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The impact of polygamy on women’s mental health: a
systematic review
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Aims. The purpose of this systematic review is to identify and appraise the present state of prevalence research on the
mental health of polygynous women, or plural wives, and to summarize its implications for future research and social
work practice.

Methods. PsycInfo (1967 to November 2011) and Medline (1985 to November 2011) databases, systematic bibliography
hand-searches, personal communication with a leading expert, and gray literature searching were applied in a systema-
tic literature search of the prevalence of mental-health issues in polygynous women compared to monogamous women.
Twenty-two studies meeting eligibility criteria were identified. Study characteristics, methods and findings were sys-
tematically extracted and appraised for quality.

Results. The identified studies are of mixed methodological quality, but generally suggest a more significant preva-
lence of mental-health issues in polygynous women compared to monogamous women. Individual studies report a
higher prevalence of somatization, depression, anxiety, hostility, psychoticism and psychiatric disorder in polygynous
wives as well as reduced life and marital satisfaction, problematic family functioning and low self-esteem.

Conclusions. The current state of the research reveals with moderate confidence, a more significant prevalence of
mental-health issues in polygynous women as compared to monogamous women. Implications for practice and
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research are indicated.
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Background

Polygamy is generally defined as a marital relationship
involving multiple spouses. The different types of
polygamy include polygyny, ‘the voluntary union of
one man to multiple wives’, polyandry, the marriage
of one woman to multiple men, and polygynandry,
the union of multiple husbands to multiple wives
(Al-Krenawi, 2001; Elbedour et al. 2002). The most
common form of polygamy worldwide is polygyny
or the plurality of wives (Valsiner, 1989); as such, it
is more commonly referred to as polygamy, including
in academic literature and the remainder of this paper.
While the worldwide prevalence of polygamy is
unknown, its existence has been documented ‘in 80%
of societies across the globe, including the United
States” (Hassouneh-Phillips, 2001). Polygamy is prac-
ticed in over 850 societies, mostly in Sub-Saharan
Africa, the Middle East, Asia and Oceania, with any-
where from 20% to 50% of all wives participating in
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polygamous marriages in some cultures (Bergstrom,
1994; Elbedour et al. 2002). Indeed, some indeterminate
millions of people the world over participate in polyg-
amy though accurate and current statistics of its esti-
mated prevalence are not yet available (Slonim-Nevo
& Al-Krenawi, 2006).

The reasons for polygamy can be many, varied
and multi-faceted across and within cultures. These
reasons can extend from some sects of Islamic faith,
traditional practices, cultural perceptions of family
and agricultural and population needs (Al-Krenawi,
1998; Al-Krenawi & Graham, 1999b; Elbedour et al.
2002; Slonim-Nevo & Al-Krenawi, 2006). Still, opinions
regarding the practice of polygamy within practicing
cultures frequently vary within societies and families,
across age groups and gender, even among and within
those who practice it (Chaleby, 1988; Al-Krenawi et al.
2006). Furthermore, perspectives of polygamy have
been documented as varying even within respondents
themselves (Al-Krenawi et al. 2001; Shepard et al. 2010).

As a consequence of the sheer magnitude of the
polygamous population as well as the breadth of the
research topic, polygamy has substantially developed
as a subject of study over the last three decades.



48 L. D. Shepard

Of course, the criticism uttered by Welch & Glick
(1981) still stands partially true — namely that the
study of polygamy is largely ignored by researchers
despite the fact that its ongoing practice warrants its
further study. Indeed, Al-Krenawi (1999) has further
argued that, ‘researchers and family practitioners
have rarely paid attention to the association between
polygamy and mental health” though some published
evidence has suggested that polygamous women and
children report higher rates of emotional distress,
psychological problems, familial conflict, jealousy
and stress than their monogamous counterparts
(Al-Krenawi, 1998; Elbedour et al. 2002).

Considering the possible vulnerability of these sub-
populations, the growing body of published evidence
investigating the impact of polygamy on women’s
mental health, and the subsequent need for research
synthesis and appraisal, an exhaustive literature search
and a systematic review appears requisite. Thus, in
compliance with the concepts of evidence-based
research to make better use of what evidence already
exists (Chalmers, 2003; Sherman, 2003), this paper
adds such a systematic review to the existing discourse
polygamous

on mental-health implications for

women.

Objective

This paper is directed towards the systematic illumina-
tion of the following research question: Among women
in polygamous marriages, as compared to women in
monogamous marriages in the same population, what
is the prevalence of mental-health issues?

Methods
Criteria for considering studies for review

The selected studies are concerned with identifying the
prevalence of mental-health issues in polygamous v.
monogamous wives. As the extent of relative or repli-
cated research on polygamy is yet limited and as the
current paper constitutes a systematic review without
a meta-analysis, all study types, non-western nations,
settings, cultures, mental-health outcomes, measure-
ment tools and statistical analyses published and
accessible in English are considered. These sensitive
inclusion criteria are designed to identify as many
studies relevant to the prevalence of mental-health
issues among polygamous v. monogamous women
as possible. Research conducted among polygamous
women in western nations or among specified female
populations (e.g., infertile, postpartum, ill, widowed,
immigrant, etc.), however, is excluded due to the

hypothesized additional confounding legal or mental-
health implications. The broad mental-health out-
comes are enjoined as a means to identify all currently
measured outcomes and potential risk factors. Finally,
the requirement for a monogamous comparison group
is elected as national statistics and prevalence rates on
polygamy and mental health are often unavailable in
developing nations; thus, the internal provision of a
comparison group ensures more accurate interpret-
ation of the cross-sectional findings.

Search methods for identification of studies

The Cochrane Depression, Anxiety and Neurosis
Group’s search phrase was employed and PsycInfo
(1967 to November 2011) and Medline (1985 to
November 2011) were searched 2 November 2011 and
14 November 2011, respectively (see Table 1). The
references and bibliographies of all topical and
selected articles were systematically hand-searched to
identify other relevant studies. The leading expert in
the field, Alean Al-Krenawi, was contacted for an
exhaustive listing of his work and information regard-
ing published and unpublished trials. Other literature
outside of the main journal literature was searched
where possible, using general search engines.

Methods of the review

All titles and potentially relevant abstracts were
screened as retrieved by the database searches and per-
sonal communication. All topical and selected article
bibliographies were subsequently and systematically
searched following the same procedure. Further, the
bibliographies of those resulting article selections
were likewise hand-searched, continuing this process
until saturation was reached. The inclusion criteria
were then applied to determine which studies were eli-
gible for the review.

The study details and findings were extracted on a
case-by-case basis using a simplified extraction form.
Information on the study population and comparison,
sampling method and size, measurement tools, statisti-
cal analyses and findings were recorded. Finally, the
included studies were methodologically reviewed in
terms of internal validity, study power and external
validity.

