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AN EMPIRICAL EXAMINATION ON THE SELF-PERCEIVED HEALTH STATUS AND
AFFECTING FACTORS IN TURKIYE

Dogancan CAVMAK®
Abstract

This study examines the self-perceived general health status and the related factors that can affect the status. The data were
obtained from the Tirkiye Health Survey 2022 Micro Data Set provided by the Turkish Statistical Institute. The dependent
variable of the study is the self-perceived health status, while the independent variables are socio-demographic and economic
variable, daily activity level, chronic disease condition, and indicators related to access to healthcare. The data were analyzed
using descriptive statistics and multinomial logistic regression analysis. The results showed that low socio-economic indicators,
low activity level, and having a chronic disease were associated with poor/bad perceived health status. It has been determined
that experienced barriers in access to healthcare significantly increase the odds of individuals being reported in the bad health
status category. It is recommended that healthcare policies, social services, and economic policies should prioritize those in
the socio-economically weak group.
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TURKIYE’DE ALGILANAN SAGLIK STATUSU VE ETKILEYEN FAKTORLER UZERINE AMPRIK BiR

ARASTIRMA

0z

Bu arastirmanin amaci, algilanan genel saglik statiisiini ve bu degerlendirmeyi etkileyen faktorleri incelemektir. Bu amag
kapsaminda analiz edilen veriler, Tiirkiye istatistik Kurumu’ndan alinan, Tiirkiye Saglik Arastirmasi 2022 Mikro Veri Seti’nden
elde edilmistir. Calismanin bagimli degiskeni genel algilanan saglik statlist iken bagimsiz degiskenler arasinda sosyo-demografik
ve ekonomik veriler, glinliik aktivite dizeyi, kronik hastalik tasima durumu ve saglik hizmetlerine erisimle ilgili indikatorler
yer almaktadir. Veriler, tanimlayici istatistikler ve multinominal lojistik regresyon analizi yontemleri ile analiz edilmistir.
Analiz sonuglari, diisiik sosyo-ekonomik gostergelerin, dislik aktivite diizeyinin ve kronik hastalik tasiyor olmanin algilanan
saghk statlisiinde olumsuz degerlendirmeler ile iliskili oldugunu gostermektedir. Saglik hizmetlerine erisimle ilgili yasanan
engellerin, bireylerin koti saglik statlisi kategorisinde yer alma ihtimallerini anlamli diizeyde arttirdig tespit edilmistir. Saglhk,
sosyal hizmet ve ekonomi politikalarinin, sosyo-ekonomik olarak zayif grupta yer alanlari hedeflemesi 6nerilmektedir.

Anahtar kelimeler: Saglik statiisii, Saglik hizmetlerine erisim, Saglik yénetimi.
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1. INTRODUCTION

Health status has many determinants. The model of Dahlgren-Whitehead, also known as the “rainbow
model”, is the commonly used basic model that puts an emphasis on environmental conditions to examine
the health status (Dahlgren and Whitehead, 1991). Following this, the study of Exworthy (2008) provided a
useful framework which explained the social determinants of health as social, economic, behavioral, access
to healthcare, genetics, and environmental factors. Self-perceived (also known as self-rated) health is one of
the approaches to examine health status. It reflects a subjective evaluation of the current health conditions by
individuals and is commonly measured by the question “How is your health in general?” which is rated using a
five-point scale (Fayers and Sprangers, 2002). The common classification level goes from “poor or very bad” to
“excellent or very good”. When poor/very bad refers to the self-perceived conditions with significant existing
health problems and low quality of life, very good indicates a strong positive perception towards existing health
status. Although this approach seems quite simple, studies explored that numerous social, economic, cultural,
health behavior and health systems-related factors are associated with the self-perceived health status, which
poses it in a significantly important role. (Zadworna, 2022). Self-perceived health encompasses physical, mental,
and social aspects of health based on individuals’ perceptions (Jylh&, 2009). This approach has several advantages.
It is easy to conduct, cost-effective, and provides a holistic view of health. Therefore, it is inclusive and a dynamic
evaluation which is based on continuous monitoring of individuals’ health. Self-perceived health status is also an
important indicator for being able to influence health behavior (Benyamini, 2011). However, it also inherently
has some limitations. Because when one asks people to rate their health status, it is expected to consider a
more comprehensive set of factors by individuals than is possible to include in a single-item survey (Schnittker
and Bacak, 2014). However, despite its limitations, the self-perceived health measurement is a valuable tool for
identifying the populations under risk, identifying health disparities, and evaluating the effectiveness of public
health policies. It is a complementary tool bringing objective health measures and individuals’ perceptions of
health and well-being together, which are critical for tailoring healthcare delivery and policy initiatives (DeSalvo
et al., 2006).

