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m Nuovi aspetti di clinica geriatrica

Situazione economica del Paese

e salute dei cittadini

Marco Trabucchi



Una tematica sulla quale si sono spesi fiumi di
inchiostro e si sono sviluppati molti studi,
senza pero arrivare a conclusioni definitive.
“... la vita urge sempre sotto il pensiero,

mettendolo in pericolo ma anche nutrendolo”.
C. Magris, Corriere della Sera 27.9.2013



Alcune indicazioni di scenario e gli studi piu classici
sul rapporto salute-condizione socioeconomica.



Incidenza di poverta relativa ed assoluta per ripartizione
geografica (ISTAT anno 2012, La poverta in Italia)

INCIDENZA DI POVERTA RELATIVA PER RIPARTIZIONE INCIDENZA DI POVERTA ASSOLUTA PER RIPARTIZIONE
GEOGRAFICA. Anni 2009-2012, valori percentuali GEOGRAFICA. Anni 2009-2012, valori percentuall
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Determinants of population mental health

Protective factors

Risk factors

Social capital and welfare protection

Poverty, poor education, deprivation,
high debt

Healthy prenatal and childhood
environment

Poor prenatal nutrition, abuse, harsh
upbringing, poor relationship to
parents, intergenerational
transmission of mental health
problems

Healthy workplace and living

Unemployment, job insecurity, job
stress

Healthy lifestyles

Alcohol and/or drug use
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Social determinants of health inequalities

Prof Michael Marmot® &4

Summary

The gross inequalities in health that we see within and between countries present a challenge to the world.
That there should be a spread of life expectancy of 48 years among countries and 20 years or more within
countries is not inevitable. A burgeoning volume of research identifies social factors at the root of much of
these inequalities in health. Social determinants are relevant to communicable and non-communicable
disease alike. Health status, therefore, should be of concern to policy makers in every sector, not solely
those involved in health policy. As a response to this global challenge, WHO is launching a Commission on
Social Determinants of Health, which will review the evidence, raise societal debate, and recommend
policies with the goal of improving health of the world's most vulnerable people. A major thrust of the
Commission is turning public-health knowledge into political action.



“lo sono un corpo”

(Daniel Pennac, Storia di un corpo, Feltrinelli, 2012,
rivisitando un'affermazione di Spinoza).

L'esigenza forte di una rimaterializzazione della
vita di fronte all'assedio delle tecnologie
dell'informazione (Eric Topol: The creative
destruction of medicine, Basik Book, 2012), che
rischiano di non considerare la concretezza della
sofferenza.



E’ finito il tempo della medicina “neutrale”,
fondata solo sul rapporto medico-paziente
(peraltro anch’esso in crisi).

Le dinamiche di salute risentono dell’ambiente
di vita, delle relazioni, delle cure prestate nel
momento della crisi e dei luoghi dove vengono
fornite.

La fragilita espone senza difese alle dinamiche
ambientali.



Il mondo del benessere e della malattia non puo essere
scomposto meccanicamente in vari pezzi, analizzati e
modificati attraverso una deduzione razionale; nella
realta i componenti dell’equazione non sono costanti,
indipendenti e predicibili. Le realta biologiche, cliniche,
sociali, organizzative che concorrono alla creazione di uno
stato di salute o di malattia sono fluide e dinamiche:
piccoli cambiamenti in un settore possono indurre effetti
moltiplicativi in un altro. Le risposte terapeutiche non
possono quindi dipendere da una lettura limitata della
realta clinica, ma devono tener conto di cio che e noto e
di cio che e oscuro, talvolta navigando nell’area dei grigi,
la piu ampia nella medicina contemporanea.

M. Trabucchi, 'ammalato e il suo medico, Il Mulino, 2009



Differenze sociali®> nella salute a Torino tra gli
uomini negli anni 2000

. . . Incidenza Prevalenza Leta”t‘f\" ‘T‘ 4
Titolo di studio . 1 . > malati di Mortalita
Infarto diabete 3
tumore colon
Alto 1 1 1 1
Medio 1.18 1.22 1.21 1.18
Basso 1.24 1.54 1.33 1.34

1 aggiustato per eta, area di nascita, reddito, status, area (Petrelli, 2006)

2 aggiustato per eta e reddito (Gnavi, 2007)

3 aggiustato per eta e area di nascita (Spadea, 2005)

4 aggiustato per eta, qualita della casa, area di nascita, periodo di calendario (Marinacci, 2004)
> tutte le differenze sono statisticamente significative (p<0,005)

Elaborazioni da Studio Longitudinale Torinese
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Diseguaglianze di mortalita a Torino, 2000-2004,

in relazione a diversi indicatori sociali

RR Istruzione Condlz.lone Cla.sse Reddito Q.ualfta
professionale | sociale abitazione
I 1 1 1 1 1
| 1.25 1.37 1.06 1.10 1.10
i 1.40 1.54 1.28 1.22 1.34
IV 1.50 2.05 1.37 1.39 1.50

| = piu avvantaggiato

IV = meno avvantaggiato

Elaborazioni da Studio Longitudinale Torinese
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Vantaggio in anni di speranza di vita tra chi viveva in
isolato ricco e chi viveva in isolato povero a Torino

Uomini Donne
Anni Ottanta + 3,2 +1,4
Anni Duemila +4,0 +2,0

Elaborazioni da Studio Longitudinale Torinese
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Differenze per istruzione in diversi indicatori di qualita

dell’assistenza sanitaria a Torino

Ricoveri per
Mortalita in . : . condizioni
: Coronarografia | Rivascolarizzaz. i~
Istruzione cancro del . . trattabili a
in infarto acuto In infarto acuto .
colon livello
ambulatoriale
Alta 1 1 1 1
Media 1.21 0.93 0.93 1.12
(1.05-1.40) | (0.86-1.02) (0.85-1.02) (1.03-1.22)
1.33 0.83 0.83 1.19
Bassa
(1.16 - 1.51) | (0.76 —0.90) (0.76 - 0.91) (1.10-1.29)

