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D E F I N I C I O N E S !

ENFERMEDADES CRÓNICAS Y SISTEMAS DE SALUD 



ENFERMEDADES Y MORTALIDAD, 2010 
Condición y Ranking Causa de muerte Años-vida perdidos 
Enfermedad Cardiovascular 1 1 
ACV 2 3 
Cáncer de Pulmón 3 2 
Alzheimer 4 9 
EPOC 5 4 
Diabetes 6 7 
Neumonía 7 11 
Cáncer de colon 8 10 
Enfermedad Renal Crónica 9 16 
Otros trastornos vasculares 10 17 

EE.UU., año 2010. En base a: Christopher J.L. Murray, Alan D. Lopez. Measuring the Global Burden of 
Disease. N Engl J Med 2013;369:448-57 




ENFERMEDADES CRÓNICAS 
•  Hipertensión arterial 
•  Enfermedad coronaria 
•  Enfermedad cerebrovascular 
•  Enfermedad pulmonar obstructiva crónica 
•  Cáncer 
•  Diabetes 
•  Condiciones de riesgo 

•  Dislipidemia 
•  Obesidad 

 



ENFERMEDADES CRÓNICAS Y 
MORTALIDAD 

Enfermedades 
Crónicas


60%


Infecciosas y 
Maternoinfantiles


31%


Violencia y 
Traumáticas


9%


Causas de Mortalidad, Mundo!
En base a: World Health Organization. Preventing chronic diseases: 
a vital investment: WHO global report 2005 



CAMBIO DE PATOLOGÍA 
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CAUSAS DE MORTALIDAD, 2030 

of demographic change are labelled ‘‘population growth’’ and
‘‘population ageing’’ in Figure 7. The total projected change
in numbers of deaths between 2002 and 2030 is the sum of the
population growth, population ageing, and epidemiological
change components.

In almost all cases, demographic and epidemiological
factors are operating in opposing directions in determining
mortality in 2030. The major exception is HIV/AIDS, where
demographic and epidemiological change are acting in the
same direction to increase total HIV/AIDS deaths to 6.5
million deaths in 2030 under the baseline scenario. Demo-
graphic change dominates, as the majority of HIV/AIDS
deaths are in sub-Saharan Africa, where population growth is

highest and where HIV/AIDS incidence rates are assumed to
remain largely constant under the baseline scenario.
For Group I conditions other than HIV/AIDS for which

substantial declines in mortality rates are projected, the effect
of these declines will be attenuated in most regions by
demographic change leading to an increase in the child
population most at risk for these conditions. Population
growth and population ageing act in opposite directions for
Group I mortality excluding HIV/AIDS in low-income
countries, but not in other income groups. If future fertility
rates are higher than projected, then the higher child
population numbers will further offset the projected reduc-
tions in death rates for Group I conditions.

Figure 5. Projections of Global Deaths (Millions) for Selected Causes, for Three Scenarios: Baseline, Optimistic, and Pessimistic, 2002–2030

doi: 10.1371/journal.pmed.0030442.g005

PLoS Medicine | www.plosmedicine.org November 2006 | Volume 3 | Issue 11 | e4422020

Projections of Global Mortality



ENFERMEDADES CRÓNICAS Y 
MORTALIDAD: ARGENTINA 

Enfermedades 
Crónicas


62%


Infecciosas y 
Maternoinfantiles


16%

Violencia y 

Traumáticas

14%


Enf mal definidas

6%


Lesiones mal 
definidas


2%


Causas de Muerte Precoz (Años de vida perdidos por 
muerte prematura), Argentina!
En base a: MSN. Estudio de Carga de Enfermedad, 2010 



FACTORES DE RIESGO EN LA ARGENTIA 
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Prevalencia (%)  de Detección de HTA, DLP, DBT

"Programa de Vigilancia de la Salud y Control de Enfermedades" VIGI+A e 

INDEC, Encuesta Nacional de  Factores de Riesgo 2005.


