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ABSTRACT
Objectives  To analyse the association between individual 
and contextual socioeconomic position (SEP) with health 
status and to investigate the role of SEP and baseline 
health status on survival.
Design  Cross-sectional and cohort study.
Setting  Rome, Italy.
Participants, primary and secondary outcomes  We 
selected the 25–99 year-olds included in the Rome 2011 
census cohort. As a measure of health status on the 
census reference date (09 October 2011), we used the 
presence of chronic or rare conditions from the Disease-
Related Co-payment Exemption Registry, a database 
implemented to provide free care to people with chronic 
or rare diseases. We used logistic regression to analyse 
the association between both individual (educational 
attainment) and contextual SEP (neighbourhood real 
estate price quintiles) with baseline health status. We 
analysed the role of SEP and the presence of chronic or 
rare conditions on 5-year survival (until 31 December 
2016) using accelerated failure time models with Weibull 
distribution, reporting time ratios (TRs; 95% CI).
Results  In middle-aged, subjects with low SEP (either 
individual or contextual) had a prevalence of chronic 
conditions comparable with the prevalence in high SEP 
individuals 10 years older. Adjusted logistic models 
confirmed the direct association between SEP and 
baseline health status in both women and men. The lowest 
educated were up to 67% more likely to have a chronic 
condition than the highest educated, while the difference 
was up to 86% for lowest versus highest contextual SEP. 
Low SEP and the presence of chronic conditions were 
associated with shorter survival times in both sexes, 
lowest versus highest educated TR was TR=0.79 for 
women (95% CI: 0.77 to 0.81) and TR=0.71 for men (95% 
CI: 0.70 to 0.73). The contextual SEP shrunk survival times 
by about 10%.
Conclusion  Inequalities were present in both baseline 
health and survival. The association between SEP and 
survival was independent of baseline health status.

INTRODUCTION
Multiple factors such as sex, socioeconomic 
position, citizenship and ethnicity are asso-
ciated with differences in health. Some 
inequalities are unavoidable, others repre-
sent disparities in opportunities, knowl-
edge and resources that could be reduced 
or avoided by ad-hoc policies.1 2 Among the 

characteristic of a population, socioeco-
nomic position (SEP) is often used to tackle 
avoidable disparities in health. Overall and 
cause-specific mortality appear to be inversely 
correlated with SEP,3–6 as well as the prev-
alence of different diseases,7–9 multimor-
bidity10 11 and access to healthcare.12 13 There 
are several, valid, indicators of SEP,14 15 each 
representing different facets of individual 
wealth, resources and human capital. While 
personal SEP represents actual material or 
immaterial resources directly owned by the 
individual, contextual SEP expresses the 
reality and opportunities of the context in 
which the person lives. Both individual and 
contextual measures are found associated 
with health outcomes either used alone,3 10 11 
or used together.6 16 17

In Italy, there is a universal healthcare 
system, where healthcare is publicly funded 
and there is general access and comprehen-
sive coverage under the National Health 
Service. All subjects have free access to hospital 
care, general practitioner visits, screening 
programmes and maternity care. However, all 
individuals contribute to payments for drugs 
(especially to brand-name drugs when a 
generic drug exists), to emergency room visits 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This work links the information of baseline health 
status with individual socioeconomic position (SEP), 
contextual SEP and survival.

	⇒ We used the administrative cohort of the en-
tire Italian adult population of Rome (1.8 million 
individuals).

	⇒ The individual and contextual SEP measures have 
good reliability and help to account for different 
facets of individual wealth, resources and human 
capital.

	⇒ Presence of chronic conditions from the Disease-
Related Co-payment Exemption Registry could un-
derestimate mild forms of illness.

	⇒ Changes in contextual SEP and presence of chron-
ic or rare conditions during the follow-up were not 
considered in survival analyses.
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in absence of an emergency and to outpatient care, both 
for specialist visits and diagnostic tests and procedures.18 
As in several other countries, there are cost-sharing 
exemptions for people economically disadvantaged.19 
Moreover, in 1999, the National Health Service set up a 
co-payment exemption for people with chronic or rare 
diseases to cover outpatient specialist services aimed at 
monitoring the disease and at preventing further aggra-
vations.18 20 The recognition of the co-payment exemp-
tion right is obtained after a request to the local health 
unit of residence with a certificate, issued by a medical 
doctor from a public hospital, attesting the presence of 
the disease.20

This study had two main goals. The first was to analyse 
the association between individual and contextual SEP 
with health status, as the presence of a chronic or rare 
condition from the Disease-Related Co-payment Exemp-
tions Registry. The second goal was to investigate the role 
of (individual and contextual) SEP on survival, consid-
ering the baseline health status in a cohort of 1.8 million 
adults followed for 5 years.

