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Abstract 1. The article describes the state of the problem of inequality in health in the world. The main causes of
increasing inequality in health. The authors refer to them economic differentiation of society, the transition from
health to the health of clinical medicine, unequal access to health services. Analyzed the influence of socio-
economic determinants that shape inequality in health. As the most important factors are considered poverty,
ecological trouble, lack of education. Shown that lifestyle residents largely confined to socio economic factors that
do not depend directly on the person. 2. This article discusses the concept of adherence and compliance of patients.
We describe the pharmacological, clinical, and physical methods for assessing adherence. Factors affecting patient
compliance, which include sex and age; characterological features of the patient, low education, level of will power,
lack of education and intelligence, characteristics of the disease, the correct choice of the drug: it is fast enough and
good efficacy and good tolerability; treatment regimen, the presence of drugs prescribed by your doctor pharmacies.
3. The article describes the situation with health literacy. The article describes the state of the problem of inequality
in health in the world. The main causes of increasing inequality in health. The authors refer to them economic
differentiation of society, the transition from health to the health of clinical medicine, unequal access to health
services. Analyzed the influence of socio-economic determinants that shape inequality in health. As the most
important factors are considered poverty, ecological trouble, lack of education. Shown that lifestyle residents largely
confined to socio economic factors that do not depend directly on the person. The facts of correlation of health
literacy to self-assessment of their own health, with personal income, economic growth, empowerment of women,
life expectancy were presented. A review of effective European strategies for improving health literacy was done.
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1. Introduction

The project Healthy Cities has been making its
contribution to health promotion in the European Region
for several decades now. The peculiar feature of it is
proper response to the issues arising in public health and
healthcare systems in European countries. This is reflected
in the topics that are taken as key ones at certain stages of
the Healthy Cities project.

The Russian Federation has been an active member of
the European network of Healthy Cities and dozens of
Russian cities have joined our movement in the latest
years.

The article presented here focuses on relevant issues of
modern healthcare — health inequity.

Health inequity has become one of the key priorities for
the European Strategy 2020. Even though the health status
indicators, such as the death rate, are improving all over
Europe there are still sharp health differences between
countries, inside countries, and even between cities and
social groups. Unfortunately, health inequity is increasing

the global economic recession being among the key causes
here. The growing unemployment and cut budgets on
public needs will affect millions of people’s living
conditions in Europe, and will have the greatest impact on
the health status of the most vulnerable groups. Should
there be no timely and proper measures taken this health
inequity may only increase.

This entire range of issues with their potential solution
is reflected in this article. The book offers a theoretical
overview of the current state of the issue as well as
provides the author’s own findings and the experience of
the City of Stavropol gained due to the participation in the
Healthy Cities project.

2. Health Inequity: The Current State

2.1. Health Inequity: Political and Social
Aspects
Literature will often use the term HEALTH INEQUITY

as a synonym to HEALTH INJUSTICE. However, these
terms are not similar. Since health inequity is a general
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term typically used to define differences, changes, and
disproportions in the health status of individuals and
groups not any health inequity will be unjust. Yet, many
types of health inequity are undoubtedly unjust as the
concept of health injustice focuses on distribution of
resources and other processes that drive certain types of
health inequity, i.e. on systematic disparities in terms of
health (or in its social determinants) among various social
groups enjoying more or less favorable opportunities. In
other words it focuses on health inequities that are unjust
and unfair.

Speaking of the English terms “inequality” and
“inequity” that are used to define “disparity”: in healthcare
the expression social inequalities in health imply the same
disparity [just like social inequities in health], which is
unfair and unjust” (Whitehead and Dahlgren, 2008).

Some researchers suggest a definition based on which
unfairness in health will be related to those health
disparities that are considered avoidable, removable,
unfair and unjust (Braveman P. et al, 1996, 2001; Newton
K., 1997; Anand S., 2002; Whitehead and Dahlgren,
2008).

Health inequity is increasing both inside countries and
among them. Besides, in all countries there is a large gap
in terms of health status dividing various groups
irrespective of their income. In high income countries
there can be observed a more than 10-year life expectancy
gap between various groups depending on such factors as
the ethnicity, gender, social & economic status, and the
geography of residence. In poor countries all regions show
significant difference in child death rate depending on the
household welfare.

Health inequity means that a significant part of the
society has no chance to reach their full health potential,
and this cuts them from access and a chance to enjoy other
basic human rights. The conclusion here implies that the
society should be equal and fair in distributing the
resources available so that to make these accessible for
everyone (Whitehead, M. et al., 2008).

The findings from a number of European research
projects suggest that the death rate among those found at
the “lowest” rank of the social ladder is typically 2-3 times
as high, while the life expectancy in non-qualified
employees is 5 years shorter if compared with qualified
personnel; also there is a 9-12-year gap between the poor
and the well-off in terms of their life expectancy free from
any disabling condition (Anand, 2002; Mackenbach,
Kunst, 1997; Marmot, 2004).

Studying social inequity in health and its change over
time is one of the key areas in the modern research into
the sociology of health. Such research will help deeper
comprehension of social mechanisms in the development
of health and how much health inequity is due to
economic and social changes that the society faces; this
will also bring about the idea of the trends — either
increasing or decreasing — in health inequity between
different social groups. Such research projects are of great
importance in terms of developing a social policy aiming
at better public health, as well as of assessing the
efficiency of the currently implemented measures (Anand,
2002; Mackenbach, Kunst, 1997; Marmot, 2004).
According to the documents of the leading international
organizations (World Health Organization, WHO, 1990;
Braveman, Pitarino, Creese, and Monash, 1996) the

nowadays policy of public healthcare is based on the
concept of health as a specific public benefit the access to
which should be determined following the principles of
social justice. This implies equal opportunities in getting
the key health resources for people representing various
social groups. The implementation of this requirement
would involve special attention towards the groups whose
status is less favorable compared to others (Anand, 2002).