Hipertensión arterial
 Hipercolesterolemia
 Diabetes




FACTORES DE RIESGO EN LA 
ARGENTINA (25-64 AÑOS) 

Table 2 Prevalence (as Percent and 95% Confidence Interval) of Major Risk Factors by City for the Overall Population and for Men and Women

Barquisimeto Bogota Buenos Aires Lima Mexico City Quito Santiago

Hypertension* 24.7 (22.7-26.8) 13.4 (11.5-15.2) 29.0 (26.9-31.1) 12.6 (11.1-14.0) 11.7 (10.3-13.1) 8.6 (7.3-10.0) 23.8 (21.6-26.1)
Men 27.5 (23.7-31.3) 14.6 (11.9-17.2) 37.7 (34.3-41.1) 14.4 (12.2-16.7) 11.2 (8.9-13.6) 7.2 (5.6-8.7) 27.3 (24.1-30.5)
Women 22.9 (20.6-25.2) 12.4 (10.2-14.7) 21.7 (19.0-24.4) 10.7 (8.8-12.6) 12.1 (9.9-14.2) 10.1 (7.8-12.4) 20.7 (17.8-23.5)

Hypercholesterolemia† 5.7 (4.7-6.7) 12.0 (10.5-13.5) 18.7 (16.7-20.7) 11.6 (10.1-13.1) 16.4 (14.2-18.7) 20.2 (18.0-22.3) 15.3 (13.4-17.2)
Men 4.5 (3.0-6.1) 12.4 (9.9-14.9) 19.6 (16.8-22.4) 10.1 (8.2-12.1) 17.5 (14.4-20.7) 21.6 (18.2-25.0) 15.9 (13.3-18.5)
Women 6.5 (5.0-7.9) 11.7 (9.5-13.8) 17.8 (15.1-20.5) 13.0 (10.8-15.2) 15.4 (12.3-18.5) 18.8 (16.0-21.6) 14.8 (12.2-17.4)

Current smoking‡ 21.8 (19.3-24.2) 22.2 (19.1-25.2) 38.6 (36.0-41.2) 26.6 (23.9-29.4) 27.3 (25.0-29.5) 29.9 (27.0-32.7) 45.4 (42.8-47.9)
Men 32.2 (27.7-36.7) 31.3 (27.1-35.5) 39.7 (36.2-43.2) 38.0 (34.2-41.7) 34.4 (30.2-38.5) 49.4 (45.9-52.9) 47.7 (44.2-51.1)
Women 14.9 (12.7-17.1) 15.0 (11.1-18.9) 37.7 (34.2-41.3) 15.4 (12.6-18.2) 21.0 (18.8-23.2) 10.5 (7.8-13.2) 43.3 (39.7-46.9)

Diabetes§ 6.0 (5.0-7.0) 8.1 (6.8-9.5) 6.2 (4.8-7.7) 4.4 (3.4-5.4) 8.9 (7.7-10.2) 5.9 (4.8-7.1) 7.2 (5.9-8.6)
Men 5.6 (4.0-7.2) 7.4 (5.7-9.2) 7.9 (5.7-10.0) 4.3 (2.8-5.7) 8.0 (6.3-9.7) 4.6 (3.2-6.0) 6.8 (5.2-8.5)
Women 6.3 (5.0-7.5) 8.7 (6.8-10.6) 4.8 (3.3-6.4) 4.6 (3.2-5.9) 9.7 (7.8-11.6) 7.3 (5.6-8.9) 7.6 (5.6-9.6)

