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  Abstract
  

Background: Quality of life is an important indicator for measuring health status, and
information on quality of life of different groups in society can be used to assess the effect of
interventions on health.

  

Aims: This study aimed to assess the relationship between urban poverty and perception of
family socioeconomic status, and health-related quality of life in residents of informal
settlements.

  

Methods: A cross-sectional study was conducted among 432 residents of two neighbourhoods
of informal settlements in Kermanshah in 2015. To measure poverty, the 16 indicators of 2011
Iranian census were used. The neighbourhoods were classified into three groups: high poverty
(9.3%), middle poverty (49.2%) and low poverty (41.5%) levels. Health-related quality of life was
assessed with the SF-36 questionnaire. The Pearson correlation coefficient was calculated and
regression and ANOVA analyses were done.

  

Results: There were no statistically significant differences between the SF-36 scores for the
three poverty levels, and no relationship between poverty and the health-related quality of life
subscales (P > 0.05). A significant positive correlation was found between perception of family
socioeconomic status and health-related quality of life (P   

Conclusions: Subjective perception of family socioeconomic status can explain differences in
health-related quality of life of low-income people.
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  Introduction
  

Over the past few decades, promotion of quality of life, one of the main goals of human
development, has affected policy-making in many countries (1–3). As well as the increasing
importance of social goals and formulating them into development plans, sociological and
human attitudes about quality of life have gradually found their way into planning and
policy-making for health care systems. As a general term, quality of life is a concept to show
how human needs are fulfilled and a benchmark for understanding the satisfaction or
dissatisfaction of individuals and groups with the different aspects of their lives (4,5). The World
Health Organization (WHO) defines quality of life as “the individuals’ perception of their position
in life in the context of the culture and value systems in which they live and in relation to their
goals, expectations, standards and concerns” (6).

  

Quality of life is one of the main indicators for measuring health status (3); therefore, information
on the quality of life of different groups in society can be used to assess the effect of
interventions and implemented programmes

  

on health (7).

 2 / 14



WHO EMRO  |  Health-related quality of life in informal settlements in Kermanshah, Islamic Republic of Iran: role of poverty and perception of family  socioeconomic status

  

It is predicted that by 2030 the urban population will be larger than the rural population in
developing areas of the world (8). One of the outcomes of this population mobility and growing
urbanization is increasing urban poverty (9). The main manifestation of urban poverty is informal
settlements (10). According to estimates of the United Nations, more than one billion people,
about 14% of the world’s population, live in slums and this could double by the year of 2030
(11,12). In the Islamic Republic of Iran, as with other middle-income countries, rapid
urbanization has led to the expansion of informal settlements in the areas surrounding big cities
(13). Kermanshah city, the capital of Kermanshah Province in the west of country, has a
population of 946 651 (2016 data) (14), most of whom are of Kurdish ethnicity. The province is
faced with the problem of informal settlements, especially in Kermanshah city (15).

  

Inequality in access to health promotion opportunities and increasing health risks are the main
health consequences of living in informal settlements (16). Apart from the environmental and
physical problems of these areas, people living in informal settlements are poor and deprived
(17). Both the unfavourable environment and the poverty can have a destructive effect on the
quality of life.

  

Although, previous studies have shown the negative effect of poverty on health (18–20), few
studies have been conducted on the relationship between poverty and health-related quality of
life in the Islamic Republic of Iran (21). In addition, most studies have calculated income poverty
and compared poor groups with non-poor groups. However, in the present study, the sample
was drawn from poor areas (informal settlements) and participants were grouped into poverty
levels. In addition, the capability approach was used to measure poverty using social, cultural,
economic and physical indicators. The capability approach considers that freedom to achieve
well-being is a matter of what people are able to do and to be, and thus the kind of life they are
effectively able to lead (22,23). The aim of our study was to explore the relationship between
urban poverty and perception of family socioeconomic status, and health-related quality of life in
people living in informal settlements in Kermanshah city.

  Methods
  Study design
  

This was a cross-sectional study carried out in 2015.

