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ABSTRACT

Introduction: Self-rated health reflects respondents’ overall 
perceptions of their general health status. It is a simple and reliable 

measure of general health status of the population.

Objective: The objective of the study was to assess prevalence and 
associated factors of poor self-rated health among adult population in 

Machhapuchhre Rural Municipality of Kaski District, Nepal. 

Methods: A cross-sectional household survey was conducted among 

adult population at Machhapuchhre Rural Municipality. A structured 

questionnaire was used for the face to face interview. Household survey 

was conducted in July 2018. Self-rated health was measured by using 

a single question such as ‘In general, how would you rate your health?’ Responses were arranged along a five-point Likert-type scale: ‘excellent’, 
‘good’, ‘fair’, ‘poor’ and very poor. The outcome variable was dichotomized 

as ‘good’ (excellent, good or fair) or ‘poor’ (poor or very poor). Chi-square 

test and multiple logistic regression analysis were performed; and odds ratios with corresponding 95% confidence intervals for poor self-rated 
health were presented. 

Results: Of total respondents, 13.2% respondents reported that they 

perceived their health as poor. Of the total, 14.3% respondents stated 

themselves as overweight and 8.8% mentioned they were unhappy. The 

study found that illiterate respondents, respondents with smoking habit 

and the individuals with poor psychological conditions were more likely 

to perceive their health as poor. Illiteracy, current smoking, perceived 

overweight, unhappiness, suicidal ideation and having depressed feeling were significant factors associated with poor self-rated health in the 
study. 

Conclusion: Education, health behavior and psychosocial health variables has important influences on self-rated health.
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INTRODUCTION 

Self-rated health (SRH), also known as self-perceived health reflects respondents’ overall perceptions of 
their general health status. SRH is a simple and reliable 

measure of general health1,2. It is typically obtained by 

a simple question such as “How is your health status?” 

or “How do you perceive your health situation?” SRH 
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predicts morbidity patterns, future health status, health 

service utilization and quality of life3–5. It is a widely used 

health status indicator which has been shown to be a good predictor of objective health outcomes, including 
mortality6-8. Previous study states that poor SRH is a strong 

predictor of subsequent mortality in all subgroups studied, 

and that SRH therefore may be a useful outcome measure9. 

It is regarded as an inclusive and popular measure in 

health surveys and clinical studies1. Identifying factors associated with SRH in a specific 
context has public health implication because it helps to better address specific characteristics of the population 
through public health policies and more targeted 

interventions. Several socio-demographic, socioeconomic, 

health behaviors, health condition and psychosocial 

factors are found to be associated with self-perceived 

health in different populations6,10-12.  After controlling for 

age, sex and region, all socio-demographic factors were 

related to SRH6. Being a non-smoker was associated with 

more positive SRH levels across all groups across the adult 

life course11. Perceived body weight was also found to be 

associated with SRH in a previous study13,14. Poor SRH 

and unhappiness were found highly positively correlated 

within individuals; and communities that were healthier 

tend to be happier in a study among adults in USA15.

SRH can be a good screening tool for general health 

assessment, especially in poor countries where medical 

facilities for examining risk factors are not widely 

available and accessible to the general public. It is that 

SRH may be a proxy method to assess the health status 

of a population because of its simplicity and its well-

established links with different health indicators in 

various studies12. It is found that very few studies have 

been conducted on SRH health among general population 

in Nepal. Understanding on how the people in rural area perceive their own health and which factors influence the 
perceived health status has meaningful implication in the 

study area. Thus, the objective of the study was to assess the 
prevalence and associated socio-demographic, 

behavioral and psychological factors of poor SRH among 

adult population in Machhapuchhre Rural Municipality 

of Kaski District. 

 

METHODS 

Study design

Rivan is located at latitude of 28°30′ N - 28°33′ N and longitude of 83°87′ E - 83°89′ E, which is at a distance of 
about 19.4 km from Prithivi Chowk, Pokhara. It has a total 

of 395 households and population of 1,563 according to the Ward office. A cross-sectional study was conducted 
among adult population in Rivan using household survey. 

The information for the study was collected as part of 

community health diagnosis program. Household survey 

was conducted in July 2018. 

