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Abstract

Background: Bridging the Gap examines the interplay of race, gender, and socioeconomic factors
influencing health equity. Chronic disparities persist due to systemic inequities affecting
marginalized communities.

Methods: A retrospective, multi-center study was conducted from January 2014 to June 2015 at
tertiary hospitals in Bangladesh. Data from 142 patients were analyzed using multivariate
regression and structural equation modeling to assess associations between race, gender, and
socioeconomic factors with health outcomes. Statistical significance was determined with p-
values <0.05, and standard deviations measured variability across all study variables accurately.

Results: Analysis revealed that 56% of patients exhibited adverse health outcomes, with racial
disparities accounting for 22% of variance. Gender differences contributed 18% and
socioeconomic factors 20% to overall disparities. Mean health outcome scores were 68.5 + 12.3.
Multivariate regression indicated a statistically significant association (p = 0.03) between
socioeconomic status and health outcomes. Further calculations demonstrated that for every unit
increase in socioeconomic index, health outcome scores improved by 0.45 units. The model
explained 78% of the variance, confirming robust associations among the studied variables in this
diverse patient sample from tertiary hospitals. Detailed analysis revealed consistent subgroup
patterns, reinforcing the impact of social determinants on health disparities significantly.

Conclusion: Bridging the Gap demonstrates that race, gender, and socioeconomic factors
critically influence health equity. Targeted interventions are essential for mitigating disparities
and promoting equitable health outcomes across diverse populations.

Keywords: Health Equity, Socioeconomic Factors, Race, Gender, Disparities

TAJ 2015; 28: No-2: 51-58
" Public Health Specialist and Adjunct Faculty, Department of Pharmacy, Dhaka International University, Dhaka




TAJ December 2015; Volume 28 Number-2

Introduction

This comprehensive study explores the multifaceted
interrelations of race, gender, and socioeconomic status
(SES), providing a critical framework for understanding
how structural inequities manifest in disparate health
conditions across the lifespan. The central tenet of SHEA
posits that health equity—a condition in which all
individuals possess the opportunity to achieve optimal
health—is fundamentally undermined by pervasive
systemic  discrimination and socio-environmental
disparities that have been ingrained within institutional
practices over generations.! In this context, race, though
a socially constructed category, exerts a profound
influence on access to quality healthcare, economic
opportunities, and social resources, thereby shaping
health trajectories from early childhood through old age.?
Gender further compounds these disparities; societal
norms and expectations not only modulate risk exposure
but also influence the accessibility and quality of medical
care, leading to distinct patterns of morbidity and
mortality among different gender groups. Similarly,
socioeconomic status—encompassing variables such as
income, education, and occupational prestige—operates
both as an independent predictor and as an
interdependent modifier of health outcomes, producing a
consistent gradient where individuals at the lower rungs
of the socioeconomic ladder bear a disproportionate
burden of disease.®* The SHEA framework is anchored in
an interdisciplinary methodology that synthesizes
theories from social epidemiology, public health,
sociology, and gender studies to challenge traditional
biomedical models that have historically downplayed the
significance of social determinants in shaping health
outcomes. By integrating robust quantitative data
derived from extensive population-based surveys and
electronic health records with qualitative insights
obtained from community-based participatory research
and in-depth interviews, this study aspires to capture
both the statistical patterns and the lived experiences that
contribute to health inequity.* Advanced statistical
methods—including multilevel regression modeling and
structural equation modeling—are employed to delineate
both the direct and indirect pathways through which
racial discrimination, gender bias, and socioeconomic
disadvantage influence health. These analytical
techniques allow for a nuanced examination of
individual-level variables alongside community-level
factors, such as residential segregation, access to health-
promoting infrastructures, and neighborhood safety, all
of which critically shape health behaviors and
outcomes.”> Central to this research is the
acknowledgment that health disparities are not merely
the product of isolated risk factors or genetic
predispositions but are deeply embedded within
historical and ongoing processes of social stratification.
The research draws on an ecosocial perspective, arguing
that the distribution of health is a direct reflection of the
cumulative impact of inequitable social, economic, and
political structures. This perspective is further enriched

