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Socioeconomic determinants of 
health‑care and emotional needs 
among Iranian older adults in Isfahan
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Abstract:
INTRODUCTION: The main aim of this study was to explore the socioeconomic determinants of 
health‑care and emotional needs among older adults.
MATERIALS AND METHODS: In this cross‑sectional study, 350 older adults were randomly selected 
from five geographical regions in Isfahan, 2016. A self‑administered checklist was employed to 
collect health‑care and emotional need data among older adults residing day‑care centers. Data 
were analyzed using logistic regression through STATA/SE (version 14).
RESULTS: The highest proportion of older adults lived with income 285–855 USD monthly and 
insured by social security insurance. Illiteracy, loneliness, and low level of income were more 
prevalent among female older adults than male ones. The emotional needs of single/widow (odds 
ratio [OR] = 0.299), divorced (OR = 0.133) older people, not having children (OR = 0.811) or 
grandchildren (OR = 0.684), and illiterates (OR = 0.689) were discovered to be lower than their 
counterpart groups. As the elderly got older, their health‑care needs were met more. Older adults 
covered by military insurance have their health‑care needs met as much as 21% (OR = 1.215) 
greater than social security insurance.
CONCLUSIONS: Regarding health‑care needs, economic and monetary factors are still important 
in meeting this type of needs as well as education and social insurance. While regarding emotional 
needs, nonmonetary and noneconomic factors, including social network, are important determinants 
for the satisfaction of emotional needs.
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Introduction

Need has been defined as an essential 
factor in normal development and 

operation of human being,[1] with various 
meanings in different populations. One 
population is the older adults, whose needs 
have been considered significantly.[2]   Since 
aging is a process with psychological and 
social aspects,[3,4] the older adults can have 
various needs. Health, economic, emotional, 
spiritual, and educational cares are some 
of their most important needs. A study 
investigating the needs of the older adults 

in Isfahan using the multimethod has 
listed theses needs as their essential needs: 
health, emotional, cultural, recreational, and 
supportive needs.[5]

Population aging is a phenomenon resulting 
in some health‑related problems all over the 
world, and consequently, the prediction 
and preparation of health services for them 
requires a comprehensive measurement of 
their care needs.[6] As such, since aging is 
accompanied by several diseases and chronic 
disabilities such as cardiovascular diseases, 
various cancers, cognitive deficiencies, and 
Alzheimer’s diseases,[7,8] health care has 
always been considered as an essential 
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need for older people. Cohen considers health care as 
an essential need for older people, the absence of which 
can cause suffering.[9] On the other hand, meeting their 
health‑care needs is a teleological objective and can make 
life better.[10] Park et al. stated that low socioeconomic 
level can play an important role in health‑care needs 
of older people, especially in the deteriorating health 
situation.[11]

Researches have indicated that different factors such as 
socioeconomic status,[12] age, nationality,[13] education, 
marital status, economic status, emotional support,[14] 
transformation of extended family to nuclear family, 
women participation in workforce, and tendency toward 
living alone[15] can affect their health‑care needs.

On the other hand, factors such as somatic risks and 
reduction in social relationships can affect the older 
people’s emotional welfare[16] so that an older people’s 
social network – having relationships with spouses, 
friends, and relatives – affects their emotional life. In 
Ghasemi et al. study of Tehran elderly’s perception of 
their needs, the lack of spouse and children for reasons 
such as death or independence of them can lead to a 
reduction in social relationships of the elderly, which 
results in deprivation of emotional and mental support 
and ultimately loneliness in the elderly.[17] It should 
also be considered that paying attention to emotional 
needs plays an important role in taking care of older 
adults.[18]