Sampling method

Out of the total nine wards of Machhapuchhre Rural 

Municipality/ Machhapuchhre Gau Palika, Rivan, ward number five was randomly selected for the study. Census 
method was applied to collect the required information 

from the ward. The total listed households in the ward were 395 according to the ward office profile.  However, 
during the information collection period, the respondents 

only in 183 households were present. One household 

was excluded from the study as the respondent of the 

household did not show willingness to participate in the 

survey. A large number of households were found empty 

during home visit as they had migrated to other areas. A 

total of 182 households were surveyed for the study and 

included in the analysis.

Information collection method 

A structured questionnaire was used for the face to 

face interview. The information was collected by three trained enumerators at the field. They were the students 
of Bachelor of Public Health Program (BPH). They were 

trained on the technique of interview and taking consent from the respondents, objective of the study and type of 
questions. The questions were prepared and asked in 

Nepali language. The enumerators visited all households 

of the ward with the structured questionnaires to conduct 

the face to face interview. The households where eligible 

respondents were not available for two consecutive visits 

were left. The eligible respondents were heads of the 

households or persons above 18 years who could provide 

necessary information. 

Measurement of variables The dependent variable was SRH. It was defined by the 
question that ‘In general, how would you rate your health?’ Responses were measured on a five-point Likert-type 
scale as ‘excellent’, ‘good’, ‘neither good nor bad/fair, ‘poor’ 

and ‘very poor’, as it was measured in the survey by WHO 

(2002) and others6,16. Responses were dichotomized as 
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‘good’ (excellent, good or fair) versus ‘poor’ health (poor 

or very poor) as it was done by Supiyev and his colleagues 

in their study6.

To assess the current smoking status, “Do you smoke 

at present?’ was asked to the respondents. Alcohol 

consumption status was also assessed in the same way. ‘How 

do you feel about your body weight?’ was asked to assess 

perceived body weight. The options ‘very underweight’ or 

‘underweight’ were categorized into ‘underweight’, and 

‘slightly overweight’, ‘overweight’ or ‘very overweight’ 

were categorized into ‘overweight’. ‘How do you feel about 

your life?’ was asked to assess life happiness. Responses of 

‘very happy’, ‘happy’ or ‘a bit happy’ were categorized as 

‘happy’ and ‘a bit sad’, ‘sad’ or ‘very sad’ were categorized 

as ‘unhappy’.“During the past 12 months, did you ever 

seriously consider attempting suicide?” was asked to 

assess the suicidal ideation. Similarly, suicide plan was 

measured by the following question, “During the last 12 

months, have you made any plan of how you would try 

to kill yourself?” “In the last 12 months, have you had 

depressed feeling such as: feel yourself with little interest, 

sad, problems with sleep, tired without reason, distracted, 

or with little appetite during two continuous weeks?” was 

asked to measured depressed feeling.

Data analysis

The sample data were entered and analyzed using SPSS for Windows, Version 24. The χ2 test was applied to assess 
any associations between independent variables and SRH at a 5% level of significance. All significant variables in the 
bivariate analysis were then entered into a multivariate logistic regression analysis. Unadjusted odds ratios (ORs) and adjusted odds ratios (AORs) with 95% confidence 
intervals (CIs) were computed to determine the effect sizes 

of the independent variables on SRH. A Hosmer-Lemeshow test was applied to determine model’s goodness-of-fit.
Ethical consideration

Approval was taken from the Institutional Ethical 

Committee of Gandaki Medical College. Approval was 

also taken from the Machhapuchhre Rural Municipality/ 

Machhapuchhre Gau Palika for the study. Informed consent 

was taken from all respondents before the interview. The objective of the study was made clear to them before 
interview. They were not forced to participate or continue the interview. Confidentiality of the information was 
ensured.

RESULTS 

Of the total respondents, 69.8% were females and 37.9% 

were in the age group of 30 to 49 years. Of the total 

respondents, 25.8% respondents were illiterate. Regarding 

the marital status, 85.7% respondents were married and 

74.4% were involved in agriculture. Of the total, 18% 

smoke and 13% drank alcohol currently. Of the total, 

32.4% respondents had monthly income more than Rs. 

25, 000, and 36.8% were Brahmin/ Chhetri in the study. Of 

the total respondents, 13.2% reported that they perceived 

their health condition as poor or very poor. Similarly, 

14.3% respondents stated they were overweight and 8.8% 

reported that they were unhappy or very unhappy. 

