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EDUCATIONAL INEQUALITIES IN MORTALITY ACROSS 17 EU 

POPULATIONS,  MEN 1980-2014 (Mackenbach, Pnas 2018) 

 

Heterogeneity 

in policy 

response 

Social 

inequalities 

in health are 

still there 

Social divide 

East-West 

divide 

Narrowing 

absolute 

inequalities? 



JAHEE 

three 

steps 

PFA Policy framework for action  

“TO BE” 

CA     Country assessment    CA  

AS IS 

ACTIONS 

to be implemented  

What 

should be 

done? 

How far 

we are 

from what 

should be 

done and 

why? 

It can be 

done! 

Lessons 

learned: 

what 

next? 

We are here: 

DONE! 



Five policy domains  

WP5 monitoring 

WP6 healthy living environments 

WP7 immigration 

WP8 health systems 

WP9 governance/HiAP 
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Policy response in Italy  
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WP5 monitoring 

WP6 healthy living environments 

WP7 immigration 

WP8 health systems 

WP9 governance/HiAP 



WP5 monitoring: INTEGRATING CENSUS COVARIATES 

INTO THE  INDIVIDUAL RECORD OF THE NHS 

POPULATION REGISTRY 

WP6 healthy living environments 

WP7 immigration 

WP8 health systems 

WP9 governance/HiAP 

Policy response in Italy  
under the umbrella of  JAHEE? 
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Simulation of regional variation in NHS capitation formula 2015 
(Euros), according to the adjustment of the impact of age (green) and 
deprivation (grey) on the need of each level of care (hospitalization, 

outpatient care, medication) 
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WP5 monitoring: INTEGRATING CENSUS COVARIATES INTO 

THE  INDIVIDUAL RECORD OF THE NHS POPULATION 

REGISTRY 

WP6 healthy living environments: HEALTH EQUITY 

AUDIT IN THE NEW NATIONAL PREVENTION PLAN 

PNP 

WP7 immigration 

WP8 health systems 

WP9 governance/HiAP 

Policy response in Italy  
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UOMINI Fumo Alcol BMI AF F&V DONNE Fumo Alcol BMI AF F&V

Piemonte Piemonte

Liguria Liguria

Lombardia 1.8% 0.4% 2.1% 4.2% 0.4% Lombardia 0.6% 0.2% 2.8% 4.7% 0.5%

Trentino Trentino

Veneto Veneto

Friuli Friuli

Emilia Emilia

Marche Marche

Toscana Toscana

Umbria Umbria

Lazio Lazio

Campania Campania

Abruzzo Abruzzo

Molise Molise

Puglia Puglia

Basilicata Basilicata

Calabria Calabria

Sicilia Sicilia

Sardegna Sardegna
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UOMINI Fumo Alcol BMI AF F&V DONNE Fumo Alcol BMI AF F&V

