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ABSTRACT

Background: The occurrence and distribution of diseases result from the interaction between biological, environmental, economic,
and social factors. Although Mexico has made significant progress in the health sector, there are several problems associated with the
social determinants of health, which are linked to social factors such as gender, age, income, and schooling, among others. Therefore,
the purpose of this study was to evaluate the relationship between socio-demographic factors with the main reasons for medical
care among patients seen at a public healthcare institution in Mexico City. Materials and Methods: A cross-sectional analytical study
in which the clinical records of 1,018 adult patients who attended any of the services provided by a public healthcare institution in
Mexico City between August and December 2023 were examined. Results: The odds of seeking medical care for neoplastic diseases
were lower in men, among patients with their own home, with balanced economic status and surplus, but higher in people aged
40 years and older, in those with fewer intra-household and public services in their homes. Conclusions: Strategies for prevention,
management, and control of chronic and infectious diseases need to consider social inequalities, addressing the determinants of
health to generate a significant impact on the health of the population.
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Introduction

The frequency and distribution of both chronic and infectious
diseases are directly influenced by the social determinants of
health." In contrast to people in higher social classes, individuals in
lower social strata have twice the risk of serious illness and death.
Such a phenomenon is known as the social gradient in health.*”!
These inequalities, which are both unfair and avoidable, are shaped
by the socio-political and socio-economic contexts in which
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people live, thus exposing them to patticular risk circumstances.!"
The influence of these factors and their effects on health tend
to accumulate in the same individuals throughout their lives.!

Social determinants of health are defined as the circumstances or
conditions in which people are born, grow, work, and age, which
result from the historical and current distribution of money,
power, and resources at local, regional, and global levels. These
determinants are directly dependent on the policies adopted
at these levels, as well as on the health system, making them
systemic, persistent, and avoidable.”

At the global level, Latin America and the Caribbean have
positioned themselves as one of the regions with the greatest
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social disparities,™”! which shapes the social determinants of
health, thus impacting access to services, health conditions, and
mortbidity and mortality indicators among people.?!

In recent years, Mexico has made significant progress in the
health sector, which has allowed life expectancy at birth to
reach 75 years.”! However, despite these developments, several
problems ate associated with the social determinants of health,
which are closely linked to social factors such as gender, age,
ethnicity, economic income, and schooling, among others.

Social class, generally defined by income and occupation, is
one of the most widely used indicators of socio-economic
position.[t!”
access to resources (ze., education, food, health) tend to be better

I Overall, people with greater economic power and

off compared to those in disadvantaged positions, resulting
in health inequalities."""? The area of residence and material
status are also related to health, independently of individual
socio-economic position. The environment influences access to
public goods, such as in rural areas where there may be greater
difficulties in accessing public transport, health care, education,

10,13,14]

and shops.! Another source of health inequality is migration
status and ethnicity. Belonging to ethnic minority groups is
associated with specific health inequalities, not only because of
socioeconomic factors of the social group but also because of
barriers to access and ineffective use of health services, due to

lack of adaptation or even discrimination.['>'!

Gender-specific vulnerabilities have also been identified, such
as precarious employment in sectors with high feminization
and inequalities in domestic work due to the persistence of
traditional social roles with a marked sexual division of labor.
The above-mentioned might affect women’s health in several
Ways.[l'/',IS]

Access to health care within the health system in Mexico is
characterized by a marked difference between people who are
incorporated in the formal sector of the economy and those
employed in the informal sector. People working in the formal
sector are beneficiaries of social security institutions, whose
operation is financed by government resources, employer and
employee contributions. Hence, people working in the formal
sector have access to comprehensive services free of charge.!"”
In contrast, the informal sector, which includes a significant
portion of the Mexican workforce, often faces greater barriers
to accessing public health care services. This sector of the
population receives health care from the Mexican Ministry of
Health, through health centers, high-specialty hospitals, or other
institutions that receive federal and state resources, in addition to
the recovery fees that users pay when receiving care.!"”

