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Abstract
Background: The current study was conducted to identify morbidity pattern and the associations between socioeconomic factors
with morbidity within a rural Egyptian community. Design and methods: A cross-sectional study was conducted in Meet Rahina
village in Giza governorate. Socioeconomic data about the interviewed individuals, including age, gender, marital status, being
employed or not, and if the interviewed woman headed her family was collected. A total of 16 items was used to assess the
health status of the individual. Results: The mean age of the included participants (2317) was 36.2+ 13.5 years. Women
constituted 45.1% of the sample. About three-quarters of the interviewed participants (74.8%) were married. Two third (63.2%)
were educated. Only 5.6% of the interviewed women headed their families. Morbidity was reported by more than three quarters
of the interviewed participants (76.5%), and musculoskeletal disorders were the highest reported morbidity (13.9%), followed by
Hypertension (12.6%). Multimorbidity was prevalent among about one-fifth of the study participants (19.6%). Age, Female
gender, and being married were significant predictors of morbidity among the enrolled participants, while, age and being female
were the only significant predictors of multimorbidity. Conclusion: Morbidity was associated with age, female gender, and being
a single parent. This information may be vital in designing guidelines and strategies for prevention and care for people for those
vulnerable groups.

INTRODUCTION
Mounting evidence has identified socioeconomic factors as a
crucial factor or trigger in dictating human beings' exposure
to various beneficial and harmful health situations (1). One
of the most widely reported triggers is the association
between lower socioeconomic status (SES) and infirmity,
which may be found in almost all countries, however the
eminence of disparity may be more evident in some
countries than others (2), which is probably due to the vast
disproportion in the living circumstances in these countries
that are brought about by several factors as socioeconomic
and cultural factors (3). Living in a lower middle - income
country (LMIC) or having low SES has been proved to raise
the possibility of having chronic diseases like lung and
gastric cancer, type 2 diabetes, and cardiovascular disease
(4, 5).
Individuals with low wealth or education levels turned out to
have a higher prevalence of asthma, angina pectoris and
arthritis in comparison to those with high wealth or
education levels (6).
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Most of the earlier studies that were directed to study the
effect of socioeconomic factors on disease burden only shed
the spotlight on physical health effects or single morbidity
(7). Moreover, examining the relationship between
sociodemographic factors and health is gravely understudied
in rural communities, which probably may not conform or
match the generally perceived socioeconomic-health patterns
(8). Especially that access to the underlying determinants of
socioeconomic pattern-health gradients, e.g., material and
psychosocial resources, are considered to markedly differ
between rural and urban areas (9). Additionally, the impact
of socioeconomic factors on disease burden remains
understudied in Egypt mainly among the rural population.
Therefore, the current study was conducted to identify
morbidity pattern and to assess the associations between
socioeconomic factors with different health problems within
a rural Egyptian community.

Design and Methods
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Study setting and design
The current study is a community-based cross-sectional
study conducted at “Met Rahina” village, Badrashin, Giza
governorate, Egypt. The total population who are currently
resident in the village is 38540 residents. As for the
infrastructure of the village, it has got a clean supply of
water to the houses but no sanitary sewage disposal.
Sample size and sampling technique
The village was divided into geographical clusters. The
household units within each cluster were identified and
included in a sequential approach. A total of 800 household
unit was included A purposive sampling technique was used
to recruit participants 18 years of age and older who are
village residents and accepted to participate in the study. The
researchers interviewed a total of 2317 adults during the
study period starting October 2016 through June 2017.
Data collection tool
A pre-tested - structured interview questionnaire form was
used to collect data from the study participants. The
questionnaire was developed and validated by a previous
study conducted in Egypt (8).
The questionnaire included the following sections:
Section I: Socio-demographic data about the interviewed
individual including age, gender, marital status, being
employed or not, education, and if the interviewed woman
headed her family (single parent household or not).
Section II: A total of 16 items was used to assess the health
status of the individual (14 morbidities, and two disabilities):
- The participant is considered currently having morbidity
problems if s/he reported that s /he was previously exposed
to clinical examination at any health service outlet and was
diagnosed to have any of the following diseases:
hypertension, diabetes, gastrointestinal tract (GIT) diseases:
having frequent attacks of GIT problems as diarrhea, gastric
pain, Eye diseases: cataract, glaucoma, retinal detachment,
corneal opacities, psychological issues: attendance to
psychiatrists for any psychological problem, musculoskeletal
disorders: back pain, neck pain, osteoporosis, arthritis and
rheumatoid arthritis, chronic skin diseases: psoriasis,
systemic lupus erythromatosis, blood diseases: different
types of anemia, heart diseases: rheumatic heart and
ischemic heart diseases, diseases of the respiratory system:
chronic bronchitis, bronchial asthma, tuberculosis (TB),
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Liver diseases: hepatitis, liver cirrhosis, hepatic failure ,
Renal diseases: chronic kidney diseases, renal failure.
Central nervous system (CNS) diseases any types of nerve
lesions, cerebral embolism with different forms of paralysis,
and cancer: any cancer for any organ and includes cancer
blood cells.
- The person is considered currently having disability
problems (mental, physical, hearing and visual) if the
interviewed person reported that he/she have one or more of
the following disabilities: Congenital or acquired disability.
- Previous studies provide support for the validity of selfreports as a measure of prevalent chronic diseases (Okura et
al., 2004) (10).
To quantify adult health status risks, the individual health
status score (IHSS) included two columns. The first column
to indicate if the adult has a specific health problem. The
second column consists of the weight developed and
assigned for each problem by a previously conducted study
(8).
Operational definitions
Multimorbidity is defined as the presence of two or more
chronic diseases in the same individual. (11).
Data management and statistical analysis
The data were coded, entered and analyzed using the
statistical package SPSS version 21. For categorical data,
frequency, and percentage were used for reporting; Chisquare was used for comparison. For continuous data; mean
and standard deviation were used for reporting, the t-test was
used for comparison. The association between
socioeconomic factors and the 16 health problems
representing morbidity and disability was done using logistic
regression analysis, expressed as a crude odds ratio (OR) and
95% confidence interval (95% CI). P value ≤ 0.05 was
considered as statistically significant.
Weighted morbidity score was calculated for each subject
according to the previously mentioned IHSC (8), the
enrolled sample expressed weighted scores ranged from 1 to
28 with median 3 and interquartile range from 2 to 7, so we
assumed that those who obtained a weighted morbidity score
above the 75th percentile (i.e., higher quarter) of the enrolled
sample, have high burden morbidities and compared with
those having low burden morbidities.
Ethical consideration
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The Ethical Review Committee of the Public Health and
Community Medicine department revised and approved the
study protocol. All procedures for data collection were
treated with confidentiality according to Helsinki
declarations of biomedical ethics (12). Informed consent was
obtained directly from the study participants before data
collection and after explanation of the study objectives and
importance. Anonymity was maintained all through the
study.