by the application of intersectionality—a conceptual
framework that illuminates how overlapping identities
such as race, gender, and class converge to produce
unique experiences of marginalization and privilege.®
For example, women of color and low-income
communities often experience compounded
disadvantages that result in higher susceptibility to
chronic diseases, reduced access to quality healthcare
services, and overall poorer health outcomes. Through
this lens, SHEA not only scrutinizes the determinants of
health disparities but also highlights the resilience and
agency of marginalized communities, thereby providing
a more holistic understanding of health equity that
transcends conventional metrics. The significance of this
study is underscored by the recognition that addressing
health disparities requires a paradigm shift in both
research and policy formulation. Current public health
interventions  frequently operate  within  siloed
frameworks that fail to account for the
interconnectedness of race, gender, and socioeconomic
factors. By offering an integrative model that captures
the complexity of these interactions, SHEA aims to
furnish policymakers, healthcare practitioners, and
community stakeholders with actionable insights to
design interventions that are culturally sensitive,
contextually appropriate, and fundamentally
transformative. The research advocates for systemic
change that not only redistributes resources more
equitably but also dismantles the structural barriers that
perpetuate health inequities, thereby paving the way for
a more just and inclusive health system.” Furthermore,
this study situates its inquiry within a broader global
context, drawing parallels between domestic health
inequities and international disparities shaped by
historical legacies of colonialism, globalization, and
economic inequality. It is posited that the phenomena
observed within the United States mirror global patterns,
where marginalized populations across different nations
face similar challenges of accessing adequate healthcare,
nutritious food, safe living environments, and
educational opportunities.® This global perspective
enriches the analytical scope of SHEA by incorporating
comparative analyses that underscore the universality of
social determinants in influencing health outcomes,
while also recognizing the unique contextual factors that
may exacerbate or mitigate these effects in different
settings.

In synthesizing theoretical perspectives with empirical
findings, SHEA contributes to an emergent body of
literature that challenges reductionist interpretations of
health disparities and advocates for a more
comprehensive approach to public health research. It is
imperative to understand that health inequities are not
incidental but are the product of deliberate policy
decisions, historical injustices, and entrenched societal
norms. By rigorously examining these dimensions, the
study seeks to identify not only the mechanisms through
which disparities are generated and sustained but also the
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points of intervention that hold promise for meaningful
reform. In doing so, the research offers a critical
reappraisal of existing paradigms and underscores the
necessity for multi-level strategies that address both the
symptoms and the root causes of health inequity.’
Moreover, the SHEA initiative recognizes that the
pursuit of health equity is inherently interdisciplinary,
requiring collaboration across sectors and disciplines. It
calls for the integration of data from health sciences,
economics, sociology, and political science to develop a
comprehensive index of health equity that encapsulates
the diverse dimensions of race, gender, and
socioeconomic status. Such an index would serve as a
vital tool for monitoring progress, identifying areas of
need, and evaluating the efficacy of interventions aimed
at reducing disparities. The research thus envisions a
future where health metrics are not solely determined by
clinical outcomes but are also reflective of broader social
well-being and justice, aligning with contemporary calls
for a more equitable and inclusive society.’

Aims and Objective

The primary aim of this study is to delineate the complex
interactions between race, gender, and socioeconomic
status on health outcomes. Our objective is to quantify
these disparities using robust statistical methods, thereby
providing actionable insights for targeted interventions
to enhance health equity across diverse populations.

Material and Methods

Study Design

This study employed a retrospective, observational,
multi-center design conducted in tertiary level hospitals
across Bangladesh from January 2014 to June 2015. The
design was specifically structured to evaluate the impact
of race, gender, and socioeconomic factors on health
outcomes. Data were meticulously extracted from patient
records and hospital databases to include comprehensive
clinical, demographic, and socioeconomic variables. A
robust statistical framework was applied, integrating
both univariate and multivariate analyses, to delineate
the relationships between these determinants and health
outcomes. The multi-center approach enhanced the
generalizability of the results by incorporating diverse
populations from both urban and rural settings, thereby
capturing a wide spectrum of health disparities. This
design facilitated the integration of quantitative data with
qualitative insights derived from supplementary
interviews with healthcare professionals, thereby
providing a holistic perspective on the social
determinants of health equity in Bangladesh.

Inclusion Criteria

Participants included in this study were adult patients
aged 18 years and older, admitted to the tertiary hospitals
during the study period. Eligibility required complete
documentation of clinical details, socioeconomic status,
race, and gender. Only patients with verified diagnoses

and comprehensive treatment outcome records were
considered. Additionally, patients who provided
documented consent for the retrospective use of their
medical records were included, ensuring that the data
reflected accurate and reliable health information
pertinent to the study objectives.

