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Abstract

Introduction: Public health is a life quality concerning a person's emotional, mental, moral
states and biological fitness that helps him to be able to adapt to the surrounding environment
and do sufficient amount of physical, mental, and social work.

Materials and methods: In this cross sectional study, 903 families from different cities of
Ilam were selected through multistage cluster sampling. The families were selected from each
city separately and each head of family was interviewed. The instruments for data collection
included general and economic questionnaires and the General Health Questionnaire (GHQ).
Results: The participants of the study had an average age of 32.67+9.45and an average
general health of 28.48+12.1. There was a negative and meaningful correlation between
monthly income and social contribution disturbance (p<0.05, r = -0.1) and a direct and
meaningful correlation between monthly income and general health (p<0.05, r = 0.1).
According to the results of Logistic Regression Model, desired general health for married
people was 1.98 times more than single individuals, 0.46 times more for males than females,
and for groups with medium or poor economic conditions it was 0.84and 0.82times more than
those with good economic conditions

Conclusion: In order to improve people's mental health, it is recommended that health care
officials take this matter for granted more than ever through the implementation of programs
such as life skills training, stress resistance skills training, and helping individuals to be able
to adapt themselves to their life environment.
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Introduction

General health is a life quality concerning
a person's emotional, mental, moral states
and biological fitness that helps the person
to be able to adapt to the surrounding
environment and do sufficient amount of
physical, mental, and social work (1).
Factors that are effective in health include
individual and genetic factors such as age,
gender, occupation and social class,

1

environmental factors, lifestyle, and the
quality and extent of presented services
(2). Healthiness is a multi-dimensional
term including not only physical health,
but also joy and welfare (3). Most
psychiatrists, psychologists and mental
health  scholars  disregard  positive
dimensions of healthiness (4). Health
promoting behaviors, as one of the most
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determining health criteria, are recognized
to be the background factor in protection
against many diseases and in direct link
with health promotion and disease
prevention (5). Statistics provided on the
main causes of mortality indicate that 53%
of mortalities result from lifestyle and
insanitary behaviors (6, 7). About 60 years
ago, the World Health Organization
(WHO) defined healthiness as the state of
complete physical, mental and social
welfare rather than just being healthy. A
decade later, Jahuda (1958) questioned the
notion that if one is not mentally sick, it is
a criterion for mental health and proposed
a multiple criteria model for determining
mental health. Unfortunately, considerable
progress in the application of this view in
either theoretical or practical fields wasn't
seen for a long time (8). Healthiness is a
positive term emphasizing social, personal
resources and  physical capacities.
Although health sector is an active and
protective  part in  cross-portioned
interactions and should be much more
regarded for interaction with other health
care organizations (9), health promotion is
not just the responsibility of the health
sector; rather, it goes beyond the healthy
lifestyle of the public and leads to the
development of a society that aims at
protecting people's health.

Social and economic inequalities and their
effect on health is a highly regarded issue
these days, as health promotion in
unhealthy societies is much harder than
treating unhealthy people in healthy
societies (10). Health inequality is a
certain type of difference in healthiness in
which vulnerable social groups and those
constantly  facing undesirable social
conditions and discrimination experience
much more serious health risks than those
living in desirable social conditions (11).
Intense income inequalities indicate a
decrease in the income earned by members
of society which can have negative effects
on people's health. Moreover, societal
inequalities will increase the sense of
relative deprivation among people and

influence mental healthiness of the society
(12).

Efficient human  power plays a
determining role in the socioeconomic
development of societies. Thus, taking
various aspects of human life into
consideration, particularly young
manpower, is an important factor in such
development. Some common health
problems in human life include depressive
disorders, anxiety problems, and physical
unhealthiness which are of great
significance in terms of their economic
consequences. Therefore, this study was
conducted in 2013 to investigate the
relationship between general health and
economic factors in Ilam.

