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Abstract
Aim To determine inequality and decompose it’s in Self-Rated Health (SRH).

Method This population-based cross-sectional study was undertaken on the entire population of the city of Ilam, 
Iran, in 2023. Multi-stage stratified cluster random sampling with proportion-to-size approach was used to select 
the participants. Oaxaca-Blinder decomposition technique was used to show the amount of inequity in SRH and to 
decompose of the gap of SRH between the poor and the rich group of participants.

Results 1370 persons participated in the study. The 59.38% of participants stated good SRH status and just 8.86% 
of participants had poor SRH status. The results of the Oaxaca-Blinder decomposition revealed a considerable gap 
(15.87%) in the poor status of SRH between the rich and the poor. A large proportion (89.66%) of this difference was 
described by explained portion of the model. The results of decomposition showed that economic status was directly 
responsible for explaining 27.98% of overall inequality gap between rich and poor people. Moreover, hopelessness to 
future (32.64%), having an underlying disease (18.34%) and difference in the education level (10.71%) were associated 
with an increase in inequality disfavoring the poor.

Conclusion For people suffering from underlying disease, it is suggested to devise policies to improve access to/
and remove healthcare utilization barriers. To address hopelessness to future, it is recommended to carry out further 
studies to reveal factors which affect it in more details. This can help policy makers to formulate more realistic and 
evidence-informed policies on order to lessen the current socioeconomic inequity in SRH.
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Background
Socioeconomic inequalities in health are a great public 
health challenge in both developed and developing coun-
tries and have become an increasing research interest in 
fields of epidemiology and health economics [1–3]. For 
this reason, over the last decades, besides working on 
improving health for all groups of population; policymak-
ers, health experts, and health officials have been strug-
gling to reduce or remove disparities in health which 
exist among people in different groups of population 
[1–6].

Over the last years, different approaches have been 
devised focusing on the causes of health inequities 
between various social and economic layers of the societ-
ies. For example, socioeconomic status (SES) was intro-
duced by the World Health Organization (WHO) as an 
appropriate approach to categorize people into hierar-
chical groups to extract health inequities existing among 
them. Other factors proposed by WHO to group people 
socially and economically for health equity purposes 
are place of residence, race/ethnicity, occupation, gen-
der, religion, education, and social capital or resources 
[7]. SES measures is a relative (not absolute) approach 
in which the socioeconomic position of individuals’ and 
their social groups are defined relatively in comparison 
with other people around them living in their society [4]. 
SES is an aggregate concept that merges different social 
and economic items into a single compound variable to 
determine the relative position of each person within the 
society and the diverse pathways by which SES may affect 
health [8].

The strong relationship between SES and inequity in 
health have been proven already by the many studies in 
different aspect including access to various health care 
services, different mental and physical health disorders, 
and also enjoying better health status [9–13]. Another 
health component that has been increasingly weighed 
in different layers of SES to measure equity in health, is 
self-rated health (SRH) (or self-assessed health, or self-
perceived health). SRH is one of the key determinants 
of general health, functionality, and mortality [14]. It is 
a simple question asking people to evaluate their health 
status or to compare their health status with the health 
of age peers in the society [15]. This simple question [16] 
has been used increasingly in epidemiological, psycho-
logical research, clinical settings, health economics stud-
ies [17–21], and also in major national and international 
general population surveys by international organizations 
and in developed countries [22, 23].

Prior studies on different age groups have shown that 
people with lower SES are more likely to state poorer 
self-perceived health [24–26]. For example, in a study 
was done in Tehran, Iran, in 2008 [27], they showed that 
sub-optimal health was reported 3.67 times more by the 

poor in comparison with the rich. The main contributors 
explaining the socioeconomic inequity were economic 
status (47%), level of education (29.2%) and age (23%). 
According to other relevant studies, following socioeco-
nomic variables including educational levels [28], age, 
number of diseases, perceived family respect, neighbor-
hood relations, economic dependence, residential differ-
ences, wealth status the percentage of income spent on 
rent [29], gender differences, body dissatisfaction and 
weight perceptions, parent relation, family income, phys-
ical exercise, and school achievement [30, 31] have been 
proven to affect self-rated health.