METHODS
Design
We used a cross-sectional design to investigate the asso-
ciation between SEP and health status at baseline, and a 
cohort design to analyse the role of SEP on survival taking 
into account the baseline health status.

Setting and participants
Rome is the largest Italian city, with a surface of 1290 
km2 and a population of 2.5 million residents at the 
2011 census. The Rome longitudinal study included 
the residents in Rome who filled in the 2011 census 
questionnaire.6 The census included several individual 
information, such as sex, age, achieved education and 
residential census area. Through an anonymous identi-
fier, the subjects enrolled were linked to the Municipal 
Registry database and the Regional Health Information 
System, which includes the Mortality Registry and the 
Disease-Related Co-payment Exemption Registry. The 
record-linkage procedures were performed under strict 
control to protect individual privacy. The Rome longi-
tudinal study is part of the National Statistical Program 
2019 and was approved by the Italian Data Protection 
Authority. The study excluded subjects without an iden-
tifier, the homeless and those living in institutions (such 
as prisons, nursing homes, monasteries, or convents), 
overall, the 1.43% of the census population.

Since the interest in this study was to have both indi-
vidual and contextual measures of SEP, only residents 
in census areas located in residential neighbourhoods, 
and with the same address in both census and Municipal 
Registry database, were included (excluding 2.35% of 
the census population). Finally, only Italian citizens aged 
25–99 years at the census reference date (09 October 
2011) were selected.

Variables of interest
Two different measures of socioeconomic position were 
considered: the educational attainment achieved at the 
census date (individual SEP) and the quintiles of the 
distribution of neighbourhood real estate prices (contex-
tual SEP).

The individual SEP was categorised considering the 
differences between birth cohorts. The variable was 
defined as ‘Low’ for compulsory education, that is, 
primary education for individuals born before 01 January 
1952 and lower secondary education for individuals born 
after. It was defined as ‘Medium’ for degrees higher than 
compulsory education but lower than tertiary degrees. 
Finally, individual SEP was defined as ‘High’ for tertiary 
education, that is, bachelor’s, master’s or PhD degrees 
independently of the cohort.

The contextual SEP was obtained by assigning to all 
residents the average 2010 housing price (€/m2) of the 
neighbourhood21 and then calculating the quintiles of 
the distribution weighted on the population, to have 20% 
of individuals under study in each quintile.

The number of chronic or rare conditions was derived 
from the Disease-Related Co-payment Exemptions 
Registry from 01 January 2008 to 09 October 2011. To 
characterise the baseline health status of the population, 
a binary variable indicating the presence of a chronic or 
rare condition was used.

Age in complete years at the census date, categorised 
in 10-years age groups and sex have also been included 
in the analyses.

Statistical analysis
Frequencies and graphical displays have been used for 
descriptive analyses.

Binary logistic regressions to estimate the associa-
tion between the presence of chronic or rare diseases 
(1=present, 0=absent) with the measures of SEP were 
implemented. ORs and their 95% CIs adjusted for age 
and stratified for sex have been estimated and reported 
along with those stratified by sex and adjusted for every 
other variable in the analysis.

Subjects were followed from the census reference day 
(09 October 2011) to the first event of censoring, that 
was, the date of emigration outside Rome, the 100th 
birthday, the date of death or 31 December 2016, which-
ever came first. Accelerated failure time (AFT) models 
assuming Weibull distribution for the log-time have been 
used and shown, the results were reported in terms of time 
ratios (TRs) along with 95% CI. Estimations of expansion 
(shrinkage) of times reported in the manuscript were 
adjusted for age and presence of chronicity, and stratified 
for sex, along with estimates stratified by sex and adjusted 
for every other variable in the study.

In all models, we analysed significant trends across 
categories of both SEP using Wald tests. Also, all models 
were checked for multicollinearity through the estima-
tion of variance inflation factors (VIF). All analyses were 
performed using R V.4.0 or higher.
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Sensitivity analyses
As sensitivity analyses, we ran ordinal and non-proportional 
odds models using a three-category chronicity (0-1-2+) 
instead of the dichotomic variable as the response. We 
also implemented sensitivity analyses on survival models 
using the three-category chronicity variable in place of 
the dichotomic variable.

