modeling technique 
used in the current research. A multistage stratified and 
cluster sampling strategy was adopted to recruit respond-
ents. The process involved the following steps:

1. District Selection: Three districts were randomly 
chosen from the 10 districts covered for primary 
healthcare by Tabriz University of Medical Sciences, 

ensuring representation of high, medium, and low 
socio-economic statuses.

2. Cluster Identification: Within the selected districts, 
all primary healthcare centers were identified as clus-
ters.

3. Center Selection: Six primary healthcare centers 
were randomly chosen from each district.

4. Quota Allocation: Based on the population served, 
a quota of participants was assigned to each selected 
center.

5. Random Sampling: Finally, a random sampling 
approach was used to select residents referred to the 
centers for services. The study framework, sampling 
procedure, and response rate are further illustrated 
in Fig. 2.

Measures
Data were compiled using a self-reported question-
naire including sociodemographic variables, the General 
Health Questionnaire (GHQ-28), WHOQOL-BREF, the 
Major Racial Discrimination Scale (MRDS), the Multi-
dimensional Scale of Perceived Social Support (MSPSS), 
and the Good Governance Scale (GGS).

Sociodemdemographic variables
The sociodemographic variables encompassed age, sex, 
marital status, education, job status, currency income, 
socioeconomic status, and housing situation.

Mental health disorders: general health questionnaire
The General Health Questionnaire-28 (GHQ-28) is a 
self-administered tool designed to assess mental health 
concerns in clinical settings. Participants reflect on their 
overall mental state in recent weeks by responding to 28 
behavior statements on a 4-point scale ranging from “not 
at all” to “much more than usual” [24]. The survey com-
prises four main components: physical symptoms, anxi-
ety and sleep problems, social impairment, and profound 

Fig. 1 Conceptual framework of the relationships among the study variables
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depression. Scores on the 28-item version can range from 
0, indicating the lowest level of symptoms, to 84, sym-
bolizing severe issues. According to Goldberg, individu-
als with cumulative scores of 23 or lower are considered 
non-psychiatric, while those scoring higher than 24 may 
fall into the psychiatric category based on the assessment 
[25]. The GHQ-28 has shown good internal consistency 
and test-retest reliability (0.90 and 0.58, respectively) in 
Iranian studies [26]. Internal consistency reliability in this 
study was excellent (α = 0.94).

Quality of life: WHOQOL‑BREF
The World Health Organization Quality of Life-BREF 
(WHOQOL-BREF) was employed to measure QoL in 
this study. This widely-used instrument, available in over 
40 languages, including Persian, comprises 26 items and 
two sub-scales: overall QoL and general health. To avoid 
redundancy, as some QoL questions overlapped with the 
mental health and social support questionnaire, we uti-
lized seven specific items from the WHOQOL-BREF. 
These items include self-esteem, health services, trans-
portation, living physical environment, security, leisure 
activity, and overall QoL. Each item is rated on a 5-point 

Likert scale ranging from 1 (not at all) to 5 (an extreme 
amount). The total score ranges from 7 to 35, with higher 
scores indicating better QoL. The WHOQOL-BREF used 
in this study was translated and validated for Iranian use 
according to WHO guidelines [27]. The validity and relia-
bility of the tool have been confirmed in previous Iranian 
studies [28, 29]. Additionally, the internal consistency 
reliability in our sample was excellent, with a Cronbach’s 
alpha of 0.87.

Discrimination: major racial discrimination scale
To assess the prevalence of significant discriminatory 
experiences among participants, we utilized the Multi-
dimensional Racism and Discrimination Scale (MRDS) 
[30]. This instrument comprises 8 items with binary 
response options (“yes” or “no”), allowing participants to 
indicate whether they have encountered any of the fol-
lowing lifetime events based on their race or ethnicity, 
religion, age, or gender:

• Denied employment opportunities (not hired for a 
job, denied a promotion, or fired).

• Prevented from moving into a desired neighborhood.

Fig. 2 Sampling procedure and response rate
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• Received lower-quality medical care.
• Unfairly denied educational opportunities or dis-

couraged by a teacher or advisor.
• Stopped, searched, questioned, physically threat-

ened, or abused by the police.

The MRDS has been employed in previous studies 
among women and adolescents in Iran [31, 32] and has 
demonstrated good internal consistency (Cronbach’s 
alpha = 0.91). In our study, the Cronbach’s alpha coef-
ficient for the MRDS was 0.80.