Understanding the social determinants that are related to the
epidemiological profile of users of different schemes that make
up the health system, as is the case of users of hospitals of
the Ministry of Health, could provide evidence to help guide
interventions for the prevention, management, and control of
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diseases under a comprehensive approach that considers the
context of individuals. Therefore, this study aimed to evaluate
the relationship between socio-demographic factors with the
main reasons for medical care among patients seen at a public
healthcare institution in Mexico City.

Materials and Methods

Study design and study sample

We conducted an analytical cross-sectional study in which the
medical records of patients who were observed at a public
healthcare institution of the Ministry of Health in Mexico City
between August and December 2023 were examined.

The sample consisted of 1,018 men and women = 18 years
old whose medical records included a socioeconomic study.
Medical records without data on the reason for medical care
were discarded from the present analysis.

Data collection

The following data were obtained from the sociodemogtraphic
study included in the medical records: age; education; marital
status; occupation; religion; place of origin; monthly family
income, income-to-expense ratio; type of tenure; house
construction material; number of bedrooms; number of people
per bedroom; and public and domestic services. Additionally,
information was collected from the medical records on the
reasons for medical care.

Statistical analysis

The categorical variables were described with frequencies and
percentages, whereas continuous variables were presented
with medians and interquartile range (IQR), as these
variables were not normally distributed according to the
Shapiro—Wilk normality test. To identify differences between
socio-demographic factors and the three main reasons for
medical care, Pearson’s X? or Fishet’s exact X test for differences
in proportions and the Man—Whitney U test for differences
in medians were used. Logistic regression models were also
constructed to independently assess the association between
socio-demographic factors and the three main reasons for
medical consultation. All analyses were adjusted for potential
confounders. Confounders included as adjustment variables in
the final models were those that when removed from a saturated
model caused a >10% change in the adjusted estimator. Given
that sociodemographic variables may be highly correlated with
each other, before fitting the statistical models, we constructed
a correlation matrix and assessed the variance inflation factor
to identify and treat those covariates that could imply a
multicollinearity problem in the final models.

Statistical significance for all models was based on a Pvalue <0.05.
All analyses were performed using the statistical package STATA,

version 15.1 (Stata Corporation, College Station, TX).
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Ethical considerations

The research was carried out following the ethical standards of
the Declaration of Helsinki, and the protocol of the present study
was approved by the Ethics and Research Committees (Code:
HJM-23-I) of the institution where it was carried out.

Results

Description of the socio-demographic characteristics
of the study sample

The socio-demographic characteristics of the patients
are described in Table 1. Of the total number of medical
records analyzed, 66.6% were female; the median age was
50 years (IQR = 21). Also, 42.2% were married or cohabiting;
the highest level of education of the majority was secondary
school (33.2%). The median monthly household income was
6,900 Mexican pesos (IQR = 4,800) According to the relationship
between the level of income and monthly family expenses, 31.7%
of the patients presented an economic deficit. Only 2.4% of
patients spoke an indigenous language and the majority 95% were
religious practitioners. Less than 45.1% owned their own home.
Most of the households were constructed of masonry and had
one to two bedrooms. Three or more people per bedroom lived
in 16.9% of the households. Most patients” households had four
or more public and intra-houschold services. Comparing the
socio-demographic characteristics according to the gender of
the patients, it was found that, in contrast to females, males were
older. It was also found that the proportion of people engaged
in a paid activity was lower in women. No significant differences
were observed for the rest of the vatiables.

Characterization of the reasons for medical
consultation

Table 2 shows the reasons for medical consultation according
to the ICD-11 classification of diseases. 47.2% of the users
attended the hospital due to neoplasms, with breast cancer
being the most frequent in women (21%) and prostate cancer in
men (15%). Also, 8.8% of patients presented some endocrine,
nutritional, or metabolic disease, of which 19% attended the
hospital for alterations related to the lack of good management
of diabetes mellitus.

When the socio-demographic characteristics of the patients
were compared according to the main reasons for medical
consultation, [Table 3] it was observed that, in contrast to those
who attended for other causes, patients with neoplasms were
on average older; there was a higher proportion of women; of
people with poor economic status; of practitioners of some type
of religion; of people who resided in houses made of tin or wood
and who had two or fewer public and intra-household services.
Conversely, it was found that among patients who attended the
hospital for metabolic, endocrine, and nutritional diseases, there
was a higher proportion of people who did not have their own
home compared to those who attended the hospital for other
causes. Finally, it was observed that, unlike those who attended
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the hospital for other causes, patients with diseases of the
circulatory system were older and there was a higher proportion
of women and people with primary schooling.