Compared to the western societies, Iran has a younger 
population, but the phenomenon of population aging 
has begun in Iran since a few decades ago.[4] Older 
individuals represent the fastest growing segment 
of the population in Iran.[17,18] It is estimated that the 
population of people aged >60 years in Iran will have 
increased from 9.3 in 2016 to 20% by 2020. Isfahan is one 
of the largest urban areas in Iran, with a population of 
around 5.2 million within the city and metropolitan area. 
There was approximately 10.3% of people in Isfahan 
aged >60 years in 2016.[19] In general, it seems that in 
developing countries, health system accompanied with 
three challenges, i.e. disease, loneliness, and how old 
people lives.[20] “Therefore, preparedness of policy makers 
to meet older adults issues, moving from hospitalized 
care to home care as well as increased responsibility 
of community and government towards elderly, are 
among the necessity of addressing the healthcare and 
emotional needs”. Regarding the continuing attention to 
the role of the social determinants of health in health of 
communities, this study was conducted to determine the 
main socioeconomic factors of health‑care and emotional 
needs of older people. Namely, we tried to consider other 
social and emotional needs beyond the merely focusing 
on economic needs of the older adults.

Materials and Methods

Study design
This cross‑sectional study was conducted in Isfahan older 
population from September to November 2016.

Setting and sample
The sample consisted of 340 participants admitted to 
Isfahan’s day‑care centers, who were selected through 
stratified random sampling. Day‑care centers in Isfahan 
were divided into five geographical regions (north, 
south, east, west, and central) in which older adults 
were randomly selected. All the participants were 
interviewed by trained investigators from 15 municipal 
regions in Isfahan which were randomly selected from 
5 geographical regions of north, south, east, west, and 
central. The inclusion criterion was age 60 years and 
older. According to the medical records of older adults, 
individuals with severe and moderately severe dementia 
were excluded from the study due to difficulty in filling 
checklist.

Measurements
A self‑structured checklist about older adults’ needs was 
developed based on five focus group discussions with 
older people. The checklist was derived from five focus 
groups and contained 20 questions which covered 4 
dimensions of older people’s needs, including emotional 
needs, health‑care needs, cultural and recreational 
needs, and supportive needs. This checklist was 
reviewed by experts and its face and content validity 
were proven by a panel of experts from 10 various 
disciplines (gerontology, health psychology, medical 
sociology, and social worker). The Cronbach’s α was 
0.87 that showed a high degree of internal consistency 
and homogeneity between items. The mean of series 
technique was used for handling 21 missing cases of 
emotional needs’ variable.

Definition of variables
In the current study, we selected health‑care and 
emotional needs as binary variables that have been 
derived from above‑mentioned checklist. Health‑care 
needs’ domain consists of 5 questions including (1) access 
to general physician, (2) access to specialist physician, 
(3) purchasing required medicine, (4) purchasing 
rehabilitation devices, and (5) access to diagnostic 
or laboratory services. Moreover, emotional domain 
consists of three questions including (1) relation with 
spouses, (2) relation with children and grandchild, 
and (3) relation with relatives. Each of the questions was 
rated in two categories describing met need (=1) and 
unmet need (=0). Then, five and three questions in terms 
of health‑care and emotional needs were added together, 
respectively. Finally, to infer about met or unmet need, 
median was used as a cutoff point. This way, we had 
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a binary variable for health‑care and emotional needs 
comprising of above median as a “met need” and below 
median as an “unmet need” of health‑care and emotional 
needs, and all the subsequent analyses were conducted 
on the first category (met need).

To determine the factors that affect older adult’s 
health‑care and emotional needs, potential socioeconomic 
factors were extracted from several related studies,[21‑23] 
including aging phases (the young‑old [aged 65–74], 
the middle‑old [aged 75–84], and the old‑old [aged 
over 85],[24] marital status, educational level, monthly 
family income, place of residence (central, north, east, 
west, and south districts), type of insurance (social 
security, Iranian health, and others), number of children, 
and number of grandchild.