Social support: multidimensional scale of perceived social 
support
Social support is often assessed using various tools. 
Among them, the Multidimensional Scale of Perceived 
Social Support (MSPSS), developed by Zimet et  al. in 
1988, stands out as a widely used and reliable instru-
ment [33]. The MSPSS comprises 12 items that meas-
ure perceived support from three key sources: family, 
friends, and a significant other (such as a spouse or 
best friend). Participants respond to these items on a 
4-point Likert scale, ranging from 1 (strongly disa-
gree) to 4 (agree). The Persian version of the MSPSS 
has demonstrated good reliability and validity in pre-
vious research, with a Cronbach’s alpha coefficient of 
0.82 [34]. In our study, the internal consistency of the 
MSPSS was further confirmed with a Cronbach’s alpha 
of 0.90.

Good governance: good governance scale
To evaluate perceptions of good governance, we uti-
lized the GGS adapted from Salminen and Norrbacka’s 
(2010) research on trust, good governance, and unethi-
cal behaviors in the Finnish public sector [35]. This ques-
tionnaire was designed to capture public citizens’ overall 
perspectives on the effectiveness of good governance 
practices. The scale comprises 23 items that assess five 
key dimensions of good governance including “rule of 
law”, “transparency”, “participation in decision-making”, 
“accountability”, “responsibility”, and “efficiency”. Partici-
pants responded to each item on a 5-point Likert scale 
ranging from 1 (strongly disagree) to 5 (strongly agree). 
The total score on the scale ranges from 23 to 115 points, 
with higher scores indicating a higher perceived level of 
good governance. The GGS has demonstrated good reli-
ability in previous research, with a Cronbach’s alpha coef-
ficient of 0.78 for the entire scale reported by Yousaf et al. 
[36]. In our study, the internal consistency of the Persian 
version of the scale was further confirmed with a Cron-
bach’s alpha of 0.892.

Data collection
Following the acquisition of the necessary ethical 
approvals from Tabriz University of Medical Sci-
ences, data collection commenced in March 2022. Two 
trained research assistants, one male and one female, 
administered the study questionnaires. Paper-based 
questionnaires were distributed in person at selected 
primary healthcare centers. After participants received 
healthcare services, they were invited to a private 
room to complete the questionnaires. Prior to partici-
pation, all individuals who provided written informed 
consent were briefed on the study aims and question-
naire completion procedures, and were assured of their 
anonymity and voluntary participation. Additionally, 
research assistants monitored questionnaire comple-
tion to minimize incomplete responses. The data col-
lection period spanned from March 1st to September 
25th, 2022, resulting in a high response rate of 92.9% 
(725 participants).

Data analysis
Data analysis was performed using SPSS-24.0 and Lis-
rel-7 software. Descriptive statistics such as frequency, 
percentage, mean, and standard deviation were initially 
employed to summarize all variables. Data normality 
was then verified through skewness and kurtosis values, 
and the Kolmogorov-Smirnov test. To explore relation-
ships between variables, a correlation matrix was con-
structed. All proposed measures were entered to identify 
significant bivariate relationships using two-tailed tests 
(p < 0.05). Direct correlations and significant associations 
with variables on the left-hand side informed the devel-
opment of an initial hypothesized model. The subsequent 
main analysis involved a multiple mediator analysis using 
Lisrel Version 7. The model fit was evaluated using estab-
lished criteria [37]:

• Comparative Fit Index (CFI) ≥ 0.9.
• Goodness of Fit Index (GFI) ≥ 0.9.
• Bentler-Bonett Normed Fit Index (NFI) ≥ 0.9.
• Root Mean Squared Error of Approximation 

(RMSEA) ≤ 0.05.

Results
Demographics of the study sample
A total of 817 questionnaires were distributed, resulting 
in 750 completed responses (a response rate of 91.8%). 
After excluding 25 participants who were below 15 years 
old or had incomplete questionnaires, the final sample 
consisted of 725 adults (50.2% men) aged between 18 and 
87 years old (M = 42.82, SD = 14.43). The majority of the 
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participants were married (77.4%). Further demographic 
details are presented in Table 1.