Results

Of the 795 article titles identified by PsycInfo, 17 were
identified as potentially relevant. Of the 430 article
titles returned by Medline, 10 were selected for further
review, with an overlap of 8 relevant titles between the



The impact of polygamy on women’s mental health 49

Table 1. Search string for the impact of polygamy on women’s mental health

Database

Specifications

PsycInfo (1967 to
November 2011)

Medline (1985 to
November 2011)

Limited to “Humans’

(DE ‘Polygamy’ OR DE ‘Monogamy’) OR TX (polygamy or polygamous or polygamist* or
polygyny or polygynous or polygynies) OR TX ((plural* or multipl*) N3 (wife or wives)) OR TX
(monogamy or monogamous or monogamist*)

(DE ‘Mental Health” OR DE ‘Community Mental Health’) OR TX (mental* health* or psycho* or
psychiatr®) OR (DE ‘Major Depression” OR DE “Anaclitic Depression” OR DE ‘Dysthymic
Disorder” OR DE ‘Endogenous Depression” OR DE ‘Postpartum Depression” OR DE ‘Reactive
Depression” OR DE ‘Recurrent Depression” OR DE ‘Treatment Resistant Depression” OR DE
‘Depression (Emotion)” OR DE “Adjustment Disorders” OR DE ‘Affective Disorders’ OR DE
‘Bipolar Disorder’ OR DE ‘Major Depression” OR DE “‘Mania” OR DE ‘Seasonal Affective
Disorder” OR “affective disturbances’” OR DE ‘Dysthymic Disorder’) OR TX (depress* or
depressive disorder* or depressive symptom* or affective symptom* or reactive depress* or
recurrent depress* or adjustment disorder* or maladjustment or social disorder* or dysthymi* or
dysthymi* disorder* or somatization or somatisation or somatoform or sadness or emotion* or
fatigue) OR TX ((affect N1 low) or (mood N1 low) or (affect N1 disorder*) or (affective N1
disorder*) or (mood N1 disorder*)) OR (DE ‘Anxiety” OR DE ‘Computer Anxiety’ OR DE
‘Mathematics Anxiety” OR DE ‘Performance Anxiety” OR DE ‘Social Anxiety” OR DE ‘Speech
Anxiety” OR DE ‘Test Anxiety” OR DE ‘Anxiety Disorders” OR DE “Acute Stress Disorder’ OR
DE ‘Castration Anxiety’ OR DE ‘Death Anxiety’ OR DE ‘Generalized Anxiety Disorder’ OR DE
‘Obsessive Compulsive Disorder’ OR DE ‘Panic Disorder’ OR DE ‘Phobias’ OR DE
‘Posttraumatic Stress Disorder’ OR DE “Separation Anxiety” OR DE ‘Hypochondriasis’ OR DE
‘Panic’) OR TX (acrophobia or agoraphobi* or agrophobi* or anxiety or anxious or asthenia or
compuls* or hypochondri* or obsess* or panic* or phobia or phobic or phobics or neurosis or
neuroses or neurotic or manifest anxiety scale) OR TX (fear or stress)

Limited to ‘Humans’

TX (polygamy or polygamous or polygamist* or polygyny or polygynous or polygynies) OR TX
((plural* or multipl*) N3 (wife or wives)) OR TX (monogamy or monogamous or monogamist*)

(DE ‘Mental Health’) OR TX (mental* health* or psycho* or psychiatr*) OR (DE ‘Depression” OR
DE ‘Depressive Disorder, Major’ OR DE ‘Depressive Disorder’ OR DE ‘Adjustment Disorders’
OR DE ‘Affective Disorders, Psychotic” OR DE ‘Bipolar Disorder’ OR DE ‘Seasonal Affective
Disorder” OR “Mood Disorders” OR DE ‘Dysthymic Disorder’) OR TX (depress* or depressive
disorder* or depressive symptom* or affective symptom* or reactive depress* or recurrent
depress* or adjustment disorder* or maladjustment or social disorder* or dysthymi* or
dysthymi* disorder* or somatization or somatisation or somatoform or sadness or emotion* or
fatigue) OR TX ((affect N1 low) or (mood N1 low) or (affect N1 disorder®) or (affective N1
disorder*) or (mood N1 disorder*)) OR (DE “Anxiety” OR DE “Anxiety Disorders” OR DE ‘Stress,
Psychological’ OR DE ‘Obsessive-Compulsive Disorder’ OR DE ‘Panic Disorder’ OR DE ‘Phobic
Disorders” OR DE “Stress Disorders, Post-Traumatic’ OR DE “Stress Disorders, Traumatic,
Acute’ OR DE “Stress Disorders, Traumatic’ OR DE “Hypochondriasis’ OR DE ‘Panic’) OR TX
(acrophobia or agoraphobi* or agrophobi* or anxiety or anxious or asthenia or compuls* or
hypochondri* or obsess* or panic* or phobia or phobic or phobics or neurosis or neuroses or
neurotic or manifest anxiety scale) OR TX (fear or stress)

two databases. An approximate 75 potentially relevant
titles and abstracts were further identified through bib-
liographic, personal communication and gray litera-
ture searches. Of all noted research articles, 22 met
selection criteria. The most common reason for exclu-
sion was the omission of a socio-demographic variable
for polygamy. However, 14 studies were excluded
from detailed review as their publication language or

sample comparison group failed to meet the pre-
viously specified inclusion criteria (see Table 2). Five
additional studies that potentially met selection criteria
were identified, but were inaccessible or unattainable
and, therefore, omitted from the present review
(Ebigbo et al. 1981; Mojahed & Birashk, 1995;
Al-Krenawi & Slonim-Nevo, 2003; Al-Krenawi &
Graham, 2004; Iben-Hammad et al. 2004).
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Table 2. Brief rationale for excluded studies

Study Brief rationale

Al-Krenawi (1999)

Al-Krenawi & Graham (20064)
Al-Krenawi et al. (2001)
Al-Krenawi & Slonim-Nevo (2005a)
Al-Shamsi & Fulcher (2005)
Amoran et al. (2005)

Chaleby (1985)

Chaleby (1988)

Daradkeh et al. (2002)

Gumani & Sodl (2009)
Makanjuola (1989)

Mojahed & Birashk (2004)
Slonim-Nevo & Al-Krenawi (2006)
Tabi et al. (2010)

In Hebrew

In Arabic

No monogamous comparison group
Polygamous/monogamous cases are not separated out
No monogamous comparison group

No monogamous comparison group

Male/female cases are not separated out

No monogamous comparison group

No monogamous comparison group

Polygamous/monogamous cases are not separated out due to high response refusal
No monogamous comparison group

Male/female cases are not separated out

No monogamous comparison group
No monogamous comparison group

Description of included studies

As previously mentioned, 22 cross-sectional studies
were selected for inclusion in this review. These
studies address the prevalence of mental-health issues
in polygamous v. monogamous women from varying
cultures around the world. One study was set in
Australia and five other studies were set in Africa,
including Uganda, Cameroon, Malawi, Nigeria and
Tanzania. The remaining 16 studies were set in the
Middle East — in Israel (constituting four of the
studies), the United Arab Emirates (three studies),
Kuwait (two studies), Jordan (two studies), Iran,
Pakistan, Palestine, Syria and Turkey. In total, some
1913 polygamous women and 3326 monogamous
women are represented across the study samples,
though exact subgroup numbers are not completely
known for three of the included studies (Mumford
et al. 1996; Abou-Saleh et al. 2001; Hinks & Davies,
2008). A variety of mental-health outcome measure-
ment tools are represented across the studies as pre-
sented in Table 3.