Patient and public involvement
No participants were involved in our work as we used 
administrative data and was not possible to have access 
to individual contact information or involve participants 
in the study due to privacy policy restrictions. We aim to 
disseminate results to the population as part of our Insti-
tutions’ mission.

RESULTS
Descriptive analysis
A total of 1 780 243 individuals, resulting from the above-
mentioned selection, have been analysed.

Table  1 shows the socio-demographic characteristics 
of the study population and the prevalence of chronic 
diseases. The population was mostly composed of women 
(54.2%), people aged between 45 and 54 years (19.5% 
of the female population and 21.2% of the male popu-
lation) and individuals with medium educational level 
(45.8% of women and 47.9% of men). The percentage 
of people with at least one chronic condition increased 

with age, it was higher in women than in men and was 
inversely related to educational attainment and quintile 
of real estate prices.

The most common chronic conditions recognised for 
the co-payment exemption were hypertension, diabetes 
and cancer. Although these conditions were in the top 
three for all educational levels, some differences in the 
prevalence were seen. In the low educated, hyperten-
sion was the most common cause of chronicity (9.9% 
of the low educated population) followed by diabetes 
(8.5%) and cancer (5.2%). In the highly educated, the 
main cause of disease was cancer (3.6% of the highly 
educated), followed by hypertension (2.9%) and diabetes 
(2.2%). The same pattern was found using the contextual 
SEP variable.

In figure 1 the percentage of individuals with chronic 
or rare diseases by age group, sex and educational attain-
ment is shown. Although there was a clear increasing 
pattern over age as well as the differences between SEP 
categories in both sexes, the gap across levels of educa-
tion was more marked for women than for men. It is 
possible to compare the proportion of subjects with at 
least one chronic condition by age and educational level. 
For example, the 22% of highly educated women in the 
age group 55–64 had at least one disease, while in the 
group of low educated, roughly the same proportion was 
reached in those aged 45–54 (21%). Similar patterns can 
be observed for the other sex: low educated men with 

Table 1  Description of the study population by demographic characteristics, socioeconomic positions and presence of 
chronic or rare disease (CRD). Rome, 09 October 2011, 25–99 year-olds

Women Men

N % CRD % N % CRD %

Total 964 284 100.0 22.6 815 959 100.0 20.5

Age group

 � 25–34 111 020 11.5 7.3 109 249 13.4 4.1

 � 35–44 183 215 19.0 11.4 168 718 20.7 6.8

 � 45–54 188 238 19.5 18.0 172 612 21.2 13.5

 � 55–64 161 308 16.7 29.2 139 744 17.1 27.0

 � 65–74 155 190 16.1 35.3 123 719 15.2 38.8

 � 75–84 117 525 12.2 34.8 80 142 9.8 43.4

 � 85+ 47 788 5.0 26.4 21 775 2.7 35.4

Education

 � High 222 564 23.1 13.8 202 431 24.8 13.5

 � Medium 441 904 45.8 22.5 390 909 47.9 21.7

 � Low 299 816 31.1 29.4 222 619 27.3 24.9

Real estate price quintiles

 � 1 (highest) 194 493 20.2 18.5 153 399 18.8 17.2

 � 2 195 388 20.3 21.1 159 989 19.6 19.6

 � 3 198 106 20.5 24.1 165 548 20.3 21.9

 � 4 188 765 19.6 24.7 162 473 19.9 22.0

 � 5 (lowest) 187 532 19.4 24.9 174 550 21.4 21.6
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55–64 years had the same proportion of chronic condi-
tions as highly educated individuals in the age group 
65–74 (30%).

Figure  2 shows the percentage of individuals with 
chronic or rare diseases by age group, sex and real estate 
price quintiles. The differences between the lowest 
and the highest contextual SEP increased steadily with 
increasing age group. In figure  2, it is also possible, 
given a proportion of individuals affected by chronicity, 
to compare the differences in age group by SEP. As in 
figure 1, the lowest SEP group aged 45–54 had a propor-
tion of chronic conditions like those of the highest SEP in 
the age group 55–64 for both women (22% lowest, 21% 
highest) and men (17% lowest, 19% highest).