Descriptive of MHDs, discrimination, social support, QoL, 
and good governance
Table 2 presents the mean mental health, discrimination, 
social support, QoL, and good governance. The scoring 
system is designed such that higher values indicate poorer 
mental health, more frequent discrimination, lower QoL, 
and weaker good governance and social support. From 
the presented data, it can be noted that participants per-
ceived low MHDs (mean = 32.11; SD = 13.54). Based on 
the Goldberg cut-off, 70.3% of the statistical population 
of this study suffers from psychiatric disorders. Regarding 
social support, they reported a moderate level of social 
support (mean = 36.33; SD = 6.15). Participants’ mean 
score of major racial discrimination is 3.94 ± 2.47, which 
indicates medium levels of discrimination among par-
ticipants. Additionally, they had an average perception of 
good governance (mean = 55.69; SD = 19.54). Finally, the 
means of QoL were 18.80 out of 35.

Mental health disorders, discrimination, social support, 
QoL, and good governance associations
Prior to conducting path analysis, bivariate correlations 
were calculated to assess the relationships between the 
study variables (see Table  2). These analyses revealed a 
positive association between MHDs and major racial 
discrimination (r = 0.26, p < 0.001). Conversely, sig-
nificant negative correlations were observed between 
MHDs and social support (r = -0.26, p < 0.001), QoL (r = 
-0.32, p < 0.001), and good governance scores (r = -0.11, 
p < 0.004).

To further investigate the hypothesized effects of good 
governance, social support, and major racial discrimina-
tion on MHDs, mediated by QoL, we employed struc-
tural equation modeling (SEM). Figure  3 displays the 
results of the model as fit, and Table  3 reports the full 
results of direct, indirect, and total effects. The model fit 
indices indicated a good overall fit (χ2/df = 2.71, p < 0.001; 
RMSEA = 0.034, GFI = 0.98, NFI = 0.95, IFI = 0.98, 
CFI = 0.96).

Table 1 Sample characteristics and mean differences of mental 
health disorders (N = 725)

†: One-way ANOVA; ǂ: Independent Samples Test
a Illiterate and primary, secondary, and diploma education
b Associate Degree, Bachelor, Master, and PhD

Variables Frequency Percentage Mental 
health 
disorders
Mean

P-value

Sex
 Male 364 50.2 31.37 0.141ǂ

 Female 361 49.8 32.85

Age (year)
 18–30 148 20.4 32.32 0.374†

 31–40 215 29.7 31.47

 41–50 172 23.7 33.34

 > 50 190 26.2 32.11

Marital status
 Single 104 14.3 30.04 0.003†

 Married 561 77.4 31.94

 Without spouse 60 8.3 37.30

Education
 Non-academica 386 53.0 32.70 0.206ǂ

 Academicb 342 47.0 31.43

Job status
 Employed 336 46.4 29.49 < 0.001†

 Unemployed 299 41.2 33.89

 Retired 90 12.4 35.83

Income (Iranian Rial)
 Below 50 million 376 51.9 33.71 0.001†

 50 to 100 million 272 37.5 31.03

 more than 100 
million

77 10.6 28.05

Socioeconomic status
 Low 136 18.7 39.28 < 0.001†

 Medium 543 74.9 30.39

 High 46 6.3 31.30

Housing situation
 Landlord 552 76.1 31.64 0.093ǂ

 Tenant 173 23.9 33.62

Table 2 Descriptive statistics for variables and Pearson correlation coefficient between independent variables and MHDs

a Correlation is significant at the 0.01 level (2-tailed)
b Correlation is significant at the 0.05 level (2-tailed)

Variables Possible range Mean (SD) 1 2 3 4

1 Mental health disorders 0–84 32.11 (13.54) - - - -

2 Major racial discrimination 0–8 3.94 (2.47) 0.26a - - -

3 Social support 12–48 36.33 (6.15) − 0.26a − 0.10b - -

4 Quality of life 7–35 18.80 (6.16) − 0.32a − 0.17a 0.27a -

5 Good governance 23–115 55.69 (19.54) − 0.11b 0.11b 0.098b 0.26a
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The results revealed that good governance had no 
direct effect on MHDs. However, it displayed a signifi-
cant negative indirect effect (β = -0.05, p < 0.01), partially 
supporting hypothesis 1. This suggests that good govern-
ance can contribute to improved mental health by 5% 
through its positive influence on QoL.

Supporting hypothesis 2, major racial discrimina-
tion had a positive direct and indirect effect on MHDs 
(β = 0.24). In other words, for every unit increase in the 
discrimination score, MHDs worsened by 0.24 units, 
partly mediated by a decrease in QoL. In line with 
hypothesis 3, social support significantly predicted lower 
MHDs directly (β = -0.17, p < 0.01) and indirectly through 
its positive impact on QoL (β = -0.06, p < 0.01). Further-
more, QoL exhibited a negative indirect effect on MHDs 
(β = -0.24, p < 0.01), indicating that a one-unit increase 
in QoL score was associated with a 0.24-unit decrease in 
MHDs.