Despite the usefulness and increasingly using of SRH 
as the main outcome in health equity studies, few stud-
ies have investigated the impact of socioeconomic status 
in SRH on Iran which have been mainly based on school 
setting national survey [27, 32, 33]. Previous health 
equity studies in Iran mainly have investigated access to 
different health care services or suffering from different 
kinds of diseases [27, 34, 35]. More studies about inequity 
in SRH in other region of the country focusing on new 
factors are required to prepare more thorough and com-
prehensive picture about the amount of socioeconomic 
inequity in SRH and its main contributors. Findings from 
different regions with different socioeconomic situation 
provide deeper understanding of the subject and the sim-
ilarities and differences among findings of the studies can 
present more reliable and informative data for informed 
health policy making. This in turn can help decision 
makers to adapt both general and region-specified poli-
cies to combat with available health inequities. To do 
so, we decided to investigate socioeconomic inequity in 
self-rated health in Ilam province as it is known as one 
of the deprived regions of Iran where most of economic 
and development indicators indicate that it is among 
the worst provinces of Iran [36, 37] suffering from many 
undesirable economic issues. As one of the 31 provinces 
of Iran, Ilam province is the least populated province, 
with 580 158 people according to the 2016 census. To 
the authors’ best knowledge, this is the first study aiming 
to measure inequity in health using the Blinder-Oaxaca 
method of self-reported health in the west of Iran. So 
we aim to determine to what extent inequalities in SRH 
are affected by difference in SES and use Oaxaca Blinder 
decomposition to identify the strongest predictors when 
taking all SES indicators into account.

Method
This cross-sectional survey was conducted in city of 
Ilam, located in the west of Iran, with a population of 
201 thousand people (Fig. 1). According to Maharlouei et 
al.‘s study [33], considering a rate of good-SRH as 47.3%, 
a confidence level 95% and the precision = 0.05, based on 
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the following formula, the sample size was estimated of 
381.

 n = [1.96∧2 × (0.54 × 0.46)]/ 0.05∧2 = 381

According to the type of sampling, considering the 
design effect equal to 2.5, a 10% attrition rate and 20% 
for missing data rate, finally 1230 people was considered 
as the minimum final sample size. Sampling was done 
from January 5, 2023, to March 16, 2023. The study used 

Fig. 1 Geographical location of Ilam city
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multi-stage stratified cluster random sampling with a 
proportion-to-size approach to select participants. The 
city of Ilam was divided into 10 divisions based on health 
centers, and the population covered by each region was 
obtained. Sample size was calculated based on popula-
tion, and cluster sampling was used with a sample size of 
20 people per cluster. Sampling teams were dispatched 
to selected clusters, and households were selected in a 
counterclockwise manner by inviting individuals over the 
age of 15 to participate after explaining the study objec-
tives and ensuring data confidentiality and anonymity.

Data collection was completed using face-to-face 
structured interviews undertaken by trained questioners 
(Interview guide is provided as supplementary file 1). In 
following and after explaining the study objectives, while 
obtaining informed consent, the study information was 
collected by questionnaire. The data collected included 
demographic variables (age, gender, race, education, 
household dimensions, occupation and insurance cover-
age), economic status (asset-based approach) and other 
information (co-morbidities, history of mental disorder, 
history of death of family members, history of job loss 
and people’s hope for the future). In this study, we used a 
single question about hope for the future: “Based on the 
overall situation in the country and society, do you have 
any hope for the future?“

In this study, SRH was the dependent variable and was 
indicated by the question ‘In general, how would you rate 
your health?’ using the Likert-scale of very good, good, 
fair, poor and very poor. To assess the clear differentia-
tion among participants, we combined the responses of 
very good and good into one category of ‘good SRH sta-
tus’ and combined the responses of poor and very poor 
into a second category of ‘poor SRH status’. The validity 
and reliability of this tool was previously confirmed by 
Maharlouei et al. [33]

Statistical analysis
The economic status of participants was determined by 
collecting data on 15 household assets (including cars, 
motorcycles, refrigerators, washing machines, macro-
waves, laptops, vacuums, dish washers, access to the 
internet, LCD TVs, DVD players, going to restaurants, 
traveling, having a house, and steam irons) and generat-
ing a wealth index using principle component analysis. 
The index ranges from infinitely negative to infinitely 
positive, with lower values indicating poor status and 
higher values indicating rich status.

The concentration index was used to measure inequal-
ity in SRH over the distribution of the wealth index. Also, 
a concentration curve was used to plot the cumulative 
proportion of SRH against the cumulative proportion of 
the population ranked by wealth index. [27].