  Study population and sample selection
  

The study population was residents of 13 informal settlements in Kermanshah city (15). Using
multistage stratified cluster sampling, two neighbourhoods (Dowlatabad and Jafarabad) were
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selected because 70% of people living in the informal settlements of Kermanshah live there

  

( Figure 1 ) (14,15).

  

The selected neighbourhoods were divided into the statistical blocks used by the 2011
population and housing census, and the poverty status was assessed using 16 indicators of the
census from the Statistical Centre of Iran ( Table 1 ). We examined poverty through the social
justice (24,25) and capability approach. Therefore, to evaluate the poverty status across the
statistical blocks, the economic, social, cultural and physical indicators (
Table 1
) used in other studies (17,26) were considered the poverty index. Using cluster analysis in
Arc/GIS software, the poverty index was evaluated and the statistical blocks of the two selected
neighbourhoods were classified into three groups: high poverty level (most deprived group),
middle poverty level and low poverty level.

  

The results of statistical data analysis for measurement of poverty showed that from a total of
453 blocks, 42 blocks (9.72%) with 5160 residents, 223 blocks (49.23%) with 35 104 residents
and 118 blocks (41.50%) with 27 927 residents were classified as high, middle and low poverty
levels respectively (Figure 1). Three blocks were selected randomly from each poverty level in
the two neighbourhoods (18 blocks in total). After this, study samples were selected from the 18
blocks using a multistage stratified cluster sampling method.

  Data collection
  

Trained investigators visited the selected households. At each house, one of the residents (over
15 years) was selected randomly. After the investigator explained the purpose of the study,
she/he completed the questionnaire. The questionnaire was filled by the investigator for illiterate
respondents.

  Perception of family socioeconomic status
  

This was evaluated using a subjective social status scale (27), which is a measure designed to
capture an individual’s subjective evaluation of her/his social status relative to society (28). In an
easy pictorial format, it presents 10 rungs, a “social ladder”, and asks individuals to place an “X”
on the rung on which they feel they stand. The respondent’s selection is based on her/his family
education level, employment status and wealth. The ladder translates to a 10-point continuum
(1–10) where 1 represents the worst socioeconomic status and 10 the best (best education,
wealth and employment status).
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  Health-related quality of life tool
  

The short form health survey (SF-36) was used to measure health-related QOL. It has two main
domains (physical and mental/emotional health) and eight subscales [physical functioning (limit
or no limit in performing all types of physical activity), role physical (problem or no problem with
work or other daily activities as a result of physical health), bodily pain (very severe and
extremely limiting pain or no pain or limitations because of pain), general health (believes
personal health is poor or excellent), vitality (feels tired and worn out all of the time or not at all),
social functioning (extreme and frequent interference with normal social activities because of
physical and

  

emotional problems or normal performance), role emotional (problem or no problem with work
or other daily activities as a result of emotional problems) and mental health (feelings of
nervousness and depression all of the time or feels peaceful and happy) (29).

  

SF-36 is a valid and reliable questionnaire. The Cronbach alpha for SF-36 subscales are
between 0.69 and0.93 (29). In addition, Montazeri and colleagues showed that the Farsi version
of the SF-36 has acceptable validity in the Iranian population: Cronbach alphas for the Farsi
version of SF-36 subscales were between 0.77 to 0.9 (30). The domains and subscales of the
SF-36 questionnaire are scored from 0–100 where zero and 100 scores indicate the worst and
best quality of life status respectively.

  Demographic variables
  

Data on age, sex, marital status, education and neighbourhood were collected. Also
respondents answered a question about whether or not they had any chronic illnesses.

  Statistical analysis
  

Data were analysed using Arc/GIS and SPSS, version 18 software. The level of significance
was set at P   Ethical considerations
  

The study was approved by the review board of the Kermanshah University of Medical Sciences
(project code: 93493). All procedures performed involving human participants were done in
accordance with the ethical standards of the institutional research committee and the 1964
Helsinki declaration and its later amendments. Informed consent was obtained verbally from all
participants in
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the study.

