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Inequality in the sphere of health: the case of Ris$a

1. Introduction
The scientific problemis that in Russia the economic crisis has comeadiy.

The experience of OECD countries the passing ottlses there is important. Under-
standing these is important not only for monitorsagietal wellbeing, but also because
social tensions and a shifting social fabric cayger and drive fundamental social, cul-
tural and political change (Castells et al., 20T2)e relevance of experience of OECD
for Russia is that the economic crisis has arrivetthis country, and the relationship of
health, social differentiation and the crisis isywanportant. The article is geared to
meet the growing demand of quantitative data orstiwgal situation, trends, and possi-
ble driving forces (drives) in different OECD cotes and in Russia. One objective is
to assess and compare social outcomes in thedididalth and crisis that are currently
the focus of scientific and policy debates. Anotiseio provide an overview of societal
responses, and how effective economy and poliggrachave been in furthering social
development.

The used approaches to a solutiorthe analytical, statistical researches and in-
volved data flealth at a Glance 2015; Europe 2020 indicators.; Income, expens-

es..; and others).

2. Literature review

The value of health expenditures and their dynamiesbeing discussed as indi-
cators of the volume of medical services of theligueequired for the effective func-
tioning of health systems under conditions of thiedt demographic transition and the
second epidemiologic revolution. The main contdrihe "first demographic transition”

is a reduction in mortality and the ensuing festildecline to the level which ensured
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approximately zero population growth that occunredurope, mostly before the Sec-
ond world war (Lesthaeghe, van de Kaa 1986; vaNa#e1987; Lesthaeghe 2010).

One of the founders of the theory of the first dgmaphic transition is F.
Notestein, who first wrote a classic article abdle first demographic transition
(Notestein 1945). In the work of van de Kaa, theralso the explanation of the mecha-
nism "the first transition to low fertility". He vgacalled as "indirect determinants" this
transition, industrialization, urbanization andwdaczation (van de Kaa 1987, 5).

The beginning of the "second demographic transitdates from the mid 1960-
ies. Specific determinants of the "second demogcajpansition”: rising incomes, eco-
nomic and political security which democratic wedfaStates offered their citizens.
"Trigger" the second demographic transition is ciete in the economic, social and
political spheres. Relatively recent concept ofrard demographic transition” refers to
the specific important stage of a single global dgraphic process.

According to D. Coleman's third demographic traosits, first of all, changing
the ethnic, cultural, socioeconomic, socio-différaing structure of the population of
the host countries as a result of immigration. Ppherequisites for such immigration
creates a low birth rate in host countries wheespgbpulation does not play. They are
forced to compensate for the decline in the popmratccepting large numbers of mi-
grants, and generates a phenomenon of a "third glaploic transition” (Coleman
2006).

Speaking about the dangers of mass Latin Ameriganigration to the United
States, Huntington points to the "differences orezlable" (irreconcilable differences)
in the culture and values of Mexicans and Americiétestalks about the differences in
the understanding of social and economic equalistrust of people outside their fami-
ly; unlike Americans, Mexicans do not consider edion and hard work as the path to
material prosperity, they have a weak desire foication, while poverty is perceived as
a dignity, without which it is impossible to go beaven (Huntington 2004). Bjgrnskov
takes a closer look at the importance of fractiaadibn for the creation of social trust
(Bjgrnskov 2008).

The theory of epidemiological transition is genlgrakrceived as relevant only to
the explanation of the mechanisms and characteyisfimortality decline over the last
centuries (Omran 1971). During the first epidemgidal revolution, the main objective
of the health strategy was to “treatment until keey” which was successfully resolved

in the most developed countries in the mid-20thtusgm During the second epidemio-
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logical revolution, the main task of health was pinevention strategy and the “distanc-
ing fatal complications” the long-term ongoing chiodiseases. M. Terris talks about
two epidemiological revolutions (Terris 1985). Tteem "epidemiological” is as indi-
cating the nature of mass phenomena. Health saufundamental objective of health
care systems, but improving health status alsoiregja wider focus on its social de-
terminants, making health a central objective aiapolicy.