Data analysis
Descriptive analyses were calculated in terms of 
frequencies with percentages. Responses were tabulated 
for the level of needs rated by older adults. Considering 
the fact that, in this study, the health‑care and emotional 
needs were binary variable (whether the needs were 
met or not), we used binary logistic regression. The 
distribution of data was parametric according to the 
Kolmogorov–Smirnov test. The odds ratio (OR) and 
95% confidence intervals were calculated for each 
determinant variable with a significant level of 0.05. 
Pearson’s χ2, log‑likelihood, and pseudo R2 were used to 
assess logistic regression goodness‑of‑fit. All data were 
analyzed by  STATA/SE (version 14; Stata Corporation, 
College Station, TX, USA).

Ethical consideration
This study received the required ethics approval from 
Research Ethics Committee with this number: IR. MUI. 
REC.1395.2.029.

Results

The sociodemographic features of older adults have been 
shown in Table 1. Out of 340 older adults, 49.5% have had 
diploma and higher educational level. Illiteracy (34%) 
and loneliness (4%) were more prevalent among female 
older adults than male ones. Regarding income, 53.5% of 
older adults lived with income between 285 and 855 USD 
monthly. In comparison to females, male older adults 
have had higher level of income. The most of studied 
older adults were residence in south district (44%). One 
hundred and ninety‑one older adults were insured 
by social security insurance, representing the highest 
proportion. The most of older adults have had 4–6 (46%) 
and 1–3 (39%) children and grandchildren, respectively.

According to the significance of OR, single/widow 
and divorced older adults have had lower ratio of met 

emotional needs than married older adults as much 
as 23% and 13%, respectively. The emotional needs 
of older men have been met almost twice higher than 
older women. The probability of meeting emotional 
needs among younger elderly people was 85% higher 
than the oldest. Those without children and without 
grandchildren have had lower ratios of meeting their 
emotional needs (81% and 68%) in comparison to 
older adults with ≥7 children and ≥10 grandchildren, 
respectively. In fact, the higher the number of children 
and grandchildren the higher level of met emotional 
needs. Moreover, emotional needs in illiterate older 
adults were been met as much as 68% and 63% lower 
than the older adults with university level and diploma, 
respectively. The emotional needs of older adults with 
285–855 USD income were been met almost twice 
higher than older adults with >855 USD. Pearson’s 
χ2 goodness‑of‑fit test and likelihood ratio proposed no 
evidence of lack of fit (P > 0.05). Regarding pseudo R2, 
19.5% of the variance of emotional needs can be explained 
by included variables in the logistic model [Table 2].

As Table 3 shows, the health‑care needs of young 
and middle‑aged people have been met 68% and 
43% lower than much older ones, respectively. Result 
demonstrated that older adults living in north districts 
of Isfahan have had 40% lower ratio of health‑care 
needs in comparison with older adults where reside in 
south districts. Moreover, health‑care needs in illiterate 
older adults had been met as much as 60% lower than 
the older adults with university level. The health‑care 
needs of older people’ income <285 USD and income 
285–855 USD have been met 50% and 48% lower than 
older adults with >855 USD, respectively. Finally, older 
adults covered by military insurance have met their 
health‑care needs as much as 21% greater than social 
security insurance. Pearson’s χ2 test and likelihood ratio 
indicated the goodness‑of‑fit of the model (P < 0.05). 
Regarding pseudo R2, about 15% of the variance of 
health‑care needs can be explained by included variables 
in the logistic model.

Discussion

Understanding the needs of older adults is among their 
health and emotional care needs, and the factors affecting 
the provision of services and health care are of utmost 
importance. According to the findings of the present 
study, health‑care needs among much older people who 
are living in regions with higher socioeconomic status, 
have received academic education, have a monthly 
income higher than 855 USD, and are insured by the 
social insurances of the military are met in a higher level. 
Wastesson et al. found that the level of education related 
with outpatient and dental services.[25]   Health‑care 
needs among high‑income and educated groups shows 



Nosratabadi, et al.: Socioeconomic determinants

4 Journal of Education and Health Promotion | Volume 7 | September 2018

that these groups, as a result of the higher accessibility 
of health services and their higher level of education[26] 
are met higher than other groups.