The results of four studies (set in the United Arab
Emirates, Pakistan and Tanzania) suggest no signifi-
cant difference in the prevalence of psychiatric dis-
order, depression, somatic symptoms or anxiety in
polygamous women as opposed to monogamous
women (Mumford ef al. 1996; Abou-Saleh et al. 2001;
Hamdan et al. 2008; Patil & Hadley, 2008). Three
studies (set in Cameroon, Malawi and Turkey) report
mixed findings, including marginal differences in life
and marital satisfaction, subjective well-being, and
depressive and conversion disorders, but significantly
less marital satisfaction in younger senior wives, low
well-being for polygamous women following Malawian
traditional beliefs and significantly high somatoform

dissociation among senior wives (Gwanfogbe et al.
1997; Ozkan et al. 2006; Hinks & Davies, 2008).
Finally, the remaining 15 studies ultimately conclude
significantly higher prevalence of mental-health issues
in polygamous women, including a higher prevalence
of somatization, anxiety, hostility, psychoticism and
psychiatric disorder as well as reduced life satisfaction,
problematic family functioning, marital dissatisfaction
and low self-esteem (SE). The exploration of the meth-
odological quality, overall findings and implications
for practice and future research follows. Due to the
wide variation across countries, cultures, beliefs,
study populations and research tools, the following
analysis does not include a meta-analysis.

Methodological quality of included studies

Ten of the 22 studies are of lower priority as their
measurement of prevalence involves correlational ana-
lyses of multiple different socio-demographic variables
(i.e., the analysis between polygamy and mental health
was not the primary objective). The remaining 12
studies, however, afford greater attention and critical
appraisal. Tables 4 and 5 contain a brief summary of
the methods and findings of each of the included
studies.

Ten included studies comprise correlational studies
or socio-demographic analyses, indicating mixed results
as to the prevalence of mental-health problems in poly-
gamous women as compared to monogamous women.
Of these, Abbo et al. (2008), Daradkeh et al. (2006),
Ghubash et al. (1992), Leighton et al. (1963) and
Maziak et al. (2002) report that polygamy is a significant
determinant of psychological distress in married
women (psychological distress (SRQ-20 score >6): OR
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Table 3. Mental-health outcome measurement tools by study

Study

Measurement tools

Abbo et al. (2008)

Abou-Saleh et al. (2001)

Al-Krenawi (2001)

Al-Krenawi (2004)

Al-Krenawi (2010)

Al-Krenawi & Graham (2006b)

Al-Krenawi et al. (2011)

Al-Krenawi & Slonim-Nevo (2008)

Al-Sherbiny (2005)
Chaleby (1987)

Daradkeh et al. (2006)

Eastwell (1974)
Ghubash et al. (1992)

Gwanfogbe et al. (1997)

Hamdan et al. (2008)

Hinks & Davies (2008); National Statistical

Office of Malawi (2005)
Kianpoor et al. (2006)

Leighton ef al. (1963)
Maziak ef al. (2002)

Mumford et al. (1996)

Ozkan et al. (2006)

Patil & Hadley (2008)

A socio-demographic questionnaire and the Self-Reporting Questionnaire
(SRQ-20), Lusoga Version by interview

A socio-demographic questionnaire, the Composite International Diagnostic
Interview (CIDI), a modified Socio-Cultural Change Questionnaire, the new
screening psychiatric instrument, the Structured Clinical Interview for DSM-IV
Axis I disorders (SCID-I), the Self-Reporting Questionnaire (SRQ-20) and the
Arabic General Health Questionnaire (AGHQ)

A semi-structured, open-ended questionnaire regarding socio-demographic
details, marital satisfaction and major presenting symptoms

A socio-demographic questionnaire, a health/mental health/social service
awareness and utilization survey, the McMaster FAD, the ENRICH
Questionnaire, the Life Satisfaction scale (SWLS), and the BSI

A socio-demographic questionnaire, the McMaster FAD, the ENRICH
Questionnaire, the Life Satisfaction scale (SWLS), the Symptoms Checklist
(H-SCL-90) and the Rosenberg Self-Esteem scale (SE)

A socio-demographic questionnaire, the McMaster FAD, the ENRICH
Questionnaire, the Life Satisfaction scale (SWLS) and the BSI

A socio-demographic questionnaire, the McMaster FAD, the ENRICH
Questionnaire, the Life Satisfaction scale (SWLS), the Symptoms Checklist
(SCL-90) and the Rosenberg Self-Esteem scale (SE)

A socio-demographic questionnaire, the McMaster FAD, the ENRICH
Questionnaire, the Rosenberg Self-Esteem scale (SE), the BSI, the H-SCL-90 and
the Index of Parental Attitudes

A socio-demographic questionnaire, the GHQ and a psychiatric interview

Qualitative analysis and coding of psychiatric out-patient charts to determine
patient socio-demographic characteristics, psychiatric disorder and precipitous
events or attributable causes for the illness

A socio-demographic questionnaire, the Patient Health Questionnaire (PHQ), the
Self-Reporting Questionnaire (SRQ-20) and a single-item scale for
self-perception of general health

A record of psychiatric cases with observable moderate or severe social
dysfunction, made between 1971 and 1973

A socio-demographic questionnaire, the PSE, the Socio-Cultural Change
Questionnaire and the Life Events and Difficulties Schedule

A semi-structured open-ended interview including single-item questions for life
and marital satisfaction, husband supportiveness, housing, household
equipment, literacy and education and maternal employment

A socio-demographic questionnaire, Arabic versions of the Beck Depression
Inventory (BDI) and Stressful Life Events Inventory, and a single question
regarding help-seeking

A household questionnaire and a community questionnaire, inquiring after
multiple socio-demographic characteristics and subjective well-being

A socio-demographic questionnaire and a semi-structured interview following the
DSM-1V Criteria for Panic Attack

An interview regarding socio-demographic information, symptom patterns and
factors of Psychiatric Disorder

A socio-demographic questionnaire and the SRQ-20 (non-psychotic Items) by
interview

Bradford Somatic Inventory (BSI) screening questionnaire and an in-depth
psychiatric interview following the PSE and ICD-10 Diagnostic Criteria for
Research

A semi-structured, open-ended socio-demographic questionnaire, a structured
clinical interview for DSM-IV Axis I Disorders (SCID-I) and the SDQ

A socio-demographic questionnaire and the H-SCL-25




Table 4. A brief summary of included study characteristics

Study

Setting

Sample

Subgroups

Analyses

Abbo et al. (2008)

Abou-Saleh et al. (2001)

Al-Krenawi (2001)

Al-Krenawi (2004)

Al-Krenawi (2010)

Al-Krenawi & Graham (2006b)

Al-Krenawi et al. (2011)

Al-Krenawi & Slonim-Nevo (2008)

Iganga and Jinga districts of the
Busoga region, Eastern Uganda

Al Ain, United Arab Emirates

Beer-Sheva in the Negev desert
region, Israel

Seven recognized towns and nine
unrecognized villages in the Negev
desert region, Israel

The West Bank, Palestine

Seven recognized towns and nine
unrecognized villages in the Negev
desert region, Israel

Ajlon, Salt and Madaba, Jordan

The Negev desert region, Israel

Convenience sample; Male and
female attendees (18 years
and older) of traditional
healing practices (N =400)

Quasi-random (systematic)
Sample; Male and female
United Arab Emirates
nationals (18 years and
older) (N=13%9%4 Total, 684
Females)

Convenience sample; Bedouin
Arab women, psychiatric
out-patients, referred with
non-psychotic diagnoses (N
=92)