The links between social and health conditionsveel-established. Indeed, eco-
nomic and educational gains, public health measuretter access to health care and
continuing progress in medical technology, havetrdmnted to significant improve-
ments in health status, as measured by life expegt&iealth problems can sometimes
have origins in interrelated social conditions €hsas unemployment, poverty, inade-
quate housing. For example, the poorer individuals generally have greater needs
for medical care and also more likely to cut cdbts expose themselves to significant
risk (Edwards 2008; Schoen et al. 2011). With hbakkebudgets under pressure of the
crisis, families have reduced the use of conveatioredical services since the econom-
ic crisis, especially in countries with health irece plans, high co-pay. For example,
in a study in the United States, 27% of respondstatted that they reduced their use of
health services in 2009 (Lusardi et al. 2010). Smcldels highlight the significant risk
of income losses translating into lower utilisatiohhealth care services and, subse-
quently, into poor health. A study by Tefft and k&ry finds that a 1% increase in
unemployment in the United States is associated ail.6% lower use of preventive
care facilities (Tefft and Kageleiry, 2013).

There are also large differences in self-reportedlth between different socio-
economic groups, e.g. by income level or educdiweal. For example, for Europe, the
latest data show that in all countries familieswdw incomes above the averagen«
met medical needs Often the health focus is on objective healthaators. More sub-
jective population-based indicators of health, saslperceived health status can be im-
portant to assess overall well-being. For examplall OECD countries, the share of
persons with low incomes reported "good" or "vepod' perceived health status is
significantly lower by 61% than the proportion &% among higher paid workerSd-
ciety at a Glance 2014, 27). Canada, New Zealand and the United Stagtha three
leading countries, with about nine out of ten ped% reporting to be in good health
(Society at a Glance 2014, 124).
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Economic downturns may result in lower rates ofltheeare use if more people
feel they cannot afford it, for example when prévaealth insurance is tied to employ-
ment. Moreover, in response to deteriorating pulih@ances governments may cut
health spending and, by the same token, theirlheate provisions (Vangool 2014).

The family [household] with low income in four taxgimes more likely to report
unmet need for medical care and dental care fan@ial or other reasons, than those
with high income. In some countries, as Greece,pifuportion of people reporting
some unmet needs for medical assistance more thasiedi during the economic crisis
(Health at a Glance 2015).

3. The hypothesis of research

Russia and its separate regions have not copedthégtbhallenges of the second
epidemiological revolution, and failed to implemgmevention strategies and the "dis-
tancing fatal complications”. This has affectedtipatarly severely on the poorer seg-
ments of the population, which, in particular, cainpay for high-performance and
high-tech medicine.

4. The results of scientific research

Let's consider the statistical and analytical makeaassembled by the authors to
test the hypotheses of the study. The significangqess in a health care sector made in
the last decades had the extremely uneven char&aerexample, considering a re-
maining life expectancy at the birth — the maini¢atbr of quality of a health care sys-
tem in criteria of an assessment of the World He@ltganization (WHO), it is possible
to reveal burning issues of an inequality. Appdyefmom figure 1, the most part of the
world countries promoted on the way of increaséfenexpectancy at the birth, but at
the same time there is a considerable number afdbietries which are sharply lagging

behind on this indicator.
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Figure 1. Average life expectancy at birth (2013)
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Source: United Nations Development Programme (UND®)://hdr.undp.org/en (6.03.2016).

Expenses on health care is the most general angaeyf political sensitivity
of a health care system on care of a health sAatét is possible to notice (Figure 2),
the gap in the level of health care system finapeimemains between the certain coun-
tries. Despite the variety, health care system&ldfcountries have a set of general

characteristics.

Figure 2. The health expenditure per capita as % oGDP
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First, in all countries there is a system of cdliex financing founded on the
principle of solidarity which more often is callsgistem of medical insurance. Medical
insurance plays an essential role since covermtist part of medical expenses in con-
nection with accidents and diseases and guaratdessch citizen access to very wide
row of medical goods and services.