Discussion
This study investigated the mediating role of QoL in the 
relationship between good governance, social support, 
perceived discrimination, and MHDs among residents of 
Tabriz, Iran. The findings suggest that QoL significantly 
mediates the impact of these factors on MHDs, high-
lighting its crucial role in mental health outcomes. These 

results provide valuable insights for developing targeted 
interventions aimed at improving the population’s mental 
health. By focusing on enhancing QoL through promot-
ing good governance, fostering social support networks, 
and addressing discriminatory practices, we can contrib-
ute to a more mentally healthy community.

Prevalence of MHDs
This study identified a significantly higher prevalence of 
MHDs in Tabriz, Iran, compared to national averages 
[38, 39]. Participants in Tabriz exhibited a concurringly 
high mean score of 32.11 on the GHQ-28, with 70.3% 
classified as having MHDs. This contrasts sharply with 
the lower rates of 23.4% and 37.1% reported in previous 
nationwide Iranian studies [38, 39]. Several factors may 
explain this discrepancy. While all studies utilized the 
same GHQ-28 instrument, demographic differences in 
the study populations could be influential. Additionally, 
research suggests regional variations in mental disorder 
distribution, cultural influences on mental health percep-
tion, and discrepancies in measurement and diagnosis 
practices can impact prevalence rates [40–42]. Further-
more, data collection occurred after the second and third 
waves of the COVID-19 pandemic, potentially influenc-
ing the observed MHDs. Notably, Tabriz, as the capital 
of East Azerbaijan, experienced a high rate of divorce 
and domestic violence during the pandemic, potentially 
contributing to the elevated MHDs [43]. The signifi-
cantly higher MHDs prevalence in Tabriz compared to 
the national average warrants further investigation. This 
finding highlights a serious public health concern that, if 
left unaddressed, could lead to significant problems for 
individuals. Future research is crucial to comprehensively 
understand the factors contributing to the high MHDs 
prevalence in Tabriz and develop effective strategies for 
intervention.

Table 3 Path coefficients for variables predicting mental health 
disorders (n = 728)

*P < 0.05, **P < 0.01

Variable Direct effect Indirect effect Total effect

Good governance - -0.05** -0.05**

Social support -0.17** -0.06** -0.23*

Major racial discrimina-
tion

0.21** 0.03* 0.24**

Quality of life -0.24** 0 -0.24**

Fig. 3 Path analysis test of the relationship between good governance, social support, discrimination and MHDs with the mediating quality of life
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The impact of social support on MHDs and the mediation 
role of QoL
This study confirms the significant positive impact of 
social support on MHDs and QoL. The findings suggest 
that enhancing QoL through social support can lead to 
improved overall mental health. This aligns with exten-
sive research demonstrating the link between social 
support and positive mental health outcomes and the 
utilization of mental health services [44–47]. Previous 
studies have highlighted the crucial role of diverse social 
support sources, including individuals and services, in 
fostering social connections and community integration 
for individuals experiencing mental health challenges 
[48, 49]. A study among Nepalese migrants in Japan, for 
example, found a negative correlation between perceived 
social support from family, friends, and significant others 
and psychological distress [50]. Furthermore, research 
conducted in developed countries has consistently shown 
that social support positively impacts QoL and improves 
overall health and mental status [51–53]. This aligns with 
the established role of social support in enhancing QoL 
across various populations [47]. Therefore, individuals 
facing mental health challenges are strongly encouraged 
to cultivate a strong social support network and actively 
utilize available social support resources to mitigate the 
detrimental effects of their condition.

The impact of perceived discrimination on MHDs 
and the mediation role of QoL
This study found a positive relationship between dis-
crimination and MHDs, with QoL acting as a mediat-
ing factor. This finding aligns with previous research 
demonstrating the detrimental impact of discrimina-
tion on mental health. Ayalon and Gum’s study (2011) 
in the United States revealed a link between everyday 
discrimination and negative mental health markers 
among older adults [54]. Similarly, a systematic review 
found that reported instances of discrimination are 
associated with poorer mental health, physical health 
outcomes (including early illness signs, health behav-
iors, healthcare utilization, and treatment adherence), 
and QoL [55]. Furthermore, research conducted among 
refugees and migrants in Europe during the COVID-19 
pandemic showed that perceived discrimination signifi-
cantly impacted anxiety, depression, and hyper-arousal 
symptoms [56]. Additionally, studies in the United States 
have demonstrated that self-reported racial discrimina-
tion is associated with poor health-related QoL outcomes 
[57] and acts as a pathway to influence the mental health 
component of QoL [53]. Considering this body of evi-
dence, developing interventions to reduce the perception 
of discrimination is crucial for promoting mental health 
and improving overall well-being.

