20 2 6FE

TR KEV
AT (4 A% 18) AFRR

HEFERBR(JLEE) A
(LB EER IR
B R D B
< AR > < SIS AR > < SHEREAR >

20925498278 (+) =

9:15~10:15
I

1 HREBREBOSENHAE T, ZOBBEAEKEBEWTIEWNT 2,

2 MREREICE, ZBREFBIVRAZELIRZATLII L,

3 HBPICMEXOMATE, REEICKOWEEAIE, F2H 17T CREREEE A

fail
ing

bEDZ &,

4 MEAMTHABRK TR, bR &




ES T GEN
In the late 1950s and early 1960s, statisticians and doctors clashed over (1)one of the highest-profile

medical questions of the century: Does smoking cause lung cancer? One of the most important scientific

arguments against. the smoking-cancer hypothesis was (2)the possible existence of unmeasured factors

that cause both craving for nicotine and lung cancer. It was that innocuous word “caused.” It wasn’t the

first time that physicians confronted perplexing causal questions: some of the greatest milestones in
medical history dealt with identifying causative agents. In the mid-1700s, James Lind had discovered that
citrus fruits could prevent scurvy, and in the mid-1800s, ]ohn Snow had figured out that water
contaminated with fecal matter caused cholera. These brilliant pieces of detective work had in common a
fortunate one-to-one relation between cause and effect. The cholera bacillus is the only cause of cholera;
or as we would say today, it is both necessary and sufficient. If you aren’t exposed to it, you won’t get the
disease. Likewise, a vitamin C deficiency is necessary to produce scurvy, and given enough time, it is also
sufficient.

The smoking-cancer debate challenged this monolithic concept of causation. Many people smoke their
whole lives and never get lung cancer. Conversely, some people get lung cancer without ever lighting up a
cigarette. Some people may get it because of a hereditary disposition, others because of exposure to
carcinogens, and some for both reasons. ; ' ‘

Of course, statisticians ‘alréady knew of one excellent Way to establish causation in a more general sense:

the randomized controlled trial (RCT). (3)But such a study would be neither feasible nor ethical in the

case of smoking. How could you assign people chosen at random to smoke for decades, possibly ruining

their health, just to see if they would get lung cancer after thirty years? It’s impossible to imagine anyone
outside North Korea “volunteering” for such a study. |

Without a randomized controlled trial, there was no way to convince skeptics, who were committed to
the idea that the observed association between smoking and lung cancer was spurious. To them, some
lurking third factor could be producing the observed association. For example, there could be a smoking
gene that caused people to crave cigarettes and also, at the same time, made them more likely to develop
lung cancer (perhaps because of other lifestyle choices). The confounders they suggested were implausible
at best. Still, the onus was on the antisinoking contingent to prove there was no confounder.

The US surgeon general’s report, in 1964, stated in no uncertain terms, “Cigarette smoking is causally
related to lung caricer in men.” This blunt statement forever shut down the argument that smoking was
“not proven” to cause cancer. The rate of smoking in the United States among men began to decrease the
following year and is now less than half what it was in 1964. No doubt millions of lives have been saved
and lifespans lengthened. |

On the other hand, the triumph is incomplete. The period it took to reach the above conclusion, roughly -
from 1950 to 1964, might have been shorter if scientists had been able to call upon a more principled -
theory of causation. To justify the claim that smoking caused cancer, the surgeon general’s committee
relied on an informal series of guidelineé, called Hill's criteria, named for University of London statistician -
Austin Bradford Hill. The Hill guidelines take us to a methodology-free world where (4)causality is

decided on the basis of qualitative patterns of statistical trends. The Causal Revolution builds a bridge

between these two extremes, empowering our intuitive sense of causality with mathematical rigor. But this
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job would be left to the next generation.

The job of science is to put supposition aside and look at the facts. In 1948, Doll and- Austin Bradford
Hill teamed up to see if they could learn anything about the causes of the cancer epidemic. Of course Hill
knew that an RCT was impossible in this case, but he had learned the advantages of comparing a treatment

group to a control group. So he proposed to (5)compate patients who had already been diagnosed with

cancer to a control group of healthy volunteers. Each group’s members were interviewed on their past

behaviors and medical histories. (6) To avoid bias, the interviewers were not told who had cancer and who
was a control. ' |
~ The results of the study were shocking: out of 649 lung cancer patients interviewed, all but two had been
smokers. This was a statistical improbability so extreme that Doll and Hill couldn’t resist working out the
exact odds against it: 1.5 million to 1. Also, the lung cancer patients had been heavier smokers on average
than the controls.