Association between sociodemographic factors and
main reasons for medical care

After adjusting for confounders, males (adjusted odds ratio [aOR]
= 0.55; 95% confidence interval [CI] = 0.42-0.73); those with
balanced economic status (aOR = 0.66; 95% CI = 0.48-0.89)
and surplus (aOR = 0.52; 95% CI = 0.36-0.74); and patients with
home ownership (aOR = 0.71; 95% CI = 0.58-0.85) were less
likely to seck care for neoplastic diseases. In contrast, patients
older than 40 years, (aOR = 2.70; 95% CI = 1.60-4.52); those
who practiced a religion (aOR = 2.25; 95% CI = 1.14-4.43);
and those whose households had fewer than three public
services (aOR = 4.21; 95% CI = 2.22-8.13) and intra-houschold
services (aOR = 3.99; 95% CI = 1.94-8.22), were more likely to
seck medical care for neoplastic diseases [Table 4].

However, patients who owned their homes were less likely
to seek medical care for endocrine, nutritional, or metabolic
diseases (aOR = 0.45; 95% CI = 0.47-0.74). Moreover, we found
that men were 1.76 times more likely to seeck medical care for
circulatory system diseases compared to women (aOR = 1.76;
95% CI = 1.15-2.606). Finally, patients whose homes were
built with masonry were less likely to seek medical care for
circulatory system diseases (aOR = 0.61; 95% CI = 0.42-0.89;
P value =0.011) [Table 4].

Discussion

In this study, we found that socio-demographic factors such as
age, gender, the practice of religion, the relationship between
family income and expenditure, housing and its characteristics,
as well as public and intra-houschold services in the home, are
associated with the reason for medical care. To our knowledge,
this is the first study in a Mexican population that has analyzed
the association between socio-demographic factors and reasons
for medical care among patients seen at a public healthcare
institution.

In the study population, we observed that cancer represented
the main reason for medical care, followed by conditions related
to glycemic control and hypertensive crises. These findings are
consistent with the epidemiological profile of Mexico, where
malignant neoplasms (breast and prostate cancer), diabetes, and
hypertension are the main non-communicable diseases affecting
the population.

Our findings showed that, compared with women, men were
less likely to seck medical care for neoplastic diseases. Although
cancer incidence rates vary between countries, it has been widely
documented that cancer incidence is higher in men and that
they have a higher risk of death. From a biological approach,
it has been suggested that testosterone, the main male sex
hormone, promotes cell growth, making men more vulnerable
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Table 1: Socio-demographic characteristics