In Iran, the needs of people who are insured by the 
military, because of the health‑care facilities provided by 
the organization including complementary insurances 
and exclusive hospitals and clinics, have a higher 
probability to be met in comparison with the people 
insured by other insurance companies. Afzali and 
Pourreza found that only about 4% of the total social 
security contributions of Tehran are elderly, accounting 
for >37% of total health‑care costs.[27] Bahadori et al. 
studied the quality of services provided to veterans 
referred to a branch of the armed forces and their 

analysis revealed that exception‑related staffs in whole 
dimensions were upward on the current situation. The 
highest mean of scores in expectation sector was related 
to the assurance of service warranty.[28]

Ghasemi et al. demonstrated that emotional need is the 
most demanded by Iranian elderly.[17] The emotional 
needs in young old, male, married, having children and 
grandchildren with academic education, and a monthly 
income between 270$ and 540$ are met more effectively. 
Alice et al. showed that mental needs of women are more 
likely to be met than that of men.[29] Since the nature 
of emotional needs is related to social relationships, 
supports, and networks, it seems that in Iran, the 
wideness of familial networks and relationships, as a 

Table 1: Sociodemographic features of the study population
Sociodemographic characteristic Male (n=215), n (%) Female (n=125), n (%) Total (n=340), n (%)
Aging phases

Young old 95 (44.2) 83 (66.4) 178 (52.4)
Middle old 86 (40.0) 31 (24.8) 117 (34.4)
Old‑old 34 (15.8) 11 (8.8) 45 (13.2)

Marital status
Single/dead 2 (9.0) 4 (3.2) 6 (1.8)
Married 193 (89.8) 81 (64.8) 274 (80.6)
Divorced 6 (2.8) 8 (6.4) 14 (4.1)
Death of spouse 14 (6.5) 32 (25.6) 46 (13.5)

Educational level
Illiterate 17 (8.0) 34 (27.2) 51 (15.0)
Under diploma 73 (33.9) 48 (34.4) 121 (35.6)
Diploma 73 (33.9) 26 (20.8) 99 (29.1)
University 52 (24.2) 17 (13.6) 69 (20.3)

Monthly family income
<285 USD 69 (32.1) 59 (47.2) 128 (37.6)
285‑855 USD 120 (55.8) 62 (49.6) 182 (53.5)
>855 USD 26 (12.1) 4 (3.2) 30 (8.8)

Place of residence
Central district 49 (22.8) 27 (21.6) 77 (22.6)
North district 24 (11.2) 17 (13.6) 40 (11.8)
East district 31 (14.4) 19 (15.2) 50 (14.7)
West district 11 (5.1) 9 (7.2) 23 (6.8)
South district 100 (46.5) 53 (42.4) 150 (44.1)

Type of insurance
Social security insurance 116 (54.0) 75 (60.0) 191 (56.2)
Iranian health insurance 75 (34.9) 37 (29.6) 112 (32.9)
Others 19 (8.8) 12 (9.6) 31 (9.1)

Number of children
0 6 (2.8) 6 (4.8) 12 (3.5)
1‑3 96 (44.5) 42 (33.6) 138 (40.6)
4‑6 95 (44.4) 62 (49.6) 157 (46.2)
≥7 18 (8.3) 15 (12.0) 33 (9.7)

Number of grandchild
0 48 (22.3) 21 (16.8) 70 (20.6)
1‑3 85 (39.5) 49 (39.2) 134 (39.4)
4‑6 45 (20.9) 28 (22.4) 74 (21.8)
7‑9 19 (8.9) 8 (6.4) 25 (7.3)
≥10 18 (8.4) 19 (15.2) 37 (10.9)
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result of the increased quantity of relationships through 
more children and grandchildren, leads to a higher level 
of satisfaction in terms of emotional needs. Due to the 
special cultural characteristics dominant in Iran, men 
enjoy a wider and more comprehensive communicative 
range, and as compared to women, the intra‑ and 
inter‑group relationships are more available for them, 
so it seems that their emotional needs are also met more 
effectively. Furthermore, young old as compared to 
older elders, due to their bodily and physical conditions, 
are more prone to communicate with their family and 
relatives and can participate in social ceremonies, so their 
emotional needs are met more effectively.