The health care systems structure in the diffecenintries of Europe differs,
however a general characteristic for health caséesys structure in all countries of Eu-
rope is that all of them are based on the fundaahesalidarity principle. For this rea-
son, it is possible to speak about social moddiezfith care in Europe. However now
the complex problem rises before the new StateeRBawnt the European Union and the
developing states trying to correspond to levekytBhould raise expenses on health
care gradually to reach Central European level. iMéde, the arising financial
squeezes, and also regulation of public financethéyEuropean Union strongly com-
plicate achievement of this purpose. On the bakigentification of many European
countries health care systems tendencies acculigtarbing forecasts concerning the
future began to express. According to it long-tgymals are defined: first, restriction of
public financing; secondly, medical services radiimation; thirdly, reduction of the list
and volumes of medical services; fourthly, conteer the prices; fifthly, transfer of
expenses burden on patients. In spite of the fettrneasures for decrease in an ine-
guality in Europe are taken for the last yearss mumber of the countries is shown the
increasing concern in that these distinctions arahifestations of an inequality and
injustice continue to extend that is especiallyglf/ shown in the countries of the Cen-
tral and Eastern Europe where these manifestatindsdistinctions are absolutely un-
precedented on the scales for industrialized camthis century. In some countries —
such as the Russian Federation where the gendeaiadation of the population health
state is available, — the amplified inequality amelquality are a drama consequence of
the hardest social and economic shocks. Let's deng more detail to an inequality
question in the health sphere in modern Russiartyod he cause is such factors as a
level of living, educations, the social environmeégpe of employment, social and eco-
nomic conditions, responsibility degree which iefhece as incidence of the individual
and acquisition of illnesses by it, and preservatd health and possibility of its treat-
ment. The social status of the patient has maj@omance under equal conditions of

the address to the expert and equal opportunifidsseases diagnosing and their treat-
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ments. The inequality in the health sphere candsertbed in three main measurements.
First, geographical factor: level of health caraiability correlates with a settlement
size. Moreover, the interregional inequality asfining and a level of a health care sys-

tem development in different regions very stromdjffer is brightly expressed.

Figure 3. Structure of the Russia federal budget genses, %
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Sources: Ministry of Finance of the Russian Fedematalculations of Center of Development Insétut
of NIU HSE. Comments on the state and businesslN8. On October 16 — on November 13, 2015.
Center of Development institute of National Reskasaiversity "Higher School of Economics”, 21.

Secondly, socio-economic factor: level of healtrecavailability also correlates
with the social status and position of the indiadiuso, the level of the income defines
distinctions in vital standards — quantity and gyabf the consumed goods and ser-
vices. Caloric content, a variety and balance aidfgorotective and sanitary and hy-
gienic properties of the used clothes and footweamyenience and comfort of a micro-
environment of dwelling, in turn, depends on itsidictions in vital conditions form
unequal opportunities of adaptation, ability to eapith physical and emotional activi-
ties. The inequality in vital standards definesimequality of opportunities in use of
effective measures and ways in fight against th&ngr deviations from health. The
Russian health care system is characterized bytssdistinctions in requirements of
different social and economic classes. Discrimoratf separate groups, such as home-
less, needy, migrants is widespread. The rang@aélsand economic inequalities is

wide: gender and age, educational, racial and etpnofessional, imperious, it is mate-
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rial — property, territorial and so forth. Anywayigtence of social and economic ine-
gualities is violation of a social justice prin@plThe structure of expenses of the feder-
al budget of Russia in dynamics of 2012-2016 isg@méd on Figure 3. As we can see
from Fig. 3, in structure of the Russian federalldpet expenses, first of all nation-wide
expenses on management are priority. The shareesétexpenses grows: in compari-
son with 2012 in 2016 this growth made 08-0,9 paiage points. A defense expendi-
ture in 2016 grew in comparison with 2012 by 5 patage points. It has very large
financial resources, which go from the pocketsroirary citizens of Russia on military

and administrative expenses.

Figure 4. General government expenditure on healtper capita, in USD, 1995-2013
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Sources: Global health expenditure database, fajypg.who.int/nha/database/Country _Profile/ Index/e
(6.03.2016).