Random and clustered sample;
Bedouin Arab women (N =
376)

Convenience sample; Married
women
(N=309)

Random and clustered sample;
Bedouin Arab women (N =
352)

Convenience sample; Married
women
(N=199)

Quasi-random sample;
Bedouin Arab women
recruited by phone as part of
a randomized trial involving
their children (N =315)

90 monogamous wives and 37
polygamous wives

Not reported

39 monogamous and 53 senior
wives of two wife families (in
the last 2 years)

237 monogamous and 139
polygamous

122 monogamous 187 senior wives

235 monogamous and 117
polygamous

106 monogamous and 93 senior

wives of two wife families

159 monogamous and 156 senior
wives of two wife families

Logistic regression

Cross-tabulation;
Independent samples
t-test; Logistic regression

Independent samples t-test;
Chi-square test; One-way
ANOVA

Chi-square test;
Independent samples
t-test, One-way ANOVA,
Multiple regression

Chi-square test;
Independent samples
t-test; Multiple
regression

Chi-square test; One-way
ANOVA

Chi-square test;
Independent samples
t-test; Multiple
regression

Independent samples t-test;
Multiple regression
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Al-Sherbiny (2005)

Chaleby (1987)

Daradkeh et al. (2006)

Eastwell (1974)

Ghubash et al. (1992)

Gwanfogbe et al. (1997)

Hamdan ef al. (2008)

Kuwait

Kuwait

Three primary care centers in Irbid,

Jordan

East Arnhem Land, North Australia

Seven districts of Dubai, United Arab
Emirates

Noun, Menoua, and Haut-Nkam
divisions of the western province,
Cameroon

Seven primary health care centers in
Sharjah, United Arab Emirates

Snowball and random sample;
Arabic women referred by
social workers
(polygamous) or recruited
randomly (monogamous)
(N=100)

Random sample; Kuwaiti
women whose psychiatric
out-patient charts contained
sufficient information
(N=126)

Convenience sample; Women
(18 years and older)
attending three primary care
centers (N =2000)

Convenience Sample, Murngin
Aboriginal female
Ppsychiatric cases, 1971-1972
(N=33)

Quasi-random (systematic)
sample; Females (15-65
years old), native Arabs,
nationals of Iranian origin
and citizens by marriage (N
=300)

Stratified random sample;
Rural households with
mother/child pairs where the
child was 15-36 months old
and living with its mother
(N=300)

Convenience Sample; Arab
women (18 years and older)
in the primary health care
centers of Sharjah (N =224)

50 monogamous and 50 senior
wives

94 monogamous and 32
polygamous

947 monogamous, 453 first wives,
83 second wives, and 8 third
wives

4 monogamous 21 polygamous

157 monogamous and 23
polygamous

135 monogamous, 37 first wives,
61 second wives and 42 third +
wives

155 monogamous and 28
polygamous

Chi-square test

Chi-square test

Chi-square test;
Independent samples
t-test; One-way ANOVA

Raw numbers

Chi-square test;
Independent samples
t-test; One-way ANOVA

Correlation; One-way
ANOVA; Ordinary least
squares regression

Cross-tabulation;
Chi-square test

Continued
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Table 4. Continued

Study

Setting

Sample

Subgroups

Analyses

Hinks & Davies (2008); National
Statistical Office of Malawi
(2005)

Kianpoor et al. (2006)

Leighton et al. (1963)

Maziak et al. (2002)

Mumford et al. (1996)

Ozkan et al. (2006)

Patil & Hadley (2008)

Malawi

Sistan and Balochistan Province of
Zahedan, Iran

15 villages and one urban centre near
Abeokuta, Nigeria

Eight randomly selected primary care

centers in Aleppo, Syria

Two mountain villages in the Garam
Chashma District, Chitral, Pakistan

Surici district of Diyarbakir, Turkey

Two rural communities, Tanzania

Stratified sample; Malawi
second integrated household
survey 2004-2005
households
(N=11 280 households and
2581 females)

Convenience sample; Married
women referred to a clinic of
psychiatry with panic
disorder in 2003 (N = 66)

Random sample; Male and
female Yoruba (N =326)

Convenience sample;
Low-income women over 13
years old attending primary
care centers (N=412)

Stratified, Random and
Non-random samples;
Adults (18 years and older)
living in Lower Bashqar and
Owirk, Chitral, Pakistan
(N=248 men and 326
women)

Census (polygamous) and
matching random
(monogamous) sample;
women 18 years and older
from the municipality list
(N=138)

Census and random sample;
Women with a child under 3
years old (N =408)

Not reported

26 monogamous and 31
polygamous

77 monogamous (66 villagers and
11 from Abeokuta) and 41
Polygamous (25 villagers and 16
from Abeokuta)

331 not polygamous and 26
polygamous

Number of monogamous wives
not reported and 11 polygamous
wives of two wife families

50 monogamous, 42 senior wives
and 46 junior wives

312 monogamous, 31 senior wives
and 65 junior wives

Structural equation
modelling

Chi-square test

Ridit analysis

Chi-square test;
Independent samples
t-test; Kruskal-Wallis;
Mann-Whitney; Logistic
regression

Logistic regression

Chi-square test; One-way
ANOVA and post hoc test
(Bonferroni)

Chi-square test and logistic
regression

i
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Table 5. A brief summary of included study findings

Study

Results

Abbo et al. (2008)
Abou-Saleh et al.
(2001)

Al-Krenawi (2001)

Al-Krenawi (2004)

Al-Krenawi (2010)

Al-Krenawi &
Graham, (2006b)

Al-Krenawi et al.
(2011)

Al-Krenawi &
Slonim-Nevo
(2008)

Al-Sherbiny (2005)

As indicated by a Self-Reporting Questionnaire (SRQ-20) score cut-off of 6, ‘married females with co-wives
were over three times more likely to be distressed than those who were the only wife (p=0.012; OR 3.62
[95% CI 1.38-10.98])

According to the CIDI, 13.7% (95% CI 5.13-22.27) is the lifetime prevalence rate of ICD-10 psychiatric
disorders for polygamous women and 10.6% (95% CI 7.28-13.95) for monogamous women, a statistically
insignificant difference

‘Of the polygamous subjects, 58.4% compared with 7.7% of monogamous subjects, described feelings of low
SE (chi-squared =28.11, df=1, p <0.001); a sense of loneliness was expressed by 64.1% of polygamous
respondents, compared with 12.8% of monogamous subjects (chi-squared =26.359, df=1, p<0.001)’

At the p<0.001 significance level, ‘family functioning is perceived higher in monogamous marriages as
compared to polygamous marriages (M =2.94, s.0.=0.52 v. M =2.49, s.0.=0.56, respectively), and women
from monogamous marriages were found to be more satisfied with their lives as compared to women
from polygamous marriages (M =4.57, s.0.=1.38 v. M=3.72, s.0.=1.47, respectively)...Women from
polygamous marriages express more psychological symptoms than women from monogamous marriages
(M=1.39,5.0.=0.87 v. M=0.80, 5.0. = 0.61, respectively)” and less marital satisfaction (M =3.94, s.0.=0.84 .
M=2.99, s.0.=1.22, respectively). The regression results indicated that ‘women from polygamous
marriages were found to have more distress symptoms than women from monogamous marriages
(f=0.23, p<0.001)" and to be less satisfied (f=—0.10, p <0.05)