Socio-demographic characteristics Total Sex P
n=1.018 (100%) Women Men
n=678 (66,6%) n=340 (33,4)
Age (in years)
Median (IQR) 50 (21) 50 (20) 54 (25) 0.001
Marital status, /(%)
With partner 430 (42.2) 263 (38.8) 167 (49.1) 0.002
No partner 588 (57.8) 415 (61.2) 173 (50.9)
Schooling, 7(%0)
No schooling 94 (9.4) 61 (9.0) 33.(9.7) 0.061
Primary School 264 (26.0) 178 (23.2) 107 (31.5)
Secondary School 338 (33.2) 246 (36.3) 92 (27.1)
High School 202 (19.9) 136 (20.1) 77 (22.6)
University or higher 119 (11.7) 57 (8.4) 31 (9.1)
Occupation f (%)
No occupation 176 (17.3) 68 (10.0) 108 (31.8) 0.001
Dedicated to the household 644 (63.3) 493 (72.7) 151 (44.4)
Paid employment 198 (19.5) 117 (17.3) 81 (23.8)
Occupation, /(%)
Unpaid work 198 (19.4) 561 (82.7) 259 (76.2) 0.013
Paid work 820 (80.6) 117 (17.3) 81 (23.8)
Monthly household income (in Mexican pesos)
Median (IQR) 6.900 (4.800) 6.825 (4.550) 7.825 (4.550) 0.208
Hconomic status, /(%)
Deficit 323 (31.7) 223 (32.8) 100 (29.4) 0.505
Balance 458 (45.0) 301 (44.4) 157 (46.2)
Surplus 237 (23.3) 154 (22.7) 83 (24.4)
Region of Origin, /(%)
State of Mexico 525 (51.6) 235 (34.0) 138 (40.6) 0.179
Mexico City 373 (36.7) 361 (53.3) 164 (48.3)
Rest of the country 120 (11.7) 82 (12.1) 38 (11.2)
Religious practice, f(%)
Yes 967 (95.0) 650 (9.9) 317 (93.2) 0.050
No 51 (5.0) 28 (4.1) 23 (6.8)
Dialect
Yes 24 (2.4) 19 (2.8) 5(1.8) 0.273
No 994 (97.6) 659 (97.2) 335 (98.5)
Type of tenancy
Owned 460 (45.1) 306 (45.1) 154 (45.3) 0.992
Rented 302 (29.7) 202 (29.7) 100 (29.4)
Borrowed 256 (25.2) 170 (25.1) 86 (25.3)
Housing construction material, /' (%0)
Masonty 829 (81.4) 558 (82.3) 271 (79.7) 0.133
Sheet metal, wood or material from the region 40 (3.9) 30 (4.4) 10 (2.9)
Mixed 149 (14.6) 90 (13.2) 59 (17.4)
Number of bedrooms in the household, f(%0)
3 or more bedrooms 809 (79.5) 554 (80.2) 265 (77.9) 0.393
1-2 bedrooms 209 (20.5) 134 (19.8) 75 (22.1)
No. of people per bedroom in the household, /(%)
3 or more people per bedroom 172 (16.9) 121 (17.8) 51 (15.0) 0.331
< 2 people per bedroom 846 (83.1) 557 (82.2) 289 (85.0)
Public services, /(%)
3 or more services 964 (94.7) 645 (95.1) 319 (93.8) 0.210
<2 services 54 (5.3) 33 (4.9) 21 (6.2)
Intra-household services, f(%0)
3 or more services 974 (95.7) 653 (96.3) 321 (94.4)
<2 services 44 (34.3) 25 (3.7) 19 (5.6) 0.475

IQR, interquartile range, “P-Values testing differences in percentages (Pearson’s Chi-square or Fisher’s exact test) or medians (Mann—Whitney U-test) across the two groups defined by sex
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Table 2: Most frequent medical consultations by disease group according to ICD-11

Disease group (ICD-11) f (%) Frequently asked questions f (%)
Some infectious or parasitic diseases 12 (1.2) Sepsis 6 (50)
Neoplasms 481 (47.2) Breast cancer 99 (21)
Diseases of the blood or hematopoietic organs 6 (0.6) Anemia 6 (100)
Endocrine, nutritional or metabolic diseases 90 (8.8) Glycemic dyscontrol 39 (43)
Mental, behavioral and neurodevelopmental disorders 5(0.5) Dementia 3 (60)
Diseases of the nervous system 8 (0.8) Sclerosis 4 (50)
Diseases of the visual system 2(0.2) Retinal disorders 2 (100)
Diseases of the ear or mastoid process 11 (1.1) Hearing loss 11 (100)
Diseases of the circulatory system 81 (8.0) Hypertensive dyscontrol 27 (33.3)
Diseases of the respiratory system 47 (6.6) Rhinitis 14 (29.8)
Diseases of the digestive system 68 (6.7) Cholecystitis 22 (32.3)
Skin diseases 3(0.3) Lupus 3 (100)
Diseases of the musculoskeletal or connective tissue system 28 (2.3) Arthropathies 15 (53.4)
Diseases of the genitourinary system 51 (5.0) Kidney disease 20 (39.2)
Pregnancy, childbirth or postpartum period 80 (7.8) Childbirth care 80 (100)
Trauma, poisoning or other consequences of external causes 45 (4.4) Fractures 21 (46.6)

20211 Tn addition, recent evidence has shown

to developing cancet.
that, as men age, some cells tend to lose their Y chromosome
altogether; some genes on this chromosome are involved in
cell cycle regulation, a process that when faulty leads to tumor
development.”? However, epidemiological data show that men
are less likely than women to visit a doctor, to have routine
check-ups to monitor their health or to test for early symptoms
of cancer.®*! Qualitative research shows that many men live
their masculinity under the stereotype of “strong man and
provider”, because of this, illness is seen as a sign of weakness
and they try to remain capable to continue to play their role
in society; therefore, they are less open to seeking health care
and self-care. These data may explain why the frequency of
consultations for neoplasms in men in the present study was
lower than in women.