Cross-sectional analysis
Table 2 shows the results from logistic regression imple-
mented to identify the association between the two 
measures of SEP and the presence of chronic or rare 
diseases on the census reference day. Age-adjusted and 
sex-stratified OR are reported with 95% CI. Educational 
attainment had a clear negative gradient, both medium 
and low educated people, either female or male, are 
shown as more likely to have at least one chronicity than 

the reference category of highly educated (low educated 
women: OR 1.61, 95% CI: 1.59 to 1.64; low educated men: 
OR 1.67, 95% CI: 1.64 to 1.70). It should be noted that 
OR for men with medium education was closer to OR for 
lower educated than women were. The contextual SEP 
showed a strong negative association with the response 
variable. Those living in the least expensive neighbour-
hoods (fifth quintile) were almost twice as likely to have 
chronic conditions than people in the most affluent quin-
tile (women OR 1.86, 95% CI: 1.83 to 1.89; men OR 1.83, 
95% CI: 1.80 to 1.87). The strength of the association 
for both individual and contextual SEP decreased when 
the complete model was considered, but all associations 
remained significant as well as the overall trends as shown 
in online supplemental table S1. The check for multicol-
linearity showed VIF always lower than 2.5 in every logistic 
model, indicating the absence of strong correlations 
among variables.

Results obtained from sensitivity analyses with ordinal 
models and non-proportional odds models were very 
similar and never differed in meaning and trend from 
those obtained with logistic models (not shown).

Survival analysis
During the study period (09 October 2011 to 31 December 
2016) 64 978 women and 58 680 men died (for a total 
of 123 656 deaths), 55 702 were lost due to emigration 
outside the municipality of Rome (27 537 women and 28 
165 men), 1578 women and 378 men reached the 100th 
birthday and were censored, and 1 598 929 were still alive 
at the end of the follow-up (870 193 women and 728 736 
men).

Table 3 shows the results from AFT models, TR adjusted 
for age and presence of chronicity and stratified by sex are 
reported with 95% CI. Individual SEP was found directly 
associated with survival: people with both medium and low 
education had shorter survival than the reference cate-
gory either women or men. Educational attainment had 
a stronger effect on men than on women (low educated 
females TR 0.79, 95% CI: 0.77 to 0.81; low educated males 
TR 0.71, 95% CI: 0.70 to 0.73). Contextual SEP showed 
an impact on survival across each category, compared 
with the highest, the lowest quintile had a survival time of 
93% in women (TR 0.93, 95% CI: 0.91 to 0.95) and 88% 
in men (TR 0.88, 95% CI: 0.86 to 0.91). The variable with 
the strongest association with survival was the presence of 
chronic conditions at baseline: women having chronicity 
shortened the mean survival time approximately by a 
fourth compared with women without chronic conditions 
(TR 0.73, 95% CI: 0.72 to 0.74). A similar effect was found 
in men (TR 0.69, 95% CI: 0.67 to 0.70) for which having 
certified chronicity was comparable to having low educa-
tional attainment.

All the associations lost some strength in the fully 
adjusted model shown in online supplemental table S2, 
but they remained statistically significant and there was 
only a slight change in the effect size. The only excep-
tion was the effect of the real estate price quintiles that 

Figure 1  Percentage of individuals with chronic or rare 
disease (CRD) by age, sex and educational attainment.

Figure 2  Percentage of individuals with chronic or rare 
disease (CRD) by age, sex and real estate price quintiles.

https://dx.doi.org/10.1136/bmjopen-2021-055503
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became non-significant. All AFT models showed lower 
VIF than the chosen threshold of 2.5.

As sensitivity analyses, we ran AFT models replacing 
the dichotomic chronicity variable with a three-level vari-
able. The strength of the association between indicators 
of SEP and survival was comparable to results presented 
in table 3 and online supplemental table S2. Having two 
or more chronicity had a higher impact on survival than 
having one. In the sex-stratified and age-adjusted models, 
women with one chronic condition had survival times 
shortened by a fifth (TR 0.79, 95% CI: 0.77 to 0.80) and 
those with two or more about a third (TR 0.66, 95% CI: 
0.65 to 0.67). Similarly, men with one chronicity had 
TR=0.75 (95% CI: 0.74 to 0.77) and TR=0.62 (95% CI: 
0.61 to 0.64).