Mention should be made here that a policy aimed at
reducing the health-related burden in low-status social
groups will not just meet the justice principles, yet it will
also contribute to significant improvement in the
population’s health in general (Mackenbach, and Kunst,
1997).

Even though the latest decade has seen measures to
reduce inequity taken across Europe, there are still many
countries with a growing concern that the disparities and
inequities are expanding, which is especially obvious in
the Central and Eastern Europe where the phenomena in
question have adopted in this century an unprecedented
scale if compared with other industrial countries. In some
countries (the Russian Federation being one of them)
where the worsening general health status in people is a
common fact, the increasing inequity and disparities are a
dramatic consequence of severe socio-economic shock.
However, even countries with a good state of things in
healthcare (e.g. Denmark, the Netherlands, and Sweden)
also demonstrate significant evidence of retaining and
even increasing inequity, which puts them, too, among the
top concern objects from the point of view of public
healthcare.

The range of socio-economic inequities is wide:
gender- and age-related, educational, race-ethnic,
professional, power-related, material- and property-related,
territorial, etc. And way, socio-economic inequities violate
the principle of social justice. In this respect the concept
of social justice could be analyzed.

Social inequity has existed for the entire
comprehensible human history. Even though inequity has
always been subject to destructive criticism and has never
been approved, yet people through history have
demonstrated extreme resistance to any “ideal” society
based on social equity and absence of suppression among
groups.

There is special concern over social inequity when it
comes to children’s health. During that the report on
health inequity, including the issues of qualitative
assessment of gender, age, geographic, and socio-
economic factors influencing health disparities, contains
data on the health status of adolescents aged 11, 13, and
15 in 2005-2006 representing 41 countries and the
WHO’s European region and North America. The purpose
of the report was to detect the actual differences in
youngsters’ health status, and provision of information
that could be wuseful for the development and
implementation of specific programs, also contributing to
improving young people’s health at large.

This research has produced convincing evidence
showing that despite the high health status and well-being
in young people many of them still have severe issues
related to overweight and obesity, low self-esteem,
dissatisfaction with their life, and substance abuse
(Whitehead M., Dahlgren G., 2008).
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The World Health Organization has developed an
ambitious program Health for All, which targets at a 25 %
reduction of health inequities both inside countries and
among them by the beginning of the XXI century (World
Health Organization, Targets for Health for All, 1990).
However, given the results obtained from numerous
research projects the WHO European Bureau once again
has defined the European targets for health inequity
reduction.

HEALTH-21: European target 1 — Solidarity for health
in the European Region.

By the year 2020, the present gap in health status
between member states of the European region should be
reduced by at least one third.

HEALTH-21: European target 2 — Equity in health.

By the year 2020, the health gap between
socioeconomic groups within countries should be reduced
by at least one fourth in all member states, by substantially
improving the level of health of disadvantaged groups.

HEALTH-21: European target 3 - Multisectoral
responsibility for health.

By the year 2020, all sectors should have recognized
and accepted their responsibility for health (Whitehead
and Dahlgren, 2008).

Prior to dealing with the prominent health inequity
there should be an understanding of its major causes and
health inequity manifestations.

Complete and proper understanding of how inequity
develops — be that in terms of income or health — as well
as what factors influence the process, how these inequities
are related, and finding ways to reduce the inequity down
to a socially acceptable level — all these are important
premises for the development of an efficient socio-
economic policy (Kucaumsiaa O. A., 2005).

The most vulnerable to inequity groups still remain the
youth, women, retirees, and low-qualification workers.
Along with poverty and beggary (sometimes referred to as
deep poverty) there is also disadvantage. This typically
affects children, the disabled, retirees, representatives of
another race or ethnicity, and the chronically poor.

A society may eliminate absolute poverty, yet there is
always some relative. This is because inequity will
inevitably accompany complex societies. Therefore,
relative poverty will always be present even if the living
standards for all the groups of a society have gone up.

The relation between the death rate and the income, the
likelihood of a shorter life expectancy develops due to
long accumulation of negative impacts from financial
hardships and the emotional reactions linked to them. An
individual’s health status is largely determined by the
social group this particular person belongs to. A
preliminary analysis of the relation between health
inequity and economic status shows that towards various
health indicators there is both inverse (higher status —
fewer diseases) and direct relation. The position held by
an individual in the social hierarchy — no matter how it
may be defined — through job, level of education or
income is always the determining factor both for the
health status, and for the prevalence of behaviors that are
destructive for health. The issue of social determination of
health has been widely discussed by Russian authors
(Hazaposa U. b., 2007; Pycunosa H. JI., bpayn JIx., 1997;
XKypasnesa U.B., 1999, 2006; Pycunosa H. JI., [laHoBa
JI.B. Cadponos B.B., 2007).

They showed in their research that people employed in
areas with lower status and low income more often
demonstrate stress symptoms. Stress can act as an effect
modifier. This means that in case of comparable levels of
harmful impacts those experiencing stress are more
susceptible to diseases and accidents. We should also keep
in view the extra effects of behavioral stress
manifestations, such as smoking, alcohol abuse or
violence.

