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Abstract

Objective The increasing demographic shift toward an aging population in Iran highlights the urgent need to
understand how socioeconomic inequalities affect the ability of older individuals to access essential resources and
services. This study examined socioeconomic inequalities in meeting the needs of older people in Hamadan, Iran.

Method This cross-sectional study was conducted on the 501 elderly people living in western Iran. Data collection
was carried out from December 1, 2022 to March 31, 2023, among elderly individuals who were registered in the SIB
(Unified Health System). system. Elderly were selected by stratified random sampling among 17 comprehensive urban
health centers (CURHCs) in Hamadan province. The data collection process consisted of four sections, including: A
demographic information questionnaire, the Abbreviated Mental Test (AMT) questionnaire to determine the absence
of dementia, cognitive impairment and the Barthel Index questionnaire to measure functional independence

status and 4) Camberwell Assessment of Need for the Elderly. Socio-economic inequalities were assessed using

the concentration index and a decomposition approach, determining the contribution of each factor to the socio-
economic inequality at 95% Cl.

Results The concentration index for met needs was 0.15 (95% Cl: 0.12, 0.19), indicating a concentration of met needs
among the elderly with higher economic status. Subgroup analysis (with statistically significant results) revealed

that the lowest levels of met needs were observed among illiterate people (53.09% vs. 92.11% (p <0.001)) and those
with dyslipidemia (55.86% vs. 65.98, p=0.050). Education (60.38%) and economic status (25.32%) were the primary
contributors to inequality in elderly individuals’met needs.

Conclusion The findings reveal significant disparities in meeting the needs of the elderly, particularly among the
wealthy, the illiterate, and those with dyslipidemia. To address these issues, public health initiatives should focus

on expanding education and providing economic support to disadvantaged older adults. In addition, personalized
health care for those with chronic conditions is essential. Proposed solutions include training health care workers in
geriatric care, developing community-based programs with home care, and creating economic support packages for
low-income seniors.
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Introduction

The global population of individuals aged 60 and over is
experiencing a rapid increase, with projections indicating
that the number will surpass 2.1 billion by 2050, partic-
ularly in developing countries [1]. In Iran, demographic
projections indicate that the population of individu-
als aged 60 and over will exceed 26 million by 2050 [2].
This growth presents a number of challenges for societies
and healthcare systems, as a significant proportion of the
healthcare and social care needs of older adults remain
unmet [3, 4].

In the context of healthcare, the term “need” refers
to health-related issues that must be identified and
addressed [5]. When these issues remain unresolved,
they give rise to unmet needs. A significant proportion of
older adults are confronted with deficiencies in essential
resources, including income and medication. Previous
study conducted in Iran revealed that the most prevalent
unmet needs among the elderly were related to benefits
and physical health, whereas medication and addressing
physical illnesses were commonly met [5].

As a consequence of the deterioration of health sta-
tus that is typical of the aging process, older individuals
typically require more sophisticated forms of healthcare,
which may potentially lead to an exacerbation of pre-
existing diseases. For instance the leading contributors to
the disease burden experienced by the elderly population
are cardiovascular diseases (30.3% of the total burden
in individuals aged 60 years and older), malignant neo-
plasms (15.1%), chronic respiratory diseases (9.5%), mus-
culoskeletal diseases (7.5%), and neurological and mental
disorders (6.6%) [6]. The unmet health needs of a popu-
lation can have a detrimental impact on the health out-
comes of that population, particularly among those with
a lower socioeconomic status (SES) [7-11].

Elderly individuals frequently encounter a multitude
of unmet needs that encompass both health-related and
non-health-related domains. Key health-related needs
include access to medical care, management of chronic
conditions, mental health support, and preventive ser-
vices [12]. Mobility issues frequently lead to reliance on
caregivers or assistive technologies. Non-health-related
needs, such as social engagement, emotional support,
and opportunities for meaningful activities, are also
essential for maintaining a high quality of life [13]. Social
isolation has been shown to exacerbate health concerns
and mental well-being [14]. Addressing these diverse
needs, including transportation, housing stability, finan-
cial security, and access to nutritious food, is crucial to
enhance the overall health and quality of life for older
adults [15].

The majority of existing studies focus on working-
age populations. However, research indicates that older
individuals with lower SES experience poorer health
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outcomes and higher vulnerability to chronic condi-
tions [16]. The existing research on socioeconomic fac-
tors related to met and unmet needs among the elderly
in Iran is limited, underscoring the necessity to iden-
tify the determinants of inequality in this demographic.
Accordingly, this research aims to elucidate socioeco-
nomic inequalities regarding the met needs of the elderly,
employing methods such as the concentration index and
decomposition approach to inform health policy and
planning.