Regione Piemonte, Relazione sullo stato di salute, 2006
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Social impact on health status

Percentage (number) of elderly people (aged 70-75) with
somatic symptoms and number of days spent in bed owing
to tliness in past month according to housing conditions

Poor Non-poor
houses houses
(n=149) (n=1052)

‘Chest pain 13(19) 8 (84)
Dyspnoea 32 (47) 19 (194)*
Cough : 16 (23) 13(132)
Swollen feet or ankl 18 (26) 12 (126)
Tiredness 32 (47) 20(204)*
Anorexia - 29(43) 23(241)
Dyspepsia 26 (39) 12 (120)*
Insomnia 28 (42) 17 (174)*
Aches 20 (30) 11(110)*
No of days spent in bed: :

Nonet 76 (113) 87 (910)

>1 24 (36) 14 (142)

*p<<0-001; tx’=10-8, p<0-001 in comparison with >1 days
spent in bed. -

14
BRITISH MEDICAL JOURNAL VOLUME 294 27 JUNE 1987



THE LANCET

Volume 378, Issue 9801, 22-28 October 2011, Pages 1457-1458

Health effects of financial crisis: omens of a Greek tragedy

Alexander Kentikelenis®, Marina Karanikolos®, Irene Papanicolas®, Sanjay Basu® ®, Martin McKee™ °,
David Stuckler™ " &

The picture of health in Greece is concerning. It reminds us
that, in an effort to finance debts, ordinary people are paying
the ultimate price: losing access to care and preventive
services, facing higher risks of HIV and sexually transmitted
disease, and in the worst cases losing their lives. Greater
attention to health and health-care access is needed to ensure
that the Greek crisis does not undermine the ultimate source
of the country’s wealth — its people.
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Uno scenario complesso, che conferma il
rapporto tra condizioni socio-economiche
e stato di salute.
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Alcuni dati recenti sull’epidemiologia
delle demenze
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A two-decade comparison of prevalence of dementia in
individuals aged 65 years and older from three geographical
areas of England: results of the Cognitive Function and
Ageing Study land Il

Fiona E Matthews, Antony Arthur, Linda E Barnes, John Bond, Carol Jagger, Louise Robinson, Carol Brayne, on behalf of the Medical Research
Council Cognitive Function and Ageing Collaboration

Summary

Background The prevalence of dementia is of interest worldwide. Contemporary estimates are needed to plan for
future care provision, but much evidence is decades old. We aimed to investigate whether the prevalence of dementia
had changed in the past two decades by repeating the same approach and diagnostic methods as used in the Medical
Research Council Cognitive Function and Ageing Study (MRC CFAS) in three of the original study areas in England.

Methods Between 1989 and 1994, MRC CFAS investigators did baseline interviews in populations aged 65 years and
older in six geographically defined areas in England and Wales. A two stage process, with screening followed by
diagnostic assessment, was used to obtain data for algorithmic diagnoses (geriatric mental state—automated geriatric
examination for computer assisted taxonomy), which were then used to estimate dementia prevalence. Data from
three of these areas—Cambridgeshire, Newcastle, and Nottingham—were selected for CFAS 1. Between 2008 and
2011, new fieldwork was done in the same three areas for the CFAS II study. For both CFAS I and II, each area needed
to include 2500 individuals aged 65 years and older to provide power for geographical and generational comparison.
Sampling was stratified according to age group (65-74 years vs =75 years). CFAS 1I used identical sampling, approach,
and diagnostic methods to CFAS I, except that screening and assessement were combined into one stage. Prevalence
estimates were calculated using inverse probability weighting methods to adjust for sampling design and non-
response. Full likelihood Bayesian models were used to investigate informative non-response.

Findings 7635 people aged 65 years or older were interviewed in CFAS 1 (9602 approached, 80% response) in
Cambridgeshire, Newcastle, and Nottingham, with 1457 being diagnostically assessed. In the same geographical
areas, the CFAS II investigators interviewed 7796 individuals (14242 approached, 242 with limited frailty
information, 56% response). Using CFAS I age and sex specific estimates of prevalence in individuals aged 65 years
or older, standardised to the 2011 population, 8 -3% (884 000) of this population would be expected to have dementia
in 2011. However, CFAS II shows that the prevalence is lower (6-5%; 670000), a decrease of 1-8% (odds ratio for
CFAS I1vs CFAS 10:7,95% CI 0:6-0-9, p=0-003). Sensitivity analyses suggest that these estimates are robust to
the change in response.

Interpretation This study provides further evidence that a cohort effect exists in dementia prevalence. Later-born
populations have a lower risk of prevalent dementia than those born earlier in the past century.

Funding UK Medical Research Council.

www.thelancet.com Published online July 16, 2013 http://dx.doi.org/10.1016/50140-6736(13)61570-6
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Figure 1: CFAS | and CFAS Il age-specific dementia prevalence
CFAS=Cognitive Function and Ageing Study.

Fiona E Matthews, Antony Arthur, Linda E Barnes, John Bond, Carol Jagger, Louise Robinson, Carol Brayne, on behalf of the Medical Research
Council Cognitive Function and Ageing Collaboration

www.thelancet.com Published online July 16, 2013 http://dx.doi.org/10.1016/50140-6736(13)61570-6



Physical and cognitive functioning of people older than

90 years: a comparison of two Danish cohorts born

10 years apart

Kaare Christensen, Mikael Thinggaard, Anna Oksuzyan, Troels Steenstrup, Karen Andersen-Ranberg, Bernard Jeune, Matt McGue, James W Vaupel

Summary

Background A rapidly increasing proportion of people in high-income countries are surviving into their tenth
decade. Concern is widespread that the basis for this development is the survival of frail and disabled elderly people
into very old age. To investigate this issue, we compared the cognitive and physical functioning of two cohorts of
Danish nonagenarians, born 10 years apart.