Then, the participants were divided to three groups 
(poor, middle and rich), and the Oaxaca-blinder decom-
position method was used to decompose the gap between 
the poor and rich to its determinants [10, 38–40]. In this 
method, the following formula is applied to model the 
mean outcome variable according to the determinant 
variables in each economic group:

 Ypoor
= βxpoor + εpoor (1)

 (2)Yrich
= βxrich + εrich (2)

Where Y is the mean outcome variable, β is the model 
coefficient including the intercept, ε  is the model error, 
and x is the explanatory variable.

The gap between the two economic groups can be for-
mulated as:

 Y
poor − Yrich

=
(
xrich − xpoor)βpoor +

(
βrich − βpoor) xrich (3)

 Y
rich − Ypoor

=
(
xrich − xpoor)βrich +

(
βrich − βpoor) xpoor (4)

The gap between the two economic group is divided to 
two portions: 1- explained portion, which is the first part 
of the right hand side of the above formulas and is due to 
differences in the mean values of the variables between 
the two groups, and 2- unexplained portion, which is the 
second part of the right hand side of the above formu-
las and is due to differences in the coefficients of these 
variables [41, 42]. To analyze the binary outcome, the 
method developed by Yun for non-linear outcomes was 
utilized [43]. To decompose the gap, the role of the deter-
minant variables in the explained and unexplained por-
tions was evaluated.

For model building of oaxaca-blinder decomposition, 
three steps were applied. At the first step, the association 
between SRH with determinant variables (including gen-
der, economic status, race, marital status, education, job, 
underlying diseases, insurance, use of health care service, 
visited by a doctor in the last year, smoking, alcohol, hoo-
kah, losing of family members, mental disorder history, 
hope to future, job losing history, BMI, family size, age) 
was evaluated using simple logistic regression. Then a 
multiple logistic regression model was developed using 
only variables that had a significant effect in the first step. 
Lastly, variables that had a significant effect in the second 
step, considered eligible for inclusion in the decomposi-
tion model.

It should be emphasized that economic status was also 
included in the decomposition model to investigate its 
direct effects on economic inequality besides its indi-
rect effects. The Oaxaca command in the Stata software 
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version 11 was used to analyze inequality [44] and the 
cluster sampling effect was considered in calculating the 
confidence intervals. P values less than 0.05 were consid-
ered significant.

Result
The data of 1370 participants was analyzed. The distri-
bution of demographic and other variables was shown 
in (Table 1). The age mean (SD) of the participants was 
40.45 (15.42). 50.30% (47.63 to 52.96) of participants 
were female, 94.39% (93.16 to 95.61) were Kurds’ ethnic-
ity, 61.96% (59.38 to 64.55) were married, 35.6% (33.04 to 
38.15) had an education level higher than that of a bach-
elor, and 31.39% (28.91 to 33.86) were classified as a high 
economic group. 59.38% (56.76 to 62.01) of participants 
stated good SRH status, and just 8.86% (7.35 to 10.38) of 
participants had poor SRH status.

As mentioned in the method, for the purpose of devel-
oping a multiple logistic regression model, only vari-
ables with a significant effect were eligible to be included 
in multiple logistic regression. The results are shown in 
(Table  2). In comparison to poor economic status, the 
odds of poor status for SRH in middle and rich groups 
were 0.44 (CI 95%: 0.24 to 0.81) and 0.61 (CI 95%: 0.32 
to 0.89), respectively. Hopelessness to future [OR: 12.89 
(CI 95%: 7.40 to 22.46)] and having an underlying disease 
[OR: 5.58 (CI 95%: 3.27 to 9.50)] were positively associ-
ated with the poor status of SRH. Also, having an equal 
or higher bachelor’s educational level was negatively 
associated with the poor status of SRH [OR: 0.52 (CI 
95%: 0.27 to 0.98)]. Other included determinants, includ-
ing smoking, marital status, losing family members, his-
tory of mental health disorders, or losing a job, did not 
show a statistically significant association with SRH.