The type of study Doll and Hill conducted is now called a case-control study because it compares “cases”
(people with a disease) to controls. It is clearly an improvement over time series data, because researchers

can control for confounders like age, sex, and exposure to environmental pollutants. (7)Nevertheless, the .

 case-control design has some obvious drawbacks. It is retrospective; that means we study people known to

have cancer and look backward to discover why. The probability logic is backward too. The data tell us the
probability that a cancer patient is a smoker inst'ead of the probability that a smoker will get cancer. It is
the latter probability that really matters to a person who wants to know whether he should smoke or not.

In addition, case-control studies admit several poséible sources of bias. One of them is called recall bias:
although Doll and Hill ensured that the interviewers didn’t know the diagnoses, the patients certainly -

‘knew whether they had cancer or not. This could have affected their recollections. Another problem is

selection bias. Hospitaﬁzed cancer patients were in no way a representative sample of the population, or
even of the smoking population. _

In short, Doll and Hill’s results were extremely suggestive but could not be taken as proof that smoking

causes cancer.

Pearl, J., & Mackenzie, D.(2018). The Book of Why : The New Science of Cause and Effect . New York:
Basic Books &, —&EED 5 x5 H

Used with permission of Hachette Books Group, from The Book of Why : The New Science of Cause and Effect, Judea Peatl,
Dana Mackenzie, 2018; permission conveyed through Copyright Clearance Center, Inc.
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Cross-Cutting Symptom Measures))

Given that psychiattic pathologies are not reliably discrete with sharp boundaries from one
another, clinicians need to shift their approach to assessment and look beyond the prototypical
presentations that neatly coincide with DSM categories. To assist with that transition, Section
111, “Emerging Measures and Models,” 5, provides the DSM-5 Level 1 Cross-Cutting Symptom

Measure, developed to help clinicians assess all major areas of psychiatric functioning (e.g.,

mood, psychosiszy, cognition, personality, sleep) and more thoroughly uncover possible disorders,

atypical presentationsy), subsyndromal conditionss), and coexistent pathologies. (F1)

Just as the review of systems performed in general medicine acts ds an inventory designed to
call attention to symptoms or signs that otherwise could have been overlooked, the DSM-5 Level
| Cross-Cutting Syfﬁpfom Measure acts as d review of mental systems, intended to aid clinicians
in better identifying latent disorders and symptoms in need of more detailed assessment (and
potentially in need of treatment). The DSM-5 Level | Cross~Cutting Symptom Measure is
recommended ds an important component of the bsychia‘rric evaluation of individuals presenting
for psychiatric care, with The American Psychiotric Association Practice Guidelines for the
Psychiatric Evaluation of Adults endorsing its use as a first step in identifying and addressing
the heterogeneity of symptoms across diagnostic categories. Self-, parent/guardian-, and child
(agel I -17)-rated versions of the DSM=-5 Level | Cross-Cutting Symptom Measure are available

online without charge for clinical use at www.psychiatry.org/dsm5.

Impact of Cultural Norms and Practices

The boundaries between normality and pathology vary across cultural contexts for specific types
of behaviors. Thresholds of tolerance for specific symptoms or behaviors differ across cultural
contexts, social settings, and families. Hence, the level at which an experience becomes
problematic or is perceived as pathological will differ. The judgment that a given behavior,
experience, or concern requires clinical attention depends on cultural norms that are internalized
by the individual and applied by others around him or her, including family members and
clinicians. To accurately assess potential signs and symptoms of psychopathology, clinicians

should routinely consider the impact of cultural meanings, identities, and practices on the causes

and course of iliness, for example, through any of the following factors: levels of ‘\/ulnerctbi!ify
and the mechanisms of specific disorders (e.g., by amplifying fears that maintain panic disorder

or health anxiety); social stigma and support generated by family and community responses o

mental illness; coping strategies that enhance resilience in response to illness or help-seeking

pathways to access health care of various types, including alternative and complementary
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treatments; and dcceptance or rejection of a diagnosis and adherence to treatments, affecting

the course of illness and recovery. (R12) Cultural contexts also affect the conduct of the clinical

encounter, including the _diagnostic  interview. Cultural differences between the
clmlcmn/members of the treatment team and the individual have implications for the accuracy
and acceptance of diagnosis, as well as for treatment decisions, prognostic considerations, and

clinical outcomes.

