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Measuring health inequalities: implications of
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Abstract

We aimed to verify the association between different socioeconomic indicators
and self-rated health in a nationally representative sample of older adults.
This cross-sectional study analyzed the baseline data from the Brazilian
Longitudinal Study of Aging (ELSI-Brazil), a population-based cohort
study of persons aged 50 years or older. Data was collected using a household
and an individual questionnaire at participants” households. Self-rated health
was assessed by a global self-rating item. Three socioeconomic indicators
were assessed: individual income, per capita household income, and wealth
index. Poisson regression models were performed to estimate the prevalence
ratio (PR) and 95% confidence intervals (95%CI) of self-rated health and each
socioeconomic indicator, adjusting for covariates. In total, 9,390 older adults
answered the outcome question. Whilst for the individual income indicator
only the richest quintile showed a statistically significant association with
the outcome (PR: 0.90; 95%CI: 0.87; 0.93), for the per capita household in-
come, the fourth (PR: 0.95; 95%CI: 0.91; 0.98) and the fifth quintiles (PR:
0.90; 95%CI: 0.86; 0.94) remained associated with the outcome. Regarding
the wealth index, only the second quintile was not associated with the out-
come, with lower prevalence of poor self-rated health as richer was the quin-
tile, showing a social gradient. The wealth index seems to be a more adequate
indicator, as it reflects resources accumulated over the life course.
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Introduction

Health surveys are the most common and useful type of study used to assess public health policies
aimed at improving equity, which require the measurement and interpretation of health inequalities 1.
The literature on this topic examines the distribution of health by different socioeconomic posi-
tion, investigating the degree to which persons at lower socioeconomic position are more likely to
present worse health outcomes 2. These unfair differences are more prominent in most low- and
middle-income countries, where life expectancy has increased much faster than in high-income
ones 3. Although health declines in later life are expected, disability and disease prevalence in older
adults are not equally distributed across social groups and those from higher socioeconomic position
often experience better health 4.

Health disparities by income, wealth, and social background are evident in Brazil among older
adults 5. Self-rated health, in its turn, is one of the most common indicators used in social epidemiol-
ogy and gerontology research, because it consistently predicts functional decline and mortality, and it
might be the most feasible, most inclusive, and most informative measure of health status 6. Moreover,
individual’s interpretation of their own health comprises an integrated perception including biologi-
cal, psychosocial, and social dimensions, being strongly influenced by socioeconomic factors 7. This
association has been already demonstrated in previous studies with older adults in Brazil 8.

Several socioeconomic indicators have been used to explore health inequalities, including indi-
vidual income, household income per capita, and wealth index analyzed by ownership of durable
goods and household characteristics 1.9. Regarding the statistical analyses, an indicator should be
easy to collect during surveys, should not have volatile characteristics and should be comparable over
place and time, which is not easy to fulfill in a single measure 1. Besides that, the choice for the most
adequate socioeconomic position measure is relevant to make appropriate inferences, then, it should
also consider different stages in the life course 10. When assessing older adults socioeconomic posi-
tion, the meaning of current income may be less sensitive and a less reliable indicator of their true
socioeconomic position because the income typically reduces with age as older adults retire 10. There-
fore, it is reasonable to assume that the adoption of asset-based indicators could be a more adequate
measure to be used in older adults’ health research.

Thus, elucidating the explanatory potential of different socioeconomic position indicators might
be useful to epidemiological research which seek to explore health inequalities in older adult popula-
tions and opportunities for their reduction, especially in developing countries. This study aimed to
verify the association between different socioeconomic indicators (individual income, household
income per capita, and wealth index) and self-rated health in a nationally representative sample of
community-dwelling Brazilian older adults. We hypothesized that the wealth index is more appro-
priate for distinguishing health inequalities in older adults than individual or household income per
capita indicators.

Methods

Study design

This cross-sectional study analyzed the baseline data from the Brazilian Longitudinal Study of Aging
(ELSI-Brazil), a nationally representative population-based cohort study of persons aged 50 years or
older. The baseline was conducted between 2015 and 2016 in 70 randomly selected municipalities,
distributed in 21 states throughout Brazil.