Considering this potential, self-perceived health status is currently an important and common indicator
for health systems. Many countries regularly measure and evaluate the perception of the population on their
health status (OECD, 2017). Therefore, there is a growing literature on this subject. Most research on self-
perceived health focused on predicting mortality (Shimonovich et al., 2024; Dramé et al., 2023; Mutz and Lewis,
2022) and investigating the potential determinants (Caramenti and Castiglioni, 2022; Cai et al., 2017; Assari and
Lankarani, 2017). There are many studies focused on the relationships between the social and economic level of
the population and their health status. Generally, lower health status is associated with lower socioeconomical
indicators such as educational level, income, and unemployment (Shaaban et al, 2022; Géngora-Salazar et al.,
2022). Some studies investigated the effect of health literacy (Furuya et al., 2013), physical activity level (Olivares-
Tirado and Zanga, 2014), unmet health needs (Tadiri et al., 2021) and satisfaction with healthcare services (Paul
et al,, 2016). Hence, this study included social, economic, and demographic factors as related factors with self-
perceived health status and formulated the first hypothesis as;

Hypothesis 1: Socioeconomic and demographic factors significantly affect the self-perceived health status

Access to healthcare consists of two dimensions: physical accessibility and financial accessibility, based on
the approach provided by Salkever (1976). Physical accessibility refers to transportation opportunities and time,
while financial accessibility refers to the “ability to afford the monetary costs”. Literature highlights that there
is a positive relationship between the level of access to healthcare services and individuals’ perceptions of their
health status. Particularly individuals with chronic diseases have a tendency to consider their ability to access
healthcare as a significant indicator of their overall health condition ( Chavez Sosa et al., 2022; Tanner et al.,
2020). There are also many studies which indicated better health outcomes were associated with access to health
care (Tran et al., 2016; Moorin and Holman, 2006). The study of Shaaban et al, (2022) found that experiencing
barriers in accessing healthcare was significantly related to reporting poor self-perceived health. However, to the
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best of our knowledge, there is limited evidence from studies that primarily focused on self-perceived health.
Therefore, this study considers that self-perceived health status may be linked to access to healthcare as well and
formulates the second hypothesis as follows:

Hypothesis 2: Access to healthcare significantly affects the self-perceived health status.
2. METHODS

Data from the Tirkiye Health Survey Micro Data Set- 2022 of the Turkish Statistical Institute was used.
Required permissions were obtained from the Turkish Statistical Institute. The survey was carried out with
29,761 participants across Tirkiye. However, for this study, only participants aged 15 and older were included,
resulting in a final sample size of 22,742 individuals.

The dependent variable is “perceived general health status”. Perceived general health status was measured
by the question of “how is your health in general” and rated by a 5-point scale with 1=very bad, 2=bad, 3=fair,
4=good, 5= very good (the scale was in reverse in the original dataset. It was recoded reversely in the study as
in the previous sentence). The independent variables were gender, age, education level, employment status,
household income level, daily activity level, chronic disease status, and various barriers to accessing health
services. Gender was coded as 1=female, 2=male, while age was in real values. Education level was classified
into nine categories from illiterate to doctoral degree. Household income level was classified into three groups
as low, moderate, and high. In the original dataset, there were twenty categories of monetary intervals for
income level. In this study, the first seven intervals were aggregated in the low category, the second seven ones
in moderate and the last six intervals in the high category. Daily activity level was classified into three categories:
mostly inactive to mostly active. Having a chronic disease was reported as 1=yes and 2=no. In the dataset, the
status of having a chronic disease was examined for twelve different situations/diseases. In line with this current
study, those who said yes to at least one of these twelve situations/diseases were marked as having a chronic
disease. Access to healthcare indicators was measured by the following questions: “Have you experienced a
delay in getting healthcare in the past 12 months because the time needed to obtain an appointment was too
long?”, “Have you experienced a delay in getting healthcare in the past 12 months due to distance or transport
problems?”, “Was there any time in the past 12 months when you needed medical care but could not afford it?”,
“Was there any time in the past 12 months when you needed prescribed medicines but could not afford it?”.
These questions had three answers: “yes”, “no”, and “no need for health care”. In this study, “no need for health
care” was aggregated under “no” because the value for it was too low and could be considered as not facing the
mentioned problem.