An empirical illustration of interrelation between health
inequity and income inequity is, for instance, the data on
differentiation of the medium number of health deviations
in various groups of subjective economic status. The
highest number of health issues has been registered in the
groups with the lowest economic status, and the number
will decrease as the status of the group grows.

A similar relation between health and the objective
economic status can be seen in case of some specific
diseases, blood circulation issues in particular. The highest
concentration of those who suffered myocardial infarction
can be seen among the population with the lowest status,
and this number of infarction occurrences goes down as
long as the subjective economic status goes up (Blaxter,
1990; Wilkinson 1992; Adler, Boyce, Chesney, Folkman
and Syme, 1993; Marmot, 2004).

2.1.1. The Role of Economic Factors in Health Inequity

The dependence of health from the objective economic
status is also an illustration of the type of health issues.

First, it shows a higher concentration of people with
low income among those with high or very high likelihood
of health loss: groups of those unable to maintain self-care
and suffering from limited physical capacity include the
elderly. In other words, inverse relation between the
objective economic status and the health status is mostly
typical of the elderly and the oldest groups of the
population, which supports the hypothesis concerning the
fact that the development of a stable negative relation
between health and economic status is largely subject to
the factor of accumulating the negative impact from
financial hardships and their consequences over a long
time. Second, there is direct relation between chronic
diseases and the economic status. A complementary
analysis of the relation in view of the age factor among
people with various incomes also shows that the poor have
a higher share of those suffering from diagnosed chronic
diseases in all age groups, if compared with similar age
groups with the maximum income. As for acute
communicable diseases both the poor and the rich are
equally wvulnerable to them, with the middle class
demonstrating a lower level of vulnerability.

The distribution of the different age population
suffering from health issues in the groups of the subjective
economic status also suggests that in the young age (or in
the first part of life) the share of people with detected
(diagnosed) issues is growing along with the subjective
economic status growth. Yet, there is a tendency seen in
those approaching the end of their age: the higher
subjective economic status the higher concentration of
people with health issues.

People who are rather well-off have significant material
possibilities to get the medical assistance needed and to
take care of, and maintain their own health. This could be
seen, in particular, in the prevalence of preventive visits to
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medical institutions. Among the well-off this index is
significantly higher, if compared to the disadvantaged,
both in general, and within specific age and level-of-
education groups (PycmmoBa H. JI., Ilamosa JLB.
Cadponos B.B., 2007; ITagnaposa A.b., 2009).

Thus, there has been both direct and inverse relation
identified between health and the objective and subjective
economic status. On the one hand, the higher economic
status the more often people visit medical institutions for
preventive purposes and the higher the number of those
with chronic diseases detected. On the other hand, the
higher economic status the lower (on average) the number
of people with health issues, the lower the share of people
with severe heart diseases (myocardial infarction), and the
lower the share of those with significant and stable loss of
health. In general the individual findings on health support
the conclusions and assumptions concerning the
prolonged and ongoing impact of income on health, which
were done based on the analysis of socio-economic
inequity and territorial differences in people’s health
status. There we can see both cumulative effect where “the
quantity (of money) shall transfer into quality (of health)”
after a certain period of time, and the stimulating role of
higher income on the ongoing health monitoring and
timely response to its disturbances.

The relation between the social status and various
aspects of mental issues has been of interest for both
doctors and researchers since long ago; the findings from
a lot of research have demonstrated the meaningfulness of
social status in understanding mental diseases and
disability. The epidemiological research projects
conducted all over the world have shown an inverse
relation between mental issues and the social class. There
has been consistent data obtained suggesting that mental
disturbances are more common for the lower social class.
At the same time, lately there have been discovered other
channels of the significant impact that inequity has on
health. In particular, it has been shown that chronic
stresses related to the dissatisfaction with one’s socio-
economic status may result in neuro-endocrine and
psychological functional alterations thus contributing to
the disease likelihood. It has already become a common
opinion that a longer feeling of fear, uncertainty, low self-
esteem, social isolation, inability to make decisions and be
in charge of the situation both at home and at work impact
health seriously: this may cause depression, increase
susceptibility to communicable diseases, diabetes, high
blood cholesterol, and cardio-vascular issues. Low socio-
economic position, therefore, impacts health directly
through deprivation and financial hardships, and through
the subjective vision of one’s “unequal” position in the
society and the related judgment, relations, experiences.
When studying the influence that the socio-economic
status has on health focus should be kept on both the
objective and subjective socio-economic status. Therefore,
there is an undoubted connection between the financial
status and health, which can be seen both from the
scientific-theoretical viewpoint, and at the level of
common sense (ITaguaposa, A.B., 2009).

Both unemployed men and women demonstrate a
higher level of alcohol or substance dependency in case
they belong to the unemployed. The social class is a risk
factor of death due to alcohol abuse, which is also related
to such structural social factors as poverty, disadvantage

position and the social class. The rate of alcohol-induced
death is higher among men involved in physical labor than
among clerks, yet the relative index will depend on the
age. Men aged 25-39 and involved in common non-
qualified physical labor demonstrate a death rate 10-20
times higher than representatives of the middle class,
while among those aged 55-64 the same index is only 2,5—
4 times higher if compared to those who are involved in a
type of labor requiring special skills (Harrison & Gardiner,
1999).

A Cambridge research into the development of minor
delinquency produced data stating that unstable
employment at the age of 18 was an important
independent predictor of previous conviction history
among young men aged 21-25 (Farrington, 1995).

