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ABSTRACT

Background: Iran has undergone a remarkable demographic transition over the last three
decades. Socioeconomic status (SES) indicators including education, income, and occupation
are associated with coronary heart disease (CHD) risk factors, morbidity, and mortality. The
aim of the present study was to describe demographic and socioeconomic characteristics, their
association to the diseases, and to explore the predictive risk of CHD in Tabriz, the fourth
largest city in Iran and the capital of East Azerbaijan Province.

Methods: This cross-sectional descriptive study was carried out to explore and analyze the
current SES status of CHD patients. The study was conducted in Tabriz and all patients
(n=189) refereed to the Central Referral Hospital for cardiac patients (Shahid Madani Hospi-
tal) from 2009 to 2010 were considered. A researcher structured questionnaire with 15 ques-
tions was used to collect data. Descriptive statistics were used to describe the basic SES fea-
tures of the CHD patients and data analysis was done using SPSS ver. 16.

Results: Less educated participants were more susceptible to CHD. Regarding to occupa-
tional status, housewives and retired men were in higher risk of CHD than the rest of the peo-
ple. Studied patients also reported to be mostly from urban areas that were living in apart-
ment complexes.

Conclusion: In line with some international research evidence the study results suggested that
people from lower/middle social classes were in greater CHD risk than higher social classes.
This epidemic might be halted through the promotion of healthier lifestyles and the support of
environmental and policy changes.
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Introduction

Socioeconomic inequalities in health by level of education, occupational class,
can be defined as systematic differences in or income [1]. There is a pronounced so-
the prevalence or incidence of health cioeconomic gradient in coronary heart
problems between people of higher and disease, with greater morbidity and mor-
lower socioeconomic status distinguished tality among people of lower socioeco
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nomic status (SES) as defined by occupa-
tional position, education and income [2].

Death due to cardiovascular disease
(CVD) has significantly increased in de-
veloping countries. According to World
Health Organization, 41% of all deaths in
2005 owned to this problem [3]. Under-
standing social and economic indicators
including income, education, employment,
and social class play an undoubted role in
improving health and quality of life. So-
cioeconomic status (SES) has been shown
to be associated with health problems in
general and non-communicable diseases
such as diabetes, hypertension, hyperlipi-
daemia and coronary artery disease (CAD)
in particular [4-6].

In fact, the most important factor af-
fecting the health of communities is related
to social and economic elements. Vulner-
able people who have less access to health
and social facilities get sicker and die ear-
lier than people in more fortunate social
condition [7].

Since last 40 years, a majority of
studies in developed countries have shown
a reliable inverse relationship between car-
diovascular diseases with many of socio-
economic status which may act as an inde-
pendent risk factors [8]. However, the re-
sults of other studies from developing
countries indicated that the prevalence of
cardiovascular disease is more common
among middle and above socioeconomic
groups as compared to low socioeconomic
groups [9-13]. Therefore, there is appar-
ently a paradox in the impact of socioeco-
nomic indicators between developed and
developing countries.

Although CAD is a leading cause of
mortality, morbidity, and disability with
high cost of health care in Iran [14], there
have been little studies in relation to SES
and cardiovascular diseases.

The present study was carried out to
describe demographic and socioeconomic
characteristics and their association to

CAD and to explore and analyze the cur-
rent SES status of CHD patients in Tabriz.

Materials and Methods

Sampling and participants

All patients (n=189) who were can-
didate for angiography and admitted from
2009 to 2010 to the surgical units of the
central referral hospital for cardiac patients
(Shahid Madani hospital) were considered.
Those patients who were suffering from
congenital heart disease or complications
other than CHD were excluded.

Materials

A semi-structured questionnaire with
15 questions was used to collect data. Face
validity of the applied questionnaire was
checked by a panel of experts and after
several amendments they approved the fi-
nal version.

Data analysis

Descriptive statistics were used to
describe the basic SES features of the CHD
patients. Data analysis was done using
SPSS ver. 16. The study data were coded
and entered to a personal computer twice
by two independent coders to verify the
data quality.

Ethical considerations

Ethical approval was obtained from
the responsible committee in the Faculty of
Health and Nutrition within the Tabriz
University of Medical Sciences. Authori-
ties in the Shahid Madani hospital were
also contacted for permission to approach
study participants and arrange interviews.

The hazards or difficulties that might
arise for the participants in relation to fa-
cilities and safety, full understanding of the
study aim, and description of study proce-
dures were main ethical considerations. All
attempts were performed to minimise
probability of any harm to the study par-
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ticipants through cooperation with the
study. The study respondents’ informed
consent was obtained after explanation of
the study aims and procedures. In addition,
their right to withdraw from investigation
and confidentiality of the study data were
addressed. Therefore the interviewees were
aware of their right to request the re-
searcher to stop the interview at any time,
and withdraw from the study without hav-
ing to give a reason.