The analysis was conducted using multinomial logistic regression method to examine the relationships
between self-perceived general health status and the various independent variables. This statistical method is
particularly suited for situations where the dependent variable consists of several categories more than two. It
has many advantages such as it is widely available and the outputs are easy to understand and evaluate. This
analysis enables researchers to understand how different factors may influence individuals’ perceptions of their
health. (Kwak and Clayton-Matthews, 2002). The level of significance was determined as p < 0.05.
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3. RESULTS

Because demographic profiles are important factors for understanding the general perceived health status,
the demographic characteristics of the participants are summarized in Table 1.

Table 1: Demographic Characteristics

Mean Age 43.37 +17.52
Gender %
Female 48.2
Male 51.8
Educational Status
lliterate 6.6
Literate 3.8
Primary school 35.1
Secondary school 11.9
High school 22.3
Associate degree 5.8
Bachelor’s degree 12.4
Master’s degree 1.7
Doctoral degree (Ph.D.) 0.3
Employment Status
Not working (Disabled) 2.2
Retired 13.7
Housework 29.1
Job seeker 7.1
Student 9.3
Paid employee 32.6
Employer 6
Household Income Level (Relatively compared
in the participants)
Low 12.4
Middle 32.1
High 55.5

The average age of the population was 43 years, and 48.2% were women. Considering educational status,
a significant portion of participants had completed primary education (35.1%), while 22.3% had attained high
school diplomas. Higher education levels were less common, with only 12.4% holding a bachelor’s degree,
5.8% having an associate degree, and 1.7% achieving a master’s degree. A small fraction of participants (0.3%)
possessed a doctoral degree, while 6.6% were illiterate and 3.8% were literate but had not completed any formal
education. 32.6% of participants were paid employees, 6% were employers, and 29.1% were responsible with
housework. 13.7% of the sample were retired ones, and 2.2% were not working due to disability. The proportion
of people who were actively seeking employment was 7.1% of the participants, and 9.3% were students. In terms
of household income level, the majority of the participants (55.5%) were classified as high, 32.1% as middle,
followed by 12.4% as low income. Table 2. summarizes the health-related indicators.
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Table 2: Health Status Related and Access to Healthcare Indicators

Perceived Health Status %
Very bad 0.8
Bad 7.4
Fair 29.4
Good 54.5
Very good 7.9
Daily Activity Level
Mostly inactive /Rarely active 49.7
Moderately active 45.3
Highly active / Hard work 5
Having a chronic disease
Yes 54.3
No 45.7

Delaying in access to healthcare due to long
appointment times

Yes 36.3
No 63.7
Delaying in access to healthcare due to transportation
problems
Yes 10.7
No 89.3
Delaying in access to healthcare due to financial
difficulty
Yes 8.1
No 91.9
Delaying access to medicine due to having financial
difficulty
Yes 6
No 94

The majority of the participants (54.5%) rated their health status as good. The proportion of those with fair
was 29.4%, with very good 7.9%, with bad 7.4%, and with very bad 0.8%. Regarding daily activity levels, nearly
half of the participants (49.7%) identified themselves as mostly inactive, while 45.3% chose moderately active.
Only a very small portion of the participants (5%) identified as highly active or engaged in hard work. 54.3%
of participants reported having a chronic disease. 36.3% of participants indicated that they had experienced
delays in accessing healthcare due to long appointment times, while 10.7% faced the same due to transportation
problems. 8.1% reported delays in accessing healthcare, and 6% indicated delays in obtaining medications due
to not being able to afford them.