The growing number of researches into the relation
between poverty and health indicates that low income
combined with unfavorable demographic factors and
insufficient external support causes stress and life crisis,
which serve risk factors for children and may trigger
mental disturbances in them.

Confused, strict and full of violence upbringing as well
as lack of control and poor child-parent attachment will
aggravate the poverty effect and worsen other structural
factors, when it comes to minor delinquency. A
Cambridge research into the evolution of minor criminals
poverty was taken as one of the most important predictors
for delinquency (Farrington, 1995). The materials of the
WHO show that social inequities may also have an impact
on the level of vulnerability to environmental risks and the
severity of these risks” impact on health. There have been
4 of such mechanisms demonstrated:

Mechanism 1. Social determinants correlate with the
quality of the environment. Socially disadvantaged groups
often live and work under poorer environmental
conditions if compared to the general population.

Mechanism 2. The levels of impact are in a certain
dependency on the factors related to social inequity (such
as level of knowledge and type of behavior in terms of
health). Therefore in case of similar environment
disadvantaged groups may be subject to a more intense
impact than the population in general.

Mechanism 3. Factors related to social inequities (such
as health status and biological susceptibility) affect the
dependency “impact — response”. Given the same level of
impact, disadvantaged groups may reveal a higher level of
vulnerability to unfavorable consequences for health, e.g.
due to synergy of various risk factors.

Mechanism 4. Social inequities have a direct impact on
the end results related to health, which may reveal itself
through both environmental and non-environmental
mechanisms. However, under similar dependency
parameters of “impact — response” disadvantaged groups
may reveal a higher level of vulnerability to unfavorable
consequences for health due to poorer access to the
respective services and reduced capacity to cope with the
negative effects. The absolute scale of the consequences
can also be higher in disadvantaged groups because of
higher prevalence of previously existing health issues
(Whitehead and Dahlgren, 2008).

According to most researches representatives of lower
socio-economic groups stand a higher vulnerability to
negative environmental factors (Braubach M, Fairburn J.,
2010; Bolte G, Tamburlini G, Kohlhuber M., 2010).
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2.1.2. Gender Features of Health Inequity and the
Family Role

Research conducted all over the world show that gender
is another important factor determining health inequity.

The feature typical of Russia is an extremely high death
rate among men and an unprecedented gap between the
life expectancy among men and women (12-14 years).

This attracts more attention to men’s health in modern
Russia, which overshadows the fact that, according to
medical statistics and opinion polls, women have been
consistently showing higher rates of health issues.

The lower status of health in Russian women — not only
compared to Russian men yet also to women in other
countries — is also seen from the calculations of the
healthy life expectancy. According to the data provided by
the leading Russian demographers the huge gap in the
healthy life expectancy of the 20-year olds (both Russian
men and women) and their Western counterparts (13
years), in men is due to a higher level of death rate
(especially in the working age), and in women — due to a
lower health status (mostly in the older age)
(Maciennukosa I'. £1., Oranos P. T'., 2002, 2004).

Actually, the so-called gender paradox, which could be
expressed as “women become ill more often while men
die earlier”, which is a global tendency, typical of
civilized countries at least, has always been of interest to
researchers. For a long time this gender paradox has been
explained by medical statistics, supporting the fact that
men typically suffer from fatal illnesses and fall prey to

American Journal of Public Health Research

symptomatology; as for women — they typically suffer
from acute and chronic, even though less severe
conditions.

Thus, a number of empirical research projects have
shown a significant variability in the scale, and sometimes
in the patterns of gender-bound health differences at
various stages of life cycle, as well as within different
health indicators.

2.2. Health Inequity in Russian Federation:
State of Things

The issue of inequity in income distribution in the post-
socialist area has been a subject for wide discussion both
in our country and abroad. This point has always been the
focus of researchers and politicians, from time to time
giving raise to acute socio-political debate. Russia is no
exception here given the significant changes it has
undergone in the latest decade. Quite a tough issue is
developing human potential under rapidly progressing
market conditions and similarly rapidly disappearing
social benefits for the disadvantaged. In view if this,
experts define two types of challenges: on the one hand
the country is facing typical of poor countries troubles like
spread of communicable diseases, regions with stagnating
poverty  (still present in Russia), undeveloped
infrastructure and high death rate. On the other hand the
country is suffering from healthcare and education crisis,
and such issues are common for advanced post-industrial
countries as well.

ilinesses that do not reveal well expressed
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Figure 1. Level and depth of poverty in Russia 2000-2009

2.3. Poverty Profile in Russia

Poverty in Russia has a number of typical features. For
instance, most vulnerable are families with children and,
therefore, children themselves, who are under 16. Note to
be made though that this issue is not common for most
countries. As for retirees they are under lower risks of
being affected by poverty because most of them work and
the social benefit system is oriented, first of all, at the
elderly.

Special mention should be made of the fact that
working population is the larger part of the poor group
even despite of salary growth. In order to reduce the
number of poor people among the working population the
minimum salary should be at least 150% of the minimum
cost of living. In the April of 2009 25% or the working
population received their salaries below this minimum.
70% of them had children. 37,4% of the working

population received salaries below 200% of the minimum
cost of living.

This level of pay for labor is sufficient for meeting the
minimum needs of one employee and one child. Therefore,
even in a situation where two parents are employed such
salaries cannot be enough to support two children at the
minimum level.

The largest share of the poor population is accounted
for by the people who are able to work, especially youth.
Countrymen are more vulnerable to poverty than urban
population. Besides, the maximum poverty risk affects the
unemployed population, economically inactive groups, as
well as those living on social and disability benefits.