Methods People in the first cohort were born in 1905 and assessed at age 93 years (n=2262); those in the second cohort
were born in 1915 and assessed at age 95 years (n=1584). All cohort members were eligible irrespective of type of
residence. Both cohorts were assessed by surveys that used the same design and assessment instrument, and had
almost identical response rates (63%). Cognitive functioning was assessed by mini-mental state examination and a
composite of five cognitive tests that are sensitive to age-related changes. Physical functioning was assessed by an
activities of daily living score and by physical performance tests (grip strength, chair stand, and gait speed).

Findings The chance of surviving from birth to age 93 years was 28% higher in the 1915 cohort than in the 1905 cohort
(6-50% vs 5:06%), and the chance of reaching 95 years was 32% higher in 1915 cohort (3:93% vs 2-98%). The
1915 cohort scored significantly better on the mini-mental state examination than did the 1905 cohort (22-8 [SD 5-6]
vs 21-4 [6-0]; p<0-0001), with a substantially higher proportion of participants obtaining maximum scores
(28-30 points; 277 [23%)] vs 235 [13%]; p<0-0001). Similarly, the cognitive composite score was significantly better in
the 1915 than in the 1905 cohort (0-49 [SD 3-6] vs 0-01 [SD 3-6]; p=0-0003). The cohorts did not differ consistently in
the physical performance tests, but the 1915 cohort had significantly better activities of daily living scores than did the
1905 cohort (2-0 [SD 0-8] vs 1-8 [0-7]; p<0-0001).

Interpretation Despite being 2 years older at assessment, the 1915 cohort scored significantly better than the
1905 cohort on both the cognitive tests and the activities of daily living score, which suggests that more people are
living to older ages with better overall functioning.

Funding Danish National Research Foundation; US National Institutes of Health—National Institute on Aging;
Danish Agency for Science, Technology and Innovation; VELUX Foundation.

www.thelancet.com Published online July 11, 2013 http://dx.doi.org/10.1016/50140-6736(13)60777-1

20



Both sexes Men Women
1905 cohort 1915 cohort p value 1905 cohort 1915 cohort p value 1905 cohort 1915 cohort p value
(n=1814) (n=1247) (n=494) (n=336) (n=1320) (n=911)
Cognitive composite score
Mean (SD) 0.01(36) 049 (3-6) 0-0003* 012 (3-6) 076 (3:6) 0.012* -0-03 (3:6) 038 (3:6) 0-008*
Median (IQR) 0-05 0-30 0-09 055 0-05 0-15
(-2:25t02:26) (-1-.93t0 2:69) (-2-23t0 2-30) (-1-60to 3-06) (-2:25t0 2-24) (-1.98t0 2-62)
Missing data, n (%) 30 (2%) 30 (2%) 0-146t 8 (2%) 6 (2%) 1-0001 22 (2%) 24 (3%) 0-130t
Mini-mental state examination results
Mean (SD) 21-4 (6-0) 22-8 (5-6) <0-0001%  221(6:0) 236 (5-8) 0-0003f  21:2(6.0) 225 (5-5) <0-0001%
Median (IQR) 23.0(18-0-26-0)  24-0(19-0-27-0) 24.0 (19-0-26.0)  25-0 (20:5-28-0) 23.0(18-:0-26:0)  24-0 (19:0-27-0)
Missing data, n (%) 16 (1%) 24 (2%) 0-015+ 2 (<1%) 4(1%) 0229t 14 (1%) 20 (2%) 0-035t
Grouped results, n (%)§ <0-0001t <0-0001t <0-0001t
0-17 (severe impairment) 400 (22%) 209 (17%) 86 (17%) 53 (16%) 314 (24%) 156 (18%)
18-22 (mild impairment) 458 (25%) 281 (23%) 121 (25%) 60 (18%) 337 (26%) 221 (25%)
23-27 (normal) 705 (39%) 456 (37%) 206 (42%) 112 (34%) 499 (38%) 344 (39%)
28-30 (maximum) 235 (13%) 277 (23%) 79 (16%) 107 (32%) 156 (12%) 170 (19%)
Depression symptomatology scores
Mean (SD) 254(6-3) 256 (63) 0-453* 24-8 (61) 249 (6-3) 0-928* 25:6(6:3) 25-8 (6-4) 0-414*
Median (IQR) 24.0(20-0-29-0)  24-0 (20-0-30-0) 24-0 (20-0-29-0)  24-0 (20-0-29-0) 24.0(21.0-29.0)  25.0 (21.0-30.0)
Missing data, n (%) 75 (4%) 22 (2%) <0-0002t 23 (5%) 5 (1%) 0-017+ 52 (4%) 17 (2%) 0-0061
Grouped results, n (%)§9 0-173t 0-633t 0-281t
Score 17-20 438 (25%) 310 (25%) 135 (29%) 102 (31%) 303 (24%) 208 (23%)
Score 21-24 504 (29%) 312 (25%) 133 (28%) 80 (24%) 371 (29%) 232 (26%)
Score 25-29 389 (22%) 293 (24%) 103 (22%) 74 (22%) 286 (23%) 219 (24%)
Score 30-50 408 (23%) 310 (25%) 100 (21%) 75 (23%) 308 (24%) 235 (26%)

*Test of equal mean, with an assumption of equal variance (test of equal variance is not rejected). tTest of equal proportions () test or Fisher’s exact test). {Test of equal mean, without an assumption of equal
variance (test of equal variance is rejected). §Missing data are excluded from the totals for percentage calculations. §iGrouped by dividing the total distribution into quartiles.

Table 2: Cognitive measures and depression symptomatology for the 1905 and 1915 cohorts (in-person participants only)

Kaare Christensen, Mikael Thinggaard, Anna Oksuzyan, Troels Steenstrup, Karen Andersen-Ranberq, Bernard Jeune, Matt McGue, James W Vaupel
www.thelancet.com Published online July 11, 2013 http://dx.doi.org/10.1016/50140-6736(13)60777-1
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Is dementia incidence declining?