Table 1 distribution of demographic variables in study population
Variables Number Effect size (95% CI)

Percent Gender Male 680 49.70 (47.04 to 52.37)
Female 690 50.30 (47.63 to 52.96)

SRH Good 814 59.38 (56.76 to 62.01)
Fair 435 31.76 (29.27 to 34.24)
Poor 121 8.86 (7.35 to 10.38)

Economic status Low 511 37.22 (34.64 to 39.80)
Middle 430 31.39 (28.91 to 33.86)
High 429 31.39 (28.91 to 33.86)

Ethnicity Kurd 1292 94.39 (93.16 to 95.61)
Other 78 5.61 (4.39 to 6.84)

Marital status Married 840 61.96 (59.38 to 64.55)
Single 454 33.53 (31.01 to 36.05)
Divorce or widow 61 4.51 (3.40 to 5.61)

Education < Diploma 422 31.02 (28.55 to 33.49)
Diploma and Associate Degree 457 33.38 (30.87 to 35.90)
≥ Bachelor 491 35.6 (33.04 to 38.15)

Job Student 193 14.18 (12.32 to 16.04)
Employed 216 15.58 (13.65 to 17.52)
Retrieved 153 11.15 (9.47 to 12.83)
Housekeeper or unemployed 808 59.08 (56.46 to 61.71)

underlying diseases (Yes) 479 34.86 (32.32 to 37.40)
Insurance (Covered) 1039 76.07 (73.80 to 78.35)
Use of health care service (Yes) 770 56.35 (53.71 to 59.01)
Visited by a doctor in the last year (Yes) 1041 76.14 (73.87 to 78.42)
Smoking (Yes) 134 9.78 (8.21 to 11.36)
Alcohol (Yes) 37 2.7 (1.84 to 3.56)
Hookah (Yes) 120 8.76 (7.26 to 10.26)
Losing of family members (Yes) 664 48.47 (45.82 to 51.12)
Mental disorder History (Yes) 113 8.25 (6.79 to 9.71)
Hope to future (Yes) 803 58.61 (56.01 to 61.22)
Job losing History (Yes) 286 20.88 (18.72 to 23.03)

Mean ± SD BMI (Kg/M2) 1370 25.80 ± 4.19
family size (Number) 1370 4.24 ± 1.58
Age (Yrs. old) 1370 40.45 ± 15.42

*Present as Mean ± SD; SES: socioeconomic status; BMI: Body Mass Index; SRH: Self-Rated Health; SD: Standard Deviation
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Based on the result of the concentration index, there 
was a pro-poor inequality, so the value of the concen-
tration index was − 0.0454 (p < 0.001). Figure  2 shows 
the concentration curve. (Table  3) presents the results 
of the Oaxaca-Blinder decomposition. A significant gap 
was found in SRH between the rich and poor economic 
groups, such that the difference in the rate of poor status 
of SRH between the two groups was 15.87%, dis-favoring 
the poor (p < 0.001). The explained portion comprised 
89.66% (14.23/15.87) of the difference (p < 0.001); in other 
words, the gap was mostly due to the difference in the 
mean values of the variables between the rich and poor 
groups, and only 10.27% (1.63/15.87) of the gap was due 
to the unexplained portion, whose effect was not signifi-
cant (p: 0.194).

The results of inequality decomposition showed that 
economic status was a significant determinant of inequal-
ity, and 27.98% of the overall gap was due to the direct 
effect of economic status (Coefficient: 13.24; p < 0.001). 
Economic status comprised 31.20% of the explained por-
tion. Moreover, hopelessness to future was also associ-
ated with an increase in inequality disfavoring the poor 

(coefficient: 5.18; p < 0.001) so that 32.64% of the over-
all gap was due to a higher rate of hopelessness in poor 
people. About 18.34% of the overall gap was explained 
by having an underlying disease. In other words, a higher 
rate of having an underlying disease in poor people leads 
to an increase in inequality (coefficient: 2.91; p < 0.001). 
The difference in education level between the two groups 
comprised 10.71% of the overall gap.

In the unexplained portion, economic status (coef-
ficient: -11.09; p: 0.020), hopelessness to future (coeffi-
cient: 4.26; p: 0.050) and underlying disease (coefficient: 
-5.63; p: 0.004) had significant effects. Figure 3 presents 
the results of inequality and its decomposition according 
to each variable.