Senior wives reported more problems in family functioning than women from monogamous families, £(308)
=4.56, p <0.001; more problems in marital satisfaction, #(308) =5.89, p <0.001; lower SE, #(308)=2.89, p <
0.01; and less life satisfaction, #(308)=3.53, p <0.01. Women from polygamous marriages also scored
significantly higher across all categories of the Symptoms Checklist, with a significantly higher GSI, #(308)
=3.79, p<0.01. According to regression analysis, polygamy accounted for 31% of the variance in family
functioning (FAD) (p <0.01), 36% of the variance in marital satisfaction (ENRICH) (p <0.001), 29% of the
variance in SE (p <0.01), 18% of the variance in life satisfaction (SWLS) (p <0.05), 19% of the variance in
somatization (p <0.05), 19% of the variance in anxiety (p <0.05), 29% of the variance in hostility (p <0.01),
28% of the variance in psychoticism (p<0.01), and 26% of the variance in GSI (p <0.05)

Polygamous women ‘reported higher levels of somatization, obsession-compulsion, depression,
interpersonal sensitivity, hostility, phobia, anxiety, paranoid ideation, psychoticism, GSI-general
symptom severity, PST and PSDI’ ((BSI): F(2, 350) range =23.2 to 44.02, p <0.001), as well as more
problems in family functioning (FAD), F(2, 350)=41.14, p <0.001; more problems in the marital
relationship (ENRICH), F(2, 350)=50.36, p <0.001; and less satisfaction in life (SWLS), F(2, 350)=19.89,
p<0.001)

Senior wives reported more problematic family functioning (FAD), #(198)=3.95, p<0.001; less SE, #(198) =
2.53, p<0.01; and less life satisfaction (SWLS), £(198)=3.29, p <0.01. First wives also scored higher across
all categories of the Symptoms Checklist, with significantly higher somatization, #(198)=3.74, p <0.01;
hostility, #(198)=3.89, p <0.001; psychoticism, #(198)=3.92, p <0.001; and GSI, #(198)=3.19, p <0.01.
According to the regression analysis, polygamy accounted for 18% of the variance in family functioning
(FAD) (p <0.05), 33% of the variance in marital relationship (ENRICH) (p <0.001), 16% of the variance in
SE (p <0.05), 16% of the variance in life satisfaction (SWLS) (p <0.05), 17% of the variance in somatization
(p<0.05), 20% of the variance in anxiety (p <0.05), 27% of the variance in hostility (p <0.01), 26% of the
variance in psychoticism (p <0.01), and 20% of the variance in GSI (p <0.05)

“The findings show that the wives in polygamous marriages suffered from more psychological difficulties
than those in monogamous marriages” with higher levels of somatization, depression, anxiety, hostility
and paranoid ideation, greater general severity (GSI), and total number of symptoms (BSI), #(313) range =
0.77-2.22, p range = less than 0.001 to non-significant. Wives in polygamous marriages also reported lower
SE, #(313) = —3.6, p<0.001; less marital satisfaction (ENRICH), #(313)=8.55, p <0.001); and more
problematic family functioning (FAD), #(313)=6.28, p <0.001. Family functioning was the strongest and
most consistent predictor of mental distress (FAD and BSI: F(2, 313) range = —0.45 to 0.49, p <0.001). When
family functioning was held as a dependent variable, polygamy was only significantly predictive of SE
(Polygamous/Monogamous and SE: F(2, 313)=—0.19, p <0.001)

“The symptoms reported by the subjects on the GHQ showed difference between the Study group (first wife)
and the Control group’ for somatization (x*(1) =19.48, p < 0.0001), anxiety (x*(1)=36.97, p <0.0001), social
dysfunction (*(1)=5.47, p<0.02) and total GHQ score with a cut-off of 8 (*(1)=16.32, p<0.001)

Continued
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Table 5. Continued

Study

Results

Chaleby (1987)

Daradkeh et al.
(2006)

Eastwell (1974)

Ghubash et al.
(1992)

Gwanfogbe et al.
(1997)

Hamdan et al.
(2008)

Hinks & Davies
(2008)

Kianpoor et al.
(2006)

Leighton ef al.
(1963)

Maziak et al. (2002)

Mumford et al.
(1996)
Ozkan et al. (2006)

Patil & Hadley
(2008)

‘Reviewing the psychiatric diagnosis of the monogamous patients, 48 were in the category of
dysthymic-anxiety disorder, 19 obsessive-compulsive disorder, 5 hysterical conversion disorder, 22
somatoform disorder. In the polygamous group the respective figures were 28, 0, 0, and 4, X*(3)=13.79,
p<0.01

340 (35.9%) only wives, 34 (7.5%) first wives, 37 second wives (44.6%) and 2 third wives (25.0%) were
identified as sustaining a mental disorder. Being the second wife was found to be significantly associated
with psychiatric morbidity (p=0.0001).

‘Of the thirty three females. . .four are only wives, monogynously married. Twenty-one are polygynously
married, although [the community registrar reports] only twice the number of polygynous wives as
compared with only wives’

‘Of those in monogamous marriages, 17.8% were cases, in contrast to 39.1% of women in polygamous
marriages. . .Subjects who lived in polygamous marriages were at a significantly higher risk for
psychiatric disorder’ (PSE), #(178)=2.04, p=0.04

‘Senior wives who were young were less happy with their marriage (2.46, N =13) than older, senior wives
(3.05, N=20Y, F(2, 235)=4.45, p <0.014. ‘Our results suggest that wife order in polygyny has no
substantial effects on either life or marital satisfaction overall, though we did observe a rather trivial
(r=0.11), though statistically significant, relationship between wife order and life satisfaction. However,
the relationship failed to retain significance (p <0.05) when controlling for other independent variables’

According to cross-tabulation, ‘number of wives was not related to depression” wherein 22 (14.2%) women
in monogamous marriages sustained moderate BDI scores and 21 (13.5%) received severe BDI scores
while 7 (25.0%) women in polygamous unions sustained moderate BDI scores and 5 (28.0%) received
severe BDI scores, p=0.285

For subjective well-being, polygamy does not generally appear to be a significant determinant for women.
However, ‘among those following traditional beliefs, the impact of polygamy is. . .strongly negative and
significant for women’, #(2,580)=—1.99, p<0.05

‘Present results showed that 47% of cases were in polygamous families’, a disproportionate number
compared to a reported 8.3-12.7% prevalence of polygamous marriages in the province

‘For the women in Abeokuta those who are co-wives have much worse mental health than those who are
not, while in the villages it seems to make no difference’. While 15% of monogamous women and 16% of
polygamous women in the village qualified as significantly impaired, 11% of monogamous women and
31% of polygamous women in Abeokuta qualified as significantly impaired

Four polygamous women scored less than 8 on the SRQ and 22 polygamous women scored greater than or
equal to 8 on the SRQ, OR(95% CI 1.5-13.4) =4.5, p=0.003. Polygamy proved a significant predictor of
psychiatric distress in logistic regression models for scores both greater than or equal to 8, OR(95% CI 1.1-
12)=3.3, p=0.03, and SRQ scores greater than or equal to 12, OR(95% CI 2.5-33.2)=9.1, p<0.001