The results of the multinomial logistic regression analysis, which were performed to examine the effect of the
independent variables of general perceived health status, are summarized in Table 3.
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Table 3: Results of the Multinomial Logistic Regression Analysis

Factors Category B Std. Error Sig Exp(B) (OR)
Very bad -0.046 0.172 0.788 0.955
Gender (1=female, 2= male) Bad -0.044 0.067 0.512 0.957
Fair 0.165 0.041 0.000 1.180
Very good -0.191 0.059 0.001 0.826
Very bad 0.037 0.006 0.000 1.038
Age Bad 0.038 0.002 0.000 1.038
Fair 0.028 0.001 0.000 1.028
Very good -0.030 0.002 0.000 0.971
Very bad -0.476 0.067 0.000 0.621
Education (from 1=illiterate to Bad -0.366 0.024 0.000 0.694
9=doctoral degree) Fair -0.144 0.013 0.000 0.866
Very good 0.122 0.018 0.000 1.130
Very bad -0.382 0.075 0.000 0.683
Employment Status (from 1= Not Bad -0.209 0.024 0.000 0.811
working to 7= employer) Fair -0.031 0.013 0.019 0.969
Very good 0.007 0.023 0.764 1.007
Very bad -0.110 0.107 0.302 0.895
Household Income (from 1=low Bad -0.217 0.045 0.000 0.805
to 3=high) Fair -0.058 0.029 0.050 0.944
Very good 0.249 0.046 0.000 1.283
Very bad -1.054 0.197 0.000 0.349
Daily Activity Level (from Bad -0.627 0.063 0.000 0.534
1=mostly inactive to 3= highly
active) Fair -0.047 0.033 0.155 0.954
Very good 0.159 0.046 0.001 1.172
Very bad -4.174 0.714 0.000 0.015
Having a chronic disease (1= yes, Bad -4.598 0.262 0.000 0.010
2=no) Fair -2.616 0.049 0.000 0.073
Very good 3.128 0.178 0.000 2.832
Delaying in access to healthcare Very bad -0.612 0.177 0.001 0.542
due to long appointment times Bad 0344 0.069 0.000 0.709
(1=yes, 2=no)
Fair -0.244 0.041 0.000 0.783
Very good 0.225 0.066 0.001 1.252
Delaying in access to healthcare Very bad -0.877 0.198 0.000 0.416
due to transportation problems Bad -0.496 0.093 0.000 0.609
(1= yes, 2=no)
Fair -0.150 0.066 0.022 0.861
Very good -0.090 0.127 0.481 0.914
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Delaying in access to healthcare Very bad -0.980 0.229 0.000 0.375
due to having financial difficulty Bad 0613 0111 0.000 0.542
(1=yes, 2=no0)
Fair -0.256 0.079 0.001 0.774
Very good -0.123 0.166 0.457 0.884
Delaying in access to medicine Very bad -0.544 0.250 0.029 0.581
due to having financial difficulty Bad 0.777 0121 0.000 0.460
(1= yes, 2=n0)
Fair -0.296 0.090 0.001 0.743
Very good 0.152 0.190 0.423 1.165
Reference category: Good
N=22742
Final Model: -2Log Likelihood: 26769.755 ; Chi-Square: 14249.924, df: 44, p<0.000
Pseudo R%:0.279

Considering the socio-demographic factors, there are significant associations. Gender is a significant factor
for fair and good categories. Males are more likely to rate themselves as fair by %18 and %82,6 as very good
(p<0.001). Age is associated with all categories. As age increases, the odds of poor and very poor health increase
(Exp(B) = 1.038, p < 0.001) and the odds of very good decrease (Exp(B) = 0.971, p < 0,001). People with higher
education levels are less likely to rate themselves as in poor, very poor, and fair health status. For very poor
health status, the probability decreases by 37.9% as the level of education increases (p < 0.001), and one unit
increase in educational level increase the odds of very good by 1,130 times. Working status is strongly associated
with very bad health status. People who actively work are less likely by 31.7% to be in very bad health status.
Income is also a significantly related factor. Increasing income has a positive impact on perceived health status,
as people with higher levels of income are less likely to classify themselves as very bad category (Exp(B) = 0.683,
p <0.001).

Daily activity levels affect the perceived health status in favor of those who are mostly active or attain hard
work. This group is 53,4% less likely to be in the bad category. Having a chronic condition is a major factor in all
health conditions. In individuals with chronic diseases, the odds of very poor health status increase by 98.5%, the
probability of poor health increases by 99%, and the probability of moderate health status decreases by 92.7%.