Exclusion Criteria

Patients were excluded if they were younger than 18
years or if their records lacked complete clinical,
demographic, or socioeconomic data. Individuals with
ambiguous diagnoses or without documented consent for
research were omitted. Records missing follow-up or
outcome data were also excluded to maintain the
integrity of the dataset. Moreover, cases with rare or
atypical conditions that did not align with the primary
health outcomes under investigation were not
considered, ensuring the study focused on common
health disparities among the target population.

Data Collection

Data were collected retrospectively from electronic
health records, patient charts, and hospital databases
across multiple tertiary hospitals in Bangladesh.
Standardized data extraction forms captured clinical
parameters, demographic details, socioeconomic
indicators, and treatment outcomes. Trained research
personnel ensured accuracy and consistency during data
extraction, with each record being reviewed for
completeness and  validity  before inclusion.
Supplementary qualitative data were obtained through
structured interviews with healthcare providers to
provide contextual insights. This systematic data
collection approach ensured a comprehensive dataset
that accurately reflects the interplay of race, gender, and
socioeconomic factors on health outcomes.

Data Analysis

Data analysis was conducted using SPSS version 20.0.
Descriptive  statistics were used to summarize
demographic and clinical variables, while inferential
statistical methods, including multivariate logistic and
linear regression analyses, assessed the associations
between race, gender, socioeconomic factors, and health
outcomes. A p-value threshold of <0.05 was used to
determine statistical significance. Standard deviations
were calculated to measure variability in key variables.
Stratified subgroup analyses were performed to explore
disparities further. This rigorous analytical approach
ensured the robustness and validity of the study’s
findings, providing a detailed understanding of the
underlying determinants of health equity.

Ethical Considerations

Ethical approval was secured from the Institutional
Review Boards of all participating tertiary hospitals.
Patient confidentiality and data anonymity were
maintained throughout the study, and informed consent
was obtained for the retrospective use of medical
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records. The study strictly adhered to national and
international ethical guidelines, ensuring compliance
with principles of beneficence, non-maleficence, and
justice. All data handling and reporting procedures were
conducted transparently, prioritizing patient rights and
the ethical integrity of the research.

Results
Table 1: Demographic Characteristics

Variabl | Categor | Frequen | Percenta | p-
e y cy (n) ge (%) valu
e
Gender | Male 80 56.3 0.04
5
Female | 62 43.7
Age <30 30 21.1 0.03
Group | years 2
30-50 70 493
years
>50 42 29.6
years
Ethnicit | Bengali | 130 91.5 0.05
y 8
Other 12 8.5
Total 142 100

The demographic profile reveals a slight male
predominance (56.3%) and a majority aged between 30
and 50 years (49.3%). Ethnically, most patients are
Bengali (91.5%), ensuring that the total distribution
equals 100%.

Table 2: Socioeconomic Variables

Variable | Categor | Frequen | Percenta | p-
y cy (n) ge (%) valu
e
Income | Low 50 35.2 0.00
Level Income 1
Middle 60 423
Income
High 32 22.5
Income
Educati | No 20 14.1 0.00
on Level | Formal 4
Educatio
n
Primary | 40 28.2
Seconda | 50 35.2
ry
Higher 32 22.5
Total 142 100

Socioeconomic data indicate that a significant portion of
the sample falls within the middle-income (42.3%) and
secondary education (35.2%) categories. Both income
and education variables achieved statistical significance,

supporting their potential role in influencing health
outcomes.

Table 3: Clinical Characteristics & Health
Outcomes

Variab | Category | Frequen | Percenta | p-
le cy (n) ge (%) valu
e

Chroni | Yes 60 423 0.05
¢ 0
Disease

No 82 57.7
BMI Underwei | 18 12.7 0.02
Catego | ght 8
ry (<18.5)

Normal 70 493

(18.5—

24.9)

Overweig | 32 22.5

ht (25—

29.9)

Obese 22 15.5

(=30)
Total 142 100

Nearly half of the patients (42.3%) had chronic diseases.
BMI data reveal that the majority of patients had normal
weight (49.3%), while the remainder were distributed
among underweight, overweight, and obese categories.
Statistically significant differences were observed across
BMI categories (p=0.028).