2.4. Level of Poverty and Inequity

The dynamics of poverty and inequity is determined by
the consumption share for the 20% of poorest against the
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total volume of consumption. Up until 2000 this index
was about 5,8-6,1%. Later on the share of the poorest 20%
has gone down, which serves perfect evidence of the fact
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Figure 2. Income share dynamics for 20% of the poorest against the total volume of income 1970-2009, % (The World Bank in Russia Russian
Economic Report, No. 21, March 2010, http://siteresources.worldbank.org/INTRUSSIANFEDERATION/Resources/305499-1245838520910/6238985-

1269435660465/RER21rus.pdf).

The liberal economic reforms went along with a
significant fall in the standard of living and an increase in
the socio-economic differentiation. The growing economic
inequity has become a serious challenge both for the
people and for the government. Our country now has
significant inequity in terms of health and accessible
medical assistance due to polarization of income and
opportunities, which means limited and clearly deficient
current social policy carried out in our society. The recent
research findings have provided quite a clear
demonstration of significant differences in people’s
opportunities at birth, during the preschool and school
period, in terms of getting access to higher education,
housing, transportation, shopping, recreation and fun
activities, relationships with the state, access to medical
services, life expectancy, maintaining health status and
healthy lifestyles, religious affiliation, funeral services,
inheritance, etc. Just 20-25 years ago when the
disproportion was not so extreme some specialists in
social hygiene and healthcare arrangement even talked
about potential homogenous conditionality of health in our
country.

We must admit that health inequity is a new and,
obviously, a long-term issue in Russia. Even though there
have always been differences in people’s health status this
point never got so much attention. One of the sources of
social tension in any country is the gap between people’s
welfare, in the level of their prosperity. The level of
prosperity is determined by two factors:

1) the size of (any kind of) property possessed by
individuals;

2) the size of the individuals’ income (damxkesuu I1.P.,
1995; lenucos I1.P., 1997).

One of the criteria of civilization in any country’s social
sphere is maintaining the respective appropriate living
standard for the groups (families) that for some reasons
cannot meet even the minimum standards and customs
(food, clothing, leisure, etc.). One of the most urgent
social issues in Russia that came into being because of
economic changes is unprecedented inequity in income.
According to the Russian Statistics Agency (Rosstat), by
2006 the income of the most prosperous groups was 16
times the share of the least prosperous ones (Poccuiickuii
CTaTHUCTHUYECKUU exerofanuk, Poccust B mudpax, 2006).

However, if we take into account that the official statistics
often underestimates the socio-economic differentiation in
Russia not taking into view the shadow economy, then the
true gap in question may be much larger. According to the
data provided by T. Zaslavskaya (2005) the inequity gap
between the 10% at the extremities is 30-40 times. As
noted at the Report on Poverty Evaluation made by the
World Bank (2004), this fast growth of income inequity in
Russia was close to a record — Russia here is very much
different from other countries including Central and East
Europe, where they also had a transfer to the market
economy. The social stratification trend in our country
that became especially obvious in the 1990-s is still there
under the rather long process of economic growth noticed
in the recent years — income differentiation was detected
in 2007 as well (Illep6akosa E.M., 2008).

The high rate of economic and socio-structural changes
in Russia that were ahead of most people’s adjustment
capacity brought to many increased levels of chronic
stress, loss of control over life circumstances, and resulted
in prevalence of behaviors related to health risks, first of
all high alcohol consumption (Cockerham, 2000;
Cockerham, Hinote, Abbott, 2006).

All this could not but affect Russian people’s health,
which is well seen from the growing death rate and
reduced life expectancy.

As a result, by the early 21% Century (2000) the death
rate brought Russian into one line with African countries
located south of Sahara, namely 15 deaths a year per 100
people, which is nearly double the index of developed
societies (Pumanresckas H.M., Kuciounuaa O.A., 2004).

The recent years have witnessed quite clear a vicious
circle where the national Russian healthcare system has
found itself — the more funding is invested into specialized
inpatient care and hi-tech clinics the less funding is given
to prevention and early detection, which results in an
increased number of patients, adds to the severity of their
conditions, detection of diseases at later and even very bad
untreated stages, and chronization of pathologies, which
requires even more funding for tertiary healthcare.

Therefore, the modern Russian healthcare system could
be described with a high level of inequity in distributing
health opportunities among individuals and groups of
people, as well as with a conflict between the state and the
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society, with erosion of the aims and objectives in the
sphere of healthcare (Cuzosa 1.JI., 2007).

The impact of social inequity in the Russian society has
been especially seen the young generation, whose origin
and development came onto the reforms.

Under the reforms in Russia, apart from traditional
disturbances there have come into being new trends in
youth’s health: “psychization” and “psychologization” of
diseases, increasing social disadaptation, loss of
confidence about one’s strength, increased feeling of
“social loneliness”. This aspect creates the necessity of a
sociological reflection on the changing social conditions
and their impact on new deviations in youngsters’ health,
and the development of new practices in certain classes
and social groups.

Even though we have already discussed poverty as the
most important factor of inequity, Vladimir Putin’s words
— Russia is a rich country of poor people — make us turn
towards the issue again, yet in the context of the Russian
reality.

On the initial stage of the economic reforms in Russia
the core group of the poor was traditionally represented by
the so-called wvulnerable groups including retirees,
disabled, large families and one-parent families with
children. Nowadays the focus is definitely shifting
towards a different risk group — the “working” poor, the
part of the society that are able to work and, due to various
reasons have low income, which keeps them from
supporting themselves and their families properly.