enrolled participants. For multiple morbidities, age and
being female were the only significant predictors as revealed
in Table (3). The only predictor of high burden morbidities
was age. (Odds ratio, OR= 1.029, confidence intervals = C.I
= 1.017 -1.042).
Table 1

Background characteristics of the enrolled residents at
“Meet-Rahina” village, Badrashin, Giza, Egypt, 2017.

RESULTS
The current study included 2317 participants, aged >18 years
who are residents in the Meet Rahina Village, Giza
Governorate. Egypt. Their mean age was 36.2+ 13.5, with a
minimum age of 18 years and a maximum age of 85 years.
Women constituted 45.1% of the sample. About three
quarters (74.8%) were married. Two third of the interviewed
participants (63.2%) were educated. Only 5.6% of the
interviewed women reported that they were single -parents.
Smokers and addicts were represented among the enrolled
participants by 28.6% and 1.4% respectively as illustrated
in Table (1).
Multimorbidity was prevalent among about one-fifth of the
study participants (19.6%) as shown in Figure (1). The
highest reported morbidity by the interviewed participants
was musculoskeletal disorders (13.9%), followed by
Hypertension (12.6%), and GIT diseases (10.3%). The least
reported one was the congenital disability (0.3%) as revealed
in Figure (2).
The distribution of health problems and their number
according to individual background characteristics is shown
in Table 2. The proportions of individuals having morbidity
increased with age (p <0.001). Female gender is
significantly associated with disease occurrence (p <0.001).
Women who headed their families (single-parents) reported
more morbidities (8.5%) (p <0.001). Less morbidity was
reported among the educated individuals (56.9%) (p
<0.001). Multimorbidity was more prevalent among elderly
(p<0.001), married participants (p<0.001), and women
headed their families (single-parents) (p=0.001). There is no
statistically significant difference regarding the distribution
of morbidities or their number with other variables as shown
in Table (2).
Logistic regression analysis was done to detect significant
predictors of morbidity among the enrolled participants.
Age, Female gender, and being married were found to be
significant predictors of the presence of morbidity among the
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Table 2

Distribution of the enrolled residents at “Meet-Rahina”
village by background characteristics and morbidities, 2017
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Table 3

Logistic Regression Model for Predictors of morbidities
among the enrolled adults at “Meet-Rahina” village,
Badrashin, Giza, Egypt 2017

Figure 1

Percent distribution of the enrolled residents at “MeetRahina” village, Badrashin, Giza, Egypt by morbidity
pattern, 2017

Figure 2

Percent distribution of the enrolled residents at “MeetRahina” village, Badrashin, Giza, Egypt by the reported
different morbidities, 2017