The concentration index measures inequality in health
outcomes across socioeconomic groups, with values
from -1 (maximum inequity) to +1 (maximum equity),
where 0 represents perfect equality. The decomposi-
tion approach analyzes the contributions of factors like
income and education to this inequality, helping to iden-
tify and target specific determinants to reduce health dis-
parities [17].

The necessity of this study arises from the increasing
demographic shift towards an aging population in west-
ern Iran (ranking as the third oldest province in the coun-
try), highlighting the urgent need to understand how
socioeconomic inequalities affect older individuals’ abil-
ity to access essential resources and services. Rare stud-
ies have been conducted on the current status of unmet
needs among elderly individuals in the region, often
overlooking the unique regional dynamics and cultural
contexts of western Iran. This study closely examines the
relationship between economic status, access to health-
care, and social support systems. The objective of our
research is to provide actionable insights that can be used
to formulate targeted interventions and policies. These
insights are intended to address the specific challenges
faced by the elderly population in this region, with the
overarching goal of promoting more equitable outcomes
in elder care. To this end, we employ advanced statisti-
cal methodologies, such as the concentration index and
the decomposition approach, to explore the socioeco-
nomic inequalities affecting the elderly in Hamadan, Iran.
The study underscores the role of diverse socioeconomic
factors in exacerbating the unmet needs of this demo-
graphic, thereby addressing a notable lacuna in extant
Iranian research.

Traditional research in this area has focused on either
general health outcomes or specific needs, without pro-
viding a comprehensive perspective on disparities. By
focusing on regional dynamics and challenges, particu-
larly the role of illiteracy and chronic health conditions,
we aim to inform public health policy and advocate for
targeted interventions to reduce educational and health
disparities in elder care in Iran.
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Method

We followed the Strengthening the Reporting of Obser-
vational Studies in Epidemiology (STROBE) guidelines in
preparing our report.

Study design and population

This cross-sectional study focused on the elderly popula-
tion residing in Hamedan County, a city in western Iran.
The study’s participants were individuals aged 60 years
and older who met the following eligibility criteria: First,
participants had to be of Iranian nationality. Second,
they had to be free of any diagnosis of dementia. Third,
they had to demonstrate normal cognitive function, as
evidenced by a score greater than 8 on the Abbreviated
Mental Test (AMT) questionnaire [18].

Data collection took place from December 1, 2022, to
March 31, 2023, targeting elderly individuals registered
in the SIB system (Unified Health System). This study
randomly selected participants aged 60 and older in pro-
portion to the elderly population served by each compre-
hensive urban health center in Hamedan City.

The SIB system, also known as the Unified Health Sys-
tem, is an integrated healthcare framework designed to
improve the delivery of health services across Iran. The
system’s primary objectives are to streamline the man-
agement of health resources, enhance accessibility to
medical services, and promote equitable healthcare for all
citizens. The system encompasses various components,
including public health initiatives, insurance coverage,
and hospital management, to ensure comprehensive care.

Sample size

To determine the sample size, the study conducted by
Gholehzadeh et al. in 2019 [19], which reported a preva-
lence rate of unmet needs of 23%, was utilized. Using a
type I error level of 0.05, a statistical power of 80%, and
an acceptable error of 16%, a sample size of 500 was esti-
mated. The choice of a 16% acceptable error margin in
the sample size calculation allows for a balance between
precision and practical considerations, particularly in
studies where resources or access to participants are
limited.

Data collection and variables

Data collection was carried out from December 1, 2022
to March 31, 2023, among elderly individuals who were
registered in the SIB system (Unified Health System).
This cross-sectional study included all individuals over
the age of 60 who were randomly selected in propor-
tion to the population of elderly individuals covered by
each comprehensive urban health center in Hamedan
city. Elderly were selected by stratified random sam-
pling among 17 comprehensive urban health centers
(CURHCs) in Hamadan province. Then, based on the
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sample size calculated for each district and using a table
of random numbers between four and 10, CURHCs and
health houses were selected.

The data collection process consisted of four sections,
including: (1) a Demographic Information Questionnaire,
(2) the AMT Questionnaire for identifying the absence of
dementia and cognitive impairment, (3) and the Barthel
Index Questionnaire for measuring functional indepen-
dence status and 4) Camberwell Assessment of Need for
the Elderly (CANE). The CANE questionnaire was uti-
lized to identify and evaluate unmet needs among study
participants. The CANE questionnaire facilitates a com-
prehensive assessment of the multidimensional needs of
elderly individuals in the areas of social, psychological,
physical health, and environmental needs.