Trends in dementa incidence since 1990 in the Rotterdam Scudy

ABSTRACT
Objective: To investigate whether dementia incidence has changed over the last 2 decades.

Methods: We compared dementia incidence in 2 independent subcohorts of persons aged 60-90
years from the Rotterdam Study, a population-based cohort study. The first subcohort started in
1990 (n = 5,727), the second in 2000 (n = 1,769). Participants were dementia-free at baseline
and followed for at maximum 5 years. We calculated age-adjusted dementia incidence rates for
the 2 subcohorts in total, in 10-year age strata, and for men and women separately. We also
compared mortality rates, differences in prevalence of vascular risk factors, and medication use.
Finally, we compared brain volumes and the extent of cerebral small vessel disease in participants
who underwent brain imaging 5 years after the baseline examinations.

Results: In the 1990 subcohort (25,696 person-years), 286 persons developed dementia, and in
the 2000 subcohort (8,384 person-years), 49 persons. Age-adjusted dementia incidence rates
were consistently, yet nonsignificantly, lower in the 2000 subcohort in all strata, reaching border-
line significance in the overall analysis (incidence rate ratio 0.75, 95% confidence interval [Cl]
0.56-1.02). Mortality rates were also lower in the 2000 subcohort (rate ratio 0.63, 95% CI
0.52-0.77). The prevalence of hypertension and obesity significantly increased between 1990
and 2000. This was paralleled by a strong increase in use of antithrombotics and lipid-lowering
drugs. Participants in 2005-2006 had larger total brain volumes (p < 0.001) and less cerebral
small vessel disease (although nonsignificant in men) than participants in 1995-1996.

Conclusions: Although the differences in dementia incidence were nonsignificant, our study sug-
gests that dementia incidence has decreased between 1990 and 2005. Neurology® 2012;78:
1456-1463
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IMPORTANCE Understanding the major health problems in the United States and how they
are changing over time is critical for informing national health policy.

OBJECTIVES To measure the burden of diseases, injuries, and leading risk factors in the
United States from 1990 to 2010 and to compare these measurements with those of the 34
countries in the Organisation for Economic Co-operation and Development (OECD) countries.

DESIGN We used the systematic analysis of descriptive epidemiology of 291 diseases and
injuries, 1160 sequelae of these diseases and injuries, and 67 risk factors or clusters of risk
factors from 1990 to 2010 for 187 countries developed for the Global Burden of Disease 2010
Study to describe the health status of the United States and to compare US health outcomes
with those of 34 OECD countries. Years of life lost due to premature mortality (YLLs) were
computed by multiplying the number of deaths at each age by a reference life expectancy at
that age. Years lived with disability (YLDs) were calculated by multiplying prevalence (based
on systematic reviews) by the disability weight (based on population-based surveys) for each
sequela; disability in this study refers to any short- or long-term loss of health.
Disability-adjusted life-years (DALYs) were estimated as the sum of YLDs and YLLs. Deaths
and DALYs related to risk factors were based on systematic reviews and meta-analyses of
exposure data and relative risks for risk-outcome pairs. Healthy life expectancy (HALE) was
used to summarize overall population health, accounting for both length of life and levels of ill
health experienced at different ages.

RESULTS US life expectancy for both sexes combined increased from 75.2 years in 1990 to
78.2 years in 2010; during the same period, HALE increased from 65.8 years to 68.1 years.
The diseases and injuries with the largest number of YLLs in 2010 were ischemic heart
disease, lung cancer, stroke, chronic obstructive pulmonary disease, and road injury.
Age-standardized YLL rates increased for Alzheimer disease, drug use disorders, chronic
kidney disease, kidney cancer, and falls. The diseases with the largest number of YLDs in 2010
were low back pain, major depressive disorder, other musculoskeletal disorders, neck pain,
and anxiety disorders. As the US population has aged, YLDs have comprised a larger share of
DALYs than have YLLs. The leading risk factors related to DALYs were dietary risks, tobacco
smoking, high body mass index, high blood pressure, high fasting plasma glucose, physical
inactivity, and alcohol use. Among 34 OECD countries between 1990 and 2010, the US rank
for the age-standardized death rate changed from 18th to 27th, for the age-standardized YLL
rate from 23rd to 28th, for the age-standardized YLD rate from 5th to 6th, for life expectancy
at birth from 20th to 27th, and for HALE from 14th to 26th.

CONCLUSIONS AND RELEVANCE From 1990 to 2010, the United States made substantial
progress in improving health. Life expectancy at birth and HALE increased, all-cause death
rates at all ages decreased, and age-specific rates of years lived with disability remained
stable. However, morbidity and chronic disability now account for nearly half of the US health
burden, and improvements in population health in the United States have not kept pace with
advances in population health in other wealthy nations.

Original Investigation

The State of US Health, 1990-2010
Burden of Diseases, Injuries, and Risk Factors

US Burden of Disease Collaborators

JAMA. 2013;310(6):591-608.

Corresponding Author: Christopher
J. L. Murray, MD, DPhil, Institute for
Health Metrics and Evaluation, 2301
Fifth Ave, Ste 600, Seattle, WA 98121
(cjim@uw.edu).
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Il cambiamento delle coorti e stato indotto
dal miglioramento delle condizioni di vita.
Ha un ruolo anche la riduzione della poverta
indiscutibilmente avvenuta in Europa e in
USA in questi ultimi decenni?
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Alcuni dati piu diretti sul rapporto
poverta-funzioni cognitive-salute
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Poverty Impedes Cognitive Function

Anandi Mani,! Sendhil Mullainathan,?* Eldar Shafir,** Jiaying Zhao*

The poor often behave in less capable ways, which can further perpetuate poverty. We hypothesize
that poverty directly impedes cognitive function and present two studies that test this hypothesis.
First, we experimentally induced thoughts about finances and found that this reduces cognitive
performance among poor but not in well-off participants. Second, we examined the cognitive function
of farmers over the planting cycle. We found that the same farmer shows diminished cognitive
performance before harvest, when poor, as compared with after harvest, when rich. This cannot be
explained by differences in time available, nutrition, or work effort. Nor can it be explained with
stress: Although farmers do show more stress before harvest, that does not account for diminished
cognitive performance. Instead, it appears that poverty itself reduces cognitive capacity. We suggest
that this is because poverty-related concems consume mental resources, leaving less for other tasks.
These data provide a previously unexamined perspective and help explain a spectrum of behaviors
among the poor. We discuss some implications for poverty policy.