Sex and Gender Differences

Sex and gender can influence illness in a variety of ways. First, sex may exclusively determine
whether on individual is at risk for a disorder (e.g., as in premenstrual dysphoric disorder).
Second, sex or gender may moderate the overall risk for development of a disorder as shown by
marked differences in the prevalence and incidence rates for selected mental disorders in men
and women. Third, sex or gender may influence the likelihood that particular symptoms of a
disorder are experienced by an individual. For example, ADHD may manifest differently in boys
and girls. Sex or gender may also have other effects on the experience of a disorder that are
indirectly relevant to psychiatric diagnosis. For example, certain symptoms may be more readily
endorsed by men or women, and this endorsement contributes to differences in service provision
(e.g., women may be more likely to recognize a depressive, bipolar, or anxiety disorder and

endorse o more comprehensive list of symptoms than do men) (R3).

ER¥E 1) Cross—Cutting Symptom Measures AEBFHORE R R EERIE
2) “Emerging Measures and Models,” =#LV\RELET V]
3) psychosis={EHIE (FEHIR)
3) atypical presentations =HAIA7REEL 1T B2 AFEERIDIER
4) subsyndromal conditions =JERIS BRI ELEICEEL TV V2V RER

Hi B : Diagnostic and Statistical Manual of Mental Disorders : : Fifth Bdition Text Revision DSM—5-TR™

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (Copyright (c) 2022).|

American Psychiatric Association. All Rights Reserved. |

“[#11. Cross—Cutting Symptom Measures THR~HFL TV BT RRERDNE RSV,
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Introduction

Social determinants of health (SDOH) are the nonmedical factors that influence health outcomes. They are the
conditions in which persons are bom, live, learn, work, play, worship, and age that affect a wide range of health
risks, functioning, and quality of life. Examples of SDOH measures include economic stability, transportation
availability, housing and food security, access to health care, built environment, and social connectedness. SDOH
are driven by intersecting systematic influences such as economic policies and institutional racism that unequally
affect different populations. SDOH and health-related social needs (HRSN) play a significant role in health status,
health care utilization, and well-being of individual persons and populations, Whereas HRSN focus primarily on
screening and connecting persons to resources and services to fulfill unmet social needs, SDOH exist at the
community or population level and reflect the policies and environments that support health or create barriers to

health. Some adverse SDOH have been linked to a higher risk for poor health outcomes, including chronic diseases.

This study measured the prevalence of adverse SDOH and HRSN across U.S. adult populations using data from the
2022 Behavioral Risk Factor Surveillance System (BRFSS). Understanding disparities in SDOH and HRSN among
populations is essential to determining and deploying strategies toward advancing health equity. (1)For the first time.

data from a new Social Determinants and Health Equity (SD/HE) module in BRFSS were used to investigate adverse
SDOH and HRSN bv race and ethnicity in the United States.

Methods

Data Source

BRFSS is a state-based landline and cellular telephone survey of noninstitutionalized U.S. civilian residents aged
>18 years. BRFSS collects data on health-related risk behaviors, chronic diseases and conditions, health care access,
and use of preventive services in all 50 states, the District of Columbia, and participating U.S. territories. The
optional SD/HE module was introduced in 2022, Details of the 2022 BRFSS survey and SD/HE module are
described elsewhere; data were collected by 39 states, District of Columbia, Puerto Rico, and U.S. Virgin
Islands. SD/HE module questions were developed based on the Center for Medicare & Medicaid Services’
Accountable Health Communities Health-Related Social Needs Screening Tool and from a previous BRFSS SDOH
optional module administered in 2017. SDOH measures include employment instability, food insecurity, housing
insecurity, utility insecurity, and lack of reliable transportation. HRSN measures included life dissatisfaction, lack
of social and emotional support, social isolation or loneliness, receiving food stamps or Supplemental Nutrition
Assistance Program (SNAP), and mental stress. Two additional adverse SDOH measures, lack of health insurance

and cost barrier for needed medical care, were from the BRFSS core section.

Prevalence of adverse SDOH and HRSN were examined by race and ethnicity, which were categorized as non-
Hispanic (NH) American Indian or Alaska Native (AI/AN), NH Asian (Asian), NH Black or African American
(Black), NH Native Hawaiian or other Pacific Islander (NH/OPI), NH White (White), NH multiracial (multiracial),

or Hispanic or Latino (Hispanic) based on self-identified race and ethnicity information. The analysis included
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323,877 participants (among 338,778 survey respondents) with complete demographic and general health status

information.

Data Analysis
Those who responded “don’t know/not sure,” refused to answer, or had missing responses for demographic variables
(except for those with unknown income) were excluded. Participants with missing information for a specific SDOH

or HRSN were excluded from the respective analyses.