Ethics

The study was approved by the Brazilian National Research Ethics Committee (CAAE:

63725117.9.0000.5091). A written informed consent form was obtained from every person that par-
ticipated in the survey.
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Sample

The ELSI-Brazil sample procedure comprised selection stages, combining stratification of primary
sampling units (municipalities), census tracts, and households. The sample was divided into four
strata, with the first stratum drawn from 4,420 municipalities constituting < 26,700 inhabitants, the
second from 951 municipalities constituting 26,701-135,000 inhabitants, third from 171 munici-
palities constituting 135,000-750,000 inhabitants, and fourth from 23 municipalities constituting
> 750,000 inhabitants. The sample for the first three strata (municipalities up to 750,000 inhabitants)
was selected in three stages. In the first stage, 18 municipalities were selected in the first stratum, 15
in the second, and 14 in the third. In the second stage, eight census tracts were selected from each
municipality, while households were selected from each census tract in the third stage. The sample for
the fourth stratum — which included the largest municipalities — was selected in two stages, with 176
census tracts selected in the first stage and households selected in the second stage. All residents in
the selected households that were aged 50 years and over and were invited to participate in the study.
The planned number of interviews considered an estimated prevalence of 1% (with a sample error
of 0.25%) or a prevalence of 5% (with a sample error of 0.55%), with 95% confidence level, a 1.5 sample
design effect and 80% sample power. The ELSI-Brazil final sample comprised 9,412 individuals.

Data collection

Data was collected using a household and an individual questionnaire by face-to-face interviews with
previously trained interviewers at the participants’ households. Further information is published
elsewhere 11.

Outcome

Self-rated health was assessed by the question “In general, how do you rate your health?”, later catego-
rized into good (very good, good) or poor (regular, bad, very bad) 12.

Exposure variables

The definitions of each socioeconomic indicator and the respective inequality measures are pre-
sented in Box 1. Three frequently used socioeconomic indicators were assessed: individual income,
household income per capita and wealth index. Individual income was obtained asking the amount
of Brazilian Reais (approximately USD 4 during the data gathering) received monthly. Household
income per capita resulted from the total monthly gross household income divided by the number of
residents. Wealth index was carried out using principal component analysis, a data reduction tech-
nique that produces a single continuous composite score from all the variables that retains as much
variance as possible 13. It transforms a set of original variables to generate one summary measure of
household wealth 14. Information on the ownership of durable goods was used: ownership of internet,
washing machine, computer, landline, microwave, car. The highest scores for the generation of the
wealth index were given by the variables “having access to internet at home” and “having a computer”.
All three indicators were categorized into quintiles, from the poorest to the richest, widely used in
literature 1,15, to allow a proper comparison between the indicators and with other studies.

The conceptual theoretical model proposed by the Commission on Social Determinants of Health
(CSDH) of the World Health Organization (WHO) was used to select possible covariates 16. Demo-
graphic, socioeconomic, behavioral, psychological and health variables were selected. Demographic
and socioeconomic variables included sex (male, female), age group in years (50-59, 60-69, 70-79, 80
and older), skin color (categorized into white or non-white due to the low prevalence of non-white
respondents), and education (categorized into O to 8 years, characterizing elementary education in
Brazil, or 9 years or more).
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Box 1

Definitions of the socioeconomic variables and inequality measures used.

SOCIOECONOMIC VARIABLES DEFINITION

Individual income

It was obtained asking the amount of Brazilian Reais (approximately USD 4 during the data
gathering) received monthly.

Household income per capita It resulted from the total monthly gross household income divided by the

number of residents.