Traditional research in this area has focused on either
general health outcomes or specific needs, without pro-
viding a comprehensive perspective on disparities. By
focusing on regional dynamics and challenges, particu-
larly the role of illiteracy and chronic health conditions,
we aim to inform public health policy and advocate for
targeted interventions to reduce educational and health
disparities in elderly care in Iran. The CANE question-
naire is administered through interviews with elderly
individuals, their informal caregivers, and staff who pro-
vide formal services to the elderly, allowing for compari-
son of perspectives and identification of differences in
opinions. The questionnaire consists of 24 sections, each
divided into five parts. The first section of each is the pri-
mary focus of the questionnaire, with subsequent sec-
tions serving to elaborate or contextualize the questions
of the first section. Two additional sections are devoted
to informal caregivers. Ultimately, two scores are derived
from the questionnaire: an unmet needs score and an
overall score, the latter of which combines the met and
unmet needs scores.

The development of this questionnaire was initially
focused on elderly individuals experiencing mental dis-
orders. Subsequent applications have expanded its scope
to encompass behaviorally and psychologically healthy
elderly individuals as well, and it has now been trans-
lated into thirteen languages. The present questionnaire
is composed of 24 questions, each of which is subdivided
into five components. The initial segment of each inquiry
focuses on the primary objective of the questionnaire,
encompassing the domains of fulfilled needs, unmet
needs, and unknown needs. Scoring is based primarily
on this initial section. The third and fourth parts of the
questionnaire solicit responses from formal and infor-
mal caregivers, respectively, regarding the needs of the
elderly. Two additional sections are dedicated to informal
caregivers. Scores are assigned as follows: zero indicates
no need, one indicates a fulfilled need, two indicates an
unmet need, and nine indicates an unknown need. Two
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scores are derived from the questionnaire: the score for
unmet needs and the total score, which incorporates
both fulfilled and unmet needs [5]. The questionnaire has
demonstrated adequate validity and reliability in previous
studies as well as in research conducted in Iran [20-22].

The Persian version of the short cognitive test has dem-
onstrated good validity and reliability in assessing Iranian
elderly individuals, effectively distinguishing between
those with and without cognitive impairment. The AMT
questionnaire is less influenced by the educational level
of test takers and has been previously validated in Iran.
The internal consistency of the Persian AMT is accept-
able, with a Cronbach’s alpha of 0.76, and its external
consistency is also good, reflected by an interclass corre-
lation coefficient of 0.89.

The AMT consists of 10 questions, each scored from 0
to 1, resulting in a maximum possible score of 10. It cov-
ers various domains, including orientation, memory, and
language. Scores of 8 or higher indicate normal cognitive
functioning, while lower scores suggest varying degrees
of cognitive impairment, warranting further assessment
or intervention [18].

Overall, it appears that the Persian short Cognitive Test
is a valid and reliable tool for assessing cognitive function
among elderly individuals in Iran [23].

The Barthel Scale is the most commonly used assess-
ment tool due to its simplicity, sensitivity, accuracy, and
ease of scoring. Psychometric studies have demonstrated
its reliability, with a coefficient of 99% and an internal
consistency measured by a Cronbach’s alpha of 0.96. The
scale consists of 10 questions, utilizing a scoring system
of 15-10-5-0 to evaluate self-sufficiency in daily activities.
It assigns a score ranging from 0 to 100, where a higher
score indicates less limitation in performing these activi-
ties [24, 25].

Statistical analysis

The statistical analyses were conducted using Stata soft-
ware, version 17, with a significance level of less than 0.05
and a 95% confidence interval. Descriptive statistics were
employed to describe the study variables, and a simple
logistic regression model was utilized to estimate the
relationship between independent variables and the out-
come (met needs). To ascertain whether socioeconomic
inequalities exist with regard to the desired outcome, the
concentration index was employed. In the event of exist-
ing inequalities, the contribution of determining factors
to these inequalities will be identified through the use of
a decomposition approach.

Wealth index

The wealth index (WI) was employed to evaluate eco-
nomic status in accordance with household assets,
including ownership of a home, a personal vehicle, a
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personal computer, a smartphone, a refrigerator, a televi-
sion, a washing machine, a dishwasher, a vacuum cleaner,
a microwave, and supplementary insurance. This was
achieved through the application of principal compo-
nents analysis (33, 34) and the subsequent categorization
of the data into four groups. Concentration index.