SCIENCE 341:976-80, 2013
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Raven's Matrices Cognitive Control
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Fig. 1. Accuracy on the Raven’s matrices and the cognitive control tasks in the hard and easy
conditions, for the poor and the rich participants in experiment 1. (Left) Performance on the
Raven's Matrices task. (Right) Performance on the cognitive control task. Error bars reflect £1 SEM. Top
horizontal bars show two-way interaction (poor versus rich x hard versus easy). *P < 0.05, **P < 0.01,
***P <0.001

Mani A. et al, SCIENCE 341:976-80, 2013
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Raven’s Matrices Cognitive Control Cognitive Control
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Fig. 4. Accuracy on the Raven's matrices and the cognitive control tasks for pre-harvest and
post-harvest farmers in the field study. (Left) Performance on Raven’s matrices task. (Middle and
Right) Stroop task (measuring cognitive control) response times (RT) and error rates, respectively;
error bars reflect £1 SEM. Top horizontal bars show test for main effect of pre- versus post-harvest
(***P < 0.001).

Mani A. et al, SCIENCE 341:976-80, 2013
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In the study of farmers, the mental acuities of the
same farmer varied with swings in income. These
rural farmers typically are paid once per year, after
the harvest, meaning they are under significant
financial pressure before the harvest.

The researchers gave the farmers challenging
cognitive tests before and after the harvest. They
saw clear and demonstrable improvement in
cognitive capacity after the harvest, as well as after
payday. This outcome held after accounting for the
stress of preharvest periods.

M. Brooks, Sept. 5, 2013

“Poverty exacts a high cognitive toll”

www.medsca pe.com
29



Previous views of poverty have attributed low
mental functioning to personal failings of the poor
individuals, or a lack of education or nutrition.

On the contrary, the study suggests a causal, not
merely correlational relationship between poverty
and mental function. The lack of financial
resources itself can lead to impaired cognitive
function.

M. Brooks, Sept. 5, 2013

“Poverty exacts a high cognitive toll”

www.medscape.com
30



“Poverty exacts a high cognitive toll”

“Poverty related concerns consume mental
resources...”

Una visione che non puo essere interpretata
come materialistica, ma nella prospettiva di
determinanti multiple nel controllo del
comportamento umano.
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“Se una persona e ricoverata ferita in un ospedale
non e necessario misurare il colesterolo”

(Papa Francesco)
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2

Effect akin to
being in poverty

> 1 oo N @
A ¢ S~ W VTS

N oW

Likelihood of self-control failure

o =

0 -5 10 152025 30 35
Amount of self control used earlier in the day

Mental toll. People become progressively worse at self-control the more they have
engaged in self-control previously. The more that people used self-control not to give
into desires earlier in the day, the more likely it was that a desire impelled an impulsive
behavior later in the day. This situation is akin to poverty, which requires that people
often battle back desires. Adapted from (12).

Vohs KD. SCIENCE 341:969-70, 2013
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ORIGINAL INVESTIGATION

The Combined Association of Psychological Distress
and Socioeconomic Status With All-Cause Mortality

A National Cohort Study

Antonio Ivan Lazzarino, MD, MSc, FFPH; Mark Hamer, PhD;

Emmanuel Stamatakis, PhD; Andrew Steptoe, DSc

Background: Psychological distress and low socio-
economic status (SES) are recognized risk factors for
mortality. The aim of this study was to test whether
lower SES amplifies the effect of psychological distress
on all-cause mortality.

Methods: We selected 66 518 participants from the
Health Survey for England who were 35 years or older,
free of cancer and cardiovascular disease at baseline,
and living in private households in England from 1994
to 2004. Selection used stratified random sampling,
and participants were linked prospectively to mortality
records from the Office of National Statistics (mean
follow-up, 8.2 years). Psychological distress was mea-
sured using the 12-item General Health Question-
naire, and SES was indexed by occupational class.

Results: The crude incidence rate of death was 14.49 (95%
CI,14.17-14.81) per 1000 person-years. After adjustment
for age and sex, psychological distress and low SES cat-
egory were associated with increased mortality rates. In
a stratified analysis, the association of psychological dis-
tress with mortality differed with SES (likelihood ratio test—
adjusted P<<.001), with the strongest associations being
observed in the lowest SES categories.

Conclusions: The detrimental effect of psychological dis-
tress on mortality isamplified by low SES category. People
in higher SES categories have lower mortality rates even
when they report high levels of psychological distress.

JAMA Intern Med. 2013;173(1):22-27.

Published online December 3, 2012.
doi:10.1001/2013.jamainternmed.951

34



3.5

@ High SES
3.0 B Medium SES
= A Low SES I
s 25- 1
=
o 2.0- % —E
S i5 i/«—'l
= [ ] _‘_’_/,_E
:é _ _.__.—-—-"_'"_—_—_———_—_1
= 1.0 ()
-
0.5
0 I I I
Low Medium High

Psychological Distress Level

Figure. Age- and sex-adjusted hazard ratios (HRs) for all-cause mortality as
a function of psychological distress for each stratum of socioeconomic
status (SES). The reference category (HR, 1.00) included participants with
low psychological distress (General Health Questionnaire score, 0) and a
high SES level (professional or managerial positions) (likelihood ratio
test-adjusted P < .001). Whiskers represent 95% confidence intervals.

Antonio Ivan Lazzarino, MD, MSc, FFPH: Mark Hamer, PhD:
Emmanuel Stamatakis, PhD; Andrew Steptoe, DSc

JAMA Intern Med. 2013;173(1):22-27.