Discussion
Our data showed that less than 9% of participants 
assessed their health status as poor but there was a mean-
ingful difference among different groups of SES in terms 
of SRH and the poor assessed their health lower than 
better-off people. In the study by Nejat in Tehran, almost 
the same proportion of people, 11.5%, assessed their 
health as bad and very bad [27]. This figure in the study 
in the USA by Kino [45] was 21%. These figures seem to 
be reasonable and people assessing their health as bad 
are lower than those with middle or good health status. 
In comparison with people from lower socioeconomic 
groups, being at the middle socioeconomic class or rich 
group reduces the chance of stating poor health by 0.44 
and 0.62 respectively. Similar findings have been revealed 
by other studies showing socioeconomic gradients for 
SRH [46–49]. In the study by Mahvavi gorabi et al., they 
found a linear increasing pattern between SRH and dif-
ferent quintiles of SES [32]. Another study in six Euro-
pean countries found a strong relationship between SRH 
and several SES indicators including subjective social sta-
tus and family influence [50]. According to the study by 
Nejat in Tehran, the chance of stating bad SRH in people 
in the poorest quintile was 4.3 times more than the rich-
est [27]. Similarly, Kino and et al. [45] used education and 
household income as socioeconomic status indicators to 
examine to what extent socioeconomic disparities in self-
rated health, hypertension, cardiovascular, and diabetes 
can be explained by health practices including avoiding 
smoking, drinking in moderation, healthy diet, regular 
physical activity, and adequate sleep. In their study they 
found that 0.39% of those with household income below 
federal poverty line reported their health as poor, in con-
trast this was 0.2 in their counterparts above the poverty 
line.

Hopelessness to future and suffering from an underly-
ing disease were among the factors that had very negative 
effect of the status of SRH. Different things related to the 
private life of people and their family may cause people 

Table 2 Association between poor status of SRH with 
determinant variables using multiple logistic regression

Variables SRH VIF
OR (95% CI) p-value

Economic 
status

Poor Reference 2.10
Middle 0.44 (0.24 to 0.81) 0.009*
Rich 0.61 (0.32 to 0.89) 0.007*

Losing 
of family 
members

No Reference 2.44
Yes 1.49 (0.87 to 2.56) 0.148

Mental disor-
der history

No Reference 1.12
Yes 1.65 (0.76 to 3.59) 0.194

Hopelessness 
to future

No Reference 3.18
Yes 12.89 (7.40 to 22.46) < 0.001*

Smoking No Reference 1.15
Yes 1.19 (0.57 to 2.49) 0.635

Marital status Married Reference 1.12
Single 1.40 (0.73 to 2.69) 0.312
Divorce or 
widow

1.89 (0.73 to 4.90) 0.188

Underlying 
disease

No Reference 3.10
Yes 5.58 (3.27 to 9.50) < 0.001*

Insurance No Reference 2.62
Yes 1.67 (0.97 to 2.86) 0.064

Education < Diploma Reference 1.24
Diploma & 
Associate 
Degree

0.62 (0.35 to 1.12) 0.113

≥ Bachelor 0.52 (0.27 to 0.98) 0.046*
BMI (kg/M2) 1.01 (0.95 to 1.07) 0.784 3.18
Age (yrs. old) 1.01 (0.98 to 1.02) 0.669 1.83
*: Significant at 0.05 level; BMI: Bod Mass Index; SRH: Self-Rated Health, VIF: 
variance inflation factor
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lose their hope for the future. It can also be influenced by 
the events happening around them which are out of their 
control. For example, over the last decade economic situ-
ation has been experienced a bad condition in Iran due 
to international severe economic sanctions and internal 
managerial challenges within the country. According to 

the findings, 20% of participants stated the history of los-
ing their job which is high. Increasingly worsening eco-
nomic situation in the country might be one of the root 
causes of not being hopeful for the future. Other studies 
have revealed a strong association between SRH and suf-
fering from chronic diseases. For example in a study from 

Table 3 result of gap decomposition of poor SRH status in poor and rich groups using Oaxaca-Blinder decomposition
Blinder-Oaxaca decomposition results Coefficient (95% CI) p-value
Prevalence In poor economic group 23.05 (18.44 to 27.66) < 0.001

in rich economic group 7.19 (4.36 to 10.02) < 0.001
total gap 15.87 (10.45 to 21.28) < 0.001

Explained portion Coefficient (95% CI) p-value % of total gap % of subtotal gap
Economic status 4.44 (0.16 to 8.73) 0.042 27.98 31.20
Hopelessness to future 5.18 (3.09 to 7.26) < 0.001 32.64 36.40
Underlying disease 2.91 (1.34 to 4.48) < 0.001 18.34 20.45
education < Diploma 1