‘Married women whose husbands had more than one wife had higher Bradford Somatic Inventory (BSI) scores
than other married women (24.3 v. 21.5) but this difference did not reach statistical significance (N =11)’

‘The prevalence of major depressive disorders and conversion disorder was the highest in polygamous
senior wives, but did not reach a statistically significant level...The mean total SDQ scores varied
significantly among the three groups (F=20.10, p <0.001). It was the highest in senior wives. A Bonferroni
post hoc test revealed the differences between senior and junior wives (p <0.001), and senior and
monogamous wives (p <0.001)

“There were no differences in anxiety, depression, or the combined measures of distress across the measures
of marriage types. This was true regardless of the way in which polygyny was defined. . Marriage type
was not significant in any of the models (p >0.05)’

(95% CI 1.38-10.98)=3.62, p=0.012; psychiatric symp-

well-being  for polygamous women following

toms (Present State Examination (PSE)): #(178)=2.04,
p =0.04; psychological distress (SRQ-20 score >8): OR
(95% CI 1.1-12.0)=3.3, p=0.03). Whereas Abou-Saleh
et al. (2001), Gwanfogbe et al. (1997), Hamdan et al.
(2008), Hinks & Davies (2008) and Mumford et al.
(1996) report mixed results, indicating significantly
less marital satisfaction in younger senior wives, low

Malawian traditional beliefs and significantly high
somatoform dissociation among senior wives, but non-
significant associations between monogamous and poly-
gamous women for lifetime prevalence rates of ICD-10
psychiatric disorders, life and marital satisfaction, Beck
Depression Inventory scores and Bradford Somatic
Inventory scores. However, the methodological quality



of these correlational studies is considerably limited
by their general and secondary search for significant
associations between mental-health outcomes and a var-
iety of socio-demographic factors, not to mention their
frequent reliance on quasi- and non-random sampling
techniques and small or unreported polygamous
subsamples (N range =224-2000, with polygamous sub-
samples reportedly ranging from 11 to 544).

Al-Krenawi (2001) is a lower-quality cross-sectional,
prevalence study of mental-health issues in polyga-
mous women compared to monogamous women in
Israel. The sample is decently sized (N=92) and con-
trolled in terms of diagnosis and exposure. However,
the significant results must also be interpreted and
applied with caution as the study sample and outcome
measurements are flawed (self-esteem (open-ended
questionnaire): x*(1)=28.11, p<0.001; loneliness
(open-ended questionnaire): x*(1)=26.36, p<0.001).
The sample is a convenience sample comprised only
of out-patients referred by general practitioners, the
polygamous women are senior wives of two-wife
families only (N=53), and the measurement tools are
largely non-validated and subjective. Finally, the
incomplete and selective reporting of statistical results
and the lack of statistical control are also highlighted as
significant limitations.

Al-Krenawi (2004) is a high-quality cross-sectional
study comparing monogamous and polygamous,
Bedouin-Arab women’s mental health across a number
of reliable and well-validated measures (family func-
tioning (Family Assessment Device (FAD)): F(2, 1364)
=59.58, p<0.001; marital relationship (ENRICH):
F(2, 1364)=76.68, p<0.001; mental health (General
Severity Index (GSI)): F(2, 1364)=57.81, p<0.001; life
satisfaction (SWLS): F(2, 1364)=30.62, p <0.001). Study
characteristics of particular virtue include its relatively
strong and representative sample — both in size (N =
376) and random and clustered recruitment methods —
its employment of well-validated and replicated
measurement tools, and its selection of rigorous statisti-
cal analyses and controls. A weakness of the study, how-
ever, is that the recruitment strategy for participants
may only represent those listed on the municipality
registers.

Al-Krenawi (2010) is a mediocre quality cross-
sectional study. Although the sample is quite large
(N=309), its external validity is flawed by its use of
a convenience sample and restriction to polygamous,
senior wives. Very little information is provided
about the recruitment and selection process and simi-
lar limitations in reporting are unfortunately apparent
in other sections of the study, including some undefined
socio-demographic classifications, an unexplained dis-
crepancy in coding the ENRICH questionnaire, an
under-detailed results section, and a discussion that
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incorrectly references other study findings and draws
conclusions beyond the parameters of the present
study. Nevertheless, Al-Krenawi (2010) represents the
first and only research of the impact of polygamy on
married women’s mental health in Palestine. It also
reports findings on a new variable of interest — the
disagreeability of polygamous marriages according
to polygamous women (80.2%) and monogamous
women (97.4%). Finally, the study employs well-
validated and replicated measurement tools as well as
rigorous statistical analyses and controls (family func-
tioning (FAD): #(308) =4.56, p <0.001; marital satisfac-
tion (ENRICH): #(308)=5.89, p<0.001; self-esteem:
£(308)=2.89, p<0.01; life satisfaction (SWLS): #(308)=
3.53, p<0.01; mental health (GSI), #(308) = 3,79, p <0.01).

Al-Krenawi & Graham (2006b) represent a strong,
well-designed cross-sectional study, including a larger,
more representative sample (N=352). The significant
sample size, the proportionate random sampling of
women from seven recognized villages, and the cluster
sampling of women from nine unrecognized villages,
lends additional power to the research findings.
Furthermore, the methods of measurement are of high
quality with indications that the interviewers were
trained and the tools of measurement validated and
back-translated for reliability. The primary weaknesses
of the study design and research methods are consider-
ably fewer: the selection criteria for participants poten-
tially represents only those listed on the municipality
registers, there is an unexplained discrepancy in coding
of the ENRICH questionnaire, and the relationship
between marital status and mental distress is not statisti-
cally controlled for by other potentially contributing
factors (family functioning (FAD): F(2, 350)=41.14, p<
0.001; marital relationship (ENRICH): F(2, 350)=>50.36,
p<0.001; mental health Bradford Somatic Inventory
(BSI): F(2, 350) range=23.2-44.02, p <0.001; life satisfac-
tion (SWLS): F(2, 350)=19.89, p<0.001).

Al-Krenawi et al. (2011) is a relatively strong, cross-
sectional study comparing the psychological well-
being of monogamous and polygamous women. The
sample size is decent (N=199) though similarly lim-
ited by convenience recruitment and its selection of
senior wives of two-wife families. Strengths of note,
however, include its additional consideration of two
new variables (consanguinity and agreeability with
polygamous unions), its employment of well validated
and replicated measurement tools, and its use of rigor-
ous statistical and multivariate analyses. It was found
that 66.2% of senior wives and 87.5% of monogamous
wives reported disagreeing with polygamous mar-
riages and that first wives experienced significantly
more distress (family functioning (FAD): £(198)=3.95,
p<0.001; self-esteem: #(198) =2.53, p <0.01; life satisfac-
tion (SWLS): £(198) =3.29, p <0.01; mental health (GSI):
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£(198)=3.19, p<0.01). However, a few study limit-
ations include its failure to report the number of indi-
viduals who refused or withdrew participation and its
discrepant coding of the ENRICH questionnaire.