For the effective functioning of health systems¢arms of the second epidemio-
logical revolution and prevention strategy the tali€ing fatal complications” should be
aimed at increasing life expectancy, reducing ptareamortality, in particular mortali-
ty in working age. In the health-care system thpl@mentation of this strategy requires
the equipping of medical facilities with the latesfuipment and the number of staff
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employed in the health, stimulates the rapid deuakent of medical science and phar-
maceutical production. However, all this leads teignificant increase in the cost of
medical care and the resulting expansion of healtk costs. lllustrative in this regard
is the fact that almost all developed countriesesithe second half of the twentieth cen-
tury and early twenty-first century saw a rapid aighificant increase of health ex-
penditure positively correlate with increasing lggpectancy and reducing premature
mortality. In Figure 4 presents total public expéme on health per capita in US dol-
lars in the period 1995-2013. We see that all figamtly ahead of countries such as
Norway, Switzerland, Denmark, Netherlands, USA fioth substantially behind coun-
tries such as Poland, Chile, Latvia, Brazil, Rus€lalombia, Venezuela. These data

clearly represent the attitudes top elites of tleegatries to medicine and health care.

Figure 5. Life expectancy at birth, 1970 and 2013
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Figure 5 presents the data on the basis: "life eapey at birth" in the period
1970-2013, the countries of the world which show ldemographic and epidemiologi-
cal transitions was carried out actualie@lth at the Glance 2015). We can see that
in 2013, life expectancy on average across OEChtcaes amounted to 80.5 years, the
growth amounted to more than ten years since 18[{Bough the life expectancy in
countries such as India, Indonesia, Brazil and &€ihe@mains well below the OECD av-

erage, these countries have achieved considerabiie oy longevity over the past dec-
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ades, with the level converging rapidly towards @€CD average. The least progress
was in Russia, mainly according to experts, dudaeompact of economic transition in
the 1990-ies and the rising risk of morbidity besmwof inappropriate behavior among
men, in particular, the growth of alcohol consurmptiAmong the rapidly progressing
countries by the sharp increase in life expectanskiould be noted that countries such
as Korea, Chile, Turkey, Indonesia, India, thatklyi closed the gaps between life ex-
pectancy 1970 and 2013 (Fig. 5).

Figure 6 presents the ratio of the data "life exqecy at birth and health spending
per capita, $ USA" (2013Hgalth at a Glance 2015), performed in Cartesian coordi-
nates, allows you to show figuratively the placean§ country in the world to imple-
ment the second epidemiologic revolution. As you sae, the higher the health ex-
penditures per capita are associated with higlferelkpectancy at birth, although this
ratio tends to be less pronounced in countries thighhighest health spending per capi-
ta. Japan, Spain and South Korea stand out asghasiatively high life expectancy.
United States of America and Russia stand out emdpaelatively low indices of life
expectancy, given the high level of spending onlthegare in the United States of
America and the relatively low level of expenditue health in Russia. In the United
States, the gains in life expectancy over the fmagtdecades have been more modest

than in most other OECD countries.

Figure 6. Life expectancy at birth and health spenithg per capita, US$, 2013
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While life expectancy in the United States usedbé¢oone year above the OECD
average in 1970, it is now more than one year bétmraverage. Many factors can ex-
plain these lower gains in life expectancy, inahgdil) the highly fragmented nature of
the US health system, with relatively few resourdegoted to public health and prima-
ry care, and a large share of the population unatsL2) health-related behavior’s, in-
cluding higher calorie consumption per capita aneatpr obesity rates, higher con-
sumption of prescription and illegal drugs, morattie from road traffic accidents and
higher homicide rates; and 3) adverse socio-ecan@wmditions affecting large seg-
ments of the US population, with higher rates ofgyty and income inequality than in
most other OECD countries (Woolf, Aron 2013; NasibResearch Council... 2013]
(Figure 6).

We see that Russia is not only much inferior toritest developed countries in
terms of "Life expectancy at birth in the ratio kvitealth spending per capita”, but de-
spite the higher economic growth in 2000-ies, clualty lags behind European and
other countries with economies in transition witmiar and even lower levels of eco-
nomic development (Figure 6).