Diploma & Associate Degree -0.13 (-0.51 to 0.25) 0.497 -0.82 -0.91
≥ Bachelor 1.83 (0.26 to 3.41) 0.022 11.53 12.86
Sum 1.70 (0.25 to 3.66) 0.021 10.71 11.95

Subtotal Gap 14.23 (9.37 to 19.1) < 0.001 89.66 100
Unexplained Coefficient (95% CI) p-value % of total gap % of subtotal gap
Economic status -11.09 (-20.43 to -1.75) 0.020 -69.88 -680.37
Hopelessness to future 4.26 (0 to 8.52) 0.050 26.84 261.35
Underlying disease 5.63 (1.84 to 9.42) 0.004 35.48 345.40
education < Diploma 1

Diploma & Associate Degree -1.27 (-9.39 to 6.85) 0.526 -8.00 -77.91
≥ Bachelor -1.74 (-4.79 to 1.31) 0.264 -10.96 -106.75
Sum -3.01 (-14.18 to 2.62) 0.687 -18.97 -184.66

Constant 5.85 (-8.32 to 20.02) 0.419 36.86 358.90
Subtotal Gap 1.63 (-0.83 to 4.1) 0.194 10.27 100

Fig. 2 Concentration curve for self-rated health against wealth index rank
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Iran, it was shown that poorer SRH was significantly 
related to more chronic or long-term illness (OR, 1.61), 
greater psychological health disorders (OR, 1.69), and 
more dermatologic disorders (OR, 1.30) [33].

Also those with lower levels of education showed 
poorer status of self-rated health. In a study in India in 
2014, health education explain 43.7% of SES-related 
inequalities in poor SRH among older adults [24]. In 
another similar study on older people in Hong Kong, 
findings confirmed that compare to those with the high-
est education attainment, those who had the lowest edu-
cation attainment stated a higher risk of reporting poor 
SRH (RR = 1.77) [51]. Similarly in the study of Nejat in 
Tehran the odds of assessing SRH as bad in people with 
no formal education was 10 times more than those with 
tertiary education [27]. In another study done by Kino in 
USA, only 0.16% of people with high school graduate or 
above assessed their health as poor while this figure was 
0.4 in individuals with less education [45].

It’s worth to mention that although other studies [46] 
shows that employment status and having health insur-
ance coverage are associated with SRH, in the current 
study no relationship was found between SRH and these 
variables. Like the findings of Nejat study [27], no asso-
ciation was found in this study too among gender and 
SRH but regarding age, while the probability of having 
poor SRH increased with increasing age after control-
ling for other explanatory factors, in this study age did 
not impact SRH. Smoking, marital status, losing family 

members, history of mental health disorders or losing 
job, did not show statistically significant association with 
SRH.

The results of the Oaxaca-Blinder decomposition 
revealed a considerable gap in the poor status of SRH 
between the rich and the poor. The difference was 15.87% 
disfavoring the poor (p < 0.001). This difference was 14.4% 
in the study of Nejat in Tehran [27], and 16% in the study 
of Kino in USA [45]. In another study by Allen in Wales 
using the Oaxaca-Blinder decomposition 26.8% of sur-
vey respondents not being able to make savings reported 
being in fair/poor health, while it was 15.3% in respon-
dents who were able to make savings, and the a difference 
between them was 11.5% points [52]. A large proportion 
(89.66%) of this difference was described by explained 
portion of the model; in other words, variables included 
in the model explained the gap between the poor and the 
rich to great extent. In the study of Kino in USA [45], the 
share of explained section of the Oaxaca-Blinder decom-
position, comparing low and high income groups was 
65%. This figure was 45.5% in the study of Allen in Wales 
comparing poor health between those who are able to 
make a saving of at least £10/month, and those who are 
not able using the Blinder-Oaxaca methodology [52].

The results of inequality decomposition showed that 
economic status was directly responsible for explain-
ing 27.98% of overall inequality gap between rich and 
poor people. Moreover, hopelessness to the future, hav-
ing an underlying disease and difference in the educa-
tion level accounted for 32.64%, 18.34% and 10.71% of 