Piemonte Piemonte

Liguria Liguria

Lombardia 8.7 1.7 10.2 20.1 1.7 Lombardia 1.6 0.5 8.0 13.4 1.5

Trentino Trentino

Veneto Veneto

Friuli Friuli

Emilia Emilia

Marche Marche

Toscana Toscana

Umbria Umbria

Lazio Lazio

Campania Campania

Abruzzo Abruzzo

Molise Molise

Puglia Puglia

Basilicata Basilicata

Calabria Calabria

Sicilia Sicilia

Sardegna Sardegna

UOMINI Fumo Alcol BMI AF F&V DONNE Fumo Alcol BMI AF F&V

Piemonte 24.9 Piemonte 14.6

Liguria 18.2 Liguria 13.6

Lombardia 8.7 1.7 10.2 20.1 1.7 Lombardia 1.6 0.5 8.0 13.4 1.5

Trentino 15.3 Trentino 6.6

Veneto 20.8 Veneto 5.9

Friuli 22.7 Friuli 11.5

Emilia 14.5 Emilia 13.1

Marche 17.0 Marche 9.5

Toscana 15.6 Toscana 11.0

Umbria 17.8 Umbria 10.0

Lazio 21.7 Lazio 15.9

Campania 24.5 Campania 12.8

Abruzzo 25.9 Abruzzo 9.9

Molise 30.1 Molise 10.2

Puglia 21.0 Puglia 11.6

Basilicata 27.4 Basilicata 14.4

Calabria 25.8 Calabria 12.4

Sicilia 31.4 Sicilia 10.6

Sardegna 30.0 Sardegna 15.2
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UOMINI Fumo Alcol BMI AF F&V DONNE Fumo Alcol BMI AF F&V