There are also significant relationships between access to healthcare indicators and general perceived health
status. People who did not experience delays in access to healthcare due to financial difficulty are less likely to fall
into the very bad (37.5%), bad (54.2%), and fair (77%) categories (p<0.001). The possibility is similar when delays
in access to medicine due to having financial difficulty were examined. The odds were for very bad, bad, and fair,
respectively, 58%, 46%, and 74%. Long appointment times and transportation problems are also significant in the
possibility of very bad categories, respectively, by 54.2% and 41.6%.

4. DISCUSSION

This study aims to explore the relationship between socio-demographic factors, access to healthcare, and
self-perceived health status, using multinomial logistic regression to examine the odds of individuals falling into
different perceived health status categories: very poor, poor, fair, good, and very good. The analysis showed
that each additional year in age is increasing the possibility of being in the very poor and poor health categories.
Educational status showed a significant negative relationship with the likelihood of rating bad health status.
People with higher educational attainment were less likely to fall into very bad health and bad health categories.
The effects of income and work status were also found to be significant on the odds of falling into perceived
health status categories. People with higher income levels were less likely to be in bad and very bad categories.
Working individuals were less likely to rate themselves as having very bad and bad health compared to non-
working individuals.

These findings are consistent with numerous similar studies that explored the effects of social, economic, and
demographic factors on perceived or self-rated health status (Shaaban et al., 2022; Cialani and Mortazavi, 2020;
Lamidi, 2020). A very similar study conducted in Tirkiye found identical results on the relationship between age,
educational level and income level, and self-perceived health status (Urek et al., 2023). Another study conducted
in Turkiye found that higher levels of income and education increase the possibility of good general health status
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(Beyaz Sipahi, 2022). A study conducted in China used a population-based survey which is similar to the current
study and found that high social and economic class and working population were more likely to rate their health
status as good (Cai et al., 2017). Similar findings were found in a study conducted in Japan that highlighted the
negative relationship of self-perceived health with age and the positive relationship with employment. (Furuya et
al., 2013). The studies conducted by Kim et al. (2010) and Foraker et al. (2011) found that lower socio-economic
groups rated lower self-rated health status. A study examining the associations between income inequality and
self-rated health status indicated that reducing income disparities can improve health status (Géngora-Salazar
et al., 2022).

There are also some more comprehensive studies using panel data or providing comparative results. A
study examining OECD countries over a 15-year period includes variables similar to those in the current study
as determinants of self-perceived health status. The study adopts a perspective that includes economic,
social, environmental, healthcare resource-related, and behavioral factors as determinants. However, the
study’s distinguishing approach is its aim to explain variations in self-perceived health status across age groups
and geographical distributions. The study emphasized that “the relation between selected socioeconomic
determinants and the proportion of people who perceived their own health as good or very good is regionally
divergent” (Antczak and Miszczyniska, 2020). Another study, which compares EU-17 countries, analyzes the
differences in self-perceived health status based on income quintiles within its model. In this study, approaches
that can be applied across all income groups to improve self-perceived health status are highlighted as “promoting
higher education, increasing labor expenditure, and facilitating upward income transitions”. It also emphasizes
that improving access to healthcare services can be a significant approach only for the people with high incomes
(Raileanu Szeles, 2018). These findings suggest that people with higher socio-economic levels may have better
access to health and information or have the ability to obtain and assess health information which is contributing
to improved perceived health status. Hence, when these studies’ findings are handled together, the current
study also highlights the significant influence of economic conditions, as well as factors such as education and
employment status, which can shape future economic status, on self-perceived health status.

In the study, a significant association between daily activity level and health status was also found. This
finding is identical to similar studies. The study of Cai et al. (2017) found participants with high physical activity
rated their health status higher than people with a lower level of physical activity. Olivares-Tirado and Zanga
(2024) also found a significant positive association exists between physical activity and self-rated health status
by conducting a similar study. Chan et al. (2015) also stated the association of physical inactivity to lower self-
rated health status. These studies indicated that a physically active lifestyle improves perceived health status
by enhancing social relationships and increasing life happiness. In the present study, findings supporting these
conclusions were obtained.