Obesity¶ 25.1 (22.1-28.1) 18.0 (15.7-20.2) 19.7 (17.4-21.9) 22.3 (19.9-24.6) 31.0 (28.4-33.5) 16.3 (14.3-18.3) 26.6 (24.4-28.8)
Men 23.5 (18.8-28.3) 12.8 (10.1-15.5) 23.1 (19.8-26.3) 21.1 (18.0-24.3) 31.7 (28.0-35.4) 10.3 (8.2-12.5) 23.6 (20.4-26.8)
Women 26.1 (22.6-29.6) 22.0 (19.0-25.0) 16.8 (13.8-19.8) 23.4 (20.5-26.4) 30.4 (27.1-33.7) 22.4 (18.7-26.0) 29.4 (26.0-32.9)

Metabolic syndrome** 25.8 (23.3-28.4) 20.4 (18.2-22.5) 16.7 (14.8-18.6) 17.9 (15.9-20.0) 27.2 (24.9-29.4) 13.7 (11.9-15.6) 21.0 (18.9-23.1)
Men 26.3 (22.3-30.2) 18.7 (15.8-21.6) 21.7 (19.0-24.4) 15.8 (13.0-18.6) 26.3 (22.9-29.6) 7.5 (5.6-9.3) 19.0 (16.3-21.6)
Women 25.6 (22.9-28.3) 21.7 (19.0-24.4) 12.3 (9.6-15.1) 20.0 (17.3-22.8) 28.0 (24.4-31.6) 20.1 (16.9-23.4) 23.0 (20.0-26.0)

*Hypertension, blood pressure !140/90 mm Hg, or use of antihypertensive drugs.
†Hypercholesterolemia, total serum cholesterol !240 mg/dL.
‡Smoking, daily or occasional consumption of cigarettes, cigars, or pipe tobacco.
§Diabetes, fasting blood glucose level !126 mg/dL, or self-reported diabetes.
¶Obesity, body mass index !30 kg/m2.
**Metabolic syndrome, presence of !3 of the following: abdominal obesity (waist !102 cm in men, !88 cm in women); triglycerides !150 mg/dL; high-density lipoprotein cholesterol "40 mg/dL in men,

"50 mg/dL in women; blood pressure !130/85 mm Hg; fasting glycemia !110 mg/dL or self-reported diabetes.

62
The

American
JournalofMedicine,Vol121,No

1,January
2008

Schargrodsky H, Hernández-Hernández R, Marcet Champagne B, et al.  
: Assessment of Cardiovascular Risk in Seven Latin American Cities. Am J Med 2008; 121: 58-65 



ENFERMEDADES CRÓNICAS 

•  Crónicas!

•  No contagiosas!

•  Multi-morbilidad!

•  Factores de riesgo!

•  Complejidad!



D E M O G R A F Í A !

ENFERMEDADES CRÓNICAS Y SISTEMAS DE SALUD 
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The Problems of a Graying Population
By CHRYSTIA FREELAND | REUTERS

It’s the demography, stupid.

There are a lot of different reasons this is turning out to be such a politically hot summer in so

much of the Western world. But one way to understand this season’s acrimony — from the

protests of the indignati in Spain and Greece, to the budget deadlock in Washington and even to

the tragedy in Norway — is as diverse symptoms of a shared condition: The West is getting old.

That demographic fact is becoming a generational war, and there is every reason to believe that

in the coming decades it will get worse.

The heart of the problem is arithmetical: The post-World War II social welfare state, created at a

moment when the baby boom was still gestating, is built on a generational Ponzi scheme. As life

expectancy increases and fertility declines, that population pyramid is being inverted — and in

some countries, that is causing the entire economy to topple.

That’s true in Greece and Spain, where the young are taking to the streets partly because state

pension commitments have become so heavy they are suffocating the economy and depriving

the seniors’ grandchildren of any chance of a job. Likewise in the United States, where,

notwithstanding the national self-image as a laissez-faire land that has eschewed Europe’s

lavish social safety net, the budget battle is really a fight about the old: Programs for the elderly

constitute almost half of non-interest government spending, about $1.6 trillion in 2010, of a

$3.3 trillion total. That figure will swell as the baby boomers retire.