Wealth index It was created using principal components analysis, which transforms a set of original variables to
generate one summary measure of household wealth based on a list of household possessions
(television, refrigerator, etc.) and characteristics of the house (building materials, electricity, etc.).
INEQUALITY MEASURE DEFINITION
Q5-Q1 Absolute measure of inequality based on the difference between the top and
bottom quintiles. If the outcome is more concentrated towards the poorest groups,
the measure assumes a negative value.
Q5/Q1 Relative measure of inequality based on the ratio between the top and bottom quintiles. If the
outcome is more concentrated towards the poorest groups, the measure assumes
a negative value.
Slope index of inequality (SlI) This index is derived using linear regression of the health outcome on the midpoints of the ranks

obtained by ordering the sample by the explanatory variable. The Sll is the slope of the resulting
regression line, and represents the absolute difference in the fitted value of the health indicator
between the highest (score of 1) and the lowest (score of 0) values of the socioeconomic indicator
rank. If the outcome is more concentrated towards the poorest groups, the index assumes a
negative value.

Concentration index (CIX)

The CIX uses an approach analogous to the Gini index by ranking individuals according to
socioeconomic position on the x-axis and plotting cumulative outcome on the y-axis. If the
outcome is more concentrated towards the poorest groups, the index assumes a negative value.

Source: prepared by the authors.

Smoking habit was deemed present if participants referred to smoke daily or less than daily. Medi-
cal attendance in the year prior to the study was assessed by the question: “In the last 12 months, how
many times did you seek a physician?”, categorized in yes (if one seek for at least one time) or no. The
practice of moderate physical activity was deemed present if participants did some form of exercise
continuously for at least 10 minutes at a given time. The individuals informed the frequency (days
per week) and duration (time per day) of activities conducted in the week before the interview, which
were converted into total physical activity time in the reported week. Regular practice was defined as
practicing moderate activities at least 150 minutes per week, as recommended by the WHO 17.

To assess life satisfaction, the participants were instructed to think about their level of satisfaction
with life and point to a step with numbers ranging from 1 to 10, with the highest step correspond-
ing to the number 10 (representing the maximum satisfaction with life), whereas the lowest step was
number 1 (representing the lowest satisfaction). The values were later dichotomized as low (steps
from 1 to 5) or high (steps from 6 to 10). Depression was assessed by the question “Has any physician
ever said that you have depression?” (yes/no). The number of chronic diseases was assessed question-
ing the participants if they had ever had a medical diagnostic of one of the following conditions:
hypertension, diabetes, heart disease (heart attack, angina, or heart failure), stroke, asthma, chronic
obstructive pulmonary disease, arthritis, cancer, or chronic kidney failure. Answers were categorized
into none, one, or more than one disease.
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Statistical analysis

Data analyses were performed with the software Stata 14.0 (https://www.stata.com). All analyses
incorporated sampling weights considering the complex sample using survey commands (svy). Ini-
tially, descriptive analyses were performed. Associations with the outcome were performed using
Poisson regression models with robust variance, adjusting for possible covariates, with estimation
of the crude and adjusted prevalence ratios (PR) and respective 95% confidence intervals (95%CI).
Self-rated health was first adjusted for demographic and socioeconomic factors in Model 1 and was
later adjusted for health behaviors, psychosocial factors and general health variables in Model 2.
Analyses for each socioeconomic indicator were performed separately. The significance level was set
at 5% (p < 0.05).

We also analyzed absolute and relative measures of inequality for each indicator, which represent
the magnitude of inequality regarding socioeconomic measures 1. As simple measures we included
the observable absolute differences, in percentage points (p.p.), between the extreme wealth quintiles
(the richest quintile and the poorest one Q5-Q1) and the ratio between them (Q5/Q1). As complex
measures we included the slope index of inequality (SII) as indicator of absolute inequality and the
relative concentration index (CIX). The SII is derived by linear regression of the health outcome on
the midpoints of the ranks obtained by ordering the sample by the explanatory variable 18. The CIX
ranks individuals according to socioeconomic position on the x-axis and plots the cumulative out-
come on the y-axis, showing if the outcome is more concentrated towards the richer group 18.

Results

In total, 9,390 older adults answered the outcome question. Table 1 describes the prevalence of poor
self-rated health according to demographic and socioeconomic characteristics, health behavior, psy-
chosocial factors, and general health variables. Most respondents were females (53.4%), self-declared
as non-whites (57.2%) and were aged between 50 to 59 years (47.6%). Regarding health behaviors,
83.2% have visited the doctor at least one time in the 12 months prior to the study, and 60.9% referred
to practice moderate physical activities in a regular basis. The proportion of poor self-rated health was
higher among those who self-declared as non-white, with less years of formal education, with lower
life satisfaction and higher number of chronic diseases.