Results

Demographic characteristics of the sam-
ple

In this section, the characteristics of
the 189 respondents including gender, age,
insurance and socioeconomic status is de-
scribed. As can be seen from Table 1, 56
per cent of participants were male. As for
their age distribution, 6 (3%) were aged
30-40 years, 29 (15%) aged 41-50 years,
66 (35%) aged 51-60 years, and 88 (47%)
aged 61 or more years. Eighty per cent of
those interviewed (n=151) reported their
marital status as married and 20% wid-
owed.

Furthermore, amongst the majority of
participants the place of life was different
from the place of birth. Forty-five per cent
of the respondents (n=85) lived in a prov-
ince environment, followed by urban
(n=83, 44%), and rural locations (n=21,
11%).

Regarding health care insurance cov-
erage, 39 per cent of participants were
supported by medical services insurance,
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followed by social security (26%), military
services (12%), rural insurance (11%), self
employed (4%), other (5%), and no insur-
ance (3%).

Concerning living arrangement, 12
per cent of the participants (n=23) were
living alone and 88 per cent (n=166) with
spouse/ another person. Based on the
number of family members, 13 per cent of
respondents (n=25) reported a large family
size (more than four people).

The most common professions were
housekeeper (34%, n=65) and retired
(33%, n=62) while just four per cent of
participants were unemployed. Six per cent
of those interviewed (n=11) had
official/semi-official positions.
Interestingly, 23% of the respondents were
much more likely to be self-employed such
as carpet weaving, selling, and tent
making. Income, defined as the earnings
in 2010, was recorded as one of 3 catego-
ries. Approximately half of the partici-
pants were classified as having a low in-
come (<500 $ per month), followed by 43
per cent (n=82) were categorised in middle
income level (510-1000 $) and eight per
cent (n=15) in high income level (>1000
$).

Among women, 70 per cent were il-
literate, 25 per cent possessed no academic
qualifications and just five per cent were
on the college graduate level, but, by con-
trast, 21 per cent of men were illiterate, 66
per cent were ranged from pri-
mary/secondary to post secondary level
and 13 per cent graduated from a univer-
sity respectively.



Matlabi et al.: Socioeconomic Status and Coronary Heart Disease

Table 1: Socio: Demographic characteristics of participants (n=189)

Characteristic

Frequency and percentage
No. (%)

Gender

Women

Men

Age group (YT)

30-40

41-50

51-60

61>

Marital status

Married

Widowed

Living arrangement
Alone

With spouse/another person
Living areas

Province

Urban

Rural

Insurance coverage
Medical services insurance
Social security

Military services

Rural insurance

Self employed

Other

No insurance

Family size

Large (More than four people
Profession

Housekeeper

Retired

Self-employed
Official/semi official position

Unemployed

Income level

Low

Middle

High

Educational level

Iliterate Women
Men

Primary/secondary | Women
Men

College Women
Men

83 (44)
106 (56)

6 (3)

29 (15)
66 (35)
88 (47)

151 (80)
38 (20)

23 (12)
166 (88)

85(45)
83 (44)
21 (11)

73 (39)
48 (26)
23 (12)
21 (11)
8 (4)
9 (5)
6 (3)

25 (13)

65 (34)
62 (33)
44 (23)
11 (6)
7(4)

93 (49)
81 (43)
15 (8)

58 (70)
22 (21)
21 (25)
70 (66)
4 (5)

14 (13)
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Discussion

The aim of the present study was to
describe demographic and socioeconomic
characteristics and their association to the
diseases and to explore the predictive risk
of CHD.

Several studies in developing coun-
tries indicated that coronary risk factors
may be related to SES and urbanisation
[15, 16]. Amongst city dwellers in India,
for instance, the prevalence of obesity,
diabetes, hypertension and CHD have
dramatically increased [17]. Furthermore,
other studies in rural areas have indicated a
lower prevalence of CHD compared to ur-
ban areas, however an increasing trend is
seen among them as well [18]. Similar re-
sults have been reported from developed
countries, where the lower SES groups suf-
fer higher CHD and deaths due to non-
communicable diseases [16]. These pat-
terns may be related to enormous changes
in dietary customs and living styles due to
rapid industrialisation and urbanisation. In
addition, increased awareness and educa-
tion about risk factors in daily life activi-
ties may have been partly responsible for
the decline in CHD prevalence among the
higher social classes [19]. All these find-
ings support the results of our study which
revealed that most of patients were male,
aged 51-60 yr or over, illiterate or at the
primary/ secondary level and categorised
in low/middle income level.

To halt the disease process and its
consequences for patient, his/her family
and also to the wider community it is sug-
gested to better understand the SES phe-
nomena behind the CHD in local settings.
Planning intervention programmes that are
especially tailored for lower/middle social
classes in developing countries may also
have greater impact in prevention of CHD
risks. Thus we need further information
about the way people live and policy
changes in our educational, economic and
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welfare programmes. This epidemic may
be halted through the promotion of health-
ier lifestyles and the support of environ-
mental and policy changes.