To demonstrate the relative inequality in health, the
Concentration Index (CI) was employed. The Concen-
tration Index (CI) is a statistical tool that quantifies
the degree of inequality related to assets within a given
health variable. In order to calculate the Concentration
Index (CI), it is necessary to have a measure of economic
status. In this case, the wealth index is employed for this
purpose. The Concentration Index (CI) is derived from
the Concentration Curve (CC), which provides a com-
prehensive picture by showing the share of health out-
comes based on the cumulative ratio of individuals in the
population ranked from the poorest to the wealthiest.
The Concentration Index (CI) is calculated by subtracting
the area between the Concentration Curve (CC) and the
45-degree line (the line of equality) from the area under
the CC.

The CI value is bounded between -1 and +1. A value
of zero indicates that the distribution of health metrics is
uniform across the population. A positive CI value indi-
cates that health metrics are concentrated among the
wealthier segment of the population, whereas a negative
CI value suggests that health metrics are concentrated
among the less affluent segment. The concentration index
(CI) is calculated using the following formula:

Cl = %cov(h.r) (1)

h: the health variable, r: the cumulative percentage and u:
the mean health level.

Decomposing socioeconomic inequality

The decomposition methodology for inequality analysis
is a statistical technique that breaks down total inequality
within a population into contributions from various fac-
tors, including income, education, occupation, and health
status. A key model used in this analysis is the Oaxaca-
Blinder decomposition, which distinguishes between dif-
ferences in characteristics (like education) and differences
in coefficients (such as wage rates for similarly educated
individuals). Research on health disparities, including
obesity rates, highlights that factors like unequal access
to nutritious food and healthcare, along with variations
in health behaviors, contribute significantly to these
inequalities. This identification of key factors can guide
policymakers in creating effective interventions. While
the decomposition model has advantages, such as clarity
and the ability to dissect different contributing factors, it
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also faces drawbacks. It may rely on selected variables,
leading to bias if significant contributors are missed or
poorly measured. The model assumes linear relation-
ships between variables, which can oversimplify complex
socioeconomic interactions and ignore intra-household
inequalities. Additionally, it may struggle to adapt to
changing economic conditions and capture the temporal

Table 1 Sociodemographic characteristics of the study
participants

Variables Number (%) Met needs (%) p-value
Gender
Female 236 (47.11) 156 (66.38) 0.244
Male 265 (52.89) 162 (61.36)
Age group 0470
60-70 years old 316 (63.07) 195 (61.90)
70-80 years old 147 (29.34) 99 (67.81)
80-90 years old 38 (7.58) 24 (63.16)
Marital Status
Single 3(06) 3(100.0) 0.626
Married 367 (73.25) 232 (63.39)
Divorced 6 (1.20) 4 (66.67)
The Widow 125 (24.95) 79 (63.71)
Education
llliterate 163 (32.53) 86 (53.09) <0.001
Elementary 193 (35.52) 126 (63.63)
Middle-School 51(10.18) 28 (54.90)
High School 56 (11.18) 43(76.79)
Academic 38 (7.58) 35(92.11)
Socioeconomic Status
Bad 84 (16.77) 54 (64.29) 0511
Medium 336 (67.07) 208 (62.28)
Good 81(16.17) 56 (69.14)
The Degree of Dependence
Mild Dependency 10 (2.00) 5(50.0) 0362
Independent 491 (98.00) 313 (64.01)
Cardiovascular diseases 0.329
No 389 (77.64) 251 (64.86)
Yes 112 (22.36) 67 (59.82)
Diabetes 0453
No 353 (70.46) 220 (62.68)
Yes 148 (29.54) 98 (66.22)
Arthritis 0.147
No 451(90.38) 292 (64.75)
Yes 48 (9.58) 26 (54.17)
Dyslipidemia 0.050
No 453 (9042) 256 (65.98)
Yes 48 (9.58) 62 (55.86)
Hypertension 0.382
No 285 (56.89) 185 (65.37)
Yes 216 (43.11) 133 (61.57)
Occupation 0.201
Unemployed 41 (8.18) 171 (63.04)
Employed 245 (48.9) 20 (48.78)
Retired 199 (39.72) 127 (64.14)
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or structural factors affecting inequality over time, limit-
ing its effectiveness in tracking inequality trends [17].

The health concentration index can be decomposed
into the contribution of individual factors to income-
related inequality, where each component reflects the
sensitivity of health to that factor and the degree of
income inequality associated with that factor [17].This
method proposed by Van Doorslaer and Jones [17].