DISCUSSION
Principal findings
Our analysis of the 2011 Rome cohort found an inverse 
association between both individual and contextual 
SEP indicators with having a chronic or rare disease, 
an inverse association of chronicity with survival, and a 
direct association between individual and contextual SEP 
with survival. These associations enlighten the presence 
of multiple levels of inequalities in the Rome cohort of 

2011 always disadvantaging the lower strata of SEP. The 
first level of inequality is at the individual level: highly 
educated individuals have an advantage in health as less 
likely to suffer from a chronic condition, and an advan-
tage in survival taking account of baseline health status, 
as more likely to live longer than low educated. This 
advantage could be due to immaterial resources (knowl-
edge and awareness attained from education itself), but 
also to material resources (wealth obtained from better-
paid jobs, resulting in the possibility to afford healthier 
life conditions). The second level of inequality is at the 
neighbourhood level: people living in wealthier neigh-
bourhoods are more likely to be in better health and to 
live longer than individuals who are living in more disad-
vantaged areas. A worse and shorter life characterises the 
more disadvantaged groups of the population in Rome.

This work shows a difference in baseline health of 
about 10 years in middle-aged between low and high SEP 
(either individual or contextual), for both sexes. The 
percentage of individuals with a chronic or rare disease 
reaches a plateau and then a reduction at old ages. The 
authors attribute this phenomenon to two possible expla-
nations. The first is the action of a selection effect, by 
which only healthier individuals reach older ages. The 
second explanation is that a competing action of the most 

Table 2  Association between indicators of socioeconomic position and presence of chronic or rare diseases. Italian residents 
aged 25–99 years. Rome, 09 October 2011

Women (N=964 284) Men (N=815 959)

OR 95% CI OR 95% CI

Age group

 � 25–34 1 – – 1 – –

 � 35–44 1.63 1.59 1.67 1.70 1.64 1.76

 � 45–54 2.78 2.71 2.86 3.64 3.53 3.77

 � 55–64 5.24 5.11 5.37 8.61 8.33 8.89

 � 65–74 6.93 6.76 7.10 14.80 14.34 15.28

 � 75–84 6.76 6.59 6.94 17.85 17.27 18.45

 � 85–99 4.54 4.40 4.68 12.79 12.28 13.32

Education

 � High 1 – – 1 – –

 � Medium 1.35 1.33 1.37 1.54 1.52 1.57

 � Low 1.61 1.59 1.64 1.67 1.64 1.70

 �  P trend<0.001 P trend<0.001

Real estate price quintiles

 � 1 (higher) 1 – – 1 – –

 � 2 1.23 1.21 1.25 1.25 1.23 1.28

 � 3 1.49 1.47 1.51 1.52 1.49 1.54

 � 4 1.57 1.55 1.60 1.56 1.53 1.59

 � 5 (lower) 1.86 1.83 1.89 1.83 1.80 1.87

 �  P trend<0.001 P trend<0.001

ORs adjusted for age with 95% CIs.

https://dx.doi.org/10.1136/bmjopen-2021-055503
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common type of income-related co-payment exemption, 
acquirable after 65 years of age and not considered in this 
study, could have occurred. However, a strong competing 
action between the two types of exemptions is considered 
unlikely. In fact, income-related co-payment exemption 
does not cover drug expenditures. Moreover, 37.7% of 
65+ year olds that had an income exemption had also an 
exemption in the Disease-Related Co-payment Exemption 
Registry, and the exemption right based on the income 
is given by the Tax Agency independently on the health 
condition of the user. On the assumption that Income-
exemptions compete with Disease-Related Co-payment 
Exemptions, underestimation of inequalities in baseline 
health and overestimation of the effect of SEP on survival 
might exist.

Every analysis reported in this work shows that indi-
vidual and contextual SEP are inversely associated with 
having at least one chronic condition. The association 
between SEP and having a Disease-Related Co-payment 
Exemption was stronger for contextual than individual 
SEP, this result is unexpected because individual indica-
tors are generally more strongly associated with health 

than the contextual ones.16 17 22 Our results on inequali-
ties in the presence of chronic conditions, although not 
fully comparable, show similar patterns to a study based 
on 2007 Scottish data, which found a higher prevalence 
of multimorbidity in lower area-deprivation deciles.11

Results of survival analysis are consistent with previous 
works on the Rome population and general studies on 
inequalities. A study found an inverse association between 
education and overall or cause-specific mortality in the 
Rome census cohort of 2001.23 Association between real 
estate price quintiles and mortality, when the educational 
level is considered, has been found in recent research.6 In 
our complete model, the contextual SEP had no associa-
tion with survival times, when the other measure of SEP 
was considered. In both logistical and survival analyses, 
we found stronger inequalities for men than for women 
as already reported in the literature for similar cohorts.3

Strength and weakness of this study
This work has its limitations. Mainly, chronicity data should 
only be considered as a proxy of morbidity but not as a 
substitutive measure due to a possible underestimation 