What are the implications of these findings for lower-SES
communities? Culture may be a powerful mediator of
health in poor communities. Evidence suggests that
immigrant Mexican Americans enjoy better mental and
physical health than their US-born Mexican American
counterparts. Similarly, despite higher rates of poverty,
ethnic minority populations enjoy lower or similar rates of
mental disorders than their wealthier white counterparts.
Efforts to strengthen the social capital of poor communities
might well reverse the dual challenges to health of poorer
resources and marginalization or demoralization.

Wells KB, Miranda J. JAMA Intern Med 173(1):27-28, 2013
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Do Socioeconomic Health Differences Persist
in Nonagenarians?

Linda Enroth,"? Jani Raitanen, Antti Hervonen,'* and Marja Jylhd'?

IGerontology Research Center and
2School of Health Sciences, University of Tampere, Finland.
SUKK Institute for Health Promotion Research, Tampere, Finland.

Objectives. Social inequality in health is well documented in younger adults and the younger old adults, but data from
the very old adults are scarce. We used a representative population sample to investigate socioeconomic differences in
health and functioning among nonagenarian men and women.

Method. Data came from the Vitality 90+ Study. All individuals aged 90 and older in the city of Tampere, Finland,
were included, irrespective of health or dwelling place. Data were collected from 1,283 participants whose age range ran
from 90 to 107 years. Education and former main occupation were used as indicators of socioeconomic status, and health
was measured as functional ability, comorbidity. and self-rated health. Data were analyzed in a cross-sectional design
using cross tabulation, ordered regression model with marginal effects, and binary logistic regression model.

Results. Manual workers had poorer functional ability and health than upper nonmanuals and similarly the low-
educated suffered more from health issues than the high-educated. Most analyses showed a graded association between
the lower socioeconomic status and a poorer health outcome. On each level of the socioeconomic hierarchy, men had better
functional status than women.

Discussion. We found socioeconomic differences in functional ability, comorbidity, and self-rated health in nonage-
narians. Our findings suggest that social disparity in health and functioning exists in very old age.

Key Words: Comorbidity—Functional health status—Health disparities—Oldest-old—Self-rated health—Socioeco-
nomic status.

J Gerontol (B): 68(5):837-47, 2013
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La complessita delle determinanti della salute
richiede ancora molto lavoro sperimentale.

Stabilita o instabilita del rapporto poverta-salute.

| dati impediscono conclusioni superficiali, inutili
per progettare interventi sociali sulle comunita e
clinico-psicologici sui cittadini.
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Migraine prevalence, socioeconomic
status, and social causation

Walter I. Stewart, PhD ABSTRACT

Jason Roy, PhD Objective: To determine whether the known higher prevalence of migraine in lower household (HH)
Richard B. Lipton, MD  jrcome groups is explained by a higher incidence rate or a lower remission rate.

Methods: We used data from the American Migraine Prevalence and Prevention Study, a US

Correspondence to national sample of 132,674 females (with a 64.3% response rate) and 124,665 males (with a

Dr. Stewart: 62.0% response rate) 12 years of age and older. Data were previously collected on migraine

stewarwf@sutterhealth.org symptoms, onset age, and demographics. Previously validated methods applied to the American
Migraine Prevalence and Prevention Study data were used to simulate a cohort study. Incidence
and remission rates were estimated within 3 sex-specific HH income groups (<$22,500,
$22,500-$59,999, and =$60,000). The x* test was used to determine whether the incidence
or remission rates differed by HH income group as an explanation for differences in migraine
prevalence by HH income.

Results: Migraine prevalence increased as HH income decreased for females (x2, p < 0.01) and
males (x%, p < 0.01). Differences were not explained by race and other known confounders.
Variation in prevalence was explained, in large part, by a higher incidence rate in the lower HH
income groups for both females (x2, p < 0.01) and males (x%, p < 0.01). Migraine remission rates
did not differ by HH income.

Conclusions: The higher incidence of migraine in lower HH income groups is compatible with the
social causation hypothesis. Once initiated, migraine remission is independent of HH income.
Onset and remission may have etiologically distinct causes. Neurology® 2013;81:1-8
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Il lavoro come fonte di sicurezza economica
e di serenita vitale.
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EDITORIALS

The impact of the workplace on health

Job insecurity increases the risk of coronary heart disease

Cary Cooper distinguished professor of organisational psychology and health', Brian Faragher
medical statistician®

'Lancaster University Management School, Lancaster University, Lancaster LA1 4YW, UK; Division of Clinical Sciences, Liverpool School of
Tropical Medicine, Liverpool, UK

BMJ 2013;347:14944 doi: 10.1136/bmj.f4944 (Published 8 August 2013)
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Study No of No of Relative risk Relative risk

participants events (95% CI) (95% CI)

BCS 1982 263 21 | = 3.41 (0.81 to 14.50)

Still Working 1986 6400 508 0.92 (0.69 t0 1.23)

NHS 1992 36910 154 1.04 (0.69 to 1.57)

WOLF-S 1992 5351 106 1.04 (0.66 t0 1.63)

CCHmen 1993 551 70 s 2.50 (1.10 to 5.60)

CCHwomen 1993 595 34 i 1.40 (0.50 to 3.20)

Belstress 1994 13305 73 = 0.42(0.13 to 1.35)

Whitehall 11 1995 4244 84 —— 1.63 (1.06 to 2.53)

IPAW 1996 1618 19 —_— 2.47 (0.99 to 6.16)

WOLF-N 1996 4386 121 I 0.98 (0.63 to 1.51)

COPSQ- 11997 1690 33 —_—— 0.76 (0.31 to 1.84)

HeSSup 1998 14133 58 ——— 1.19 (0.60 to 2.36)

PUMA 1999 1683 16 2 2.22(0.73 t0 6.75)

DWECS 2000 4917 44 +—— 1.72 (0.88 t0 3.37)

FPS 2000 42563 231 —- 1.16 (0.77 to 1.75) .