Piemonte 19.9 2.0 10.6 24.9 1.1 Piemonte 1.7 0.6 8.8 14.6 0.2

Liguria 31.3 1.9 7.4 18.2 3.0 Liguria 1.6 1.8 8.5 13.6 1.2

Lombardia 8.7 1.7 10.2 20.1 1.7 Lombardia 1.6 0.5 8.0 13.4 1.5

Trentino 9.7 5.5 5.6 15.3 1.5 Trentino 0.9 0.5 5.6 6.6 1.3

Veneto 5.2 2.4 9.9 20.8 1.1 Veneto 0.2 1.3 6.5 5.9 0.4

Friuli 13.9 4.3 11.4 22.7 3.4 Friuli 5.8 3.4 9.0 11.5 1.3

Emilia 10.6 1.2 2.2 14.5 1.7 Emilia 0.6 0.4 8.9 13.1 0.7

Marche 3.9 5.1 7.0 17.0 1.7 Marche 0.6 0.1 10.2 9.5 0.6

Toscana 14.1 4.0 9.3 15.6 1.3 Toscana 0.6 0.0 9.0 11.0 1.1

Umbria 9.1 10.1 7.0 17.8 1.5 Umbria 0.8 1.3 8.8 10.0 0.6

Lazio 14.7 6.2 4.0 21.7 3.5 Lazio 0.9 0.3 8.3 15.9 2.2

Campania 31.0 6.4 10.4 24.5 3.6 Campania 0.8 0.4 10.6 12.8 1.3

Abruzzo 18.5 5.5 7.6 25.9 4.7 Abruzzo 0.9 0.3 10.9 9.9 0.7

Molise 14.3 6.8 9.1 30.1 3.3 Molise 0.5 1.1 11.3 10.2 1.4

Puglia 16.8 7.2 4.9 21.0 1.6 Puglia 0.0 0.7 9.0 11.6 1.0

Basilicata 10.5 14.8 6.6 27.4 2.0 Basilicata 0.1 1.3 7.7 14.4 1.8

Calabria 16.1 10.3 10.5 25.8 2.4 Calabria 0.6 0.7 9.8 12.4 2.2

Sicilia 17.8 4.2 6.4 31.4 2.9 Sicilia 0.2 0.6 11.0 10.6 0.8

Sardegna 12.9 11.2 5.6 30.0 5.7 Sardegna 2.7 0.7 9.2 15.2 1.7

UOMINI Fumo Alcol BMI AF F&V DONNE Fumo Alcol BMI AF F&V

Piemonte 270 27 143 337 15 Piemonte 24 8 123 206 3

Liguria 146 9 34 85 14 Liguria 8 9 43 68 6

Lombardia 256 51 299 590 51 Lombardia 49 16 241 405 45

Trentino 29 16 17 46 4 Trentino 3 2 17 20 4

Veneto 76 35 146 307 16 Veneto 3 20 98 89 6

Friuli 52 16 43 85 13 Friuli 22 13 35 44 5

Emilia 138 15 29 189 22 Emilia 8 6 121 179 10

Marche 17 23 32 77 8 Marche 3 0 48 45 3

Toscana 154 43 102 170 14 Toscana 7 0 104 128 13

Umbria 23 26 18 46 4 Umbria 2 4 24 27 2

Lazio 237 100 64 350 57 Lazio 16 5 145 279 38

Campania 491 102 165 388 56 Campania 14 7 179 217 21

Abruzzo 71 21 29 99 18 Abruzzo 4 1 43 39 3

Molise 13 6 8 27 3 Molise 0 1 11 9 1

Puglia 192 82 56 240 18 Puglia 0 9 110 141 13

Basilicata 17 24 11 45 3 Basilicata 0 2 13 25 3

Calabria 88 56 57 141 13 Calabria 3 4 56 71 13

Sicilia 245 58 88 433 40 Sicilia 3 9 163 158 12

Sardegna 65 56 28 151 29 Sardegna 14 4 48 79 9

POTENTIAL MAXIMUM IMPACT OF LEVELLING  EXPOSURE TO RISK 

FACTORS TO THE ONE OF THE MORE EDUCATED? 



Tra il 15% e il 30% 

della mortalità 

maschile e tra il 

10% e il 30% di 

quella femminile è 

dovuta alle 

disuguaglianze 

sociali.  

Non c’è nessun 

altro determinante 

così importante. 

E quella dovuta 

alle 

disuguaglianze 

nei fattori di 

rischio? 0%
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Uomini Donne

% MORTALITY ATTRIBUTABLE TO  

LOW EDUCATION 
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% di disug di mortalità spiegata da disuguaglianze  
in fumo, att fisica e BMI 

Uomini Donne

CONTRIBUTION OF THE EDUCATIONAL INEQUALITIES IN 

THE THREE MAIN RISK FACTORS (SMOKING, PHYSICAL 

ACTIVITY, BMI) TO THE MORTALITY ATTRIBUTABLE TO 

LOW EDUCATION 



WP5 monitoring: INTEGRATING CENSUS COVARIATES INTO THE  

INDIVIDUAL RECORD OF THE NHS POPULATION REGISTRY 

WP6 healthy living environments: HEALTH EQUITY AUDIT IN THE 

NEW NATIONAL PREVENTION PLAN PNP 

WP7 immigration: NO COMMENT 

WP8 health systems 

WP9 governance/HiAP 

Policy response in Italy  
under the umbrella of  JAHEE? 



WP5 monitoring: UNA COVARIATA SOCIALE IN NSIS 

WP6 healthy living environments: NUOVO PNP 

WP7 immigration: NO COMMENT 

WP9 governance/HiAP 

Policy response in Italy  
under the umbrella of  JAHEE? 

WP8 health systems: HEALTH EQUITY AUDIT 

IN THE PROCESS OF CARE AND OUTCOME 

EVALUATION (CHRONIC DISEASE) 



Fonte: Studio Longitudinale Torinese 

Prevalence % of 

diabetes in 2017, 

age adjusted 

Income  

in 2008   

 

Turin case  

study  

on diabetes  

Ischaemic heart  

disease  

age adjustetd 2009 



Educational inequalities in % of diabetic patients not 

complying the recomendation of HbA1c control every six 

months 

21.7

15.1
11.4

17.3

0

5

10

15

20

25

nessuno/

elementare

media/ sup.3aa sup.5aa/

laurea

Totale



Gnavi, 2013 

Compliance to guidelines and integrated models 

 in diabetes health care. Turin 

Mortality Equity Expenditure 

Health care 
model   RR  RR RR 

GP + Diab + 
guidelines 1.00 1.11 1.00 

GP + Diab 1.29 1.15 1.14 

GP + guidelines 0.95 1.44 1.00 

  GP 1.72 1.30 1.03 

2. Lower 

mortality 

inequalities 

3. Equal or lower costs 

compared to model with higher 

mortality 

1. Lower mortality 

Pro-active pathways of care  of chronic diseases can make the 

difference in outcomes, equity at the same cost  



WP5 monitoring: UNA COVARIATA SOCIALE IN NSIS 

WP6 healthy living environments: NUOVO PNP 

WP7 immigration: NO COMMENT 

WP9 governance/HiAP: 

INTERSECTORAL MECHANISMS OF 

COORDINATION/COOPERATION 

Policy response in Italy  
under the umbrella of  JAHEE? 