Table 3  Association between indicators of socioeconomic position and survival. Italian residents aged 25–99 years. Rome, 
2011–2016

Women (N=964 284) Men (N=815 959)

TR 95% CI TR 95% CI

Age group

 � 25–34 1 – – 1 – –

 � 35–44 0.44 0.37 0.51 0.51 0.46 0.58

 � 45–54 0.18 0.16 0.21 0.22 0.20 0.25

 � 55–64 0.08 0.07 0.09 0.10 0.09 0.11

 � 65–74 0.04 0.03 0.04 0.04 0.04 0.05

 � 75–84 0.01 0.01 0.01 0.02 0.01 0.02

 � 85–99 0.00 0.00 0.00 0.01 0.01 0.01

Education

 � High 1 – – 1 – –

 � Medium 0.87 0.84 0.89 0.84 0.82 0.86

 � Low 0.79 0.77 0.81 0.71 0.70 0.73

 �  P trend<0.001 P trend<0.001

Real estate price quintiles

 � 1 (higher) 1 – – 1 – –

 � 2 0.96 0.94 0.98 0.96 0.94 0.98

 � 3 0.95 0.93 0.97 0.91 0.89 0.93

 � 4 0.95 0.93 0.97 0.90 0.88 0.92

 � 5 (lower) 0.93 0.91 0.95 0.88 0.86 0.91

 �  P trend<0.001 P trend<0.001

Chronicity

 � None 1 – – 1 – –

 � One or more 0.73 0.72 0.74 0.69 0.67 0.70

Time ratios (TR) adjusted for age and presence of chronicity with 95% CIs.



7Dei Bardi L, et al. BMJ Open 2022;12:e055503. doi:10.1136/bmjopen-2021-055503

Open access

of mild forms of chronic conditions. The measure was 
obtained from the Disease-Related Co-payment Exemp-
tion Registry, an administrative data set implemented to 
help people with chronic or rare diseases to receive appro-
priate and free-of-charge assistance. The data set was not 
intended for medical or statistical purposes, leading to 
rough definitions of chronicity and the possibility to 
observe only the more severe conditions. Nevertheless, 
good reliability over severe forms of illnesses is expected 
because a medical certificate is needed and the economic 
advantage deriving from the co-payment exemption 
should incentivise all the people with chronic or rare 
diseases to apply for it. However, people with multiple 
chronicity may not be interested in multiple certificates as 
the expenses for specialist visits or diagnostic tests could 
be already covered, totally or partially, by the first certif-
icate. This might result in marked differences between 
who owns a chronicity certificate and who does not, and 
in smaller differences between who has one certifica-
tion and who owns more. From this last point comes our 
choice to dichotomise the variable in our study. Finally, 
a small proportion of the well-off population could rely 
on private insurance companies and not use the National 
Health Service. However, the proportion of the wealthy 
population leaning on private insurances is expected 
to be small as in 2011 the voluntary health insurances 
covered around 1% of the whole health expenditure.18 
Under the assumption that higher SEP were less likely 
to request co-payment exemptions for conditions with 
non-expensive treatments, an overestimation of inequal-
ities in baseline health might exist. On the opposite, the 
same assumption would result in an underestimation of 
the association between SEP and mortality. In this work, 
we explicitly or implicitly stated that SEP (individual and 
contextual) acts on health, but a reverse pathway is plau-
sible. Individuals in bad health conditions during their 
youth may have more difficulties attending school, thus, 
limiting their instruction to lower levels. Those individ-
uals could also have fewer opportunities to find well-paid 
jobs that would allow them to afford houses in wealthy 
neighbourhoods. Moreover, we considered as lost to 
follow-up all subjects who moved from Rome during the 
study period. In logistic regressions, implemented to 
analyse differences in baseline characteristics between 
those lost to follow-up and the rest of the population, 
we found that younger people, individuals with lower 
education, residents in higher quintiles neighbourhoods 
and people in good health were more likely to emigrate. 
However, in a previous work, the results obtained using 
an inverse probability approach to weight for the charac-
teristics of the population were very similar to those from 
the unweighted analysis.23 Finally, changes in neighbour-
hood during the follow-up were not considered, but bias 
would happen only if individuals would have changed 
neighbourhood quintiles.