  Results
  

A total of 450 people (over 15 years old) were selected and 432 filled the questionnaires
completely (response rate: 96%). Of the 432 respondents, 54.2% were female. The mean age
of the respondents was 29.93 (SD 11.34) years, and ranged from 15 to 72 years. Most of the
participants were married (56.7%). Almost half of the respondents had not completed high
school (48.1%), 31.1% had a high-school diploma and 20.80% had a university degree.
Significant differences were found between the physical health domain of SF-36 and marital
status, educational level and neighbourhood (P Table 2).

  

The results for the eight subscales of the SF-36 health-related quality of life are given in Table
3. The mean scores of the physical functioning (76.23) and role emotional (49.61) subscales
were the highest and lowest respectively. SF-36 subscale scores was generally higher in males,
but this was only statistically significant for the bodily pain subscale

  

(P = 0.026) ( Table 3 ).

  

There was a negative correlation between age and all the subscales of the physical health
domain of SF-36

  

(P   

The results of ANOVA showed no statistically significant differences between the SF-36 scores
of the three poverty levels (P > 0.05) ( Table 4 ).

  

The mean (standard deviation) scores of individuals’ perceptions of their family socioeconomic
status were 3.90 (SD 1.88). In addition, the mean scores for the low poverty level, middle
poverty level and high poverty level groups were 4.12 (SD 1.84), 3.90 (SD 1.88) and 3.52 (SD
1.84) respectively. The results suggest that members of the high poverty level group perceived
their socioeconomic status level significantly more positively than the other two groups (P =
0.023).
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There was a positive correlation between perception of family socioeconomic status and SF-36
subscales (P   

were between perception of family socioeconomic status and vitality subscale (r = 0.376) and
physical functioning

  

(r = 0.095) respectively.

  

Two backward linear regression analyses were conducted in which the physical and mental
health domains of SF-36 were the dependent variables and perception of family socioeconomic
status, age, sex, marital status, education and having a chronic illness were the independent
variables. Having a chronic illness, perception of family socioeconomic status, age and sex
predicted the physical health domain, whereas only perception of family socioeconomic status
and having a chronic illness predicted the mental health domain ( Table 5 ). As shown in Table
5 , the
adjusted R2 for physical and mental health domains of health-related quality of life were 0.189
and 0.121 respectively. This means that 18.9% of the variation in the physical health domain
can be explained by changes in the chronic disease, perception of family socioeconomic status,
age and sex variables, and 12.1% of the variation in the mental health domain can be explained
by changes in the perception of family socioeconomic status and chronic disease variables.

  Discussion
  

We found no statistically significant differences between SF-36 health-related quality of life
scores of the different poverty groups (high, middle and low poverty level). This finding differs
from other studies that found a significant relationship between poverty and health
(12,16,19,20). For example Tampubolon and Hanandita (2014) found that higher levels of
poverty were associated with more mental health problems (20). This difference in findings may
be because the previous studies compared the health status of poor and non-poor people, while
we compared poor people categorized into three poverty levels. Furthermore, our poverty
measurement was based on a capability approach using factors such as literacy and not only
income-based factors. This approach considers poverty not just income shortage but defines it
as deprivation of individual and social capabilities (21). A poor person is someone who has no
or a low power of choice, and it is the individual capabilities of a person as well as
environmental capabilities that can give him/her power (21). This difference between our
approach to poverty measurement and that of the previous studies is another possible
explanation for the difference in results. Nonetheless, similar to our findings, other studies have
also not found an association between poverty and health (31,32).
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We found a significant positive correlation between an individual’s perception of their family
socioeconomic status and health-related quality of life scores; people who had more positive
perception of their family socioeconomic status had higher health-related quality of life scores.
Similarly, in other studies, subjective socioeconomic status was associated with better physical
and mental health, often more strongly than objective measures (27,33,34).