Quite often poverty has also socio-psychological
preconditions. One of them is the “overtaking” poverty.
This term could be used to describe a phenomenon
implying prestige consumption. It is typical for youth,
rather than for older people, to dress well and to look no
worse than others. The things that prosperous parents’
children have (fashionable and expensive clothes) set up
certain example attracting children whose parents cannot
afford that. If a prosperous parent can buy something
never feeling and financial issue then a poor parent’s
budget may be seriously affected by the same purchase.
This prestige consumption makes many people live
beyond their financial capacity. Those from poor families
feel uncomfortable due to their own position and that of
their family, which does not allow them live better. This
causes a generation conflict where children blame their
parents for not wanting or not being able to “make
money”, even despite all the morals. As a result poor
people’s children find illegal ways to make money, which
they need to “catch up” with the rich ones, to live up to the
standards imposed on them by the middle or the upper
class (ITaguaposa A.B., 2008, 2009).

The poor’s focus is shifted towards negative evaluation
of the reality, pessimism, and despair. They are often
unable to build proper relations within their families —
high voice in the family, mutual reprimands, obscene
words and abusive language become a common thing.
Such conditions develop a special lifestyle and a value
system, which could be described by restraint and
voluntary isolation, economic and social dependency, lack
of clear behavior role models, separation and political
passivity, absence of future plans and self-confidence;
increased disposition to conflicts in family relations (rude
talks, quarrels between parents and children, frequent
divorces) (Kucnuumua O.A., 2005).

Other reasons responsible for acute aggravation of
health inequity in Russia during the transition period
include:

1. Actual shift in healthcare from caring for health to
clinical medicine, i.e. from mass recreational and
preventive measures to individual treatment.

2. Increased share of paid services, development of new
relationships with patients, which destroy the basics of
medical ethics, and which make it possible to view the
patient as another source of income; chronic deficit of
funding with a large number of various sources of that,
which never contributes to financial transparency.

3. Sharp increase in inequity in terms of people’s access
to medical services, while the majority of these people are
socially disadvantaged.

4. Prominent inequity in doctors’ incomes.

5. Unequal access to medical services for certain groups
of people: homeless people, neglected children, migrants,
and just financially vulnerable people.

6. Continuing practice of increasing the share of costly
and expensive medicine, a huge gap between the quality
and quantity of medical assistance in cities and in the
provincial areas, and the gap between the assistance
provided to rural and to urban residents is increasing.

7. Obvious and neglected mismatch between people
need for preventive medicine, treatment and rehabilitation,
and the funding allocated to the area. All this makes
medicine spontaneous, paid, creates new issues and even
power abuse, which may result in undermining the entire
structure of the system. Since recently, instead of
improving medical assistance, managers in healthcare
have started talking about lifestyles, thus trying to avoid
responsibility for current state of things in medicine and
shifting it onto people who abuse tobacco, alcohol, stick to
unhealthy diets and just do not take care of their own
health, even though, actually, all this is one of the tasks for
the system of healthcare.

8. Overly complexity of the very system of healthcare
and, as a result, its poor controllability and efficiency
(Komapos 10.M., 2010).

Thus, we believe that in order to reduce the urgency of
health inequity it takes comprehensive intersectoral
measures, which should be initiated by the public health
sector, while all the municipal agencies and public groups
should be involved as equal partners.

Investigation into health inequity: City of Stavropol (K.
R. Amlaev, 2010)

In order to avoid any average data and to receive
representative information about the life quality of the
most vulnerable groups of Stavropolities there was a
sociological survey conducted (questionnaires) for
representative sample. The total bulk of respondents was
600 people following the calculation formula for
representative sample. The major purpose of the survey is
to investigate issues related to health inequity.

Samples were developed by the following principle:
every third visitor of the local social services was
interrogated. The design of questionnaire implied the
Ostfold list (Norway) for life quality evaluation, which
included the following blocks

1. Assessment of one’s own health.

2. Respondents’ lifestyles.

3. Respondents’ social activity.

4. Trust towards various authorities and social services.
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5. Satisfaction with the neighborhood of residence and
with the living conditions.

6. Respondents’ socio-demographic description.

The questionnaire was designed at the institutes for
public health of Sweden and Norway as part of the
European project Health Profile (HePro), (translated into
Russian and adjustment to the purpose of the research — K.
Amlaev, 2005).

The sample bulk included both representatives of
vulnerable groups and other groups as well. The filed
study (71 persons) was conducted in the October of 2009.
The work with large database of primary information
determined the choice of methods, implementing which
was possible based on the statistical software package
SPSS.

2.5. Description of Sample Bulk

The major poll included 529 people + 71 from the field
study. 32,1% of them were men, 67,9% - women. The age
distribution was the following way: Stavropolities under
20 - 8,4%, 20-29 — 22,1%, 30-39 — 21,0%, 40-49 — 16,7%,
50-59 — 15,6%, 60-69 — 9,9%, over 69 — 6,3%.

More than half of the respondents have stable
employment (51,0%). 17,0% of the bulk are unemployed
retirees. Occasional employment have 7,8% of the
respondents, and temporarily employed are 6,3%. 5,7%
are undergoing professional training, officially registered
as jobless are 2,1%, 1,1% are supported by their parents or
some other people; 1,3% are involved in other activities.