According to a paper by political economist Nicholas Eberstadt, who has done extensive

research on the issue, “costs associated with population aging are estimated to account for about

half the public-debt run-up of the O.E.C.D. economies over the past 20 years.”

It is not just at home that graying societies are creating wrenching political and economic

tensions: The demographic squeeze may be contributing to one of today’s biggest dangers in

international finance: the threat of sovereign default. Ali Alichi, an economist at the

International Monetary Fund, argues in an essay published by the fund last month that “old

folks may be less willing to repay sovereign debt.” According to Mr. Alichi, “As the number of

older voters relative to younger ones increases around the globe, the creditworthiness of



DEMOGRAFÍA Y CRÓNICAS 

•  Longevidad 
  Aumenta la incidencia de crónicas.

  Sin embargo la mayoría es en pacientes jóvenes.

  Causan mortalidad precoz.


•  Fertilidad dual 
  Crecen más las poblaciones más pobres.

  Las más alcanzadas por las crónicas.


•  Urbanización 
  Concentra la pobreza y el problema de las crónicas.

  Hábitos no saludables.




LONGEVIDAD: VIDA DESPUÉS DE LOS 65’ 
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Esperanza de vida a los 65 años, OECD, Mujeres
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LONGEVIDAD: SOBREVIDA A LOS 75 AÑOS 
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EE.UU. Expectativa de vida a los 75 años 
CDC. Health, United States 2009 Web Update 



DUALIDAD: EJEMPLO CABA 
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CRÓNICAS: MUERTE PRECOZ 
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Defunciones, ambos sexos, cada 100.000, a partir de 
los 35 años. 

Elaboración propia en base a WHO (Japón 2009) 

Argentina 2009 
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•  La Argentina tiene un exceso de muertes en jóvenes 



DEFUNCIONES HASTA LOS 75 AÑOS 

(%) de defunciones a los 75 años

Argentina
 50

Pcia de Buenos Aires
 64

Canadá
 25

Japón
 21

Angola
 75




URBANIZACIÓN: ARGENTINA 
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MULTI-MORBILIDAD: EDAD 
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Results
We analysed data from 1 751 841 patients (about a third 
of the Scottish population) from 314 Scottish medical 
practices. Table 1 shows the demographic characteristics 
of the study population, the proportion of those with 
multimorbidity, and the proportion with physical and 
mental health comorbidity. Men and women were 
equally represented, as were all deprivation deciles. 
42·2% (95% CI 42·1–42·3) of the population had one or 
more chronic morbidities, 23·2% (23·1–23·2) had 
multimorbidity, and 8·3% (8·3–8·4) had physical and 
mental health comorbidity. Of people with at least one 
morbidity, 54·9% (54·8–55·0) had multimorbidity and 
19·8% (19·8–19·9) had physical and mental health 
comorbidity. Most people with common chronic mor-
bidities had at least two, and frequently more, other 
disorders (appendix).

The number of morbidities and the proportion of 
people with multimorbidity increased substantially with 
age (table 1). By age 50 years, half of the population had 
at least one morbidity, and by age 65 years most were 
multimorbid (fi gure 1). However, in absolute terms, 
more people with multimorbidity were younger than 
65 years than 65 years and older (210 500 vs 194 966), 
although older people had more morbidities on average 
(table 1).

The crude prevalence of multimorbidity increased 
modestly with the deprivation of the area in which patients 
lived (19·5%, 95% CI 19·3–19·6, in the most affl  uent 
areas vs 24·1%, 23·9–24·4, in the most deprived; 
diff erence 4·6%, 95% CI 4·3–4·9; table 1). However, this 
fi nding should be interpreted with caution because the 
population in more deprived areas was, on average, 
younger (median age 37 years [IQR 21–53] in the most 
deprived areas vs 42 years [IQR 22–58] in the most affl  uent 
areas). People living in more deprived areas were more 
likely to be multimorbid than were those living in the 
most affl  uent areas at all ages, apart from those aged 
85 years and older (fi gure 2). Young and middle-aged 
adults living in the most deprived areas had rates of 
multimorbidity equivalent to those aged 10–15 years older 
in the most affl  uent areas (fi gure 2 and appendix).