WP8 health systems: HEALTH EQUITY 

AUDIT IN PROCESS OF CARE AND 

OUTCOME (CHRONIC DISEASE) 



FROM THEORY  

TO ACTION 

COMMITMENT  

FROM AUTHORITIES 

LISTENING 

& ENGAGEMENT 

 

RAISING  

AWARENESS AND  

BUILDING COMMUNITY  



RANKING OF  23 POLICIES/ACTIONS ACCORDING TO 

EXPECTED IMPACT IN REDUCING HEALTH INEQUALITIES IN 

TORINO (feasibility in blue) 



Torino Social Impact 

A PLATFORM OF ENTERPRISES  

FOR SOCIAL INNOVATION  
(Camera di Commercio e Compagnia San Paolo) 
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Causation issues behind health inequalities  

(FEAM/ALLEA panel)  

 



•education 

•occupation  

•income 
Social position 

Explanatory framework: good poor evidence  

Health  •incidence 

•progression 

Social   

vulnerability 

Direct 

causation 

Inverse 

causation 



A natural policy experiment 

Cesarini 2016 



The public health point of view: M. Whitehead (Liverpool Univ.)  



•education 

•occupation  
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Social position 

Explanatory framework: good poor evidence  
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Known mediators  

(exposure) 

•psychosocial 

•material 

•behavioural 

•environmental 

•barriers to care 
Mediated 

causation 

Mediated 

causation 
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Explanatory framework: good poor evidence  
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Research agenda for public 

health: mechanisms 











Research agenda for public 

health: priority and target setting 



Research agenda for public health: 

proportionate universalism 



Research agenda for public health: 

natural policy experiments 
• to learn which effects could we expect from the incoming 

introduction of the Reddito di Cittadinanza (RdC, 
different from Minimum Basic Income) taking advantage 
of:  

• minimum income schemes (SIA, REI) and 
unemployment benefit schemes that have been or still 
are available, which share many features with the RdC 
and are amenable for a quasi-experimental impact 
evaluation 
– SIA and REI in INAPP and SLT (Turin) 

– Unemployment benefit and lay off policies in WHIP salute 
(UNITO and Bocconi): discontinuity in duration, amonut and 
recipiency of the benefit 



About Natural Policy Experiments:  

the case of gambling 

Different SES independent causes? 



More exposure and more vulnerability 

among low SES and in deprived areas 
Brown K, Pickernell D, Keast R, McGovern M (Editors). Socio-economic impacts of access to EGMs in Victoria: Effects on demand and 

communities. Final Report. Office of Gaming and Racing, Victorian Government Department of Justice, Melbourne, December 2011.  

Miller H. Background paper. Risk factors for problem gambling: environmental, geographic, social, cultural, demographic, socio-economic, family 

and household. Victorian Responsible Gambling Foundation. May 2015. 

Barnes GM, Welte JW, Tidwell MO, Hoffman GH. Effects of Neighborhood Disadvantage on Problem Gambling and Alcohol Abuse. J Behav 

Addict. 2013 June; 2(2): 82–89. 

Layton A, Worthington A. The impact of socio-economic factors on gambling expenditure. International Journal of Social Economics 26(1-3):pp. 

430-440 (1999). 

Low education: poor cognitive competences 

needed to refuse gambling schemes? 
Miller H. Background paper. Risk factors for problem gambling: environmental, geographic, social, cultural, demographic, socio-economic, family 

and household. Victorian Responsible Gambling Foundation. May 2015. 

Kaizeler MJ, Faustino HC, Marques R. The Determinants of Lottery Sales in Portugal. J Gambl Stud (2014) 30:729–736. 