The main strengths of this work are the huge statistical 
power, the good reliability of the two measures of SEP and 
the robustness of the results to sensitivity analyses. Thanks 

to the access to administrative Roman databases, we could 
use almost all the Italian adult population residing in 
Rome, basing our estimates on more than 1.7 million 
individuals. Data on educational attainment came from 
the census, one of the most reliable data sources. Unob-
served changes over time of the measure are possible 
but unlikely since we only analysed individuals aged 25 
or more. Moreover, the real estate price is one of the 
main factors in selecting a population within a city.24 The 
average real estate price has the strength to be openly 
and easily available and has the potential to synthesise 
in one measure the quality of life in the neighbourhood 
with its services and infrastructures, but also in terms of 
perception and social prestige. Finally, sensitivity analyses 
using a different categorisation for the chronicity data 
and/or based on the implementation of different models 
showed minimal differences in the results and none in 
the meaning or the trend.

Our results highlight the need for ad-hoc policies 
aimed to help the most disadvantaged strata of the Rome 
population, to reduce socioeconomic inequalities in 
health that exist even in a universal healthcare coverage 
setting. Further studies using comorbid conditions esti-
mated using different data sets could improve the quality 
of the analysis, reducing the bias and making results 
comparable in terms of diseases and multiple diseases 
with international literature.

CONCLUSIONS
Inequalities are present in both health and survival, with 
lower SEP having always worse outcomes than higher SEP. 
Lower SEP undergo a double inequality in health: the 
higher likelihood of being affected by at least one chronic 
condition, which is associated with shorter survival per se, 
and a shorter survival independently of the presence of 
chronicity.

Acknowledgements  We are grateful to Laura Cacciani who helped us with her 
insightful comments, and the three reviewers who gave great inputs to improve our 
work.

Contributors  LDB and GC conceived the idea and designed the study in 
collaboration with NA and AMB. EC and GC were responsible for the acquisition 
of the data. LDB was responsible for undertaking the data analysis and producing 
the tables and graphs, together with EC and GC. VE, EC, GC, NA and AMB provided 
input into the data analysis. NA, AMB and MD contributed to the interpretation of 
the results. The manuscript was drafted by LDB and GC, and then shared with all 
authors for critical revision. LDB is the guarantor of the study. All authors have read 
and approved the final manuscript.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  No data are available. The data sets analysed during 
the current study are not publicly available due to privacy policies.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 



8 Dei Bardi L, et al. BMJ Open 2022;12:e055503. doi:10.1136/bmjopen-2021-055503

Open access�

peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Luca Dei Bardi http://orcid.org/0000-0002-4451-3655
Giulia Cesaroni http://orcid.org/0000-0001-7361-9072

REFERENCES
	 1	 Marmot M, Friel S, Bell R, et al. Closing the gap in a generation: 

health equity through action on the social determinants of health. The 
Lancet 2008;372:1661–9.

	 2	 Marmot M. Social determinants of health inequalities. The Lancet 
2005;365:1099–104.

	 3	 Paglione L, Angelici L, Davoli M, et al. Mortality inequalities by 
occupational status and type of job in men and women: results from 
the Rome longitudinal study. BMJ Open 2020;10:e033776.

	 4	 Mackenbach JP, Valverde JR, Bopp M, et al. Determinants of 
inequalities in life expectancy: an international comparative study of 
eight risk factors. Lancet Public Health 2019;4:e529–37.

	 5	 Murtin F, Mackenbach J, Jasilionis D. Inequalities in longevity by 
education in OECD countries. OECD Statistics Working Papers 
2017;02.

	 6	 Cesaroni G, Venturi G, Paglione L, et al. Mortality inequalities in 
Rome: the role of individual education and real estate market. Eur J 
Public Health 2020;30:1–7.

	 7	 Bashinskaya B, Nahed BV, Walcott BP, et al. Socioeconomic status 
correlates with the prevalence of advanced coronary artery disease 
in the United States. PLoS One 2012;7:e46314–7.

	 8	 Gershon AS, Dolmage TE, Stephenson A, et al. Chronic obstructive 
pulmonary disease and socioeconomic status: a systematic review. 
COPD 2012;9:216–26.

	 9	 Reiss F. Socioeconomic inequalities and mental health problems 
in children and adolescents: a systematic review. Soc Sci Med 
2013;90:24–31.

	10	 Cassell A, Edwards D, Harshfield A. The epidemiology of 
multimorbidity in primary care. Br J Gen Pract 2018;68:1–7 http://​
bjgp.org/content/early/2018/03/12/bjgp18X695465

	11	 Barnett K, Mercer SW, Norbury M, et al. Epidemiology of 
multimorbidity and implications for health care, research, and 
medical education: a cross-sectional study. Lancet 2012;380:37–43.