44,5% of the respondents have a higher education
degrees, 27,4% have secondary professional degrees,
5,0% are with initial professional training. 11,4% finished
11-year schooling; 6,9% graduated after 9 years of
schooling. 4,8% of the respondents have just elementary
education.

44,4% of the respondents are officially married; 9,7%
live with their partners; 25,3% are single; 11,0% are
divorced; 9,5% are widow(er)s. 11,0% live alone; 23,9%
live with just one person at home; 28,3% - with two
persons at home, 19,0% - with three, 10,5% - with four.
4,7% of the respondents have families of six, 1,4% - of
seven, 0,7% - 8, and only 0,5% of them reside with a
family of 9.

18,4% of the respondents have no children. Most of
them (38,0%) have only 1 child. One third of the
respondents have 2 children, while the share of those
raising 3 children is 9,6%, 4 children — 0,8%, and 5
children — 0,3%.

50,0% live in a separate apartment (in apartment
blocks), and 28,5% live in cottage-type houses; 8,2% rent
an apartment or a room; 5,7% have a room in a dormitory;
3,6% dwell in communal apartments, 1,9% live in
cottages; other types of housing have 21% of the
respondents. 75,2% of them are owners of their dwellings.

The most common source of income among
respondents is their salaries at the major employment
(67,6%). 34,1% have their retirement benefits as their
source of income. Relatives help to 23,0%, while 21,7%
get social benefits and advantages; 17,4% have extra
employment. 10,7% also grow products in their garden,
which is their extra income. 9,4% have scholarship in their
income structure. 7,1% have income from entrepreneur
activities, and 1,1% have income from bank deposits,

shares, and bonds; other types of income are common for
4,4% of the respondents.

22,6% spend less than half of their income on food;
38,4% spend on food about half of their income, and
39,0% of the respondents spend on food over 50% of their
income. 32,7% of the respondents often do not have
enough money to buy the most essential products. 41,9%
cannot afford buying things for longer use; 19,8% do
afford expensive things for longer use, yet on a loan only
and not all at the same time. Those who cannot buy only
an apartment or an expensive car account for 4,7%, and
1% of the respondents do not restrict themselves in
anything.

Here and below we provide only statistically
meaningful results of the research (sample tolerance — no
more than 2,0, p < 0,05, Pearson’s chi-square > 20,0)!

2.6. Health and Lifestyle

31,0% of the respondents described their health as
pretty good. 40,2% out of them were under 50, and 11,6%
- over 50.

Those spending less than half of their income on food
(conditionally well-off)in 21,1% of the cases described
their own health as excellent; 36,9% of the respondents
mentioned they experience frequents stresses.

Among those with stable employment 35,8%
experience stress, while among the unemployed this share
was in 54,5 of the respondents.

Most often various diseases affect people over 50 and
unemployed retirees (83,4% and 89,7% respectively).
Especially indicative is the difference between those with
elementary education and those holding a higher
education degree — 76,0% vs 48,3%.

85,5% of widow(er)s and 45,9% of single respondents
suffer from some chronic illnesses, traumas, disability, etc.

It has been found that 20,0% of those supported by their
parents mentioned they constantly suffer from physical
and emotional issues, while among the unemployed the
same answer gave 9,1% of the respondents. From among
those with elementary education 68,0% experience
negative impact of their physical and emotional state on
their social activities, while those holding a higher
education degree fewer people depend on physical and
emotional troubles. Most often emotional issues were
mentioned by the unemployed group and unemployed
retirees (65,9% and 72,7%). Respondents with elementary
education more often suffer from the impact of their
mental-emotional state — 80,0%.

Least time on physical activity spend migrants (40%)
and the unemployed.

39,5% of men and 71,3% of women accounted for non-
smokers. And there were more smokers among
respondents with elementary education rather than among
those with higher education. Only 20% of the respondents
with elementary education referred to themselves as non-
smokers while among those with a higher education
degree the same was true for 66,5%. 42,1% of single and
25,9%o0 of those officially married smoke. Never smoked
20,0% of the respondents with elementary education and
54,7% with higher education.

23,7% of the respondents who work occasionally tried
alcohol-containing liquids that are non-consumable;
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unlike them those with stable employment tried similar
liquids in 14,7% of cases only.

Single people more often non-consumable alcohols
(23,5%) while among those married officially only 9,1%
tried such alcohols.

2.7. Social Aspects

It is interesting to note that only 4,9% of those with
stable employment do not count on somebody’s support
and assistance. At the same time 41,5% of the respondents
with only occasional jobs, and 40,0% of dependent
respondents do not expect any support. Those who are
employed expect somebody’s support in 81,9% of cases.
People taking care of a disabled child expect some support
in 50,0% of cases, while only 20,0% of migrants believe
someone will provide them with such support.

The research has shown that the respondents’ social
activity also depends on their belonging to a particular
social group. It has been noted that the most politically
active part of the population includes people with stable
employment as only 17,9% of them do not go to the
elections; however, if we speak about the dependent
population and housewives, on the contrary, remain more
indifferent toward elections giving negative answer to the
respective question in 60,0% and 39,5% of cases.

Migrants have proven to be the least politically active
group — 80,0% of them do not attend election. The most
active group is retirees — only 14,2% of them gave a
negative answer.

More than half of the respondents trust the system of
healthcare — 53,1%; in terms of the system of education
this number was — 52,7%; social services — 54,9%, the
police — 22,1%. About 50,0% of the respondents trust job
placement service — 44,3%, while over 30% of the
respondents trust social insurance services — 30,9%.