As expected, having a chronic condition was the most significant determinant of perceived general health
status. Participants with a chronic disease were found to have a significantly higher likelihood of rating very
bad and bad status. The odds of being in fair decreased by 92.7%, indicating a strong negative impact of chronic
conditions on perceived general health status. A population-based study also found that chronic diseases were
strongly associated with lower perceived health status (Wu et al., 2013). Other studies also found that people
with chronic diseases rated lower health status (Cialani and Mortazavi, 2020; Xu et al., 2019). The study of
Chan et al. (2015) derived from a national health survey found that chronic diseases, including asthma, arthritis,
hypertension, etc., were strongly associated with poor self-perceived health status. The present study also
supports this inference in the literature by including a variable encompassing multiple chronic diseases. Hence,
these outcomes highlighted the complex nature of health status determinants and emphasized the need to
target socio-economically poor populations, especially those affected by chronic diseases.

Perceived general health status is also closely associated with access to healthcare services. People who have
to postpone utilization of healthcare services due to not being able to make an appointment or transportation
difficulties are significantly more likely to rate their health status as bad or very bad. A similar situation applies to
conditions in which people cannot visit a doctor or cannot access medicines due to financial difficulties. Therefore,
it can be stated that being able to access healthcare services positively affects individuals’ perceptions of their
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own health status. To the best of our knowledge, there are no studies that examine the topic using the barriers
of access to healthcare variables included in this study. However, in the literature, there are many valuable
studies that examined perceived health status with variables such as unmet health needs, satisfaction level with
health services, and having health insurance, which may be similar to the variables of the current study. Shaaban
et al. (2022) found that barriers to accessing healthcare services were associated with poor and very poor self-
perceived health status. Tadiri et al. (2021) conducted a study in Canada and Austria and reported that in both
countries perceived health was high and unmet healthcare needs were low. According to the study by Zhao et
al. (2018), uninsured adults were about 30% more likely to report their health status as bad/fair health. Paul et
al. (2016) reported an association between self-perceived health and satisfaction level with healthcare services.

5. CONCLUSIONS

This study provides insights into the significant role of socio-demographic factors, income, educational
attainment, working status, chronic diseases, and access to healthcare in affecting individuals’ self-perceived
and rated general health status. Older age, lower educational levels, and lower income were associated with
worse health status perceptions, while higher levels of physical activity and actively working positively affected
perceived health status. Chronic conditions emerged as a key determinant, with affected individuals significantly
more likely to report bad status. Additionally, barriers to accessing healthcare services, such as delayed
appointments or financial difficulties, were strongly related to negative health status perceptions.

The findings of the current study revealed the complexity of the determinants of health status and provided
data on which groups should be prioritized. Health policies should focus on the population within a socio-
economically weak condition, supporting education through health literacy, and continuously monitoring
perceptions about health status.

Having a health system perspective, it can be stated that ensuring equality and efficiency in access to health
services are important factors. Policymakers can develop strategies to facilitate timely and continuous access
to appropriate healthcare services. These strategies should encompass not only physical accessibility, such
as transportation opportunities to healthcare facilities and adequate appointment systems, but also financial
accessibility, including out-of-pocket payments and co-payments.

At this point, a strong communication and connection to be established between primary health services and
the society can provide access to adequate health services and improve the perceptions of the health status of
the society without increasing the burden on the health system. Moreover, ensuring easy and timely access for
individuals with chronic conditions to these primary care services can contribute to improved health outcomes.

As a conclusion, the perceived health status of the population is significantly affected by socio-economic
factors, health behaviors, and the level of access to health services. Policymakers should consider the association
between these factors when making decisions to develop more effective policies.

REFERENCES

Antczak, E. and Miszczynska, K. M. (2020). The self-perceived high level of health quality of Europeans—spatial
analysis of determinants. Journal of Applied Economics, 23(1), 746-764.

Assari, S. and Lankarani, M. M. (2017). Demographic and socioeconomic determinants of physical and mental
self-rated health across 10 ethnic groups in the United States. International Journal of Epidemiologic
Research, 3(12), 185.

Benyamini, Y. (2011). Why does self-rated health predict mortality? An update on current knowledge and a
research agenda for psychologists. Psychology & Health, 26(11), 1407-1413.

Cai, J., Coyte, P. C. and Zhao, H. (2017). Determinants of and socio-economic disparities in self-rated health in
China. International Journal for Equity in Health, 16, 1-27.

Caramenti, M. and Castiglioni, I. (2022). Determinants of self-perceived health: The importance of physical well-
being but also of mental health and cognitive functioning. Behavioral Sciences, 12(12), 498.