However, men were more likely to seek medical care for
circulatory system diseases compared to women. Biologically,
men have a higher risk of cardiovascular outcomes than women;
however, the difference is smaller when women start menopause,
because estrogen, one of the main female hormones, acts as a
protective factor for cardiovascular risk as it has a vasodilator
effect and prevents the formation of calcium deposits in the
artery walls.”! Furthermore, epidemiological studies show that
men tend to be more frequently exposed to cardiovascular risk
factors such as obesity, and alcohol and tobacco use.” In Mexico,
adult males have a higher prevalence of overweight and higher
consumption of alcohol, tobacco, and cigarettes compared to

females.l?%3

The increased likelihood of hospital attendance due to neoplastic
diseases in patients aged >40 years old is consistent with previous
research data from developed and developing countties. The
increase in cancer incidence with increasing age is most likely
due to the accumulation of risk factors for the development of
oncological diseases such as tobacco and alcohol consumption,
physical inactivity, and consumption of saturated fats.’” This
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can be compounded by the loss of efficiency of cellular repair

mechanisms that often occur with age.”**!

The findings of this research suggest that consultations for
malignancies were 2.2 times higher in people who practiced
a religion. Religion may act as a proxy (indicator) variable for
spirituality. Although spirituality is defined and interpreted in a
variety of ways, the most common approach sees it as a personal
connection to a higher power, which gives meaning to a person’s
place in the world.P? Studies have documented that spirituality
is often used as a coping mechanism in various situations of
vulnerability, allowing people to transcend negative emotions
that may arise.P*" Therefore, the association we found may be
indicative of the use of spirituality as a coping strategy to deal
with a possible cancer diagnosis.

Our results suggest that patients with balanced economic status
and surplus are less likely to seek medical care for neoplastic
diseases. These results are consistent with previous evidence
showing that low socioeconomic status is associated with an
increased risk of cancer.” Low purchasing power may limit
access to health services, resulting in a higher proportion of
people who are unaware of their pathological condition and are
therefore often diagnosed at later stages of cancer. In addition,
low socioeconomic status can be a barrier to accessing healthy
foods.?**1 'This may play a crucial role, as unhealthy diets increase
the risk of different types of cancer.!'!

Patients who owned their homes were less likely to seek
medical care for neoplastic diseases and endocrine, nutritional,
or metabolic conditions. Furthermore, patients whose homes
were built of masonry were less likely to be seen at the hospital
for cancer and circulatory system diseases. Our findings are in
line with previous data that have shown that people who have
difficulty paying their rent or mortgage are less likely to go to
the doctor, less likely to have regular check-ups, and more likely
to postpone the treatment needed to control the disease process

Volume 14 : Issue 4 : April 2025



Curefo-Diaz, et al.: Socio-demographic factors and reasons for medical care

Table 3: Socio-demographic characteristics according to the most frequent group of diseases