	12	 Barone AP, Fusco D, Colais P, et al. Effects of socioeconomic 
position on 30-day mortality and wait for surgery after hip fracture. 
Int J Qual Health Care 2009;21:379–86.

	13	 Cylus J, Papanicolas I. An analysis of perceived access to health 
care in Europe: how universal is universal coverage? Health Policy 
2015;119:1133–44.

	14	 Galobardes B, Shaw M, Lawlor DA, et al. Indicators of 
socioeconomic position (Part 1). J Epidemiol Community Health 
2006;60:7–12.

	15	 Galobardes B, Shaw M, Lawlor DA, et al. Indicators of 
socioeconomic position (Part 2). J Epidemiol Community Health 
2006;60:95–101.

	16	 Foraker RE, Bush C, Greiner MA, et al. Distribution of cardiovascular 
health by Individual- and Neighborhood-Level socioeconomic status: 
findings from the Jackson heart study. Glob Heart 2019;14:241–50.

	17	 Schüle SA, von Kries R, Fromme H, et al. Neighbourhood 
socioeconomic context, individual socioeconomic position, and 
overweight in young children: a multilevel study in a large German 
City. BMC Obes 2016;3:1–9.

	18	 Ferré F, Giulio De Belvis A, Valerio L. Health systems in transition. 
Italy Health system review 2014;16:000.

	19	 Article 8 “Health care provisions”Law 5371993
	20	 Ministerial Decree. “Regulation containing rules for the identification 

of chronic and disabling diseases.”, 2020.
	21	 Lelo K, Monni S, Tomassi F, 2019. Available: https://www.​

mapparoma.info/ [Accessed 10 May 2021].
	22	 Cesaroni G, Farchi S, Davoli M, et al. Individual and area-based 

indicators of socioeconomic status and childhood asthma. Eur 
Respir J 2003;22:619–24.

	23	 Cacciani L, Bargagli AM, Cesaroni G, et al. Education and mortality in 
the Rome longitudinal study. PLoS One 2015;10:e0137576–12.

	24	 McDonald JF, McMillan DP. Urban economics and real Esate, 2007.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-4451-3655
http://orcid.org/0000-0001-7361-9072
http://dx.doi.org/10.1016/S0140-6736(08)61690-6
http://dx.doi.org/10.1016/S0140-6736(08)61690-6
http://dx.doi.org/10.1016/S0140-6736(05)71146-6
http://dx.doi.org/10.1136/bmjopen-2019-033776
http://dx.doi.org/10.1016/S2468-2667(19)30147-1
http://dx.doi.org/10.1787/6b64d9cf-en
http://dx.doi.org/10.1093/eurpub/ckaa166.317
http://dx.doi.org/10.1093/eurpub/ckaa166.317
http://dx.doi.org/10.1371/journal.pone.0046314
http://dx.doi.org/10.3109/15412555.2011.648030
http://dx.doi.org/10.1016/j.socscimed.2013.04.026
http://dx.doi.org/10.3399/bjgp18X695465
http://bjgp.org/content/early/2018/03/12/bjgp18X695465
http://bjgp.org/content/early/2018/03/12/bjgp18X695465
http://dx.doi.org/10.1016/S0140-6736(12)60240-2
http://dx.doi.org/10.1093/intqhc/mzp046
http://dx.doi.org/10.1016/j.healthpol.2015.07.004
http://dx.doi.org/10.1136/jech.2004.023531
http://dx.doi.org/10.1136/jech.2004.028092
http://dx.doi.org/10.1016/j.gheart.2019.04.007
http://dx.doi.org/10.1186/s40608-016-0106-4
https://www.mapparoma.info/
https://www.mapparoma.info/
http://dx.doi.org/10.1183/09031936.03.00091202
http://dx.doi.org/10.1183/09031936.03.00091202
http://dx.doi.org/10.1371/journal.pone.0137576

	Socioeconomic inequalities in health status and survival: a cohort study in Rome
	Abstract
	Introduction﻿﻿
	Methods
	Design
	Setting and participants
	Variables of interest
	Statistical analysis
	Sensitivity analyses
	Patient and public involvement

	Results
	Descriptive analysis
	Cross-sectional analysis
	Survival analysis

	Discussion
	Principal findings
	Strength and weakness of this study

	Conclusions
	References