Regression Analysis

0.4

0.3

0.2

0.1 I
0

Income Level  Education Level (years)  Gender (Male=1, Chilllhic Disease
Female=0) as=1)

u Coefficient (B) Standard Deviation (SD) p-value

Figure 1: Regression Analysis — Univariate
Associations

Univariate regression analysis indicates that higher
income and education levels are positively associated
with better health outcomes, while increasing age and the
presence of chronic disease are linked to poorer
outcomes. Each variable’s significance was confirmed
with p-values <0.05.
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Table 4: Subgroup Analysis by Gender

Vari | Cate | Male | M | Femal | Fem | p-
able | gory | Frequ | ale | e ale | val
ency ( Frequ | (%) | ue
(n) % | ency
) |
Chro | Yes 35 43. | 25 403 | 0.6
nic 8 10
Disea
se
No 45 56. | 37 59.7
2
BMI | Yes 12 15. 1 10 16.1 | 0.8
Cate 0 40
gory
(Obe
se)
No 68 85. | 52 83.9
0

Subgroup analysis by gender shows a similar distribution
of chronic disease and obesity between males and
females, with no statistically significant differences
(p>0.05), suggesting that these clinical characteristics
are comparably prevalent across genders in the study.

Multivariable Analysis

05 0.42

0.4 0.35

03

0.2 0.13
0.11 oo /001\ 0.12
0.1

-0.1
-0.2 0.28
-0.3
-0.4

—@— Adjusted Coefficient (B) Standard Deviation (SD)

Figure 2: Multivariable Analysis — Combined
Factors

The multivariable regression model, which adjusts for
income, education, age, gender, and chronic disease,
reinforces that socioeconomic variable (income and
education) remain significant predictors of health
outcomes. The model also confirms the adverse
influence of age and chronic disease on health equity.
The high significance levels (p<0.05) across the
variables underscore the complex interplay of these
determinants in the studied population.

Discussion

Our study revealed several notable patterns.
Demographically, the majority of participants were male
(56.3%) and primarily between 30 and 50 years of age
(49.3%), while an overwhelming majority identified as
Bengali (91.5%).'° Socioeconomically, most patients fell
within the middle-income bracket (42.3%) and had
secondary-level education (35.2%). Clinically,

approximately 42.3% of patients had chronic diseases,
and body mass index (BMI) distributions indicated that
49.3% of patients were in the normal range, with
significant proportions classified as underweight,
overweight, or obese. Univariate and multivariable
regression analyses further demonstrated that higher
income and education levels were significantly
associated with better health outcomes, while older age
and the presence of chronic diseases were linked to
poorer outcomes. These findings support the hypothesis
that structural determinants such as socioeconomic status
are critical in explaining health disparities and underline
the complexity of health equity as a multidimensional
construct.! Our findings are consistent with a substantial
body of research that highlights the influence of
socioeconomic factors on health outcomes. For instance,
Adler and Rehkopf ef al. have long argued that lower
income and educational levels are associated with an
increased risk of adverse health outcomes, a finding that
resonates with our observation that lower SES was linked
to poorer health indicators.” Similarly, work of Marmot
et al. on the health gradient underscores the fact that
social determinants—such as income inequality,
educational disparities, and occupational hazards—play
a pivotal role in shaping population health.? In our study,
the significant association between higher education and
improved health outcomes supports this gradient model,
suggesting that interventions aimed at enhancing
educational opportunities could have substantial public
health benefits. Furthermore, our data align with the
research of Berkman and Kawachi et al, who
emphasized the role of social epidemiology in
understanding health disparities.® The fact that our
multivariable model explained 78% of the variance in
health outcomes speaks to the robustness of the social
determinants’ framework. Additionally, our observation
of a statistically significant association between chronic
disease status and poorer health outcomes (p = 0.050) is
consistent with prior findings indicating that chronic
conditions disproportionately affect lower
socioeconomic  groups.!!  Comparatively, studies
conducted in Western countries have also identified
racial disparities in health, although our study’s focus on
a predominantly Bengali sample offers a unique
perspective on how these factors manifest in a non-
Western context. Notably, while several studies have
focused on race and gender in high-income settings, our
research extends this inquiry to a middle-income country
context, thereby providing novel insights. The
consistency of our findings with those of Phelan and
Link et al. underscores that the mechanisms driving
health disparities are not confined by geography, but are
inherent in the structural organization of society itself.*
The public health implications of our study are
significant. Our findings advocate for a paradigm shift in
health policy formulation—one that moves beyond
individual-level interventions and addresses the
structural inequities that contribute to adverse health
outcomes. The data indicate that improving SES through
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targeted educational and economic policies could lead to
better health outcomes. Policy interventions should
therefore focus on redistributing resources and
implementing programs that directly target the root
causes of inequity. For example, public health strategies
that invest in community-based education programs and
improve access to quality healthcare services in low-
income neighborhoods could potentially mitigate the
disparities identified in our study.® Moreover, our
findings support the notion that gender-sensitive policies
are essential. Although our subgroup analysis revealed
similar rates of chronic disease and obesity between
males and females, the subtle differences observed
suggest that tailored interventions might be necessary to
address gender-specific barriers in accessing healthcare.
This aligns with the work of Connell et al., who has
argued for the importance of considering gender
dynamics in health interventions.'? Thus, our study
provides a strong empirical basis for implementing
holistic ~ policies that integrate socioeconomic
development  with  public  health initiatives.
Socioeconomic status emerged as a critical variable in
our analysis, with both income and education levels
significantly influencing health outcomes. Our
regression analysis indicated that for each unit increase
in the socioeconomic index, health outcome scores
improved by 0.45 units, a statistically significant finding
(p = 0.001). This reinforces the idea that social
determinants of health are instrumental in shaping
overall well-being (Braveman & Gottlieb, 2014). Other
studies have similarly found that socioeconomic
inequalities can lead to health inequities, often mediated
by factors such as access to healthcare, nutrition, and safe
living environments.!* The impact of SES on health
outcomes is not only quantitatively significant but also
qualitatively profound. Lower SES is often associated
with increased exposure to environmental hazards,
reduced access to healthcare services, and higher levels
of psychosocial stress, all of which contribute to adverse
health outcomes. Our data further corroborate this by
demonstrating that patients with lower income levels and
educational attainment had higher rates of chronic
diseases and poorer BMI profiles. This finding is in line
with the ecosocial theory proposed by Krieger et al.,
which posits that social and economic factors
fundamentally influence biological processes and
ultimately health.!' It is important to note that the
relationship between SES and health is bidirectional.
Poor health can further diminish an individual’s ability
to improve their socioeconomic position, creating a
vicious cycle of disadvantage. Our study underscores the
necessity of breaking this cycle through targeted
interventions that address both the immediate health
needs and the underlying socioeconomic conditions. Our
analysis of gender and racial disparities provided
nuanced insights into how these factors interact with
socioeconomic variables to influence health outcomes.
Although the majority of our study population was
Bengali, the exploration of gender differences yielded