Welte JW, Barnes GM, Tidwell MO, Wieczorek WF. Predictors of Problem Gambling in the U.S. J Gambl Stud (2016) Published online 24 August. 

Critical life events (unemployment, financial 

stress, family disruption): direct and inverse 

causation 

Centre for Social and Health Outcomes Research and Evaluation & Te Ropu Whariki. Socio-Economic Impacts of Gambling Developing a 

methodology for assessing the socio-economic impacts of gambling in New Zealand. Auckland February 2006.  

Williams, R.J., Rehm, J., & Stevens, R.M.G. (2011). The Social and Economic Impacts of Gambling. Final Report prepared for the Canadian 

Consortium for Gambling Research. March 11, 2011. 

Town of Plainville. Social and economic impacts of gambling. Deliverable 2: Review of Relevant Existing Research. 2013.  



Miller H. Background paper. Risk factors for problem gambling: environmental, geographic, social, cultural, demographic, socio-economic, family 

and household. Victorian Responsible Gambling Foundation. May 2015. 

Welte JW, Barnes GM, Tidwell MO, Wieczorek WF. Predictors of Problem Gambling in the U.S. J Gambl Stud (2016) Published online 24 August. 

Deprived areas: poverty of succes 

and economic ransom stories 

Other social risk factors:  

loneliness, juvies, gambling in the 

family, social capital (?) 
Miller H. Background paper. Risk factors for problem gambling: environmental, geographic, social, cultural, demographic, socio-economic, family 

and household. Victorian Responsible Gambling Foundation. May 2015. 

Low SES victims of regressive 

taxation:  
Welte JW, Barnes GM, Tidwell MO, Wieczorek WF. Predictors of Problem Gambling in the U.S. J Gambl Stud (2016) Published online 24 August. 

Williams, R.J., Rehm, J., & Stevens, R.M.G. (2011). The Social and Economic Impacts of Gambling. Final Report prepared for the Canadian 

Consortium for Gambling Research. March 11, 2011. 

Town of Plainville. Social and economic impacts of gambling. Deliverable 2: Review of Relevant Existing Research. 2013.  



Equity oriented policies 

new Piedmont law (NPE?) 
• National and local regulation not requiring 

collaboration from the victims 

• Fiscal regulation of the mix of offer proportional 

to the propension of creating addiction 

• Educational investment to increase cognitive 

competences needed to assess the probablity 

of success in gambling 

• Local regulation of exposure/access to 

gambling opportunities 

• Damage reduction and control for inverse 

causation 
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At the European JAHEE level 
• despite general agreementon the reasonableness of the HiAP 

approach, its implementation in practice is rarely occurring with 
the exception of the environmental field; however social health 
inequalities is the most challenging area where HiAP is 
absolutely  required; 17 countries out of the 24 participating to 
the JA (WP9 in HIAP is the most popular WP in JAHEE) 
decided to commit themselves  to improve the intersectorial 
governance in some level of policy making; 

• an additional impact at the European level is that the work of 
the specialized country assessments in each of the thematic 
WP (limited to the WP participants) and of the general country 
assessment of WP4 (for all the participating countries) will be a 
unique opportunity to update with a new piece of  comparative 
evidence of differences in policy responses made across 
Europe after the 2013 EU review. 

Is it of any value for the ASVIS 

commitment at the European level? 



At the Italian JAHEE level 
 How can we improve the collaboration and 

coordination structures and mechanism for 

intersectoral governance in the case of health 

equity, taking advantage of the the ASVIS activity 

and programmes? 

– The ASVIS platform of stakeholders  

– The ASVIS mechanisms of engagement and 

accountability 

– The ASVIS capacity building and education tools 

– … 

Is it Italian JAHEE workplan of any value 

for the ASVIS Italian commitment 



Health Equity Italy! 
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http://www.disuguaglianzedisalute.it/ 