123



Pamukkale University Journal of Social Sciences Institute, Issue 67, March 2025 D. Cavmak

Chan, Y.Y., Teh, C. H., Lim, K. K., Lim, K. H., Yeo, P. S., Kee, C. C., Omar, M.A. and Ahmad, N. A. (2015). Lifestyle,
chronic diseases and self-rated health among Malaysian adults: results from the 2011 National Health and
Morbidity Survey (NHMS). BMC Public Health, 15, 1-12.

Chavez Sosa, J. V., Guerra Pariona, H. N. and Huancahuire-Vega, S. (2022). Association between perceived
access to healthcare and the perception of illness among peruvian adults with chronic diseases during
COVID-19 pandemic. INQUIRY: The Journal of Health Care Organization, Provision, and Financing, 59,
00469580221112832.

Cialani, C. and Mortazavi, R. (2020). The effect of objective income and perceived economic resources on self-
rated health. International Journal for Equity in Health, 19, 1-12.

Dahlgren, G. and Whitehead, M. (1991). Policies and Strategies to Promote Social Equity in Health. Stockholm,
Sweden: Institute for Futures Studies. Background document to WHO — Strategy paper for Europe.

DeSalvo, K. B., Bloser, N., Reynolds, K., He, J. and Muntner, P. (2006). Mortality prediction with a single general
self-rated health question: a meta-analysis. Journal of General Internal Medicine, 21, 267-275.

Dramé, M., Cantegrit, E. and Godaert, L. (2023). Self-rated health as a predictor of mortality in older adults: a
systematic review. International Journal of Environmental Research and Public Health, 20(5), 3813.

Exworthy, M. (2008). Policy to tackle the social determinants of health: using conceptual models to understand
the policy process. Health Policy Planning, 23, 318-327.

Fayers, P. M. and Sprangers, M. A. (2002). Understanding self-rated health. The Lancet, 359(9302), 187-188.

Foraker, R. E., Rose, K. M., Chang, P. P., McNeill, A. M., Suchindran, C. M., Selvin, E. and Rosamond, W. D. (2011).
Socioeconomic status and the trajectory of self-rated health. Age and Ageing, 40(6), 706-711.

Furuya, Y., Kondo, N., Yamagata, Z. and Hashimoto, H. (2013). Health literacy, socioeconomic status and self-
rated health in Japan. Health Promotion International, 30(3), 505-513.

Goéngora-Salazar, P., Casabianca, M. S. and Rodriguez-Lesmes, P. (2022). Income inequality and self-rated health
status in Colombia. International Journal for Equity in Health, 21(1), 69.

Jylha, M. (2009). What is self-rated health and why does it predict mortality? Towards a unified conceptual
model. Social Science & Medicine, 69(3), 307-316.

Kim, M. K., Chung, W. J,, Lim, S. J., Yoon, S. J., Lee, J. K., Kim, E. K. and Ko, L. J. (2010). Socioeconomic inequity in
self-rated health status and contribution of health behavioral factors in Korea. Journal of Preventive Medicine
and Public Health, 43(1), 50-61.

Kwak, C. and Clayton-Matthews, A. (2002). Multinomial logistic regression. Nursing Research, 51(6), 404-410.

Lamidi, E. O. (2020). Trends in self-rated health by union status and education, 2000-2018. SSM-Population
Health, 11, 100616.

Moorin, R. E. and Holman, C. D. J. (2006). The effects of socioeconomic status, accessibility to services and patient
type on hospital use in Western Australia: a retrospective cohort study of patients with homogenous health
status. BMC Health Services Research, 6, 1-10.

Mutz, J. and Lewis, C. M. (2022). Cross-classification between self-rated health and health status: longitudinal
analyses of all-cause mortality and leading causes of death in the UK. Scientific Reports, 12(1), 459.

OECD (2017), Perceived health status, in Health at a Glance 2017: OECD Indicators, OECD Publishing, Paris.
http://dx.doi.org/10.1787/health_glance-2017-en

Olivares-Tirado, P. and Zanga, R. (2024). Associations of Physical Activity and Sedentary Behavior with Self-Rated
Health Status in Brazilian Older Adults. Journal of Aging and Physical Activity, 1, 1-12.