Table 1: Characteristics of the study population 

Variables Number Percent

Sex

Male 55 30.2%

Female 127 69.8%

Age group ( in years)

18 - 29 57 31.3%

30 - 49 69 37.9%

50 - 65 56 30.8%

Education status

Illiterate 47 25.8%

Literate 135 74.2%

Marital status

Married 156 85.7%

Others 26 14.3%

Monthly income (in Nepali Rupees)

< 15000 66 36.3%

15000 to 25000 57 31.3%

>25000 59 32.4%

Ethnicity

Brahmin/ Chhetri 67 36.8%

Gurung/ Magar 62 34.15%

Disadvantage caste 53 29.1%

Occupation

Agriculture 134 74.4%

Others 46 25.6%

Smoking

Yes 33 18.1%

No 149 81.9%

Alcohol use

Yes 24 13.2%

No 158 86.8%

Tobacco use
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Yes 30 16.5%

No 152 83.5%

Self-rated health

Excellent/good/ fair 158 86.8%

Poor/very poor 24 13.2%

Perceived body weight

Underweight/ normal 156 85.7%

Overweight 26 14.3%

Self-rated happiness

Happy

Unhappy

166

16

91.2%

8.8%

Table 2 shows bivariate analysis of the independent variables with SRH. Statistically, we did not find any significant association of sex, age group, marital status, 
and occupation with SRH. However, it shows that lower the education, higher the poor SRH; there was a significant 
association between education and SRH among the adult 

population in the study area. In addition, there was a statistically significant relationship between current 

smoking and poor SRH among the study population.

Table 2: Association of socio-demographic factors with 

self- rated health 

Factors Poor self -rated health Chi-square value P value

No Yes

Sex

Males 47 (85.5) 8 (14.5) 0.127 0.721

Females 111 (87.4) 16 (12.6)

Age group (in years)

18 - 29 53 (93.0) 4 (7.0) 5.371 0.068

30 - 49 61(88.4) 8 (11.6)

50 - 65 44 (78.6) 12 (21.4)

Educational level

Illiterate 35 (74.5) 12 (25.5) 8.435 0.004

Literate 123 (91.1) 12 (8.9)

Marital status

Married 137 (87.8) 19 (12.2) 0.968 0.325

Others 21 (80.8) 5 (19.2)

Ethnicity

Brahmin/Chhetri 61 (91.0) 6 (9.0) 5.85 0.054

Gurung/Magar 56 (90.3) 6 (9.7)

Disadvantage caste 41 (77.4) 12 (22.6)

Smoking

Yes 24 (72.7) 9 (27.3) 6.98 0.008

No 134 (89.9) 15 (10.1)

Alcohol use

Yes 18 (75.0) 6 (25.0) 3.370 0.066

No 140 (88.6) 18 (11.4)

Table 3 shows bivariate analysis of psychological health variables with SRH. A significant association was found 
between SRH and perceived body weight among the study population. In the same way, there was a significant 
association between SRH and happiness level among the 

respondents. Suicidal ideation, suicide plan and having depressed feeling also had significant association with 
SRH. It shows that poor psychological health had negative 

impact on SRH. 

Table 3: Association of psychological health status with 

self-rated health 

Factors Poor self -rated health Chi-square value P value

No yes

Perceived body weight

Underweight 17 (89.5) 2 (10.5) 12.183 0.002

Normal 124 (90.5) 13 (9.5)

Overweight 17 (65.4) 9 (34.6)

Self-rated happiness

Happy 152 (91.6) 14 (8.4) 37.264 0.000

Unhappy 6 (37.5) 10 (62.5)

Suicidal ideation

Yes 3 (50.0) 3 (50.0) 7.345 0.007

No 155 (88.1) 21 (11.9)

Suicide plan

Yes 3 (42.9) 4 (57.1) 12.287 0.000

No 155 (88.6) 20 (11.4)

Feeling depressed

Yes 20 (66.7) 10 (33.3) 12.736 0.000

No 138 (90.8) 14 (9.2)

Illiterate respondents were 3.5 times more likely to have 

poor SRH as compared to literate respondents in the unadjusted analysis. However, education was not found to have any significant effect on the adjusted analysis. Smoking was found to be a significant factor in both unadjusted and adjusted analysis. Current smoker were 
3.8 times more likely to feel poor SRH as compared to non-smokers in the adjusted analysis. The respondents 
who were unhappy had increased likelihood of perceiving 

their health status as poor while compared to those who 

expressed themselves as happy. Unhappy respondents 

were 9.6 times more likely to report poor SRH in the adjusted analysis. Suicidal ideation had significant association with SRH in unadjusted analysis. Respondents 
who had depressed feeling in last 12 months were also more likely to express poor SRH in the unadjusted analysis. Likelihood of poor SRH was fivefold higher among those 
who perceived themselves as overweight as compared to 
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those who perceived themselves as normal (AOR, 5.4; 95% 