  

Based on our data, the perception of the high poverty level group of their family socioeconomic
status was significantly more positive than other groups. In the other words, the low poverty
level group gave lower scores for their family socioeconomic status. Based on the capability
approach, a person’s living environment can or cannot give power of choice to people and this
power has an influence on his/her actual poverty status (35). Accordingly, this finding suggests
that the low poverty level group have a greater desire for a higher standard of living; therefore,
living in marginalized neighbourhoods with fewer facilities and many environmental problems
creates a sense of dissatisfaction about one’s socioeconomic status. On the other hand,
members of the high poverty level group, because they have lower expectations about standard
of living, have less conflict with their living environment and its deprivations; therefore their
expectations for a desired life are low and this leads to a more positive perception of their status
in life. It may be that the poorer class has a limited conception and perceptual map of their
environment because of their socioeconomic roots (25), and this leads to different impressions
about the environment, even in poor neighbourhoods.

  

The mean score of the physical and mental dimensions of health-related quality of life of our
respondents were 64.07 and 57.11 respectively. In contrast, the study of Rajabi-Gilan et al.
(2014) in a sample of Iranian women living in informal settlements of Kermanshah city, using the
WHO quality of life-BREF questionnaire, reported lower scores in these two dimensions (55.6
and 48.7 respectively) (36). This difference is probably a result of the different study tools used.
The study of Ghafari et al. (2013) in the general population of Qom city, Islamic Republic of Iran
reported similar findings to ours (37). We found no significant difference between the
health-related quality of life mean scores of males and females except for the bodily pain
subscale. The study of Ghafari et al. also found no sex differences except in the physical
performance subscale, which is consistent with our findings (37).

  

Age was negatively associated with the subscales of the physical health domain of
health-related quality of life, which is similar to the findings of Rajabi-Gilan et al. for female
residents of informal settlements in Kermanshah city (36). However, in the mental health
domain, only the vitality subscale was significantly associated with age, which is inconsistent
with the findings of Rajabi-Gilan et al. (36).
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The results of the regression analyses indicated that having a chronic illness, perception of
family socioeconomic status, sex and age explained 18.4% of the health-related quality of life of
respondents. Similarly, in the study of Ghasemi et al. among rural women in Kermanshah city,
having a chronic illness was associated with and explained quality of life changes (7). These
results indicate that medical interventions and improvements in quality of life are needed for
residents of Kermanshah city informal settlements.

  

A limitation of our study was to calculate poverty without measuring income directly, even
though it was addressed indirectly with other variables. However, assessing income variables
directly using open or closed questions is not very valid and usually it is not possible to get
reliable answers from respondents (38).

  

Eradication of poverty is the ultimate goal for policy-makers around the world, but it is out of
reach in most societies. Because poverty is an important social determinant of health, reducing
the effects of poverty on health, especially in poor neighbourhoods, is a health policy priority.
The perception of individuals of their family socioeconomic status was strongly associated with
their health-related quality of life in our study. Therefore, as a step towards reducing the effects
of poverty on health, policy-makers should work on controlling the factors that affect people’s
perception of family socioeconomic status in poor neighbourhoods.

  Conclusion
  

Based on the results of our study, the subjective perception of socioeconomic status partly
explains health-related quality of life among poor people. Therefore, positive perceptions may
control some of the negative effects of poverty on health-related quality of life . Therefore, in
order to try and reduce the effect of poverty on health, it may be worthwhile and less difficult for
policy-makers to consider trying to influence subjective perceptions of socioeconomic status
rather than objective poverty.
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  Qualité de vie liée à la santé dans les quartiers informels de Kermanshah
(République islamique d'Iran) : rôle de la pauvreté et perception du statut
socio-économique de la famille
  Résumé
  

Contexte : La qualité de vie est un indicateur important pour mesurer l'état de santé et les
informations sur la qualité de vie de différents groupes de la société peuvent être utilisées pour
évaluer l'effet des interventions sur la santé.

  

Objectifs : La présente étude visait à évaluer la relation entre la pauvreté urbaine et la
perception du statut socio-économique de la famille et la qualité de vie liée à la santé des
résidents des quartiers informels.