HNR 2000 1717 35 ® 0.66 (0.16 to 2.79) Virtanen M et aI,
COPSQ-Il 2004 3246 10 0.96 (0.20 to 4.64) BMJ 347:f4746,
Total: P=0.170, 1>=24.6% - 1.19 (1.00 to 1.42) 2013

0.05 1 2 5 15

Fig 3 Forest plot of studies investigating the association between job insecurity and incident CHD, adjusted for multivariable
analysis. Multivariable adjustment: age, sex, socioeconomic status, smoking, alcohol use, physical activity, body mass
index, hypertension, hypercholesterolaemia, and diabetes (adjusted factors varied by study; table 1 shows a detailed list
of adjusted covariates in different studies). BCS=Blue Collar Study®; Still Working®'; NHS=Nurses’ Health Study'®;

CCH=Copenhagen City Heart Study'’; Whitehall Il Study®’; WOLF-S=Work, Lipids, Fibrinogen-Stockholm®;

BELSTRESS=Belgian Job Stress Project®™; IPAW=Intervention Project on Absence and Well-being®; WOLF-N=Work,

Lipids, Fibrinogen-Norrland®; COPSOQ-I=Copenhagen Psychosocial Questionnaire version 1¥; HeSSup=Health and Social

Support®; PUMA=Burnout, Motivation and Job Satisfaction Study®; DWECS=Danish Work Environment Cohort Study®;

FPS=Finnish Public Sector Study*; HNR=Heinz-Nixdorf Recall Study®*; COPSOQ-II=Copenhagen Psychosocial Questionnaire 42
version 2. The Women's Health Study'® was excluded because no multivariable adjusted results were reported



Workplace practices have health as well as economic
consequences, and that the wellbeing of the
individual employee also needs to be weighed in the
balance. Work, the activity most people still spend
most time engaged in, is increasingly the source of
harmful stresses that are outside the control of
individuals but potentially within the control of
those who manage our workplaces. The failure of
politicians and employers to deal with this problem
adequately could be storing up serious population
health problems in the future.

Cooper C, Faragher B. BMJ 347:f4944, 2013
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BM]

| Effect of baseline deprivation, decrease in unemployment, and increase in average household income on increase in life expectancy

Increase in life expectancy—months (95%

Factor influencing life expectancy Cl)* P value
Men (R?=0.27)

Additional increase in life expectancy with each 1% decline in unemployment 2.2 (0.5t03.8) 0.009
rate

Additional increase in life expectancy with each £1000 increase in disposable 1.4 (0.310 2.5) 0.01
household income per head

Additional increase in life expectancy for each point that LA’s initial level of 0.2(0.1100.3) <0.001
deprivation (IMD2000) is lower than average

Women (R?=0.28)

Additional increase in life expectancy with each 1% decline in unemployment 1.7 (0.4 to0 3.1) 0.013
rate

Additional increase in life expectancy with each £1000 increase in disposable 1.1 (0.2101.9) 0.016
household income per head

Additional increase in life expectancy for each point that LA’s initial level of 0.3(0.2100.4) <0.001

deprivation (IMD2000) is lower than average

IMD2000=Indices of Multiple Deprivation 2000; LA=Ilocal authority.

*95% Cl based on robust standard errors; model based on equation 1 (see text); model also adjusted for nine government office regions (No of local authorities=324).

Barr B. et al, BMJ 345:17, 2012

44



Impact of 2008 global economic crisis on suicide: time

trend study in 54 countries
O8] OPEN ACCESS

Shu-Sen Chang research assistant professor'*°, David Stuckler senior research leader*®, Paul Yip

professor'®, David Gunnell professor®

Abstract

Objective To investigate the impact of the 2008 global economic crisis
on international trends in suicide and to identify sex/age groups and
countries most affected.

Design Time trend analysis comparing the actual number of suicides
in 2009 with the number that would be expected based on trends before
the crisis (2000-07).

Setting Suicide data from 54 countries; for 53 data were available in
the World Health Organization mortality database and for one (the United
States) data came the CDC online database.

Population People aged 15 or above.

Main outcome measures Suicide rate and number of excess suicides
in 2009.

Results There were an estimated 4884 (95% confidence interval 3907
to 5860) excess suicides in 2009 compared with the number expected
based on previous trends (2000-07). The increases in suicide mainly
occurred in men in the 27 European and 18 American countries; the
suicide rates were 4.2% (3.4% t0 5.1%) and 6.4% (5.4% to 7.5%) higher,
respectively, in 2009 than expected if earlier trends had continued. For
women, there was no change in European countries and the increase
in the Americas was smaller than in men (2.3%). Rises in European men
were highest in those aged 15-24 (11.7%), while in American countries
men aged 45-64 showed the largest increase (5.2%). Rises in national
suicide rates in men seemed to be associated with the magnitude of
increases in unemployment, particularly in countries with low levels of
unemployment before the crisis (Spearman’s r=0.48).

Conclusions After the 2008 economic crisis, rates of suicide increased

in the European and American countries studied, particularly in men and
in countries with higher levels of job loss.

BMJ 2013;347:15239 doi: 10.1136/bm|.f5239 (Published 17 September 2013)
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Nel 2009 c’e stato un aumento del 37% del tasso di disoccupazione e un calo
del 3% nel PIL pro capite, il che riflette I'inizio della crisi economica nel 2008.

| disoccupati hanno iniziato a crescere negli Stati Uniti e in Canada nel 2008,
con un aumento drammatico nel 2009-10, quando la crisi ha raggiunto anche
I’Europa. Nel 2009 i suicidi tra gli uomini sono aumentati del 3,3% in tutti i
paesi studiati, con picchi del 4,2% nei 27 paesi europei e del 6,4% in 18 stati
nordamericani. Ma I'aumento maggiore del 2009 nei tassi di suicidio maschile,
il 13,3%, e stato osservato nei nuovi stati membri dell'UE: Bulgaria, Repubblica
Ceca, Estonia, Ungheria, Lettonia, Lituania, Malta, Polonia, Romania e
Slovenia. Seguivano Stati Uniti e Canada con I’8,9%, poi Caraibi e Centro
America con incrementi del 6,4% a fronte di un aumento piu contenuto nei
paesi sudamericani. La crescita dei suicidi era legata all'aumento della
disoccupazione, in particolare nei maschi che avevano perso il lavoro o con
problemi finanziari, e nei paesi con bassi livelli di disoccupazione pre-crisi. La
crisi economica globale del 2008 ha incrementato i suicidi nei paesi colpiti in
modo simile alle recessioni del passato, come la Grande Depressione del 1930.
Servono interventi urgenti, specie sul mercato del lavoro, per evitare che il
protrarsi della crisi economica provochi un ulteriore aumento dei suicidi.