8·3% (95% CI 8·3–8·4) of all patients, and 36·0% 
(35·9–36·2) of people with multimorbidity, had both a 
physical and a mental health disorder. The prevalence of 
physical and mental health comorbidity was higher in 
women than in men, and was substantially higher in older 
people than in younger people (table 1). Although older 
people were much more likely to have physical–mental 
health comorbidity, the absolute numbers were greater in 
younger people (90 139 people <65 years vs 55 912 people 
≥65 years). The crude socioeconomic gradient in physical–
mental health comorbidity was greater than that for any 
multimorbidity, with a near doubling in prevalence in the 
most deprived versus the most affl  uent areas (table 1; 
diff erence 5·1%, 95% CI 4·9–5·3). In the logistic regres-
sion analysis with the presence of any mental health 

disorder as the outcome (table 2), we noted a non-linear 
association with age, so we included an age-squared term 
in the model. The predicted probability of having a mental 
health disorder increased with age up until about age 
60 years, and then decreased (data not shown). Men were 
less likely to have a mental health disorder than were 
women, and those in the most deprived decile were more 
than twice as likely to have a mental health disorder than 
were those in the most affl  uent decile (adjusted OR 2·28, 
95% CI 2·21–2·32). The presence of a mental health 
disorder was strongly associated with the number of 
physical disorders that an individual had—eg, people with 
fi ve or more disorders had an OR of 6·74 (95% CI 
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Figure 1: Number of chronic disorders by age-group
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Figure 2: Prevalence of multimorbidity by age and socioeconomic status 
On socioeconomic status scale, 1=most affl  uent and 10=most deprived.

Barnett K, Mercer Sw, et al. Epidemiology of multimorbidity and implications for health care, research, and medical education: 
a cross-sectional study. Lancet May 10, 2012 DOI:10.1016/S0140- 6736(12)60240-2




MULTI-MORBILIDAD: POBREZA 
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Results
We analysed data from 1 751 841 patients (about a third 
of the Scottish population) from 314 Scottish medical 
practices. Table 1 shows the demographic characteristics 
of the study population, the proportion of those with 
multimorbidity, and the proportion with physical and 
mental health comorbidity. Men and women were 
equally represented, as were all deprivation deciles. 
42·2% (95% CI 42·1–42·3) of the population had one or 
more chronic morbidities, 23·2% (23·1–23·2) had 
multimorbidity, and 8·3% (8·3–8·4) had physical and 
mental health comorbidity. Of people with at least one 
morbidity, 54·9% (54·8–55·0) had multimorbidity and 
19·8% (19·8–19·9) had physical and mental health 
comorbidity. Most people with common chronic mor-
bidities had at least two, and frequently more, other 
disorders (appendix).

The number of morbidities and the proportion of 
people with multimorbidity increased substantially with 
age (table 1). By age 50 years, half of the population had 
at least one morbidity, and by age 65 years most were 
multimorbid (fi gure 1). However, in absolute terms, 
more people with multimorbidity were younger than 
65 years than 65 years and older (210 500 vs 194 966), 
although older people had more morbidities on average 
(table 1).

The crude prevalence of multimorbidity increased 
modestly with the deprivation of the area in which patients 
lived (19·5%, 95% CI 19·3–19·6, in the most affl  uent 
areas vs 24·1%, 23·9–24·4, in the most deprived; 
diff erence 4·6%, 95% CI 4·3–4·9; table 1). However, this 
fi nding should be interpreted with caution because the 
population in more deprived areas was, on average, 
younger (median age 37 years [IQR 21–53] in the most 
deprived areas vs 42 years [IQR 22–58] in the most affl  uent 
areas). People living in more deprived areas were more 
likely to be multimorbid than were those living in the 
most affl  uent areas at all ages, apart from those aged 
85 years and older (fi gure 2). Young and middle-aged 
adults living in the most deprived areas had rates of 
multimorbidity equivalent to those aged 10–15 years older 
in the most affl  uent areas (fi gure 2 and appendix).