In comparison with other studies, the present study 
showed that there are differences among various age 
groups of older people, and it seems that as they age, 

the rate of diseases and disabilities increases. Although 
we found that the health‑care needs of very older adults 
are met more effectively than younger elders, this was 
not confirmed in Li et al.[30] The reason for this result 
can be that health‑care services are not specialized 
in Iran and the only elders whose needs are met are 
those with an obvious disease. It seems that elders 
with higher education can satisfy their health‑care 
needs more effectively. This has been pointed out in 
the related literature and has been confirmed in the 
present study.[31,32] Since the elders with higher education 
have better access to information resources and have a 
higher purchase power to meet their health‑care needs, 
generally it seems that higher socioeconomic status 
is accompanied with higher level of needs met.[12] In 
confirming Bookman and Kimbrel study,[33] the present 
study showed that people living in richer regions of 
Isfahan who earn more income have their needs met 
more effectively. As such, military insurance, because of 
their higher health‑care service coverage and their lower 
prices, can meet more health‑care needs.

Table 2: Logistic regression of met emotional needs 
and related determinants in older people in isfahan in 
2016
Determinants Coefficient Or P 95% Ci

Lower Upper
Marital status

Single/dead ‑0.47 0.22 0.001 0.10 0.50
Divorced ‑0.87 0.13 0.019 0.02 0.71
Married* ‑ 1 ‑ ‑ ‑

Sex
Male 0.72 2.06 0.013 1.16 3.66
Female* ‑ 1 ‑ ‑ ‑

Aging phases
Young old 0.62 1.85 0.017 0.75 0.96
Middle old 0.35 1.42 0.429 0.59 3.40
Old‑old* ‑ 1 ‑ ‑ ‑

Number of children
0 ‑0.20 0.81 0.015 0.30 2.12
1‑3 ‑0.25 0.77 0.052 0.25 2.34
4‑6 ‑0.85 0.15 0.029 0.12 0.95
≥7* ‑ 1 ‑ ‑ ‑

Number of grandchild
0 ‑0.12 0.68 0.040 0.09 0.78
1‑3 ‑0.26 0.74 0.600 0.24 2.28
4‑6 ‑0. 29 0.35 0.042 0.12 0.65
7‑9 ‑0.37 0.32 0.050 0.18 0.76
≥10* ‑ 1 ‑ ‑ ‑

Educational level
Illiterate ‑0.37 0.68 0.040 0.25 0.87
Under diploma ‑0.08 0.92 0.840 0.41 2.04
Diploma ‑0.46 0.62 0.023 0.29 0.74
University* ‑ 1 ‑ ‑ ‑

Income level
<285 Usd 0.44 1.55 0.242 0.74 3.26
285‑855 Usd 0.75 2.13 0.036 1.05 4.32
>855 Usd* ‑ 1 ‑ ‑ ‑

Goodness‑of‑fit test Likelihood ratio Pseudo R2=0.195
Pearson χ2=200.60 χ2=57.04
P=0.025 P=0.001
*Denotes reference group. OR=Odds ratio, CI=Confidence interval

Table 3: Logistic regression of met health‑care needs 
and related determinants in older people in Isfahan in 
2016
Determinants Coefficient OR P 95% CI

Lower Upper
Sex

Male 0.06 1.06 0.823 0.62 1.80
Female* ‑ 1 ‑ ‑ ‑

Aging phases
Young old −0.37 0.68 0.036 0.30 0.83
Middle old −0.31 0.43 0.046 0.31 0.96
Old‑old* ‑ 1 ‑ ‑ ‑