The impact of good governance on MHDs and mediation 
role of QoL
This study revealed that good governance has an indi-
rect negative relationship with MHDs, with QoL acting 
as a mediating factor. This finding aligns with existing 
research demonstrating the positive impact of effective 
governance on health and QoL. Previous studies have 
shown that countries with better governance stand-
ards tend to experience improved health outcomes for 
women, including lower mortality rates and higher QoL 
[8]. Additionally, Menon-Johansson (2005) [58] iden-
tified a significant association between weak govern-
ance and high HIV prevalence, highlighting the broader 
health implications of governance practices. However, 
Mikkelsen-Lopez et al. (2011) [59] caution that improve-
ments in governance may not automatically translate to 
overall health system enhancements due to the influ-
ence of various non-governance factors. Furthermore, 
research conducted in Spain found a positive correlation 
between QoL and specific aspects of good governance, 
such as participation and financial accountability [53]. 
Recognizing the complex interplay between governance 
and health system operations is crucial for understanding 
the observed relationships. The present study emphasizes 
the importance of promoting good governance as a key 
step in enhancing mental health. This suggests that pub-
lic health initiatives should address societal frameworks 
to establish a strong foundation for effective healthcare 
interventions.

The impact of QoL on MHDs
The path analysis indicated a direct positive relationship 
between QoL and MHDs. This suggests that an improve-
ment in QoL leads to a decrease in MHDs, highlighting 
the influence of QoL on psychological well-being. This 
finding aligns with previous research demonstrating the 
positive association between QoL and mental health. 
Özabaci (2010) found a significant link between over-
all QoL assessments and depression scores among high 
school students in Turkey [60]. Similarly, a study among 
health professions students in Saudi Arabia revealed 
a strong correlation between higher QoL and lower 
perceived stress [61]. Furthermore, Bdier et  al. (2023) 
reported a negative correlation between QoL and various 
mental health outcomes (depression, stress, and anxiety) 
in a sample of Palestinian adults [62]. This inverse rela-
tionship can be understood through the lens of individu-
alistic QoL evaluations, where individuals subjectively 
assess their well-being across various domains, includ-
ing social, physical, and emotional aspects [63]. Given 
the complex challenges faced by Iranians in different 
areas of their lives, such as social connections, psycho-
logical health, and financial stability, it is plausible that 
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individuals experiencing a perceived decline in QoL may 
be at increased risk for developing MHDs like depres-
sion, stress, and anxiety.

Limitations of the study
This study acknowledges several limitations that require 
careful consideration when interpreting its findings. 
Firstly, the cross-sectional design employed in this 
research restricts the ability to establish causal relation-
ships between the observed variables. While the study 
identifies associations, it cannot definitively determine 
cause and effect. Secondly, the sample population was 
recruited solely from Tabriz, Iran, which is predomi-
nantly of Turkish ethnicity. This raises concerns about 
generalizability, as the findings may not be directly 
applicable to other ethnicities. Further research involv-
ing diverse populations is recommended for a more 
comprehensive understanding. Thirdly, the reliance on 
self-reported questionnaires introduces the potential for 
recall bias. Participants’ responses may be influenced by 
their attitudes and memories, potentially impacting the 
accuracy of the data. Finally, the GHQ-28, while a valua-
ble tool, is a self-report instrument and cannot substitute 
for standardized diagnostic assessments. Additionally, it 
is limited to evaluating the current state of mental health 
and cannot provide insight into past experiences with 
MHDs.

Conclusion
This study developed an empirical model that clarifies the 
relationships between MHDs and social determinants of 
health in the Iranian adult population. The model incor-
porates good governance, perceived discrimination, 
social support, and QoL as mediating factors. The find-
ings reveal an unfavorable mental health status among 
the study participants. Additionally, the model suggests 
that good governance, social support, and reduced dis-
crimination can positively impact mental health through 
improved QoL. Therefore, promoting good governance, 
fostering social support, and mitigating perceived dis-
crimination are crucial public health priorities. Further 
research is warranted to evaluate the effectiveness of 
educational and counseling interventions in improving 
MHDs and QoL levels among adults.
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