Table 2 shows sample distribution and prevalence of self-rated health according to the socioeco-
nomic indicators and their respective inequality measures. Regarding the absolute inequality mea-
sures, the wealth index showed the highest absolute inequality (-27.7 p.p.), followed by the household
income per capita (-25.2 p.p.) and the individual income (-18.9 p.p.). Regarding the complex inequality
measures, the household income per capita and the wealth index showed similar values, with overlap-
ping confidence intervals: SII: -28.7 (95%CI: -32.2; -25.3) and CIX: -28.4 (95%CI: -32.0; -24.8); SII:
-28.4 (95%CI: -31.9; -24.9) and CIX: -27.4 (95%CI: -31.0; -23.7), respectively. Negative values suggest
that the outcome is more prevalent in the most disadvantaged groups (the poorest) 19.

Table 3 shows the Poisson regression models assessing the association between each socioeco-
nomic indicator and self-rated health. Whilst for the individual income indicator only the richest
quintile showed a statistically significant association with the outcome (PR: 0.90; 95%CI: 0.87; 0.93),
for the household income per capita, the fourth (PR: 0.95; 95%CI: 0.91; 0.98) and the fifth quintiles
(PR: 0.90; 95%CI: 0.86; 0.94) remained associated with the outcome. For the wealth index, only the
second quintile was not associated with the outcome, with lower prevalence of poor self-rated health
as richer was the quintile, showing a social gradient.
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5



6

Fagundes MLB et al.

Table 1

Characteristics of the sample and proportion of poor self-rated health according to exposure variables.

Characteristics Weighted Poor self-rated health
% * % (95%Cl) *

Sex

Female 53.9 56.1 (53.6; 58.6)

Male 46.0 56.4 (53.1; 59.6)
Age (years)

50-59 47.6 55.3 (52.0; 58.5)

60-69 29.6 57.0 (53.7; 60.3)

70-79 15.6 58.6 (55.5; 61.7)

80+ 7.0 54.0 (49.8; 58.2)
Skin color

White 42.7 50.9 (47.5; 54.3)

Non-white 57.2 60.1 (57.9; 62.3)
Formal education (years)

<8 73.1 62.0 (59.4; 64.5)

>8 26.9 40.4 (37.5; 43.5)
Smoking habit

No 84.3 56.4 (53.8; 58.9)

Yes 15.7 55.6 (52.3; 58.9)
Medical attendance

Yes 83.2 58.1 (55.6; 60.7)

No 16.7 46.0 (40.2; 49.9)
Physical activity (minutes per week)

> 150 60.9 54.0 (51.1; 56.8)

<150 39.0 55.0(51.1; 58.8)
Life satisfaction

Poor 29.0 69.2 (66.7; 71.6)

Good 70.9 49.9 (46.8; 52.9)
Depression

No 81.8 56.6 (54.0; 59.2)

Yes 18.1 54.8 (51.9; 57.7)
Chronic conditions

None 29.1 38.5(35.3;41.8)

1 34.7 55.4 (52.8; 58.0)

>1 36.0 70.8 (68.1; 73.4)

95%Cl: 95% confidence interval.

* Considering the sample weight.
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Table 2

Characteristics of the sample, proportion of self-rated health according to socioeconomic indicators and respective
absolute and relative inequality measures.