Place of residence
Central district −0.06 0.95 0.877 0.51 1.75
North district −0.04 0.40 0.025 0.32 0.82
East district −0.34 1.54 0.255 0.72 3.27
West district 0.43 1.07 0.912 0.27 4.17
South district* ‑ 1 ‑ ‑ ‑

Educational level
Illiterate −0.52 0.59 0.025 0.24 0.74
Under diploma 0.12 1.13 0.744 0.53 2.38
Diploma 0.21 1.24 0.567 0.59 2.61
University* ‑ 1 ‑ ‑ ‑

Income level
<285 USD ‑0.71 0.50 0.046 0.23 0.74
285‑855 USD ‑0.72 0.48 0.044 0.23 0.98
>855 USD* ‑ 1 ‑ ‑ ‑

Type of insurance
Army forces 0.19 1.21 0.053 1.10 2.90
Iranian health 0.01 1.0 0.996 0.52 1.91
Social security* ‑ 1 ‑ ‑ ‑

Goodness‑of‑fit test Likelihood ratio Pseudo R2=0.14
Pearson χ2=180.76 χ2=15.78
P=0.019 P=0.032
*Denotes reference group. OR=Odds ratio, CI=Confidence interval
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Regarding emotional needs, the present study showed 
that this need in men is estimated to be higher than 
women (about two‑fold). It seems that, according to the 
Iranian subculture about the older people, generally male 
elders, as compared to female ones, are consumers rather 
than givers and marital status plays an important role 
here. As you may know, older women are an important 
resource for providing health‑care services for their 
husbands because they are younger and have a longer 
life expectancy.[34] While men, due to several chronic 
diseases, are dependent on their wives. This leads to 
fulfill their emotional needs. It should also be taken into 
consideration that because of cultural reasons, older 
men, compared to older women, have a higher chance 
to get married after the death of their wives. Since a wife 
can increase the chances of emotional need satisfaction, 
older women have to spend their widowhood period in 
solitude. According to social exchanges theory, people 
must reach a harmony in social interactions.[35] When 
a person gets old, his/her participation in the social 
network decreases. Our study showed that older elders, 
as compared to other younger elders, have a lower 
chance to satisfy their emotional needs. It seems that 
when one’s partner dies, he/she will withdraw from 
the social network. On the other hand, an increase in 
the possibility to have chronic diseases can affect their 
communication in the social network.

Iran community features special cultural characteristics 
and families that are transferring from extended families 
to nuclear families. Given the growth rate of births 
during the last decades in Iranian families, a number of 
children and consequently grandchildren are high and 
their education and income level are low. It seems that 
the older people, due to their agricultural knowledge, 
customs, traditions, and religion, enjoy an elevated status 
in their family. On the other hand, they are dependent 
on the financial aids from their children. This can pave 
the way for the satisfaction of their emotional needs 
significantly.

Conclusions

In total, according to the findings obtained from this 
research, it can be said that the policies related to meeting 
the older people’s needs should consider different 
programs and policies given the type of their needs. More 
specifically, in terms of health‑care needs, economic 
and monetary factors are still important in meeting this 
type of needs as well as education and social insurance. 
While regarding the emotional needs, nonmonetary and 
noneconomic factors, including the width of the social 
networks, are important determinants for the satisfaction 
of their needs. Therefore, by considering the type of 
needs (i.e., health care or emotional) and their related 
determinants, social planners who are trying to meet the 

older people’s needs can adopt appropriate economic, 
social support, and social security policies.

Limitation and strength
The present work had one main limitation: difficulty in 
accessing and communicating with the older people. 
We tried to interview the older adults patiently and in 
an appropriate time. To the best of our knowledge, no 
study has taken the need assessment as we did in this 
study to reveal health‑care and emotional needs within 
Iranian older adults.
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