8·3% (95% CI 8·3–8·4) of all patients, and 36·0% 
(35·9–36·2) of people with multimorbidity, had both a 
physical and a mental health disorder. The prevalence of 
physical and mental health comorbidity was higher in 
women than in men, and was substantially higher in older 
people than in younger people (table 1). Although older 
people were much more likely to have physical–mental 
health comorbidity, the absolute numbers were greater in 
younger people (90 139 people <65 years vs 55 912 people 
≥65 years). The crude socioeconomic gradient in physical–
mental health comorbidity was greater than that for any 
multimorbidity, with a near doubling in prevalence in the 
most deprived versus the most affl  uent areas (table 1; 
diff erence 5·1%, 95% CI 4·9–5·3). In the logistic regres-
sion analysis with the presence of any mental health 

disorder as the outcome (table 2), we noted a non-linear 
association with age, so we included an age-squared term 
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less likely to have a mental health disorder than were 
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95% CI 2·21–2·32). The presence of a mental health 
disorder was strongly associated with the number of 
physical disorders that an individual had—eg, people with 
fi ve or more disorders had an OR of 6·74 (95% CI 
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Conducting the HIE  
In the early 1970s, fi nancing and the impact of 
cost sharing took center stage in the national 
health care debate. At the time, the debate 
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How Private Companies are Transforming the Global
Public Health Agenda
A New Era For the World Health Organization

Sonia Shah
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During the 1970s and 1980s, the World Health Organization and other global health leaders often strove to improve
the health of the world’s poor by targeting private sector excesses. They imposed restrictions, codes, and “ethical
criteria” on the marketing of infant formula, pesticides, and tobacco, unnerving executives and stifling business
plans. Success hinged on the cooperation of local governments, but where policymakers implemented
recommendations they achieved real results. Breastfeeding rates rose, pesticide poisonings fell, and tobacco
consumption declined.

Since then, the global health establishment has been turned on its head. Over the last two decades, the private sector
has emerged as the world’s top source of financing and leadership in the fight against deadly disease. The resources
of some of the private industry players involved in global health today dwarf those of the WHO. Groups such as the
Global Business Coalition aim to turn “business assets into disease-fighting assets”; the GBC boasts a membership of
nearly 200 companies, including multinationals such as Coca-Cola, Exxon Mobil, and Pfizer. Why the interest?
Firms are responding to local demands for corporate social responsibility, but they also have come to realize, as they
look to emerging markets for future growth, that underwriting public health is a long-term investment. As
development economist Daniel Altman recently explained, in a global economy, “these people are your consumers,
your workers, your investors.” Several former WHO officials now work on public health issues for private industry.
Most telling is the fact that voluntary contributions from private interests and others now bankroll four out of every
five dollars of the WHO’s budget.

The problem is that the companies most active in global health projects today hail from a narrow range of industries,
many of which are under fire for their negative impact on public health. These private firms are playing a double



CONTROL ECONÓMICO 
FIRMAS QUE CONTROLAN EL 30% DE TODAS LAS 
ACCIONES CON DERECHO A VOTO DEL MUNDO 

shows that many of the top actors belong to the core. This means that they do not carry out their business
in isolation but, on the contrary, they are tied together in an extremely entangled web of control. This
finding is extremely important since there was no prior economic theory or empirical evidence regarding
whether and how top players are connected. Finally, it should be noted that governments and natural
persons are only featured further down in the list.

Table S1. Top 50 control-holders. Shareholders are ranked by network control (according to the
threshold model, TM). Column indicate country, NACE industrial sector code, actor’s position in the
bow-tie sections, cumulative network control. Notice that NACE code starting with 65,66,67 belong to
the financial sector.