Weighted prevalence estimates were calculated overall and by racial and ethnic group, U.S. Census Bureau regions,
and covariates (age, sex, education, marital status, income, and self-rated health). Statistical significance was
determined based on whether there was an overlap between 95% Cls for any two estimates. Adjusted prevalence
estimates were obtained by conducting log-linear regression analyses with a robust variance estimator, which
adjusted for covariates. Analyses were conducted using SAS-callable SUDAAN (version 11.0.3; RTI International)
to account for the complex survey design, This activity was reviewed by CDC i 1, deemed not research, and was

conducted consistent with applicable federal law and CDC policy.

Results

The most commonly reported adverse SDOH or HRSN were social isolation or loneliness (31.9%) and lack of social
and emotional support (24.8%), which are proxies for social connectedness. Receiving food stamps or SNAP was
most prevalent among Black adulis (21.9%) and AI/AN adults (21.3%); lack of reliable transportation was most
prevalent among AT/AN adults (16.2%). The following were most prevalent among NH/OPI adults: lack of social
and emotional support (38.3%), loss or reduced hours of employment (21.4%), food insecurity (29.0%), housing
insecurity (22.8%), and experiencing threat to shut off utility services (19.2%). Life dissatisfaction (11.2%) and
social isolation or loneliness (41.0%) were most prevalent among multiracial adults. Lack of health insurance
(21.0%) was most prevalent among Hispanic adults. The lowest prevalences of most adverse SDOH and HRSN

measures were among Asian and White adults,

Differences by Demographics and Health Status

The prevalence of adverse SDOH and HRSN also differed by other demographic characteristics and by general
health status. For example, with increasing age, educational level, and household income, the prevalence of adverse
SDOH and HRSN generally decreased. Adults who reported fair or poor self-rated health had the highest prevalence
for all adverse SDOH and HRSN. Adults living in the U.S. Census Bureau South Region had the highest prevalences
of receiving food stamps or SNAP, food insecurity, experiencing threat to shut off utility services, lack of health

insurance, and cost barrier for needed medical care.

Adjusted Analyses

After adjustment for covariates, when compared with that of White adults, the prevalence of life dissatisfaction was
24% higher for multiracial adults, 14% lower for Black adults, and 33% lower for Hispanic adults; lack of social
and emotional support ranged from 6% more prevalent in the Hispanic group to 76% more prevalent in the Asian

group. Across all other racial and ethnic groups compared with White adults, the majority of prevalence estimates
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were higher for loss or reduced hours of employment (22% to 73%), receiving food stamps or SNAP (31% to 77%)),
food insecurity (35% to 133%), housing insecurity (34% to 105%), experiencing a threat to shut off utility services
(50% to 149%, except for 39% lower among Asian adults), lack of reliable transportation (8% to 86%), and cost
barrier for needed medical care (23% to 49%). Lack of health insurance coverage was 92% more prevalent for
Hispanic adults than for White adults. The prevalence of mental stress was lower for three groups when compared
with White adults: 22% less for Hispanic adults, 25% less for Black adults, and 39% less for Asian adults.

Discussion

In this large state-based survey of adverse SDOH and HRSN among U.S. adults, significant differences were
reported among racial and ethnic groups in measures of social and emotional support, employment instability, food
insecurity, housing insecurity, and utility and transportation instability. Estimates indicate elevated prevalences of
adverse SDOH and HRSN among AI/AN, Black, NH/OPI, multiracial, and Hispanic adults when compared with
White adults, Most adverse SDOH and HRSN estimates were not significantly different between Asian and White
adults. Adults who reported having fair or poor health were more likely to have adverse SDOH and HRSN than
those reporting better health. Disparities in chronic disease prevalence, severity, complications, and management,
as well as related risk factors among racial and ethnic groups, are well documented. For example, racial and ethnic
differences in cardiovascular disease mortality among U.S. adults that are not indicative of biologic differences but

intersecting systematic influences are correlated with adverse SDOH.

This study identified the extent of differences in adverse SDOH and HRSN among racial and ethnic populations,
and by U.S. Census Bureau regions, demographic characteristics, and general health status. (2)Findings are

consistent with the differential impact that societal structural and systemic infrastructure have on SDOH and HRSN
among racial and ethnic populations in the United States. Further studies using the BRFSS SD/HE module will

examine which SDOH and HRSN are most relevant to specific health outcomes and whether addressing these
SDOH and HRSN could lead to improvement in health equity.
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