It is assumed that there is a linear regression model
between the outcome variable y and the determining
variables k ( Xy):

vi=o + 2 BeXyi + € 2)

In the above equation, i represents the individual or
country, By is the regression coefficient, and ¢ is the
error term in the equation. Considering the relationship
between y; and Xy; in Eq. 2, the concentration curve C
for y can be expressed as follows:

BiX By X
c_zk<“uk)ck+GCe/u_c;+ 2k (3)

u

In the above equation, u is the mean of y, Xyis the mean
of Xy, Cy is the concentration index (CI) for Xy, and
finally GCe is the generalized concentration index for the
error term (g).

Equation 3 is constructed from two components,
explained and unexplained. The first component, or the
explained one, consists of two parts: elasticity and the
concentration index for the determined variables. When
all the variables in Eq. 3 are estimated, the role of each
variable in inequality can be calculated by multiplying
the elasticity of each determinant by the magnitude of its

concentration index £ ‘;Xk x Ck.

Results

In the course of this study, 501 elderly individuals, com-
prising both males and females, were recruited. The par-
ticipation rate was complete. The majority of the study
population was male (52.89%), and the majority of the
participants were married (73.25%). The mean age of the
elderly participants was 67.96 + 6.36 years. The majority
(98%) of elderly was diagnosed as independent by Barthel
index (Table 1).

The concentration index for met needs was 0.15 (95%
CI: 0.12, 0.19), indicating a concentration of met needs
among the elderly with higher economic status (Fig. 1).

Subgroup analysis revealed that the lowest levels of met
need were observed among several demographic groups.
Specifically, individuals who were male (64.36% vs.
66.38%, p=0.244), aged 60-70 years (61.90% vs. 67.81%,
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Fig. 1 Concentration curve of met needs among Iranian elderly

p=0.470), married and widowed (vs. single, p=0.626),
illiterate (53. 09% vs. 92.11%, p<0.001), middle and low
SES status (64.29% and 62.28% vs. 69.14%, p=0.511),
independent (64.01 vs. 50.0%, p=0.362%), positive his-
tory of CVDs (59. 82% vs. 64.86%, p=0.329), negative
history of diabetes (62.68% vs. 62.22, p=0.453), positive
history of arthritis (54.17% vs. 64.75%, p = 0.147), positive
history of dyslipidemia (55. 86% vs. 65.98%, p=0.050),
positive history of hypertension (61.57% vs. 65.37%,
p=0.382), not employed (48.78% vs. 64.14%, p=0.201)
(Table 1). The subgroup analysis revealed disparities in
met need based on demographics. Illiterate individuals
had the lowest met need, highlighting education’s role in
service access. Lower met need was also reported among
men, older adults (60-70), married or widowed indi-
viduals, and those from middle and low socioeconomic
backgrounds. While health conditions showed varied
outcomes, they lacked significant differences in met need
levels. Employment status also impacted met needs,
especially for the unemployed. Overall, demographic and
socioeconomic factors greatly influence access to and
adequacy of services.

Also, the decomposition approach was employed to
ascertain the proportion of determining factors in the
observed inequities. The results indicated that education
(60.38%) and economic status (25.32%) were the primary
contributors to the inequalities in the met needs of the
elderly (Table 2; Fig. 2).

Discussion

The aging of the population in the coming years will pose
a serious challenge to the health and economy of the
country. Given the highest burden of disease and cost of
non-chronic and chronic diseases, the challenge has been
to implement programs to empower the elderly, includ-
ing training in self-care programs and strengthening and
supporting family caregiving programs [26].

The concentration index values from our study reveal
significant inequality in the distribution of resources or
health outcomes, consistent with findings from similar
studies around the world. In developed countries such as
the United States and Canada, there are notable dispari-
ties in access to health care, especially among marginal-
ized groups. In contrast, in developing regions such as
sub-Saharan Africa and South Asia, disparities are often
even greater due to factors such as poverty and inad-
equate health infrastructure [27]. Comparing our results
with these international benchmarks helps us understand
local disparities in the context of global trends in health
equity. This analysis underscores the need for tailored
regional strategies to address inequities and highlights
the importance of a global perspective in health equity
research for shared learning and solutions.