Socioeconomic indicator Weighted Poor self-rated health
% * % (95%Cl) *

Individual income

Q1 (poorest) 23.0 59.3 (55.5; 63.0)
Q2 224 64.2 (61.8; 66.4)
Q3 13.4 63.4(61.0; 65.7)
Q4 19.8 55.9 (52.8; 58.9)
QS5 (richest) 21.2 40.4 (36.9; 44.0)
Q5-Q1 (p.p.) -18.9
Q5/Q1 0.68

Sl (p.p.) -23.4(-26.9;-19.8)
CIX -21.8(-25.5;-18.2)

Household income per capita

Q1 (poorest) 19.5 64.9 (61.8; 67.8)
Q2 19.1 64.6 (61.8;67.2)
Q3 19.3 60.0 (56.7; 63.2)
Q4 20.9 53.8 (50.5; 57.0)
Q5 (richest) 21.0 39.7 (36.6; 43.0)
Q5-Q1 (p.p.) -25.2
Q5/Q1 0.61

Sl (p.p.) -28.7 (-32.2; -25.3)
CIX -28.4 (-32.0; -24.8)

Wealth index

Q1 (poorest) 20.2 65.0 (62.2; 67.7)
Q2 223 64.6 (61.8;67.2)
Q3 223 59.5 (56.6; 62.3)
Q4 18.9 51.1 (47.5; 54.7)
QS5 (richest) 17.3 37.3(34.3; 40.5)
Q5-Q1 (p.p.) -27.7
Q5/Q1 0.57

Sl (p.p.) -28.4(-31.9; -24.9)
CIX -27.4(-31.0; -23.7)

95%Cl: 95% confidence interval; CIX: concentration index; p.p.: percentage points; Q: quintile;
SlI: slope index of inequality.
* Considering the sample weight.
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Table 3

Crude and adjusted associations between poor self-rated health and exposure variables determined through Poisson

regression models.

Socioeconomic indicators

Crude
PR (95%Cl) *

Model 1
PR (95%Cl) *

Model 2
PR (95%Cl) *

Individual income
Q1 (poorest)
Q2
Q3
Q4
Q5 (richest)

Household income per capita
Q1 (poorest)
Q2
Q3
Q4
Q5 (richest)

Wealth index
Q1 (poorest)
Q2
Q3
Q4
Q5 (richest)

1.00
1.03 (1.00; 1.05)
1.02 (0.99; 1.05)
0.97 (0.95; 1.00)
0.88 (0.85; 0.90)

1.00
0.99 (0.97; 1.02)
0.97 (0.94; 0.99)
0.93 (0.90; 0.95)
0.84 (0.82; 0.86)

1.00
0.99 (0.97; 1.02)
0.96 (0.94; 0.98)
0.91 (0.89; 0.94)
0.83 (0.80; 0.85)

1.00
1.01(0.99; 1.04)
1.01(0.98; 1.04)
0.97 (0.95; 1.00)
0.90 (0.87; 0.93)

1.00
1.00 (0.97; 1.02)
0.97 (0.95; 0.99)
0.95 (0.92; 0.97)
0.88 (0.86; 0.91)

1.00
1.00 (0.97; 1.02)
0.98 (0.96; 1.00)
0.94 (0.92; 0.97)
0.87 (0.85; 0.90)

1.00
0.98 (0.95; 1.01)
0.98 (0.95; 1.01)
0.97 (0.94; 1.01)
0.90 (0.87; 0.93)

1.00
1.00 (0.96; 1.03)
0.96 (0.92; 1.01)
0.95 (0.91; 0.98)
0.90 (0.86; 0.94)

1.00
0.97 (0.94; 1.00)
0.95 (0.92; 0.98)
0.92 (0.89; 0.95)
0.87 (0.84; 0.90)

95%Cl: 95% confidence interval; PR: prevalence ratio; Q: quintile.

Note: Model 1: adjusted for demographic and socioeconomic characteristics; Model 2: adjusted for demographic and
socioeconomic characteristics, health behavior, psychosocial factors and general health variables.

* Considering the sample weight.