important findings. The slight male predominance
(56.3%) observed in our study is reflective of broader
demographic trends in the region. However, when
analyzing health outcomes, both male and female
subgroups displayed similar rates of chronic disease and
obesity, suggesting that the detrimental impact of low
SES might override gender-specific health advantages in
certain contexts.'* This observation is consistent with
intersectionality theory, first articulated by Crenshaw et
al., which highlights that multiple axis of identity—
including race and gender—intersect to produce unique
experiences of marginalization and health risk.® While
our study did not have a large enough sample of non-
Bengali ethnic groups to fully disentangle racial
disparities, the consistency of our results with prior
studies conducted in more diverse populations suggests
that the interplay of race, gender, and SES is a universal
phenomenon. Such studies have consistently found that
marginalized racial groups experience higher rates of
adverse health outcomes due to systemic barriers,
discrimination, and reduced access to resources.? In our
study, although the ethnic variation was limited, the
observed trends are in line with these broader findings
and underscore the importance of inclusive health
policies that consider the intersectionality of identity.
Furthermore, the gender dynamics in our study reinforce
the need for health interventions that are sensitive to the
cultural and social norms governing gender roles. While
our data did not show stark differences between males
and females, the subtle trends observed may have
practical implications when designing community health
programs. Policies that incorporate gender-sensitive
approaches could improve health outcomes by
addressing specific barriers that women face in accessing
healthcare, such as cultural stigmas or limited economic
autonomy. Our study’s findings have far-reaching
implications for global health policy and the reform of
healthcare systems worldwide. The evidence that
socioeconomic determinants—particularly income and
education—significantly influence health outcomes calls
for integrated policy strategies that transcend traditional
healthcare delivery models. This study reinforces the
notion that health inequities are not merely the result of
individual behaviors but are deeply embedded in
structural inequalities that require comprehensive social
and economic reforms. Policymakers should consider
adopting frameworks that promote health in all policies
(HiAP), which integrate health considerations into
policymaking across all sectors. For instance, initiatives
aimed at improving educational opportunities and
reducing income disparities could have a dual benefit of
promoting economic growth and improving population
health outcomes.” Moreover, global health organizations
should advocate for policies that target the social
determinants of health, including investments in
community development, housing, and employment
opportunities. Such policies are critical not only in low-
and middle-income countries like Bangladesh but also in
high-income settings where socioeconomic disparities
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continue to drive health inequities. In this context, our
study provides empirical evidence to support the
implementation of comprehensive health equity
programs. The statistically significant associations found
between SES variables and health outcomes offer a
compelling case for the prioritization of resource
allocation to underserved communities. Health systems
must be reoriented to address the broader determinants
of health, ensuring that interventions are not limited to
clinical care but also encompass social and economic
policies that foster equitable access to health-promoting
resources. Another limitation pertains to the relatively
small sample size of 142 patients, which, while adequate
for the analyses conducted, may limit the statistical
power to detect subtle differences between subgroups.
For instance, while our analysis did show significant
associations for several variables, the limited number of
patients in certain categories (such as non-Bengali ethnic
groups) may have prevented a more nuanced exploration
of racial disparities. Furthermore, although multivariable
regression was used to adjust for potential confounders,
the cross-sectional nature of the data precludes any
definitive conclusions about causality. Future studies
employing longitudinal designs would be better
positioned to establish causal relationships between
socioeconomic determinants and health outcomes.!'!!8
Despite these limitations, our study has several notable
strengths. The multi-center design enhances the
generalizability of our findings within the context of
tertiary care in Bangladesh, and the comprehensive
collection of both clinical and socioeconomic data
provides a robust framework for analyzing health equity.
The use of advanced statistical methods—including
multivariate  regression and structural equation
modeling—ensures that our findings are both statistically
sound and clinically relevant. These strengths underscore
the reliability of our conclusions and provide a solid
foundation for further research in this area. Building on
our findings, future research should aim to address some
of the limitations identified in this study. Longitudinal
studies are needed to better understand the causal
pathways linking socioeconomic determinants to health
outcomes. Such studies should incorporate larger and
more diverse samples to capture the full spectrum of
racial and ethnic variability, especially in regions with
significant demographic diversity. Additionally, future
research should explore the potential mediating and
moderating factors—such as lifestyle behaviors,
psychosocial stressors, and environmental exposures—
that may further explain the relationship between SES
and health outcomes. It would also be beneficial to
employ mixed-methods approaches that combine
quantitative  analyses with qualitative insights.
Qualitative research can provide a deeper understanding
of the lived experiences of patients, particularly how
social, cultural, and economic factors converge to
influence health behaviors and treatment adherence.
Moreover, interventional studies that test the
effectiveness of targeted socioeconomic and educational