Iran’s health care system is characterized by public ser-
vices, with significant reliance on government-funded
programs. However, cultural factors such as family
dependency and traditional caregiving roles can create
unique socioeconomic disparities in meeting the needs
of the elderly. Unlike the U.S., where there is a strong
emphasis on personal responsibility and private insur-
ance, or sub-Saharan Africa, where access to healthcare
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Table 2 Decomposition of concentration index (Cl) of Met

needs

Variables Elasticity = Contribution  Total Percent
Age group 0.0
70-80 years old 0.048 -0.000 0.000

80-90 years old 0.005 -0.000

Gender -0.008  5.19
Female 0.189 -0.008

Marital Status -0.006 390
Married -0.212 -0.006

Occupation 0.004 2.60
Employed 0014 0.000

Retired 0.029 0.004

Living Condition 0.005 325
With Wife 0.188 0.005

With Children -0.015 -0.000

Number children 0.001 0.65
1-3 child 0.239 0.001

4-5 child 0.234 -0.004

>5 child 0.129 0.004

Education 0.093 60.38
Elementary 0.119 0.001

High School 0.059 0.027

Academic 0.096 0.065

Wealth index 0039  25.32
Wealth 2nd 0018 0.003

Wealth 31 0010 0.003

Wealth 4 0.041 0033

Smoking status -0.016 0.001 0.001 0.65
Hypertension -0.038 0.001 0.001 0.65
Dyslipidemia -0.056 0.003 0.003 1.95
CVDs -0.017 0.001 0.001 0.65
Diabetes 0.042 -0.002 -0002 130
Arthritis -0.017 0.001 0.001 0.65

may be limited due to infrastructure challenges, Iran’s
social fabric places a heavy burden on families to care for
elderly members. This can lead to disparities, with lower
socioeconomic groups facing additional challenges: they
may lack the financial resources to provide adequate care
or access to quality health services. Thus, while inequali-
ties exist in all three regions, the interplay of Iran’s health
care structure and cultural expectations highlights
unique challenges for the elderly that are shaped by col-
lective family responsibilities rather than systemic defi-
ciencies or infrastructure barriers alone [28, 29].

Our study showed elderly men experience more unmet
needs than elderly women, previous literature showed
that due to a mix of social, psychological, and health fac-
tors. Societal norms often discourage men from seeking
help, as masculinity is associated with self-reliance and
stoicism [30]. As a result, men are less likely to share
health or emotional issues, leading to underutilization
of available services [31]. In contrast, women typically
have stronger social networks and are more willing to
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seek assistance [31]. Additionally, elderly men often face
more health complications, including chronic conditions
that make self-care difficult. This reluctance to seek help,
coupled with limited support and health challenges, con-
tributes to higher unmet needs among elderly men [32].

The findings highlight that education and economic
status are key factors contributing to inequality in meet-
ing the needs of elderly individuals. Education accounts
for 60.38% of the variance, while economic status repre-
sents 25.32%. This indicates that individuals with higher
educational attainment are often better equipped to
access resources and advocate for their needs, leading
to more effective fulfillment of those needs. In contrast,
economic limitations can restrict access to essential
services, healthcare, and social support, worsening dis-
parities among older adults. By implementing targeted
educational programs and economic support initiatives,
we can address these issues, reducing inequality and
promoting well-being and quality of life for the elderly
population. Numerous studies have shown that educa-
tion significantly impacts health and well-being in older
adults [33-35]. Also research consistently demonstrates
that economic factors play a crucial role in the health and
quality of life for older adults [36].

The present study presents empirical evidence of
socioeconomic disparities in the adequacy of the elderly
population’s basic needs. To ascertain whether inequal-
ity exists, the concentration index was employed as the
analytical tool. In instances where inequality is present,
a decomposition approach was employed to ascertain
the contribution of determining factors to the observed
inequality. Individuals with higher levels of education
and greater economic status were more likely to meet
their basic needs.

The results indicated that education (60.38%) and eco-
nomic status (25.32%) were the primary contributors
to the inequalities in the met needs of the elderly. The
results suggest that education plays a significant role in
determining the met needs of older adults, with a sub-
stantial 60.38% of the variance attributed to educational
factors. This suggests that higher levels of education may
correlate with better access to resources and services that
meet the needs of older adults. Similar studies are con-
sistent with our findings. Economic status also emerged
as an important factor, accounting for 25.32% of the
observed disparities. This underscores the importance of
financial stability in ensuring that older people can meet
their basic needs, including health care, housing and
social services [34, 37].

Taken together, these findings highlight the critical
impact of both education and economic status on the
well-being of older people, and suggest that interventions
aimed at improving access to education and economic
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opportunities could be effective in reducing these
inequalities.

The concentration index for met needs was positive,
indicating that these needs are concentrated among
elderly individuals with lower economic deprivation
compared to those with higher economic deprivation.
The results of the studies conducted are in alignment
with our findings, including a Brazilian study that dem-
onstrated that older adults with higher levels of educa-
tion adhere to healthier diets, engage in more physical
activity, and consume alcohol at a higher rate. Further-
more, they experience a reduced incidence of back pain,
vision disorders, headaches, diabetes, and hypertension.
The results also indicate the presence of social inequal-
ity with respect to various health indicators [38]. Another
finding in Germany indicated that socially disadvantaged
elderly individuals encounter greater obstacles to access-
ing healthcare services compared to those in more favor-
able social circumstances, with evidence of inequality in
health during early retirement and late working age [39].
Similar results were observed in other studies conducted
in the Middle East [40-42].