  

Méthodes : Une étude transversale a été menée auprès de 432 résidents de deux quartiers
informels à Kermanshah en 2015. Pour mesurer la pauvreté, les 16 indicateurs du recensement
iranien de 2011 ont été utilisés. Les quartiers ont été classés en trois groupes : pauvreté élevée
(9,3 %), moyenne (49,2 %) et faible (41,5 %). La qualité de vie liée à la santé a été évaluée à
l'aide du questionnaire SF-36. Le coefficient de corrélation de Pearson a été calculé et des
analyses de régression et de la variance ont été effectuées.

  

Résultats : Aucune différence statistiquement significative entre les scores du SF-36 pour les
trois niveaux de pauvreté et aucune relation entre la pauvreté et les sous-échelles de qualité de
vie liée à la santé n’ont été établies (p > 0,05). Une corrélation positive significative a été
observée entre la perception du statut socio-économique de la famille et la qualité de vie liée à
la santé (p   

Conclusions : La perception subjective du statut socio-économique de la famille peut
expliquer les différences de qualité de vie liées à la santé chez les personnes à faible revenu.
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جودة الحياة الصحية في الأحياء العشوائية في كرمانشاه، بجمهورية إيران  
الإسلامية: دور الفقر وتصور الحالة الاجتماعية الاقتصادية للأسرة
  

سيد رامين قاسمي، علي رضا زنجنة، نادر رجبي-جيلان، سهيلة رشادات، شهرام سعيدي، آرش
ضيابور

الخلاصة  
  

: تُعدّ جودة الحياة مؤشراً مهماً لقياس الحالة الصحية، ويمكن استخدامالخلفية
المعلومات الخاصة بجودة حياة شتى فئات المجتمع لتقييم تأثير التدخلات على الصحة.

  

: هدفت هذه الدراسة إلى تقييم العلاقة بين الفقر في المناطق الحضرية وتصورالأهداف
الحالة الاجتماعية الاقتصادية للأسرة من ناحية، وجودة الحياة الصحية لسكان الأحياء
العشوائية من ناحية أخرى.

  

: أُجريت دراسة مقطعية على 432 شخصاً من سكان اثنين من الأحياء العشوائية فيطرق البحث
كرمنشاه في عام 2015. ولقياس مستوى الفقر، استُخدمت المؤشرات الستة عشر للتعداد
السكاني الإيراني لعام 2011. وصُنِّفت الأحياء إلى ثلاث مجموعات حسب مستوى الفقر:
مستوى الفقر المرتفع (%9.3)، ومستوى الفقر المتوسط (%49.2)، ومستوى الفقر المنخفض
(%41.5). وخضعت جودة الحياة الصحية للتقييم باستخدام استبيان المسح الصحي القصير
المُكوَّن من 36 بنداً (SF-36). وحُسب معامل ارتباط بيرسون، وأُجري تحليلا الانحدار
والتباين.

  

: لم تكن هناك فروق ذات دلالة إحصائية بين درجات استبيان المسح الصحي SF-36النتائج
الخاصة بمستويات الفقر الثلاثة، ولم تكن هناك علاقة بين الفقر والمقاييس الفرعية
لجودة الحياة الصحية (p > 0.05). ووُجِد ارتباط إيجابي كبير بين تصور الحالة الاجتماعية
الاقتصادية للأسرة وجودة الحياة الصحية (p > 0.05). وفي تحليل الانحدار، تنبأ المرض
المزمن، وتصور الحالة الاجتماعية الاقتصادية للأسرة، والسن، والجنس بمجال الصحة
البدنية في استبيان المسح الصحي SF-36، بينما تنبأ تصور الحالة الاجتماعية الاقتصادية
للأسرة، والمرض المزمن بمجال الصحة النفسية.

  

: يمكن أن يقدم التصور الذاتي للحالة الاجتماعية الاقتصادية للأسرةالاستنتاجات
تفسيراً للفروق الموجودة في جودة حياة الفقراء الصحية.
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