Discussion

Our findings suggest that when comparing the adoption of different indicators of socioeconomic
position (individual income, household income per capita and wealth index) categorized in quintiles
and its association with self-rated health of individuals aged 50 years or older, the wealth index seems
to be more sensitive in identifying scenarios of socioeconomic inequalities related to self-rated health.
Few studies evaluate socioeconomic indicators on health outcomes in developing countries 10,20,
Therefore, these findings are pioneers in assessing which socioeconomic indicator is more adequate
for identifying health disparities in countries facing inequalities, as Brazil. To understand statistical
effect of different indicators is essential to plan and to interpretate relevant epidemiological studies
to the scientific community as well as to the health strategy managers 2021,

Although efforts to collect asset information as part of collecting administrative data may be dif-
ficult, the explanatory power of alternative indicators of socioeconomic position based on wealth
seems to have a better quality when compared to more conventional indicators 9. Further, in low-
income countries can be more difficult to measure due to a greater dependence on informal economy,
self-employment, and seasonal activities 20. Depending on the environment, casual and seasonal work
may be more common than formal employment, while multiple jobs and domestic businesses may
prevail 20. Note that, an individual can feel uncomfortable to say how much money they earned for
several reasons, such as, theft or taxation and, consequently, generate incomplete information about
income, while information about assets and goods tend to be more faithful as the survey nonresponse
bias can be minimized 22.

Cad. Saude Publica 2022; 38(1):e00035521
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When comparing the inequality measures for each indicator, the wealth index seems to show the
greatest inequalities. There is no consensus on the ideal measure for expressing the magnitude of
inequalities, but some limitations must be considered to interpret them. The simple measures (differ-
ences and ratios) are sensitive to changes in the number of individuals in each stratum, and the inter-
mediate population groups will not be addressed 1. In its turn, complex measures may overcome this
limitation as they use information of the whole population 23. The negative point of the CIX is the lack
of direct interpretability of its values, while the simple ratios are easily interpretable 23. It is almost a
consensus that no single measure of inequality reveals the full picture, so both absolute and relative
measures should be reported 18. While relative measures provide an idea of the degree of unfairness,
the absolute measures provide clues of the necessary effort to close the gap 1.

Individual income and household income per capita were associated with health only when
income disparities are extreme, comparing the richest quintiles to the poorest ones. Thus, wealth
index seems to better address the socioeconomic position of older adults. Therefore, unique income
indicators may not reflect the financial resources available and disregard the accumulated value
effects of a lifetime of deprivation or privilege 24, besides the fact that family members may have
unequal access to family income 9. Notwithstanding, older adults frequently have little income as
they are generally out of the workforce, but may have substantial wealth, since that to accumulate
wealth demands a long time 9. For public policy, when considering data collection and report-
ing, it is important to evaluate the relative utility of the chosen indicators for specific age groups,
because the commonly used indications adopted to capture older adult’s socioeconomic position 24
can present inadequacy.

Moreover, our findings for the older ages are relevant due to the fact that older people are more
likely to live with chronic diseases and functional disabilities, which reduces their independence and
autonomy. For this reason, older adults require longitudinal and constant care and, in the event of
illness, demand longer hospital stays and greater palliative care, generating expenses with medica-
tions and health professionals 25. Furthermore, socioeconomic status has been recognized as a risk
factor for morbidity and mortality 26. Therefore, to reduce inequalities and to plan health policies that
improve older adults’ quality of life are a social responsibility, since that diseases negatively impact
especially the poorest, disadvantaged and socially marginalized 27.

Some limitations must be considered when interpreting our findings. We highlight that no single
measure will be ideal for all studies and contexts. Thus, the strengths and limitations of each indicator
may vary depending on the specific population and research question. Furthermore, to allow com-
parability between socioeconomic indicators, as well as with other studies, we categorized them in
quintiles. The division into quintiles needs to be interpreted carefully, as the asymmetric distribution
of income generates homogeneous categories (many people with low income can result in little dif-
ference in income between the lower value categories). The use of a nationally representative sample
of Brazilian older adults, as well as the high quality of the data collected are strengths of this study.
ELSI-Brazil is part of an international network of longitudinal studies on aging adopting a robust
methodology, making feasible to conduct similar studies in different countries and contexts. To the
best of our knowledge, this is the first study comparing these distinct indicators and its link with older
adults’ self-rated health.