The highest level of trust towards the police
demonstrate war veterans — 57,2%, while among the
employed population the police enjoys trust from 27,7%
only; as for migrants none of them trust the police.

23% of the respondents trust insurance companies; the
prosecution office and Court have trust from 21% of the
respondents.

A little over 20% of the respondents trust law-making
authorities and about one third trust Head of the City
Administration. Over one third of the respondents trust the
media.

45,9% of the respondents absolutely agree or agree
rather than not that nothing depends on them. 86,4% of
those with elementary education completely agree, or
quite agree that nothing depends on them. Among those
with a higher education degree the same answer gave
41,7% of the respondents.

2.8. Quality of Medical Assistance and its
Availability

60% of the respondents are satisfied with the district
doctor’s working hours. The cost of treatment was
acceptable for 36,5% of the respondents. Half of the
respondents were happy with the attitude towards patients.
34,7% of the respondents found the quality of the
treatment good.

The cost of the administered treatment was
unacceptable for 50,0% of the disabled, 20,0% of migrants,

17,1% of retirees in general, and for 13,9% of those
employed. 34,0% of the respondents noted that being
hospitalized in-patiently is easy or rather easy. People
with temporary employment said so only in 21,0% of
cases. Dependents in 100% cases believe that
hospitalization in the in-patient department is difficult or
rather difficult. 80,0% of migrants mentioned that it was
rather difficult or difficult to be hospitalized in the in-
patient ward, while among war veterans only 12,5%
mentioned the same.

2.9. Social and Daily-life Conditions

Over 50,0% of all respondents are happy with the
service offered at most shops, post offices, personal
service places, etc.

40,0% of the respondents consider sufficient the
cultural opportunities (libraries, movie houses, theaters,
dance clubs). A little over one third of the respondents
expressed satisfaction with active leisure opportunities
(stadia, swimming pools, gyms), and over 40,0% of the
respondents were happy with the public transport.

20,0% of dependent respondents are happy with the
service they can get at most shops, post offices, personal
service places, etc.

25% of dependent respondents consider acceptable the
opportunities for cultural life (libraries, movie houses,
theaters, dance clubs), while 100% of this group of
respondents found active leisure opportunities (stadia,
swimming pools, gyms) insufficient.

The level of daily service was found poor by 60,0% of
migrants, 50,0% of the disabled, and 35,7% of the
employed respondents.

War veterans and Labor veterans are unhappy with the
daily service offered at their neighborhood in 16,1% and
12,5% of cases respectively.

Insufficient the local opportunities for cultural life were
found among migrants, the disabled, retirees, and the
employed - 60,0%, 50,0%, 438%, and 39,6%
respectively. War veterans consider cultural opportunities
insufficient in 14,3% of cases only.

3. Conclusion

The survey has proven that poverty among
Stavropolities is rather high, while the crisis only
exacerbated the issue. According to our findings over 39%
of the respondents spend more than half of their income
on food. This correlates with percentage of those who lack
money to meet their basic needs — 32,7%.

Our research has shown that people’s assessment of
their own health depends on their marital status, income,
and place of residence; it is lower in widow(er)s, low-
income groups, and those residing in the “depressed”
neighborhoods.

A high level of stress has been found in the unemployed,
widowers and those residing in overpopulated areas,
which, as we think, is due to lack of stability, insufficient
socio-psychological support, and dense population (high
level of noise, traffic jams, etc.).

The unemployed and migrants pay the least attention to
physical activity. An independent risk factor for tobacco
and alcohol dependency is a low level of education; the
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same category of people demonstrates the highest level of
alcohol consumption.

Dependent people, temporarily employed, and migrants
have the lowest expectation of getting support from
anyone.

The electoral activity of Stavropolities depends on their
income and duration of residence in the area — low-income
groups and migrants are infrequent visitors at elections.
Another factor reducing electoral activity is the area of
residence.

The social service that enjoys the highest demand from
the residents of Stavropol is the district medical service.
This service, along with the system of education, and
social assistance services, enjoys most trust. A low level
of trust has been found towards the police (3,7% among
the disabled and 0% - among migrants).

The level of trust to the Head of City is 27,8%, which is
higher than the level of trust to law-makers, prosecutors,
Court, and insurance companies. The lowest trust to
various bodies has been found among the dependent,
migrants, and those residing in the “depressive”
neighborhoods of Stavropol.

The disabled and migrants demonstrate a lower level of
satisfaction with the district medical service. A low level
of satisfaction with doctors’ attitude has been found
among the disabled and migrants, which could be
attributed to deontological issues. Troubles with
hospitalization experience those who are dependent, who
have temporary employment, and migrants. Various types
of discrimination (according to the respondents’ opinion)
experience people with a low level of education and those
residing in communal apartments. The lowest assessment
to their neighborhood of residence was given by
dependents, which is due to low mobility access for this
group of respondents, and residents of the “depressive”
areas, which is likely to be linked to lack of an efficient
transport system and a low level of social and cultural
infrastructure in these areas.

Thus, despite the measures aiming at providing support
to socially vulnerable groups this work proves not
efficient enough.

The research has demonstrated an uneven effect and
quality of the socio-economic health determinants in
various groups of Stavropol’s residents. The correlations
detected between the impact of such determinants and the
lifestyles, personal assessment of health, and the
respondents’ social activity, may serve a basis for making
governance decisions. There has also been an intersectoral
action plan developed to obtain positive results and to
reduce health inequities in the residents of Stavropol.
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