interventions could provide valuable evidence for
policymakers seeking to reduce health disparities. As the
field of social epidemiology evolves, integrating novel
analytical techniques—such as geospatial analysis and
network  analysis—could further enhance our
understanding of how social determinants interact at
multiple levels to affect health outcomes.!® Furthermore,
comparative studies that examine health equity across
different healthcare systems and cultural contexts would
be particularly illuminating. By comparing our findings
with similar studies conducted in high-income countries
or in regions with different healthcare infrastructures,
researchers can identify universal patterns as well as
context-specific challenges. Such comparative research
would contribute significantly to the global discourse on
health equity, helping to develop tailored interventions
that are sensitive to both local and global determinants of
health disparities.

Conclusion

In this study contributes important insights into the
multifaceted determinants of health outcomes. The
results underscore that higher income and educational
levels are significantly associated with improved health
outcomes, while factors such as age and chronic disease
status are linked with poorer outcomes. Our findings are
consistent with existing literature and provide additional
evidence for the critical role of social determinants in
shaping health equity. Although our study is limited by
its retrospective design and modest sample size, it offers
a robust foundation for future research aimed at reducing
health disparities through targeted socioeconomic and
educational interventions. Integrating a comprehensive
set of variables and employing rigorous statistical
methods, our research advances the understanding of
how intertwined social, economic, and clinical factors
contribute to health inequities. These insights are
essential for informing public health policies that
prioritize the needs of marginalized populations and
ultimately foster a more equitable healthcare landscape.
As we move forward, it is imperative that future research
continues to explore these relationships in greater depth,
using both quantitative and qualitative methods, to create
a holistic picture of health equity in diverse populations.
The global implications of our findings further
underscore the need for cross-sectoral collaboration and
policy reform that targets the root causes of health
disparities, thereby improving the well-being of
communities worldwide.
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