Limitations of the study

1. Due to socio-cultural reasons,
some personal questions e.g. level of in-
come may have responded incorrectly.

2. As patients candidate for an-
giography were investigated, the results of
this study cannot be generalised to all CHD
patients

Acknowledgments

This project was funded and sup-
ported by the Tabriz University of
Medical Sciences. The authors are grateful
for valuable comments and suggestions Dr.
Abdolreza Shaghaghi provided and kindly
help in preparation of final draft of the pa-
per. We also would like to thank the study
participants, authorities in Shahid Madani
Hospital, and faculty of health and nutri-
tion. The authors declare that there is no
conflict of interests.

References

[1]  Mackenbach JP, Stirbu I, Roskam A-
JR et al.Socioeconomic Inequalities in
Health in 22 European Countries. N
Engl J Med 2008; 358:2468-2481.

[2] Clark AM, DesMeules M, Luo W,
Duncan AS, Wielgosz A. Socioeco-
nomic status and cardiovascular dis-
ease: risks and implications for care.
Nat Rev Cardiol 2009; 6: 712-22.

[3] Shaper AG, Pocock SJ, Walker M,
Cohen NM, Wale CJ, Thomson AG.
Brit ish Regional Heart Study: cardio-
vascular risk factors in middle-aged
men in 24 towns. Br Med J 1981,
283(6285): 179-86.



[4]

[5]

[6]

[71]

[8]

9]

[10]

[11]

Matlabi et al.: Socioeconomic Status and Coronary Heart Disease

Fernandez-Jarne E, Martinez-Losa E,
Prado-Santamaria M, Brugarolas-Bru-
fau C, Serrano-Martinez M, Martinez-
Gonzalez MA. Risk of first non-fatal
myocardial infarction negatively asso-
ciated with olive oil consumption: a
case control study in Spain. Int J Epi-
demiol 2002, 31(2): 474-80.

Tenconi MT, Devoti G, Comelli M.
Socioeconomic indicators and mortal-
ity for ischemic cardiopathy in the RI-
FLE Population. The RIFLE Group:
Risk Factors and Life Expectancy. G
Ital Cardiol1999; 29(6): 698-704.
Reddy KK, Rao AP, Reddy TP. Socio-
economic status and the prevalence of
coronary heart disease risk factors. Asia
Pac J Clin Nutr 2002;11(2): 98-103.
WHO, Health and development, Ac-
cessed July 2011. Awvailable at:
http:/Aww.who.int/healthsystems/topi
cs/development/en/

Kaplan GA, Keil JE. Socioeconomic
factors and cardiovascular disease: a re-
view of the literature. Circulation
1993;88(4 Pt 1): 1973-98.

Singh SP,Sen P. Coronary heart dis-
ease: The Changing Scenario.. Ac-
cessed  September 2011 from
http://medind.nic.in/ibl/t03/i1/iblt03ilp
740.pdf

Gupta R, Gupta VP, Ahluwalia NS.
Educational status, coronary heart dis-
ease, and coronary risk factor preva-
lence in a rural population of India.
BMJ1994; 309(6965): 1332-6.

Bagchi S, Biswas R, Bhadra UK, Roy
A, Mundle M, Dutta PK. Smoking, al-
cohol consumption and coronary heart
disease: a risk factor study. Indian J
Commun Med 2001; 26(4): 208-11.

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

Krishnaswami S. Observations on se-
rial changes in coronary artery disease
in Indians. Curr Sci 1998;74(12): 1064-
8.

Pekkanen J, Uutela A, Valkonen T,
Vartiainen E, Tuomilehto J, Puska P.
Coronary risk factor levels: differences
between educational groups in 1972-87
in eastern Finland. J Epidemiol Com-
munity Health 1995; 49(2): 144-9.
Hatmi ZN, Tahvildari S, Gafarzadeh
Motlag A, Sabouri Kashani A. Preva-
lence of coronary artery disease risk
factors in Iran: a population based sur-
vey. BMC Cardiovasc Dis 2007;7:32.
Singh RB, Sharma JP, Rastogi V. So-
cial class and coronary disease in a ru-
ral population of North India. Eur
Heart J 1997; 18: 588-595.

Gwatkin DR, Heuveline P. Improving
the health of the world’s poor. BMJ
1997; 315: 497-498.

Gupta R, Gupta VP. Lessons for
prevention from coronary heart disease
epidemiological study in western India.
Curr Sci1998; 74:1074-1077.

Reddy KK, Ramachandraiah T, Red-
danna P, Thyagaraju K. Serum lipid
peroxides and lipids in urban and rural
Indian men. Arch Environ Health
1994; 49: 123-127.

Murray CJL,Lopez AD. The global
burden of disease: comprehensive as-
sessment of mortality and disability
from diseases, injuries and risk factors
in 1990 and projected to 2020. Ac-
cessed May 2011.
http://www.worldbank.org/transport/ro
ads/saf_docs/gbd.pdf

110