Features Neoplasms Endocrine, nutritional, and Diseases of the circulatory
metabolic diseases system
Yes No P Yes No P Yes No P
Sex, f (%)
Woman 331 (48.8) 347 (51.2) <0.001 53 (60.9) 0625 (67.1) 0.240 46 (6.8) 632 (93.2) 0.007
Man 120 (35.3) 220 (64.7) 34 (39.1) 306 (32.9) 40 (11.8) 300 (88.2)
Age (in years)
Median (IQR) 52 (19) 50 (26) 0.011 53 (29) 50 (821) 0.841 54 (20) 50 (22)  0.008
Marital status, /(%)
With partner 249 (55.2) 228 (40.2)  0.142 533 (57.6) 52(59.8) 0.691 49 (57.0) 539 (57.8) 0.878
No partner 202 (44.8) 339 (59.8) 395 (42.4) 35 (40.2) 37 (43.0) 393 (42.2)
Schooling, /(%)
No schooling 39 (8.7) 55(99.7)  0.393 10 (11.5) 84 (9.0)  0.536 7 (8.1) 87 (9.3) 0.028
Primary School 139 (30.8) 146 (25-8) 19 (21.8) 266 (28.6) 37 (43.0) 248 (26.6)
Secondary School 145 (32.2) 193 (34.0) 27 (31.0) 311 (33.4) 22.(25.6) 316 (33.9)
High School 87 (19.3) 126 (22.2) 22(25.3) 191 (20.5) 13 (15.1) 200 (21.5)
University or higher 41 (9.1) 47 (8.3) 9 (10.3) 79 (8.5) 7 (8.1) 81 (8.7)
Occupancy, /(%)
Unpaid work 366 (81.2) 454 (80.1)  0.665 67 (77.0)  753(80.9) 0.383  71(82.6) 749 (80.4) 0.623
Paid work 85 (18.8) 113 (19.9) 20 (22.9) 178 (9.1) 15 (17.4) 183 (16.6)
Monthly household income (in Mexican pesos)
Median (IQR) 6800 (4.100) 7000 (5.100) 0.813 6900 (5000) 6900 (4900) 0.530 6950 (4650) 6650 (4900) 0.522
Hconomic status, /(%)
Deficit 168 (37.2) 155 (27.3)  0.001 27 (31.0) 296 (31.8) 0.907 29 (33.7) 294 (31.5) 0.699
Balance 196 (43.5) 262 (46.2) 41 (47.1) 417 (44.8) 35(40.7) 423 (45.4)
Surplus 87 (19.3) 150 (26.5) 19 (21.8) 218 (23.4) 22 (25.6)  215(23.1)
Region of Origin, f(%s)
State of Mexico 146 (32.4) 227 40.0) 0.07 31 (35.6)  342(36.7) 0.831 41 (47.7) 332 (35.6) 0.059
Mexico City 239 (53.9) 286 (50.4) 44 (50.0) 481 (51.7) 39 (45.3) 4806 (52.1)
Rest of the country 66 (14.6) 54 (9.6) 12 (13.8) 108 (11.6) 6 (7.0) 114 (12.2)
Religious practice, /(%0)
Yes 439 (97.3) 528 (93.1)  0.002 83 (8.6) 884 (94.9) 0.555 82 (8.5) 4(94.9) 0.873
No 12 (2.7) 39 (6.9) 884 (91.4) 47 (5.1) 885 (91.5) 47 (5.1)
Dialect
Yes 10 2.2) 14 (2.5) 0.838 4 (4.0) 20 (2.1) 142 3(3.5) 21(23) 0.470
No 441 (97.8) 553 (97.5) 83 (95.4) 911 (97.8) 83 (96.5) 911 (97.7)
Type of tenancy
Not owned 221 (49.0) 337 (59.4)  0.05 61 (70.1)  497(53.4) 0.003  52(60.5) 506 (54.3) 0.271
Owned 230 (51.0) 230 (40.0) 26 (29.9) 434 (46.6) 34 (39.5) 426 (45.7
Housing construction material, /(%0) 2
Masonry 354 (78.5)  475(83.8)  0.014 76 (87.4)  753(80.8) 0.188 68 (79.1) 761 (81.6) 0.629
Foil or wood 97 (21.5) 92 (16.2) 11 (12.6) 78 (19.2) 18 (20.9) 171 (18.4)
Number of bedrooms in the household, /(%)
3 or more bedrooms 368 (77.9) 441 (81.0)  0.134 66 (79.8) 743 (75.9) 0.384  68(79.5) 741 (79.5) 0.924
1-2 bedrooms 83 (18.4) 126 (22.2) 21(20.2) 188 (24.1) 18 (20.9) 191 (20.5)
People per bedroom in the household, /(%)
3 or more people per bedroom 80 (17.7) 92 (16.2)  0.522 161 (17.3) 11 (12.6) 0.268  15(17.4) 157 (16.8) 0.888
<2 people per bedroom 371 (82.3) 475 (83.8) 76 (87.4) 770 (82.7) 71 (82.6) 775 (83.2)
Public services, /' (%0)
3 or more services 410 (90.9) 554 (97.7) <0.001 84 (96.6) 880 (94.5) 0.419 84 (97.7) 880 (94.4) 0.198
<2 services 41 (9.1) 13 (2.3) 3(3.4) 51 (5.5) 2(23) 52 (5.6)
Intra-household services, /(%)
3 or more services 418 (92.7) 556 (98.1) <0.001 84 (96.5) 890 (95.6) 0.675 85 (98.8) 880 (95.4) 0.132
<2 services 33 (7.3) 11 (1.9) 3(3.5) 41 (3.4) 1 (1.106) 43 (4.0)