Rank Economic actor name Country NACE code Network Cumul. network
position control (TM, %)

1 BARCLAYS PLC GB 6512 SCC 4.05
2 CAPITAL GROUP COMPANIES INC, THE US 6713 IN 6.66
3 FMR CORP US 6713 IN 8.94
4 AXA FR 6712 SCC 11.21
5 STATE STREET CORPORATION US 6713 SCC 13.02
6 JPMORGAN CHASE & CO. US 6512 SCC 14.55
7 LEGAL & GENERAL GROUP PLC GB 6603 SCC 16.02
8 VANGUARD GROUP, INC., THE US 7415 IN 17.25
9 UBS AG CH 6512 SCC 18.46
10 MERRILL LYNCH & CO., INC. US 6712 SCC 19.45
11 WELLINGTON MANAGEMENT CO. L.L.P. US 6713 IN 20.33
12 DEUTSCHE BANK AG DE 6512 SCC 21.17
13 FRANKLIN RESOURCES, INC. US 6512 SCC 21.99
14 CREDIT SUISSE GROUP CH 6512 SCC 22.81
15 WALTON ENTERPRISES LLC US 2923 T&T 23.56
16 BANK OF NEW YORK MELLON CORP. US 6512 IN 24.28
17 NATIXIS FR 6512 SCC 24.98
18 GOLDMAN SACHS GROUP, INC., THE US 6712 SCC 25.64
19 T. ROWE PRICE GROUP, INC. US 6713 SCC 26.29
20 LEGG MASON, INC. US 6712 SCC 26.92
21 MORGAN STANLEY US 6712 SCC 27.56
22 MITSUBISHI UFJ FINANCIAL GROUP, INC. JP 6512 SCC 28.16
23 NORTHERN TRUST CORPORATION US 6512 SCC 28.72
24 SOCIÉTÉ GÉNÉRALE FR 6512 SCC 29.26
25 BANK OF AMERICA CORPORATION US 6512 SCC 29.79
26 LLOYDS TSB GROUP PLC GB 6512 SCC 30.30
27 INVESCO PLC GB 6523 SCC 30.82
28 ALLIANZ SE DE 7415 SCC 31.32
29 TIAA US 6601 IN 32.24
30 OLD MUTUAL PUBLIC LIMITED COMPANY GB 6601 SCC 32.69
31 AVIVA PLC GB 6601 SCC 33.14
32 SCHRODERS PLC GB 6712 SCC 33.57
33 DODGE & COX US 7415 IN 34.00
34 LEHMAN BROTHERS HOLDINGS, INC. US 6712 SCC 34.43
35 SUN LIFE FINANCIAL, INC. CA 6601 SCC 34.82
36 STANDARD LIFE PLC GB 6601 SCC 35.2
37 CNCE FR 6512 SCC 35.57
38 NOMURA HOLDINGS, INC. JP 6512 SCC 35.92
39 THE DEPOSITORY TRUST COMPANY US 6512 IN 36.28
40 MASSACHUSETTS MUTUAL LIFE INSUR. US 6601 IN 36.63
41 ING GROEP N.V. NL 6603 SCC 36.96
42 BRANDES INVESTMENT PARTNERS, L.P. US 6713 IN 37.29
43 UNICREDITO ITALIANO SPA IT 6512 SCC 37.61
44 DEPOSIT INSURANCE CORPORATION OF JP JP 6511 IN 37.93
45 VERENIGING AEGON NL 6512 IN 38.25
46 BNP PARIBAS FR 6512 SCC 38.56
47 AFFILIATED MANAGERS GROUP, INC. US 6713 SCC 38.88
48 RESONA HOLDINGS, INC. JP 6512 SCC 39.18
49 CAPITAL GROUP INTERNATIONAL, INC. US 7414 IN 39.48
50 CHINA PETROCHEMICAL GROUP CO. CN 6511 T&T 39.78
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