CI, 1.6- 18.6) (Table 4).The adjusted analysis showed that 36.4% variance in the 
SRH was predicted by the factors included in the analysis. The model was fit for the factors included as Hosmer & Lemeshow Test was not significant (p>0.05).
Table 4: Logistic regression analysis of independent 

variables with self-rated health 

Factors Unadjusted analysis Adjusted  analysis

OR (95% CI) P value AOR (95% CI) P value

Education (Illiterate vs. 
literate )

3.51 (1.4 
- 8.5)

0.005 1.5 (0.48 - 
4.7)

0.472

Current smoking(Yes vs. No) 3.35 (1.3 
- 8.5)

0.011 3.8 (1.2 - 
12.4)

0.023

Self-ratedhappiness  
(Unhappy vs. Happy)

18.09 
(5.7 - 
57.1)

0.000 9.6 (2.0 - 
44.5)

0.004

Suicidal ideation (Yes 
vs. No)

7.38 (1.4 
- 38.9)

0.019 1.9 (0.17 - 
22.3)

0.586

Feeling depressed  
(Yes vs. No)

4.9 (1.9 - 
12.5)

0.001 2.12 (0.60 
- 7.5)

0.243

Perceived body weight 
Normal vs. overweight

1.1(0.23 
-  5.40)

0.886 0.62 (0.09 
- 4.0)

0.620

Thin vs. overweight 5.0(1.8 - 
13.5)

0.001 5.4 (1.6 - 
18.6)

0.007

P value (Hosmer & Lemeshow Test) 0.977

Nagelkerke R Square 0.364ORs: odds ratios, AOR: adjusted odds ratios, CI: confidence 
interval

DISCUSSION 

The prevalence of poor SRH was found to be 13% in the 

study area. The study revealed that poor psychological 

health had negative impact on SRH; and current 

smoking also increased the likelihood of poor SRH. A 

study conducted in Kailali District had found that 19.7% 

perceived their health as poor which is higher than the figure found in our study12. However, the difference was 

due to the difference in the measurement scale of SRH; the 

mentioned study included only ‘excellent health’ and ‘good 

health’ into the category of good. In contrast to the study, 

the prevalence of poor/very poor self-rated health was 

5.3% in Kazakhstan6.

Our study found that current smoking increased the likelihood of poor SRH in the study area. The finding is consistent with previous finding that shows being a non-
smoker was associated with more positive SRH levels 

across the adult life course11. Another study conducted 

in Kailali district also found that non-smoking status and 

higher level of happiness were associated with better self-

perceived health12. It indicates that unhealthy behavior 

like smoking might be associated with morbidities that 

cause poor perceived health status. In the study, perceived overweight was significantly 
increased the likelihood of perceiving themselves as poor 

health status. Similar results were observed in other 

previous study13. The obese adults rate their health more 

negatively than non-obese when using overall SRH. The 

study conducted by Altman provided indirect evidence 

that the relationship between obesity and SRH is socially 

patterned according to exposure to information about 

obesity and the availability of resources13. In contrast to our 

study, a study conducted among school going adolescents in South America had found no significant association 
between perceived body weight and SRH14. The difference 

might be due to difference in the study population and the 

study area.

Health and happiness share important similarities with 

respect to their determinants. Disease itself might be a 

reason of unhappiness. Similar to the study, a study by 

Siahpush et al (2008) found that happiness was positively 

associated with excellent, very good, or good health17. 

Poor SRH and unhappiness were found highly positively 

correlated within individuals; and communities that 

were healthier tend to be happier in a study among adult 

in USA15. Life satisfaction significantly predicted SRH in 
other previous studies too18,19. However, a bidirectional 

relationship between SRH and life satisfaction could be 

present, each predisposing the other20. These results 

suggest that SRH is greatly affected by psychological 

factors and health behaviors than the socio-demographic 

factors. 

CONCLUSION 

Prevalence of poor SRH was found relatively high in the 

study area i.e. 13.2%. The study found that current smokers 

and respondents with poor psychological conditions 

were more likely to perceive their health as poor. 

Illiteracy, current smoking status, perceived overweight, 

unhappiness, having depressed feeling, suicidal ideation were significantly associated with poor SRH. Psychosocial health variables have important influences on SRH.
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