IQR, interquartile range, *P-Values testing differences in percentages (Pearson’s Chi-square or Fisher’s exact test) or medians (Mann-Whitney U-test)

they are expetiencing,**! This may be because people are less

likely to prioritize their health and more likely to focus on work
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activities that allow them to keep a home for themselves and

their families.!
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Table 4: Adjusted odds ratios of the relationship between socio-demographic factors and main
reasons for medical consultation

Features Neoplasms Endocrine, nutritional, Diseases of the
and metabolic diseases circulatory system
aOR (95% CI) P aOR (95% CI) P aOR (95% CI) P

Sex

Woman Ref. Ref. Ref.

Man 0.55 (0.42 - 0.73) <0.001 1.32 (0.85 - 2.12) 0.227 1.76 (1.15 - 2.86) 0.014
Age (in years)

<40 years Ref. Ref. Ref.

240 years 2.70 (1.60 — 4.51) <0.001 1.01 (0.65 - 1.67) 0.862 1.62 (0.65 - 1.67) 0.358
Marital status

With partner Ref. Ref. Ref.

No partner 0.97 (0.60 — 1.02) 0.097 1.11 (0.71 - 1.75) 0.635 1.03 (0.63 — 1.66) 0.871
Schooling

No schooling Ref. Ref. Ref.

Primary School 1.05 (0.88 — 2.35) 0.140 0.54 (0.23 — 1.25) 0.151 1.03 (0.81 — 4.53) 0.137

Secondary School 1.00 (0.62 - 1.62) 0.971 0.75 (0.35 — 1.76) 0.487 0.93 (0.38 — 2.29) 0.887

Baccalaureate and university 1.01 (0.64 — 1.68) 0.865 0.89 (0.47 — 2.17) 0.950 0.95 (0.39 — 2.306) 0.925
Occupation

Unpaid work Ref. Ref. Ref.

Paid work 1.01 (0.64 — 1.68) 0.865 0.89 (0.47 — 2.17) 0.950 0.95 (0.39 — 2.36) 0.925
Monthly household income (in Mexican pesos)

>7,000 Ref. Ref. Ref.

<7,000 1.05 (0.76 — 1.46) 0.727 1.03 (0.64 — 1.65) 0.890 0.83 (0.45 — 1.50) 0.539
Economic status, /(%)

Deficit Ref. Ref. Ref.

Balance 0.66 (0.49 — 0.89) 0.007 1.02 (0.64 —1.80) 0.778 0.84 (0.49 —1.41) 0.516

Surplus 0.52 (0.35-10.74) <0.001 0.91 (0.47 - 1.74) 07.84 1.01 (0.63 — 2.20) 0.600
Practice of any religion

No Ref. Ref. Ref.

Yes 2.25 (1.14 — 4.43) 0.018 1.02 (0.38 -3.16) 0.859 1.09 (0.37 - 3.17) 0.862
Type of tenancy

Not owned Ref. Ref. Ref.

Owned 0.71 (0.58 — 0.85) 0.008 0.45 (0.27 —0.74) 0.002 0.63 (0.37 —3.17) 0.862
Construction material of the household

Foil or wood/mixed Ref. Ref. Ref.