Materials and methods

In this cross sectional study, 903 families
from different cities of llam were selected
through multistage cluster sampling. The
families were selected from each city
separately and each head of family was
interviewed. The families' general and
economic status was determined using a
researcher-made questionnaire consisting
of demographic questions (i.e. job status,
income, and living expense) which was
designed and rated based on Likert Scale.
The standard General Health
Questionnaire (GHQ) was used to
determine the participants' general health.
This questionnaire is a test with multiple
and self-executing nature designed to
investigate non-mental disorders found
among the existing social states over the
month before. In this study, a short
questionnaire including 28 questions was
used. This questionnaire consisted of 4
subtests. Questions 1-7 were designed to
measure physical signs, 8-14 to measure
anxiety and sleeplessness, 15-21 to
measure social dysfunction, and 22-28 to
measure depression. The questions were
multiple items and there were two scoring
methods.  The first method was the
Traditional By-modal method in which the
choices are measured based on 0-0, 1-1
and the individual's score ranges from 0 to
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28. In the second method, the answers
were measured based on Likert (0, 1, 2, 3)
in which the individual's score ranges from
0 to 84. The cut-off point obtained for this
questionnaire in several studies in Iran is
between 21 and 23 (13). In this study, the
cut-off point of 23 was used. As a result,
the total score between 0 t023 was
considered as desired general health, and
the total number of 24 and above as
inappropriate  general  health.  The
reliability of this questionnaire has been
proven in different studies (14-17). The
Cronbach's Alpha was used to determine
the reliability of the test which was 0.93
for all the questions.

The data were analyzed using SPSS
software version 21 and Eviews by
conducting t-test, the Pearson correlation
coefficient and Logistic Regression.

Results

In this study, 903 people from Ilam were
investigated with an average age of
32.67+9.45 and the age range of 18-78.
The general health means score for the
people under investigation was
28.48+12.1. Most of the participants were
females (57.8%) considering gender,
married (80.9%) considering marital
status, unemployed (49.1%) considering
job status, earned less than 500000 tomans
per month (31.9%) in terms of income
status, had a bachelor's degree (43.5%) in
terms of education, lived in cities (80.7%)
in terms of residence location, and were in
a medium status in terms of economic
status  (50.4%). Other demographic
information is shown in table 1.

Table 1. Demographic characteristics of the study population

Variable Status Percent
Sex Male 42.2
Female 57.8
Marital Status Single 19.1
Married 80.9
Job Unemployed 49.1
Employed 48.1
Retired 2.8
Less than 500 31.9
Income (thousands of Tomans) 500-750 22.4
750-1 million 30.3
Education More than 1 million 154
Under Diploma 10.9
Diploma 175
Associate Degree 19
Bachelor 43.5
Masters and more 9.1
Palace Residence City 80.7
Village 19.3
Economic situation Average 32.2
Well 50.4
Bad 17.4

According to the findings of the present
study, there was a significant relationship
between public health with marital status
(p = 0.02), personal house (p = 0.002),
personal vehicle (p = 0.04) and education

(p = 0.04), while there was no significant
relationship between public health and the
other demographic components including
family size (p = 0.98) and residence
location (p = 0.06) (Table 2).
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Table 2. associated public health with variables population and economic based on the test-T test

Variable Status Public Health
Mean Std P-value
Marital Status Single 30.31 12.44 0.02 *
Married 27.96 11.87
Family size Equal & less than 4 28.85 12.57 0.98
More than 4 28.54 12.2
Personal house Yes 27.22 11.84 0.002 *
No 29.83 12.31
Personal vehicle Yes 27.58 12.27 0.04 *
No 29.21 11.87
Palace Residence City 28.86 11.97 0.06
Village 26.91 12.51
Education Under diploma 29.73 12.77 0.04 *
Upper diploma 27.92 11.81