We can conclude that there are differences in the measurement of health inequalities depend-
ing on the socioeconomic indicator adopted. Especially for studies on older adults’ populations,
the wealth index seems to be a more adequate indicator to be used, when comparing to individual
or household income per capita with same categorization. Moreover, it is essential that researchers
clarify the different interpretations of these indicators to public health managers, as they may affect
the approaches taken to reduce inequalities.
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Resumo

O estudo buscou verificar a associacao entre di-
ferentes indicadores socioecondomicos e autoava-
liacao da savide em uma amostra nacionalmente
representativa de adultos mais velhos. Este estudo
transversal analisou os dados da linha de base
do Estudo Longitudinal de Saide dos Idosos
Brasileiros (ELSI-Brasil), um estudo de coorte
de base populacional em individuos com 50 anos
ou mais. Os dados foram coletados através de um
questiondrio domiciliar e individual no domicilio
dos participantes. A autoavaliacdo da saude foi
avaliada com um item de autoavalia¢do global.
Trés indicadores socioeconémicos foram avaliados:
renda individual, renda domiciliar per capita e
indice de riqueza. Foram construidos modelos de
regressdo Poisson para estimar a razdo de preva-
léncia (RP) e os intervalos de 95% de confianca
(IC95%) para autoavaliacdo da saide e cada in-
dicador socioeconémico, ajustando para varidveis
de confusdo. No total, 9.390 idosos responderam
a pergunta referente a autoavaliacdo de satide ge-
ral. Para o indicador de renda individual, apenas
o quintil mais rico mostrou uma associacdo sig-
nificativa com o desfecho (RP: 0,90; IC95%: 0,87:
0,93); enquanto isso, para a renda domiciliar per
capita, o quarto (RP: 0,95, IC95%: 0,91; 0,98) e
quinto quintis (RP: 0,90; IC95%: 0,86; 0,94) per-
maneceram associados com o desfecho. Com rela-
¢do ao indice de riqueza, apenas o segundo quintil
ndo esteve associado com o desfecho. As menores
prevaléncias de autoavaliacdo ruim da saude fo-
ram associadas aos quintis mais altos de riqueza,
revelando um gradiente social. O indice de riqueza
parece ser um indicador mais adequado para uso,
na medida em que reflete os recursos acumulados
ao longo da vida.

Inquéritos Epidemiologicos; Projetos de Pesquisa;
Determinantes Sociais da Satde; Fatores
Socioeconomicos
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Resumen

Nuestro objetivo fue verificar la asociacion entre
diferentes indicadores socioecondmicos y de salud
autoevaluada en una muestra representativa na-
cional de adultos mayores. Este estudio transversal
analizo los datos de referencia del Estudio Lon-
gitudinal de Salud de los Ancianos (ELSI-Bra-
sil), un estudio de cohorte basado en poblacion con
individuos de 50 afios o mds. Los datos fueron re-
cogidos usando un cuestionario por domicilio e in-
dividual entre los hogares participantes. La salud
autoevaluada se evalué mediante un item de au-
toevaluacion global. Se evaluaron tres indicadores
socioeconomicos: ingresos individuales, ingresos
per cdpita por hogar e indice de riqueza. Se rea-
lizaron modelos de regresion de Poisson para esti-
mar la ratio de prevalencia (RP) y los intervalos de
95% de confianza (IC95%) de salud autoevaluada
y cada indicador socioecondmico, ajustindolos
mediante variables de confusion. En total, 9.390
personas mayores respondieron la pregunta sobre
la autoevaluacion de la salud general. Mientras
que para el indicador de ingresos individuales so-
lamente el quintil mds rico mostré una asociacion
estadisticamente significativa con el resultado (RP:
0.90; IC95%: 0.87; 0.93), en los ingresos per cdpita
por hogar, los quintiles cuarto (RP: 0.95; IC95%:
0.91; 0.98) y quinto (RP: 0.90; 95%CI: 0.86; 0.94)
continuaron asociados con el resultado. Respecto al
indice de riqueza, solo el segundo quintil no estu-
vo asociado con el resultado, con prevalencia mds
baja de salud autoevaluada peor percibida cuanto
mds rico era el quintil, mostrando un gradiente so-
cial. El indice de riqueza parece ser un indicador
mds adecuado respecto a su uso, puesto que refleja
fuentes acumuladas a lo largo del curso de la vida.
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