Masonry 0.68 (0.49 — 0.94) 0.023 0.96 (0.70 — 1.32) 0.820 0.61 (0.42 - 0.89) 0.011
Number of bedrooms in the household

3 or more bedrooms Ref. Ref. Ref.

1-2 bedrooms 0.98 (0.68 — 1.41) 0.948 1.24 (0.72 — 2.41) 0.423 1.06 (0.69 — 1.92) 0.738
No. of people per bedroom in the household

3 or more people per bedroom Ref. Ref. Ref.

<2 people per bedroom 0.84 (0.60 —1.19) 0.352 0.97 (0.70-1.33) 0.860 0.83 (0.46 — 1.53) 0.537
Public services

3 or more services Ref. Ref. Ref.

<2 services 4.21 (222 -8.13) <0.001 0.95 (0.19.-2.14) 0.475 0.98 (0.09 —1.72) 0.218
Intra-houscehold services, (%)

3 or more services Ref. Ref. Ref.

<2 services 3.99 (1.94 - 8.22) <0.001 1.02 (0.64.-2.75) 0.744 1.07 (1.12 - 2.81) 0.145

aOR, adjusted odds ratio

Limitations and strengths

be interpreted with caution, although the relationship between

Our results have some limitations that need to be considered
when interpreting them. The cross-sectional design of this
research does not allow us to establish a temporal sequence
between sociodemographic factors with the reasons for medical

care. Thus, the estimated associations are not causal and should
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socio-demographic factors and the state of health of individuals
has been widely documented in previous studies. The present
research was carried out in a public healthcare institution of
the Mexican Ministry of Health. The users of these institutions

belong to the informal sector of the economy, underemployed,
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and unemployed, as well as their families and dependents. In
contrast, workers in the formal sector of the economy (active
and retired) and their families are the beneficiaries of social
security institutions.'”? Data show that the beneficiaties of these
institutions have higher educational levels, better housing, and
higher incomes compared to the users of institutions of the
Ministry of Health.'! Consequently, it is not possible to ensure
that this study represents the different social strata that exist in
Mexico. Nevertheless, with the data obtained, it was possible to
appreciate the social inequalities experienced by a particular group
of the population and how these impact health status. Similar
data have been observed in studies carried out in high-income
countries with low inequality, where the social gradient in health
has also been observed.

Despite the limitations, this study has important strengths. For
the statistical analyses, logistic regression models were used to
estimate the odds ratio between the variables of interest; thus, in
contrast to some previous studies, we were able to estimate the
magnitude and strength of the association of reasons for medical
consultation with socio-demographic factors. Furthermore,
the statistical models were adjusted for potential confounders,
making it highly unlikely that the results obtained ate affected
by confounding bias. Information on socio-demographic factors
was obtained from the socio-economic survey that is part of
the patient’s medical records, which is routinely applied using
a standard form by trained social work staff, who were blinded
to the hypothesis of this study. It is therefore unlikely that the
findings were the result of differential measurement bias.

Conclusion

The results of the present study suggest that age, gender,
religious practice, economic status, housing, and public and
intra-household services are associated with the reasons for
medical care among Mexican patients seen in a public health
institution. These findings add to the existing literature that shows
the relevance of considering not only biological aspects, but also
environmental, economic, and psychosocial factors to understand
how diseases are presented and distributed in the population.

In this sense, social health workers play an important role in the
identification of the social determinants of health through the
application and analysis of the socio-economic study, providing
elements that, on the one hand, help the medical team to
know the risk factors involved in the health-disease process of
patients and, on the other hand, to relate the socio-economic
characteristics of patients with the disease they have, to assess
the possibilities of recovery that the environment and the family
offer.

The position of a subject in society arises from various influencing
circumstances, such as socioeconomic, political, and cultural
systems. Health inequities can arise when these systems result in a
systematically unequal distribution of power, prestige, and resources
between different social groups, affecting them negatively.

Journal of Family Medicine and Primary Care

Therefore, strategies for the prevention, management, and
control of chronic and infectious diseases must consider social
inequalities, addressing the determinants of health to generate a
significant impact on the health of the population. Consequently,
social determinants must be addressed during the training and
updating process of the multidisciplinary health team.
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