* Significant at a level of less than 0.05

The findings of this study indicated that
age had a direct correlation with income
(r = 0.07), physical signs (r = 0.03),
anxiety (r = 0.01), social dysfunction
(r=0.02), and it had a negative correlation
with depression (r = -0.05) and general
health (r = -0.006). However, there is no
significant statistical relationship between
age and the so-called components. It was

also indicated that monthly income had a
negative correlation with physical signs
(r = -0.06), anxiety (r = -0.06), social
dysfunction (r = -.1), depression (r = -
0.08), and a direct correlation with general
health (r = 0.1), while it only had a
significant statistical relationship with
social dysfunction (p<0.05) and general
health (p<0.05) (Table 3).

Table 3. Correlation between age, income, public health and subtests public health.

Age Income Physical Anxiety Social Depression  Mental
symptoms dysfunction health
Age 1
Income 0.07 1
Physical symptoms 0.03 -0.06 1
Anxiety 0.01 -0.06 **0.61 1
Social dysfunction 0.02 *.0.01 **0.29 **0.08 1
Depression -0.05 -0.08 **0.47 **0.57 **0.23 1
Public health -0.006 *0.1 **0.8 **0.8 **0.48 **0.81 1

* Significant at a level of less than 0.05
** Significant at less than 0.01

According to the results of Logistic
Regression, the desired health for married
individuals was 1.98 times more than
single individuals (OR = 1.98, 95% CI =
1.63-2.5). The desired general health in
terms of job status for employed and
retired individuals was respectively 0.69
and 0.93 times more than unemployed
ones. In terms of age group, the desired
health for age groups of 25-29, 30-34, 35—
39, 40-44, 45-49, and above 50 years
were 1.7, 1.3, 1.2, 1.1, 1.2, respectively
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and 1.4 times more than the age group
below 25 years old. In terms of monthly
income, the desired general health for
groups earning 500- 750 thousand tomans,
750 thousand—1 million tomans, and above
1 million tomans were respectively 1.17,
1.2, 2.17 times more than the group
earning below 500 thousand tomans. Also
considering economic status, the desired
general health for average-income and
low-income groups were respectively 0.84
and 0.82 times more than good-income
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groups. However, general health only had
a statistically significant relationship with

marital status (P<0.01) (Table 4).

Table 4. Results of logistic regression between public health and economic- population factors, regardless of
confounding factors.

OR (Cl19% 95) P -value
Sex 1.5(1.15-1.98) **0.003
Marital Status 1.98(1.63-2.5) *0.04
Unemployed Ref 0.12
Job Employed 0.69(0.37-1.27) 0.24
Retired 0.93(0.3-2.8) 0.9
Bad Ref 0.84
Economic situation Average 0.84(0.46-1.5) 0.57
Well 0.82(0.35-1.9) 0.66
Bad Ref **0.000
Life Satisfaction Average 2.8(1.7-4.6) **0.000
Well 4.6(3.2-6.4) **0.000
<25 Ref 0.45
25-29 1.7(1.6-2.7) *0.02
30-34 1.3(0.7-1.8) 0.59
Age (year) 35-39 1.2(0.7-2.1) 0.38
40-44 1.1(0.6-1.9) 0.72
45-49 1.2(0.6-2.5) 0.49
>50 1.4(0.68-3.03) 0.33
Less than 500 Ref 0.059
Income (thousands of Tomans) 500-750 1.17(0.63-2.1) 0.6
750-1 million 1.2(0.72-2.3) 0.39
More than 1 million 2.02(1.01-4.07) *0.04

* Significant at a level of less than 0.05
** Significant at less than 0.01

However, after eliminating the ClI=0.29 - 0.72). Also, those with average

confounding variables under investigation,
general health only had a statistically
significant relationship with gender and
life satisfaction (P<0.01) in a way that
desired general health for males was 0.46
times more than females (OR=0.46 , 95%,

life satisfaction (OR=2.5, 95%, CI=1.6-
4.06) and good life satisfaction (OR = 4.4,
95%, CI = 3.2 — 5.95) had a higher level of
general health than those who were
dissatisfied with their lives (Table 5).