Al-Krenawi & Slonim-Nevo (2008) is an example for
future replication. Again, the large sample (N=315)
and its attempt for random selection are assets of its
design. The study also minimizes bias by specifying
criteria for exposure to polygamy and by using strong,
validated, back-translated and specific measurement
tools (mental health (BSI): #(313) range=0.77-2.22,
p range=less than 0.001 to non-significant; self-esteem
(SE): t(313)=—3.6, p<0.001; family functioning (FAD):
#(313)=6.28, p<0.001; marital satisfaction (ENRICH):
£(313)=8.55, p<0.001). Finally, the study employs
strong statistical analyses, namely linear regression, to
identify other predictive variables of poor mental-health
outcomes (family functioning (FAD) and psychological
symptoms (BSI): F(2, 313) range = —0.45-0.49, p <0.001;
polygamous/monogamous and obsession—compulsion:
F(2, 313)=0.11, p<0.05; polygamous/monogamous
and psychotism: F(2, 313)=0.12, p<0.05). The associ-
ated weaknesses, however, are primarily associated
with the sample. Although randomized, the sample
may not prove representative provided that those
included were available by phone, came from two-wife
families, and had a child fulfilling the inclusion criteria
of a concurrent study.

Al-Sherbiny (2005) is a lower-quality cross-sectional,
prevalence study. Although the sample size is decent
(N=100), the weaknesses of the study are considerable:
the research methods are vague and non-descriptive,
prohibiting replication; the generalizability of the find-
ings is restricted to first wives only; and most impor-
tantly, it is uncertain as to whether the participant
groups were wholly comparable as they were recruited
differently - snowball sampling for polygamous
women as referred by social workers and psychologists
and random sampling for monogamous women.
Consequently, the two groups varied significantly in
age, education, family size, etc., making it unsurprising
that the control group reported fewer psychiatric,
emotional and physical complaints (symptoms
(General Health Questionnaire (GHQ) total score >8):
x*(1)=16.32, p<0.001). Furthermore, the monogamous
participants did not receive a psychiatric interview.

Chaleby (1987) is a low-quality, cross-sectional retro-
spective study of the prevalence of psychiatric disorder
in monogamous v. polygamous wives as derived from
a random sample of out-patient charts. Although the
sample is decently sized (N=126), it is unfortunately
flawed; the total population of out-patient charts is
not reported, the process of random selection is not
described, the number of excluded charts is not pro-
vided, and the sample is limited to married, never-

hospitalized, out-patient women with complete and
comprehensive charts. Furthermore, the results are sub-
jective as no criteria were specified for the classification
of psychiatric disorders and as sample proportions of
psychiatric disorder by type of marriage were com-
pared to outdated 1975 census and 1980-1981 court
marriage records for significance. Finally, while a sig-
nificant interaction was found among the variables for
marriage type and psychiatric disorder (x*(3)=13.79,
p<0.01), no further analysis or explanation was pro-
vided to describe the relationship, though study con-
clusions identify senior wives as ‘far more susceptible’
and describe a ‘particularly high incidence of somato-
form disorders’.

Eastwell (1974) is a low-quality cross-sectional study
of the prevalence of psychiatric disorder in monogamous
wives v. polygamous wives among the Murngin in
North Australia. The sample is small (N =33) and limited
to psychiatric cases, with small monogamous (N =4) and
polygamous (N=21) subgroups. Furthermore, the
methods are under-detailed, the criteria for determining
psychiatric cases are not described, and only raw num-
bers are reported.

Kianpoor et al. (2006) is also a lower-quality cross-
sectional study. It bears well on the study design that
the participants were screened twice and according
to validated DSM-IV standards of panic disorder.
However, the moderate sample size (N = 66), panic dis-
order qualification criteria and convenience recruit-
ment of the sample are significant limitations to its
accuracy and generalizability. Furthermore, the singu-
lar reporting of percentages does not reflect well on the
rigor of the measurement tools or statistical analyses
(31 (47.0%) cases were polygamous and 26 (39.0%)
were monogamous).

Ozkan et al. (2006) provide another example of a
strong cross-sectional, prevalence study. The sample
is large and appears representative including all poly-
gamous women within the municipality with monog-
amous women matched for age and selected randomly
(N=138). The employed measurement tools were
again validated and reliable. Finally, the data were
assessed through rigorous statistical analyses includ-
ing chi-square, analysis of variance (ANOVA), and a
post hoc Bonferroni test (Somatoform Dissociation
Questionnaire (SDQ): F(3, 135)=20.10, p <0.001). The
only limitations to this study include its generalizabil-
ity to two-wife families and women over 18 years old
and its lack of statistical control for other potentially
contributing variables to one’s mental health.

Finally, Patil & Hadley (2008) is a mediocre quality
cross-sectional, prevalence study. The large sample
and the sample type (randomly sampling from one vil-
lage and conducting a census in another) indicate
strong representation (N =408). The inclusion of some



third and fourth wives also opens up the generalizabil-
ity of the findings. The weaknesses of the study, how-
ever, are of concern. The study was conducted during
the post-harvest, dry season or the period of increased
food and decreased labour, possibly biasing the study
findings (symptoms of anxiety (HSCL-25): x}(2)=0.7,
p=ns; symptoms of depression (HSCL-25): x*(2)=
0.76, p=ns; emotional distress (HSCL-25): x*(2)=0.52,
p=ns). The employment of only one assessment tool,
though a validated measure, may limit the reliability
of the findings further. Finally, the statistical analyses
and controls are inconsistently reported.

Themes and findings

The selected literature uses many different measures
of marital status and mental health, inhibiting the con-
duct of a meta-analysis; a summary of included study
findings, however, is presented in Table 5 and a brief
narrative summary of common outcomes is provided
here. As aforementioned, three included studies indi-
cated mixed findings and 15 reported significant out-
comes. Thus, 18 of the 22 included articles, or 11 of
the 12 studies to directly examine prevalence, evidence
a significant difference in mental health according to
marital status, with the soundest and most rigorous
methods espousing. These significant differences are
reported to exist in the higher prevalence of somatiza-
tion, depression, anxiety, hostility, paranoid ideation,
psychoticism, general symptom severity (GSI), positive
symptoms total (PST) and psychiatric disorder as well
as in the lower ratings of life and marital satisfaction,
family functioning and SE in polygamous wives.

Of the four studies utilizing the SRQ-20 measure-
ment of psychological distress or neurotic disorder,
only two studies clearly report an analysis of marriage
type and SRQ-20 score (Abou-Saleh ef al. 2001; Maziak
et al. 2002; Daradkeh et al. 2006; Abbo et al. 2008). Both
of these studies found a significant difference in scores
between monogamous women and polygamous
women (Maziak ef al. 2002; Abbo et al. 2008). Abbo
et al. (2008) employed a score cut-off point of 6 (i.e.,
respondents answered positively to at least six of the
questions) and found that polygamous women were
over three times as likely to report psychological dis-
tress than monogamous women (OR (95% CI 1.38—
10.98)=3.62, p=0.012). Maziak et al. (2002) used a
score cut-off point of 8 and also found that polyga-
mous women were more likely to report symptoms
of neurotic disorder (OR (95% CI 1.5-13.4)=4.5, p=
0.003). Furthermore, Maziak ef al. (2002) conducted
logistic regression models for cut-off scores of 8 and
12 and found that polygamy was a significant predic-
tor of psychiatric distress in both models, (OR (95% CI
1.1-12.0)=3.3, p=0.03) and (OR (95% CI 2.5-33.2)=9.1,
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p<0.001), respectively. Other significant predictors of
psychiatric distress in the sample included place of
residence, respondent’s education, physical abuse,
age and age at marriage.