DISCUSSION
The current study findings revealed that multimorbidity was

4 of 7

prevalent among about one-fifth of the study participants
(19.6%) with musculoskeletal disorders being the highest
reported morbidity. Age, Female gender, and being married
were significant predictors of morbidity among the enrolled
participants. For multiple morbidities, age and being women,
were the only significant predictors a strong association
between different sociodemographic factors with the
prevalence of morbidities. This is in line with previous
studies revealing socioeconomic inequalities in morbidity
problems (8). There is evidence for the existence of a social
gradient in health: where people of low socioeconomic
standards have higher rates of morbidities h, complain more
about their health, and have an overall lower life expectancy
with about seven years (13) , when compared with people
with higher socioeconomic standards.
Multimorbidity was reported by about one-fifth of the
current study participants. Estimates from previous studies
vary from 17% to over 90% (14). This wide variation might
be explained by different study populations or data sources,
usually entailing differences in demographic characteristics
and disease types or classification. The revealed figure
should be taken into consideration as multimorbidity is
associated with a lower quality of life, functional decline,
increased disability, and higher mortality (15). A high
prevalence of musculoskeletal disorders in the current study
was also reported in agreement with other studies (16). The
other prevalent morbidity is Hypertension as indicated by
12.6 % of respondents. This finding is lower than those
revealed from previous studies conducted before (17), the
difference in the results may be due to different
socioeconomic, cultural, and behavioral factors.
Gender-specific differences are quite evident in the disease
distribution, where females have the upper hand, which will
lead to a further discrepancy in life course health trajectories.
The current study findings revealed that women are more
prone than men to suffer from morbidities. This finding is in
accordance with several epidemiological surveys (18-20);
similarly, our study confirms the significance of gender
differences in multimorbidity patterns in agreement with
similar studies conducted before (21). This gender-based
difference might be explained by the dual pressure (social
and family) that renders women more vulnerable to health
problems than men especially among rural communities (22)
. Furthermore, women have more interest and knowledge
about health which make them more conscious and aware of
their symptoms than men,
The relationship between economic statuses (measured in
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terms of families headed by females/single parents) and the
occurrence of both morbidity and multi-morbidity is strong
as revealed from the current study findings, where the
women who led their families reported more morbidities
(8.5%) (p <0.001) and multi-morbidities (12.9% p=
<0.001). Women in the current study head about six percent
of households and counterpart figure of El-Zanaty and
Associates study (2015) study in Egypt was 13.0% at the
national level (23). As mentioned by Moragolis and Cross
(2008), the problems of families headed by mothers,
constitute social issues that contribute directly to most of the
health problems of women and children (24). This might
explain the current study finding. This alarming finding
should be taken into consideration as the problem of
households headed by women is increasing in Egypt (8) .
The current study findings revealed less prevalence of
morbidity and multi-morbidities among educated persons.
This is in line with previous studies conducted in European
countries that showed that low SES as measured by
educational attainment was associated with higher
prevalence of multimorbidity (15). The level of education
attained by an individual is an essential determinant of
workforce status, and therefore income improves an
individual’s ability to access healthcare and awareness (14).
Cois et al. discovered that higher education predicts the
lower prevalence of hypertension in South Africa (7).
The relation between age, morbidity, and multi-morbidity
was affirmed in the current study. It was suggested that
morbidity and multi-morbidity increase with the increased
age. This is an alarming finding as the increasing burden of
multiple chronic conditions with age implies the reduced
quality of life, disability, and vulnerability (25).
Another interesting finding of this study revealed that being
married was found to be a significant predictor of the
presence of morbidity among the enrolled participants. The
role of marital status has been established in the literature
testing the relationship between marital status and health
outcomes (26). The current study finding was in contrast to a
previous study finding that revealed that all of the various
unmarried states had been associated with elevated
morbidity risks.(25) Cultural differences between countries
might explain this.
This cross-sectional study can be interpreted in the lights of
the following limitations: First of all, the cross-sectional
nature of the data used implies no conclusion about the
temporal or causal relationships between health problems
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and different socioeconomic factors; longitudinal analysis
over a protracted period is needed to be estimated. The
current study relied on reporting of the interviewed family
member about the presence of disabilities and morbidities
that were diagnosed on seeking medical advice only. Thus,
silent or undiagnosed morbidities or disabilities would not
be included.
In conclusion, this study revealed that morbidity was
associated with age, female gender, and single-parent
household. The information may be vital in designing
guidelines and strategies for prevention and care for people
for those vulnerable groups. Moreover, the current study
findings add to existing knowledge about common chronic
diseases by showing their pattern among a rural community.

SIGNIFICANCE FOR PUBLIC HEALTH
Although our study has some limitations, it has significant
merits. First, this is a community-based study on large
sample size. Second, the main impact of our findings is that
in the future, socioeconomic factors should be taken into
account when calculating the health risk. Moreover, a
continuous target group-oriented, non-biased public health
program is required, prioritizing females and those with low
SES. Improving the populations' economic stability and
level of educational achievement is likely to be the most
efficient and efficacious channel of reducing disease burden.
Also, the results of this study may be used to inform and
promote healthy public policies that support the prevention
and control of prevalent diseases and risk factors in the
population.
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