The prevalence of unmet needs among the elderly is
associated with an increased risk of developing chronic
diseases, which in turn places a greater burden on health-
care systems. Those with low incomes are particularly
vulnerable to this increased risk [43]. The decomposi-
tion approach has gained considerable traction in the
field of inequality studies, offering insights into the
underlying factors driving inequality. Such information

can be employed in the formulation of policies and the
planning of healthcare services with a view to reducing
inequalities.

The subgroup analysis revealed that the lowest levels of
met needs, which indicate the greatest inequality, were
observed among individuals aged 80 to 90, males, unem-
ployed, illiterate people, as well as those with hyper-
tension, dyslipidemia, cardiovascular disease (CVD),
diabetes, and arthritis, all of whom exhibited high levels
of unmet needs. The overall results of our study were
consistent with several other studies [44—46].

Elderly who are unable to read and write encoun-
ter considerable obstacles that impede their ability to
obtain essential healthcare and social services [47]. Their
restricted literacy abilities can impede their ability to nav-
igate systems designed for those with the capacity to read
and write, resulting in missed appointments and misun-
derstandings regarding medication and support options
[48]. Furthermore, this situation can result in social iso-
lation and low self-esteem, as the individuals in question
may experience difficulty in communicating their needs.
Caregivers and service providers frequently fail to rec-
ognize the distinctive requirements of this demographic,
presuming a fundamental level of literacy that may not be
present [49]. As a result, the joint impact of illiteracy and
age-related challenges can result in an insufficient recog-
nition and addressing of their needs.

The unemployed elderly population encounters a
unique set of challenges, including age-related biases in
the job market, limited access to retraining opportunities,
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and health issues that impede their ability to secure
employment. Financial constraints resulting from pro-
longed unemployment contribute to elevated stress lev-
els and diminished well-being, while social isolation can
reduce the size and efficacy of their support networks
[50, 51]. The current social safety nets frequently prove
inadequate in meeting the needs of older adults, result-
ing in economic instability and a decline in quality of life.
To address these challenges, it is essential to implement
inclusive employment programs, enhance healthcare
access, and develop robust social support systems tai-
lored to the specific needs of the elderly.

The presence of chronic conditions (It occurs mostly in
the last decade of life, for example, at the age of 60-70)
in, including hypertension [52], dyslipidemia, cardio-
vascular disease, diabetes, and arthritis, was found to
be associated with higher unmet needs [53]. This high-
lights the necessity of bespoke healthcare strategies to
address the specific requirements of individuals with
these conditions, as well as the importance of compre-
hensive management plans to guarantee that all patients
receive appropriate care. It has been demonstrated that
older adults suffering from chronic health issues encoun-
ter a multitude of unmet needs, which can be attributed
to a variety of factors. These include, but are not limited
to, their SES, access to healthcare, social isolation, and a
paucity of adequate support systems [54]. Financial con-
straints impede their capacity to procure medications,
while geographical barriers constrain access to healthcare
services. Social isolation can intensify feelings of loneli-
ness, which can in turn complicate the management of
health conditions. The intricate nature of their conditions
necessitates a unified approach to care. However, the
fragmentation of healthcare systems frequently results in
inadequate communication between providers, leading
to treatment gaps. Furthermore, a dearth of awareness
regarding available resources may impede their ability
to seek assistance, ultimately leading to a decline in their
quality of life [55].

Overall In Iran, significant inequalities in meeting the
needs of the elderly population are perpetuated by health
care infrastructure and cultural attitudes. The health
care system has unequal access to services, particularly
between urban and rural areas, and uneven quality due
to underfunding and a lack of trained personnel [37, 56].
Limited availability of long-term care facilities and inad-
equate health insurance coverage exacerbate financial
barriers to care. Culturally, the emphasis on family care-
giving can lead to the neglect of professional health care,
compounded by the stigma of seeking mental health sup-
port and negative perceptions of aging that undermine
the respect and autonomy of older adults. A general lack
of education about geriatric care and entrenched gen-
der roles add to the challenges faced by caregivers, often
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women, who may be overwhelmed by their responsibili-
ties [57]. Addressing these issues requires a multifaceted
approach that focuses on improving the health care infra-
structure, enhancing the quality of services, and chal-
lenging cultural attitudes to create a more supportive
environment for elderly care in Iran.