Table 5. Results of logistic regression between public health and economic- population factors, considering

confounding factors.

OR (Cl% 95) P -value

Sex 0.46(0.29-0.72) *0.001
Bad Ref *0.000

Life Satisfaction Average 2.5(1.6-4.06) *0.000
Well 4.4(3.2-5.95) *0.000

* Significant at less than 0.01
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Discussion

Healthiness is regarded as one of the main
human rights, so all people should have
access to the resources necessary for
health care. Nowadays, general health
promotion is a major goal in the
development of the third millennium and
the main provider of health care services in
developing countries. In this respect,
efficiency of the public sector is highly
significant (18). In the present study, there
was a significant statistical relationship
between general health and education (p =
0.04). Likewise, in the study by Ghasemi
& et al (19), there was a significant
relationship between general health and
education in a way that individuals having
a diploma or higher degrees were healthier
in terms of general health. Hadianfar & et
al (20) and Ansari & et al (21) also showed
such a relationship in their studies. It
seems that those who had higher education
proved to be more successful in using
appropriate methods to cope with tension
to adapt themselves to the existing
conditions. Therefore, they would have
fewer problems concerning general health
through better control of the existing life
conditions.

The findings of this study indicated that
monthly income had a negative correlation
with  physical signs, anxiety, social
dysfunction and depression, which it had a
direct correlation with general health.
While monthly income had a significant
relationship only with social dysfunction
(p<0.05) and general health (p<0.05), there
was no significant relationship between
age and the so-called components. In the
study by Mohammadbeigi & et al (22), no
significant relationship was seen between
age and general health, whereas a
significant relationship was seen between
the two components in the studies
conducted by Sadeghi & et al (23) and
Mary Noni & et al (24) in a way that the
older individuals gained higher scores
from the General Health Questionnaire.
Khatun & et al in Bangladesh (25) and

Zarbakhsh & et al in Iran (26) showed a
positive and significant relationship
between income and general health so that
that high-income family proved to be
healthier in terms of general health. It
seems that low income deprives some
people of using health care services. This
may evidently affect people's general
health.

In this study, after eliminating the
confounding variables under investigation,
general health only had a significant
statistical relationship with gender and life
satisfaction (P<0.01) in a way that the
desired general health for males was 0.46
times more than females (OR= 0.46, 95%,
CI=0.29 — 0.72). Also, those with average
(OR =2.5,95%, Cl = 1.6 — 4.06) and good
(OR = 4.4, 95%, CI = 3.2 — 5.95) life
satisfaction had a better general health
than those who were dissatisfied with their
lives. In the study by Moradian & et al
(27), the desired general health for males
was 0.58 times more than females, while it
was not statistically significant. According
to Mottaghipoor & et al (28), the variable
of gender proved to have an independent
and significant relationship with the rate of
mental disorder affliction. Also, the
possibility of mental disorder affliction in
females was higher than males (OR = 2.1,
95%, CI = 15 - 2.7). Most studies
consider biological and environmental
factors, personal experiences, and the
difference in social roles of females and
males as strong grounds for mental
disorder affliction in females. In the study
conducted by Mohammadbeigi & et al
(22), there was a significant relationship
between the participants' general health
and life satisfaction. Thus, for each unit of
increase  in  life  satisfaction, the
participants' general health would increase
2.58 times. Life satisfaction was a
supporting factor against mental disorder
symptoms in the present study. Such a fact
was also obtained in the study conducted
by Bayram & et al (29) in Turkey.
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Conclusion

Given the fact that the participants of the
present study had a high general health
mean score and their health status was
almost worrying, it is recommended that
health care officials pay more careful
attention to this issue than ever through the
implementation of programs such as life
skills training, stress resistance skills
training, and helping individuals to be able
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