Al-Krenawi (2004), Al-Krenawi (2010), Al-Krenawi &
Graham (2006b), Al-Krenawi et al. (2011) and Al-
Krenawi & Slonim-Nevo (2008) used a combination of
the following measurement tools: the Brief Symptom
Inventory (BSI), the Hopkins Symptoms Checklist
(H-SCL-90), the McMaster FAD, the ENRICH question-
naire, the Life Satisfaction scale (SWLS), and the
Rosenberg Self-Esteem scale. As shown in Table 5, soma-
tization, depression, anxiety, hostility, paranoid ideation,
general symptom severity (GSI), decreased marital satis-
faction and problematic family functioning appear more
prevalent among polygamous respondents in all five
studies. Psychoticism, PST, low SE and decreased life sat-
isfaction are also reported across multiple studies
(Al-Krenawi, 2004, 2010; Al-Krenawi & Graham, 2006b;
Al-Krenawi & Slonim-Nevo, 2008; Al-Krenawi ef al.
2011). In a regression analysis, however, Al-Krenawi &
Slonim-Nevo (2008) found that marital status (ie.,
polygamy v. monogamy) combined with economic status
only accounts for 5.4% of the variance in SE and 21.1% of
the variance in family functioning and that, indeed, polyg-
amy does not account for any of the variance in the
previously listed categories of the BSL. Alternatively and
more promisingly, a regression analysis revealed family
functioning as the best predictor of all noted symptoms,
explaining anywhere from 15.1% to 26% of the variance.

Discussion
Strengths and limitations

As previously addressed, the included studies sustain
a number of strengths and limitations. First of all, for
an often neglected topic and potentially difficult to
access population, the multiplicity of identified studies
is quite remarkable. Additional strengths of the
selected studies include some replication, frequent util-
ization of validated measures, decent sample sizes,
efforts toward representative samples and initial
attempts at regression analyses. Unfortunately, how-
ever, due to scope of this review and wide variation
across countries, cultures, beliefs, study populations
and research tools, a meta-analysis was not conducted.
Furthermore, the included studies merely relay com-
parative statistics of significance between monog-
amous and polygamous women, rather than actual
prevalence rates, and may be flawed by publication
bias.

As for strengths and limitations of this review, it is
again noteworthy that this systematic review fills a
gap in the literature. As this review aims to provide
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a transparent, replicable synthesis and quality assess-
ment of all available quantitative and qualitative
research of the impact of polygamy on women’s men-
tal health, it would seem valuable for the provision of
relevant and timely information for direct practice,
program development and research. Unfortunately, a
few limitations to this review of note include the exclu-
sion of studies not published in English, the inability to
access five potentially relevant papers, and the
employment of only two research databases.
Furthermore, despite best efforts to search the gray lit-
erature, some relevant studies may have been missed.

Implications for practice

Although limited by the mixed methodological quality
and considerable diversity across populations, cul-
tures, countries, study designs, measurement tools
and outcomes, a few overarching implications for prac-
tice can be garnered from the selected studies. First, it
can be assumed that polygamous women are at-risk of
experiencing psychological and emotional distress.
Second, primary healthcare centres may be the most
viable access point of treatment for polygamous
women. And lastly, the best predictors of mental-
health outcomes may not be marital status itself, but
other moderating and mediating variables.

Based on the presented evidence, there appears to
be a significant relationship between marital status
and mental health. Consequently, it is important that
practitioners, community leaders and policy-makers
working with polygamous populations be aware of
their substantive risk for a number of psychological
and emotional disturbances. Appropriate care and
treatment should accordingly be made available and
accessible. Furthermore, special attention may need
to be paid to senior wives as some studies distinguish
them as particularly vulnerable to psychological dis-
tress (Al-Krenawi, 2001, 2010; Al-Sherbiny, 2005;
Ozkan et al. 2006; Al-Krenawi & Slonim-Nevo, 2008;
Al-Krenawi et al. 2011).

In terms of accessibility, primary healthcare services
may, for the present, be the best platform for identifying
and treating psychological disorders and symptoms in
polygamous women. Al-Krenawi & Graham (2006b)
found that while only 4% of sampled women were
referred to mental-health services, some 84% used
their community’s primary healthcare centre. In other
words, the participants, all of whom sustained mental-
health complaints, more readily sought help from their
community health clinic than from their local mental-
health services. Furthermore, as traditional healing
practices have also been found among participants
and shown to lessen psychological distress (Al-
Krenawi & Graham, 1999a; Abbo et al. 2008), traditional

healers may present another viable conduit through
which to offer future interventions.

Finally, some of the included studies point to specific
moderating and mediating variables besides marital
status itself which may prove helpful in the design
and implementation of interventions for polygamous
women with psychological distress. Maziak et al.
(2002) point to education as a potential protective fac-
tor. Furthermore, and possibly more substantively,
the findings of the Al-Krenawi & Slonim-Nevo (2008)
study point to family functioning as a potential mediat-
ing variable. Assuming this relationship is valid, the
address and improvement of family functioning by an
intervention could have a substantive impact on a poly-
gamous woman’s mental health and symptomatology.
However, according to the same regression analysis,
economic status may be another mediating variable
by which to address psychological distress in polyga-
mous women (Al-Krenawi & Slonim-Nevo, 2008).

Directions for future research

Future studies should look to promote larger, more
representative and random sampling in various differ-
ent cultures and societies; a standardization of measur-
ing tools; more rigorous and congruent statistical
analyses; and better transparency in reporting.
Furthermore, all studies should anticipate and facilitate
the conduct of systematic reviews and meta-analyses.
Finally, in these strides, it is suggested that the
Al-Krenawi (2004), Al-Krenawi & Graham (20060),
Al-Krenawi et al. (2011), Al-Krenawi & Slonim-Nevo
(2008) and Ozkan et al. (2006) studies are particularly
strong models for replication and exploration.

On a more conceptual level, however, future studies
also need to move away from a singular focus on the
structure of the family and review the intricacies and
mediating effects of family dynamics (Elbedour et al.
2002; Al-Krenawi & Slonim-Nevo, 2005b). The findings
of the Al-Krenawi & Slonim-Nevo (2008) study would
also seemingly support this objective as family func-
tioning was revealed by regression analysis to be the
best predictor of all inventoried symptoms. The value
of qualitative work is further suggested to this same
end of better understanding the dynamics and intrica-
cies of polygamy from within its own framework.

Finally, continued research of the psychological
impact of polygamy on women needs to be directed
with the specific intention of informing or designing
preventative or intervening approaches. Indeed,
according to Slonim-Nevo & Al-Krenawi (2006), future
research needs to focus on “developing, implementing
and evaluating family intervention programs for poly-
gamous families among different communities in the
world’.



Conclusion

In conclusion, the current state of research reveals with
moderate confidence a more significant prevalence of
mental-health issues in polygamous women as com-
pared to monogamous women. Of mention are the prin-
cipally significant levels of somatization, depression,
anxiety, hostility, paranoid ideation, psychoticism, psy-
chiatric disorder, general symptom severity (GSI),
decreased life and marital satisfaction, problematic
family functioning and low SE across the included
research study results. Thus, it is important that prac-
titioners, community leaders and policy-makers work-
ing with polygamous populations be aware of their
substantive risk and make appropriate care and treat-
ment available and accessible.
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