Finally in Iran, socioeconomic inequalities have been
shown to have a significant impact on the ability to meet
the needs of the elderly. Cultural factors have been iden-
tified as playing a crucial role in shaping these disparities,
which further exacerbate the challenges faced by elderly
individuals. Additionally, cultural norms surrounding
respect for elders have been found to pressure families
to prioritize caregiving within the household, potentially
neglecting professional and institutional assistance that
could alleviate the caregiving burden [58].

Cultural factors in Iran strongly influence access to
health care for the elderly and are shaped by family
dynamics and gender roles. Traditionally, families bear
collective responsibility for elder care, resulting in inter-
generational living arrangements. However, this depen-
dency can limit access to formal health care, especially
in urban areas where youth migration isolates seniors.
Women, who often serve as caregivers, may neglect
their own health needs because of this role. In addition,
social stigma associated with aging can marginalize older
people’s voices in health care decisions, creating further
barriers to the comprehensive care they need [12, 59, 60].
Studies of a similar nature that have been carried out in
African countries, including Nigeria and Uganda, have
also yielded analogous results in this regard [61, 62].

Limitations

The study did not incorporate older adults who rely on
unified care services at the main level of the country’s
healthcare system and are susceptible to vulnerability.
Therefore, the study’s findings can only be applied to
older adults who visit healthcare centers.

Therefore, findings may only be relevant to older adults
who actively visit healthcare centers. As a result, their
applicability is limited to this specific population of older
adults in Iran, excluding those in long-term care facili-
ties. Another limitation of this study was the exclusion
of institutionalized elderly populations, such as those
residing in nursing homes, assisted living facilities, or
other care institutions. Therefore, the generalizability
of the results will be exclusively to elderly people refer-
ring to health centers. It is recommended that future
studies consider assessing the needs of other groups of
older adults, such as those in long-term care facilities,
including nursing homes. Finally, the potential recall bias
present in self-reported data would serve to dilute or
strengthen the association, as is the case in any observa-
tional study.
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Finally, due to the exclusion of elderly individuals not
registered in the SIB system, our results may not accu-
rately represent the entire elderly population in Western
Iran. Those who are not registered may include economi-
cally disadvantaged individuals, those who lack aware-
ness of the registration process, or those facing barriers
to registration. This exclusion leaves out a significant
demographic that could highlight the very inequalities we
are investigating.

The study’s limitations include the exclusion of older
adults in unified care services and long-term care facili-
ties, limiting the findings to those visiting healthcare cen-
ters. Future research should include these populations
through outreach programs and focus on economically
disadvantaged individuals to better understand inequali-
ties among older adults in Iran. Addressing these limita-
tions will enhance the generalizability and inclusivity of
the findings.

Conclusions
The findings underscore the existence of considerable
disparities in the fulfillment of the needs of the elderly,
particularly among those with elevated economic stand-
ing, the unemployed, the illiterate, and those afflicted
with chronic ailments. Education and economic status
have been identified as key factors contributing to this
disparity. To address these inequities, public health ini-
tiatives should prioritize the expansion of educational
opportunities and the provision of economic support
for disadvantaged older adults. Programs designed to
enhance literacy and vocational training, coupled with
targeted financial assistance and job opportunities, can
serve to empower these individuals. Furthermore, it is
imperative to prioritize the provision of tailored health-
care services for elderly individuals with chronic ill-
nesses, thereby ensuring their access to comprehensive
care. In conclusion, these measures have the potential
to enhance equality in the provision of services to older
adults and to improve their quality of life. In order to
address the health needs of the elderly in Iran, a num-
ber of realistic solutions have been proposed within the
framework of the healthcare system and social struc-
tures. These include the following: training and empow-
ering healthcare personnel to enhance their knowledge
and skills in the field of geriatric care; developing com-
munity-based care programs with home nursing services;
and creating economic support packages (subsidies) for
low-income seniors. Furthermore, the implementation of
targeted economic support packages, including variable
cash transfers contingent on income levels, subsidized
healthcare, and housing assistance, is recommended to
alleviate financial burdens.

Partnering with local NGOs to create support net-
works can foster community engagement and ensure
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sustainable support for vulnerable elderly populations.
Establishing specialized centers for the elderly to pro-
vide counseling and treatment services, creating social
networks to support seniors, promoting preventive and
therapeutic programs, and using modern technology to
facilitate access to health services are also among the pro-
posals. The implementation of these programs requires
the cooperation of governmental agencies, non-govern-
mental organizations and the local community.
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