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Background

Morbidity and mortality rates have continued

to fall in recent decades!

« However, this development is slowest in the

owest income brackets?3, which means that
social inequality is increasing despite @
healthier society

« 25% of the connection between income and
health can be explained by factors such as
living and working conditions, which is why it is
worth taking a look at health behaviours

« The aim of this study was therefore to examine

the effect of the following health-related

behaviours on the relationship between

iIncome and health:

* Fruit and vegetable consumption
« Social parficipation

* Physical activities

« Cognitive activities

« The analyses were conducted using baseline
data from the AgeWell.de study, a
multicentre, cluster-randomised, controlled,
multicomponent intervention study in primary
care to preserver cognitive function?

« The sample consisted of 843 people aged
between 60 and 78, 52.6 % female, with an
iIncreased risk of developing dementia (CAIDE
score of atf least ? points)

* Alinearregression and four mediation
analyses with booftstrapping were calculated

Variables:

« Self-rated health was determined using the
EQ-5D-VAS®>, on a scale of 0 fo 100 poinfts

* |ncome was measured using household
Income, values are given in 100-euro
Increments

« The questions on fruit and vegetable
consumption were taken from the DEGS
nutrition questionnaire®, consumption is
measured in kilograms

« Social participation was measured using a
standardized questionnaire consisting of 9
qguestions, which was already used in the
Quality of Life in the Elderly study, the highest
achievable score was 9 points

« The variables for the physical and cognitfive
activities were taken from a standardized
qguestionnaire consisting of 22 questions,
which was already used in the AgeCoDe and
AgeQualiDe study. 70 points were achievable
INn physical activities and 114 in cognitive
activities.

« Sociodemographic: The analyses were
controlled for age (measured in years), sex
(Mmale gender as reference category),
education (CASMIN’) and household size
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Income and health
* |ncome has a small effect on health: if income increases by 100 euros, self-rated health increases by 0.17 points on average, p
< 0.001

Fruit and vegetable consumption: Social participation:

* Fruit and vegetable consumption has no effect on the « Social parficipation fully mediates the association between
relationship between income and health, indirect effect iIncome and health, indirect effect ab = 0.10; 95% CI[0.048;
ab = 0.00; 95% CI[-0,004; 0,011] 0.114]
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Physical activity: Cognitive activities:

* Physical activities cannot explain the relationship between « Cognitive activities partially mediate the relationship
iIncome and health, indirect effect abb = 0.01; 95% CI[-0.003; between income and health, indirect effect ab = 0.01; 95%
0.035] CI10.005; 0.045]

* Physical activities are not influenced by income
« However, they have a positive effect on health
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Note. Significance: *: p < 0.5, **: p <O0.1, *** p <0.001; significant effects are marked in green, non-significant in red; only
control variables that had a significant effect on the mediator variable were included in the figure; + represents a positive
effect, - a negative effect; health measured by self-rated health; income values are given in 100-euro increments, based on
household income; male gender was used as the reference category

Conclusion

« Social participation and the performance of cognitive activities have emerged as important explanatory factors for the link
between income and health in older people

« The results can inspire consideration of strategies to make participation in social, cultural and intellectual events and
courses more accessible to a wider public

References

(1) Richter, Matthias, and Klaus Hurrelmann, eds. 2009. Gesundheitliche Ungleichheit. Grundlage, Probleme, Perspektiven. Wiesbaden: VS Verlag fur Sozialwissenschaften.

(2) Bawuer, Ullrich, Uwe H. Bittingmayer and Matthias Richter, eds. 2008. Health Inequalities. Determinanten und Mechanismen gesundheitlicher Ungleicheit. Wiesbaden: VS Verlag fur Sozialwissenschaften.

(3) Bartley, Mel. 2016. Health inequality: an infroduction to concepts, theories and methods. Hoboken: John Wiley & Sons.

(4) R&hr, Susanne, Andrea Zulke, Melanie Luppa, Christian Brettschneider, Marina WeiBenborn, Flora KUhne, Isabel Zdllinger, Franziska-Antonia Z. Samos, Alexander Bauer, Juliane Dohring, Kerstin Krebs-Hein, Anke Oey, David Czock,
Thomas Frese, Jochen Gensichen, Walter E. Haefeli, Wolfgang Hoffmann, Hanna Kaduszkiewicz, Hans-Helmut Konig, Jochen R. Thyrian, Birgit Wiese and Steffi G. Riedel-Heller. 2021. Recruitment and Baseline Characteristics of
Participants in the AgeWell.de Study—A Pragmatic Cluster-Randomized Controlled Lifestyle Trial against Cognitive Decline. Int. J. Environ. Res. Public 18.

(5) The EuroQol Group. 1990. EuroQol - a new facility for the measurement of health-related quality of life. Health Policy 16:199-208.

(6) Mensink, G.B.M., J. Truthmann, M. Rabenberg, C. Heidemann, M. Haftenberger, A. Schienkiewitz and A. Richter. 2013. Obst- und GemuUsekonsum in Deutschland. Ergebnisse der Studie zur Gesundheit Erwachsener in Deutschland
(DEGST1). Bundesgesundheitsbl:779-785.

(7) Brauns, Hildegard, and Susanne Steinmann. 1999. Educational reform in France, West-Germany and the United Kingdom: updating the CASMIN educational classification. Zuma Nachrichten 23:7-44.

Kontakt

Antonia BuB3, B.A. Bildungswissenschaft und
Bildungsmanagement & Soziologie

Institut fur Sozialmedizin, Arbeitsmedizin & Public
Health (ISAP)

Medizinische Fakultat, Universitat Leipzig
Philipp-Rosenthal-Str. 55, 04103 Leipzig

E-Mail: Antonia.Buss@medizin.uni-leipzig.de

GEFORDERT VOM 1University of Leipzig, Institute of Social Medicine, Occupational Health and Public Health (ISAP), Leipzig, Germany, 2Heidelberg
University Hospital, Department of Clinical Pharmacology and Pharmacoepidemiology, Heidelberg, Germany, 3Hannover Medical
School, Institute for General Practice, Work Group Medical Statistics and [T-Infrastructure, Hannover, Germany, 4University of

Bundesministerium Greifswald, Institute for Community Medicine, University Medicine Greifswald (UMG), Greifswald, Germany, 5German Cenfre for
fiir B”dung Neurodegenerative Diseases (DZINE), site Rostock/Greifswald, Greifswald, Germany, 6Martin-Luther- University Halle-Wittenberg,

Institute of General Practice and Family Medicine, Halle, Saale, Germany, 7University Hospital of LMU Munich, Institute of General
und Forschung Practice/Family Medicine, Munich, Germany, 8University Medical Centre Hamburg-Eppendorf, Department of Health Economics

and Health Service Research, Hamburg, Germany, 2University of Kiel, Institute of General Practice, Kiel, Germany, 10University of
Siegen, Faculty V: School of Life Sciences, Siegen, Germany



	Folie 1