Chang SS et al, BMJ 347:f5239, 2013 46



Il suicidio € aumentato in particolare nelle
nazioni (ad es. USA) dove vi é stata una perdita
di posti di lavoro (crisi dei mutui subprime).
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Socioeconomic development to fight malaria, and beyond

*Jurg Utzinger, Marcel Tanner

Lancet 382:920-22, 2013
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Una problematica specifica e rappresentata dai
gruppi marginali: senza casa, tossicodipendenti,

ex carcerati.
In questi casi di devono adottare interventi

specifici (vedi ad esempio il trattamento della
tubercolosi in UK).
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Alcune considerazioni senza una conclusione

50



| tagli indiscriminati producono malattie e morti,
destabilizzano i sistemi sanitari e, a lungo andare,
condizionano le possibilita di ripresa. Ogni giorno
in qualche parte del mondo si discute di finanza,
economia, debiti sovrani, borsa e spread, a volte
con notevole grado di sofisticazione. Chi mai
discute dei costi che queste misure d’austerita
comportano per la vita degli uomini? E quale
politico ne tiene conto?

G. Remuazzi, Corriere della Sera, 15 settembre 2013
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There are many barriers to ending extreme poverty,
boosting shared prosperity, and achieving universal
health coverage. Clinicians must continue to lead the
way in delivering high-quality services to patients
and demanding that all patients, regardless of class
or nationality, deserve a chance at a healthy life.
Achieving improved health for all will require
building health equity and economic transformation
as a single structure, a citadel to shelter the lives of
future generations.

Kim JY, Chan M. JAMA 310(9):901-2, 2013
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COMMENTARY

Older people in the UK: under attack from all
directions

MARTIN McKee', DaviD STUCKIER'?

'European Centre on Health of Sodieties in Transition, London School of Hygiene and Tropical Medicine, London, UK
2De;::ar‘tment of Sociology, University of Cambridge, Cambridge, UK

Address comrespondence to: M. McKee. Tel: (+44) 20 7927 2229; Fax (+44) 20 7927 2701. Email: martin.mckee@lshtm.ac.uk

Abstract

Britain’s aged population has, so far, been spared the worst of the government’s austerity policies, which have impacted
most on young people and those of working age. However, this has not gone unnoticed by a number of political pundits
who are sowing inter-generational divisions, marshalling often highly selective facts to promote the argument that tomor-
row’s elderly population, the so-called ‘baby boomers’, have been living on credit that their children will have to repay.
These arguments are falling on tertile soil. A combination of actions and failures to act by the government will mean that
many older people will be much poorer than they had expected. This has profound implications for health; it is unsurpris-
ing that financial disadvantage in old age is associated with poorer health but less well known is the ‘disappointment’
paradox whereby those who were protected from adversity earlier in life suffer more when it confronts them in old age.
While each problem is, individually, recognised, the gravity of their collective consequences does not yet seem to be
appreciated by health professionals who will have to care for the future generation of elderly people, and who in time will
join their ranks.

Keywords: hedlth policy, pensions, social care, older people
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La depressione dell’'uomo indebitato.

La perdita di fiducia tra i cittadini italiani e stata
drammatica (oggi solo il 16%, contro il 33%
all’inizio del 2012).

Dove ci portera rispetto alla salute la poverta
che cancella la speranza?
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Quale ruolo per il sistema sanitario italiano
nel tempo della poverta diffusa?

E quale ruolo per i medici? Solo come
cittadino o come persone che rivestono
responsabilita particolari?
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“La natura complessa della conoscenza e il suo rapporto con
I'incertezza, |'unita bio-psico-antropolica della condizione
umana, il pianeta Terra come destino comune dell'umanita,
I'etica della comprensione sono problemi che oggi richiedono
(...) il superamento dell'attuale organizzazione del sapere
frammentato in tanti ambiti che non comunicano fra loro,
attraverso un pensiero complesso, capace di concepire la
multidimensionalita di tutti i problemi che si pongono con
I'affermarsi vorticoso dell'era planetaria®.

E. Morin, Il Sole 24 Ore, 15 aprile, 2012
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Dati ISTAT di confronto tra il I° trimestre 2012
e 2013 (Veneto)

e Natalita -7%
e Mortalita -11%

e 1300 centenari in Veneto, 267 a Brescia
(234 donne, 33 uomini)

Come superare la crisi economica se mancano
le classi giovani che producono reddito?
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Financial crisis, austerity, and health in Europe

Key messages

The public health effects of the economic crisis are already visible, particularly in
the countries most affected by recession; however, Iceland has so far avoided
negative health effects

Strong social protection mechanisms (both formal and informal) can mitigate
some negative effects of recession on health, such as increasing suicides

Austerity measures can exacerbate the short-term public health effect of
economic crises-eg, through cost-cutting or increased cost-sharing in health care,
which reduce access and shift the financial burden to households

Policy responses to a similar set of economic shocks varied between countries and
have led to differing health outcomes, creating potential for future research about
how economic changes affect health, policy responses that can mitigate risks, and
why some societies are more resilient than others

Economic crises and their countermeasures have pronounced and unintended
effects of public health, yet public health experts have remained largely silent
during this crisis.

M. Karanikolos et al, Lancet 381:1323-31, 2013 £g