Paul, P., Hakobyan, M. and Valtonen, H. (2016). The association between self-perceived health status and
satisfaction with healthcare services: Evidence from Armenia. BMC Health Services Research, 16, 1-13.

Raileanu Szeles, M. (2018). Comparative examination of self-perceived health and other measures of the quality
of life across the EU-27. Social Indicators Research, 137, 391-411.

Salkever, D. S. (1976). Accessibility and the demand for preventive care. Social Science & Medicine, 10(9- 10),
469-475.

124



Pamukkale University Journal of Social Sciences Institute, Issue 67, March 2025 D. Cavmak

Schnittker, J. and Bacak, V. (2014). The increasing predictive validity of self-rated health. PloS one, 9(1), e84933.
Shaaban, A. N., Martins, M. R. O. and Peleteiro, B. (2022). Factors associated with self-perceived health status in
Portugal: Results from the National Health Survey 2014. Frontiers in Public Health, 10, 879432.

Shimonovich, M., Campbell, M., Thomson, R. M., Broadbent, P., Wells, V., Kopasker, D.,McCartney, G., Thomson,
H., Pearce, A. and Katikireddi, S. V. (2024). Causal Assessment of Income Inequality on Self-Rated Health and
All-Cause Mortality: A Systematic Review and Meta-Analysis. The Milbank Quarterly, 102(1), 141-182.

Sipahi, B. B. (2022). Tuirkiye’de Genel Saghk Durumunun Belirleyicileri: Sosyo Ekonomik Faktorler ve Kapali Ortam
Hava Kirliligi. Journal of Tourism Intelligence and Smartness, 5(1), 89-100.

Beyaz Sipahi, B. (2022). Tirkiye’de Genel Saglik Durumunun Belirleyicileri: Sosyo Ekonomik Faktorler ve Kapah
Ortam Hava Kirliligi. Journal of Tourism Intelligence and Smartness, 5(1), 89-100.

Tadiri, C. P., Gisinger, T., Kautzky-Willer, A., Kublickiene, K., Herrero, M. T., Norris, C. M. and GOING-FWD
Consortium. (2021). Determinants of perceived health and unmet healthcare needs in universal healthcare
systems with high gender equality. BMC Public Health, 21, 1-9.

Tanner, E. C., Vann, R. J. and Kizilova, E. (2020). Consumer-level perceived access to health services and its effects
on vulnerability and health outcomes. Journal of Public Policy & Marketing, 39(2), 240-255

Tran, B. X., Nguyen, L. H., Nong, V. M. and Nguyen, C. T. (2016). Health status and health service utilization in
remote and mountainous areas in Vietnam. Health and Quality of Life Outcomes, 14, 1-9.

Urek, D., Karaman, S., Bilgin, i., Ugurluoglu, 0. and Isik, O. (2023). Determinants of Self-Rated Health for Adults in
Tlrkiye. Clinical and Experimental Health Sciences, 13(2), 279-285.

Wu, S., Wang, R,, Zhao, Y., Ma, X., Wu, M., Yan, X. and He, J. (2013). The relationship between self-rated health
and objective health status: a population-based study. BMC Public Health, 13, 1-9.

Xu, D., Arling, G. and Wang, K. (2019). A cross-sectional study of self-rated health among older adults: a
comparison of China and the United States. BMJ Open, 9(7), e027895.

Zadworna, M. (2022). Pathways to healthy aging—exploring the determinants of self-rated health in older
adults. Acta Psychologica, 228, 103651.

Zhao, G., Okoro, C. A, Hsia, J. and Town, M. (2018). Peer Reviewed: Self-Perceived Poor/Fair Health, Frequent
Mental Distress, and Health Insurance Status Among Working-Aged US Adults. Preventing Chronic Disease, 15.

Disclosure Statements (Beyan ve Agiklamalar)

1. The authors of this article confirm that their work complies with the principles of research and publication
ethics (Bu calismanin yazarlari, arastirma ve yayin etigi ilkelerine uyduklarini kabul etmektedirler).

2. No potential conflict of interest was reported by the authors (Yazarlar tarafindan herhangi bir ¢ikar ¢atismasi
beyan edilmemistir).

3. This article was screened for potential plagiarism using a plagiarism screening program (Bu ¢alisma, intihal
tarama programi kullanilarak intihal taramasindan gecirilmistir).

125