Fig. 3 Result of Oaxaca Binder decomposition separated by overall, explained and unexplained portion and effect of determinants on inequality
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overall gap respectively. In a study by Yiengprugsawan et 
al. in Thailand, they showed that nearly half (47%) of the 
inequality in SRH was due to SES, particularly income 
state (approximately 28% of the contribution). Other 
main contributors were demographic features (31%) and 
region (21%) [53]. In the study of Nejat in Tehran the 
main contributors defining the estimated socioeconomic 
inequality were economic status (47.8%), level of educa-
tion (29.2%) and age (23%), while gender and marital sta-
tus had no contribution to the inequality in SRH [27]. The 
main contributors in the study of Kino in USA explaining 
the socioeconomic inequality were Marital status, Educa-
tion and Smoking [45]. In the study of Allen in Wales, the 
Oaxaca-Blinder decomposition of the gap in prevalence 
of self-reported health between those who were able to 
make a saving of at least £10/month and those who were 
not, revealed that Social and Human Capital (26.4–40.4% 
of explained component) and Income Security and Social 
Protection (40.2–51.2% of explained component) were 
the main indicators responsible for the differences in fair/
poor health [52].

Study limitations and strengths
The current study was conducted in deprived regions, 
so it cannot be generalized to other parts of the country, 
including deprived regions. Additionally, the study only 
measured a small number of asset variables, which may 
not be enough to create a reliable socioeconomic status 
variable. This could lead to sampling bias. Despite these 
limitations, the findings of the study can still be used to 
address economic disparities in the field of SRH.

It is important to note that the observed inequality 
and the results of the decomposition do not necessar-
ily indicate a causal relationship between the variables. 
The Oaxaca-Blinder decomposition methodology is a 
deterministic technique that decomposes a gap accord-
ing to the factors included in the model. It is not able to 
ascertain the contribution of other variables. Although 
the Oaxaca-Blinder decomposition methodology is a 
useful tool for understanding the factors that contrib-
ute to inequality; however, it is important to note that 
this methodology does not prove a causal relationship 
between the variables. The methodology only decom-
poses the gap according to the factors included in the 
model, and it is not able to ascertain the contribution 
of other variables. In other words, the methodology can 
provide valuable insights into the factors that contrib-
ute to inequality, but it cannot be used to prove a causal 
relationship. The study has several strengths, including a 
large sample size, a high participation rate, and a popu-
lation-based design. The study also adhered to method-
ology and quality control to reduce errors during data 
collection and analysis.

Policy implications
Social justice is one of the most fundamental values 
mentioned repeatedly in the main upstream documents 
in Iran including Constitution of the Islamic Republic 
of Iran. Accordingly health equity has been emphasized 
on national health document such as 5-year national 
development plans. What health researchers can do is 
to investigate and provide a detailed and comprehen-
sive picture about the current situation of health equity 
and the main contributors affecting it. These can force 
national and regional decision makers to understand 
and recognize the importance of health equity issues 
and take measures to tackle them. Therefore, it is neces-
sary to have a comprehensive approach towards health 
equity. To do so, it is recommended other researchers 
do more researches on the subject and help shed light on 
other unknown aspects of inequity in health and try to 
find the main reasons behind it which makes it possible 
to pose more realistic and applicable policies accordingly. 
This also can help local and national health policy mak-
ers to assess the outcome of their proposed and imple-
mented programs. According to the findings of our study, 
not being hopeful can affect health to great extent and it 
impacts the poor more severely. This implies that it can 
also affect other aspect of lives directly and indirectly. So 
further studies are needed to find reasons behind hope-
lessness and recommend short and long term applicable 
solutions to bring hope back to society.

Conclusion
This study revealed pro-rich inequalities in the status 
of self-rated health within a deprived region in Iran. 
According the findings, hopelessness to future and hav-
ing an underlying disease and difference in the education 
level were the main contributors of the existing inequity 
in SRH. These causes are not easy to be dealt with, as 
they are affected by many other identified and unidenti-
fied reasons. Regarding people suffering from underly-
ing diseases, it is suggested to devise policies to improve 
access to/and remove healthcare utilization barriers for 
people suffering from underlying disease. To address 
hopelessness to future, it is recommended to carry out 
further studies to reveal factors which affect it in more 
details. This can help policy makers formulate more real-
istic and evidence-informed policies in order to lessen 
the current socioeconomic inequity in SRH. Local health 
officials should convince those decision makers respon-
sible for allocating and distributing provincial budgets 
to allocate financial and in kind resources in a way to 
reduce disparity among people or provide more support 
for those from lower socioeconomic status and suffering 
chronic diseases. Taking into account the socioeconomic 
contributors of health inequity and shifting and targeting 
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resources accordingly can lead to a more equal society 
and bring more hope for the poor.
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