It should be noted that in suchbad "case of Russiahere are two fundamental
reasons: an accelerated process of commerciahzatibealth care in Russia and legal-
ly limited opportunities to increase public finangi(especially significant in the con-
text of economic recession), including by abolighanprogressive scale of taxation of
income of individuals and substituting a flat inaotax of 13% of the income of the
individual, is almost unparalleled elsewhere inwwld. Since 2012, the Russian gov-
ernment took the decision to increase salariegalih. The increase in salaries of med-
ical workers could only be encouraged if not caroet at the same time "optimization™
of health care costs, which has resulted, in pdeti¢in the elimination of "unpromis-
ing" medical institutions and increase work loadeofiployees. Such "optimization”
could lead not to improved access to health sesvaced improving their quality, but
opposite results. In Russia severely lacks the ssacg financial resources for the de-
velopment of medical science and medical educatimrease the number of medical
personnel, building hospitals, and creating theplaaeutical industry, large-scale sani-
tary-epidemiological actions. All these are no demgasks, but their decision can be
based on the borrowing ready-made "tools" and §taternalism and is very effective,
because it allows you to jump through the wholgestaf gradual development it took

for the countries of the pioneeBuinesckuit 2015). About the plight of the poorest
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Russian households and low availability of paid it&dservices according to the data
of numerous sample surveys conducted in Russiad@&ein collectionstncome, ex-
penditures and household 2006-2016).

Figure 7. Indicators on average household member in a mtn
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(B cpemHeM Ha 4iIeHA IOMOXO3SHCTBA B MECII, pyOJIeii)

Pacxoxp! Ha 3apaBooxpanenue 20% HaceneHus ¢ BRICOKUMH CPEIHEIYIIEBEIMH JJOXOIaMU
(B cpeHeM Ha 4iieHA IOMOXO03SHCTBA B MECSIL, pyOJieii)

e J[0JIs1 paCXOJIOB Ha 3/IpaBOOXPaHEHUE B BAIOBOM J0xo1e 20%HaceNeH s ¢ HU3KUMH
noxonamu (%)

== J[0J15 pacXxo/I0B Ha 3PABOOXPAaHEHNE B BAOBOM Joxoae 20%HaceNneHus ¢ BHICOKUMH
noxonamu (%)

Sourcelncome, expenditures and household consumptio®05-2015 in the Russian FederatjéSta-
tistical Bulletin”, 2006-2016.

As we can see, according to the household budge¢\su20% of the wealthiest
Russians in 2005-2015 accounted for more thandhalfe total volume of paid medical
services, and the poorest 20% of citizens — 1,80%620r about 30 times smaller (Fig.
7). This means that the least well-off Russiangtprally do not have access to paid
medical services, in other words, they have tortemdy to the "free” medical services,
thereby initially limiting themselves to high-teeimd costly medical care and, in fact,
"to die on the street.” This is a feature of thad'lease" of Russia in a medical context.

To respond to the new challenges of the secondeepadogical revolution,
Russia needs a new strategy, a new type of meglieaention aimed at the protection

of health and life, new models of mass protectiigeebdehavior. All this requires a seri-
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ous revision of the old system of priorities bothte level of society and at the indi-
vidual level. All of this requires far more thanftwe, expenditures on protection and
restoration of health, a more active and conscaitigide towards their health on the

part of each person.

5. Conclusions

The main objective of this article is to emphagize magnitude and independ-
ence of the world are experiencing demographic gaaimcluding Russia. Demograph-
ic positions of all countries should be regardedeisg on a single path of develop-
ment. In this context, Russia is characterisedoagel incomes compared with other
developed countries and a much higher share af sleeio-economic stratification and
social differentiation. Stimulating rapid developmef the private health financing, the
Russian authorities have ignored, in fact, worldezience in the development of health
systems. Historically, the improvement of healtbteyn in developed countries was due
to strengthening the role of the state in healtfanization and the transition from pri-
vate to public funding. In this case, as shown &grg of experience, the latter not only
provides universal access to medical care, but a@lsaws more efficient use of health
resources. In Russia found the opposite trende@libbal trend: by reducing the role of
government in health organization and the transifiom public funding to private
funding. At the same time, Russia is charactersgdower incomes compared with
other developed countries and a much higher sludrégeir socio-economic stratifica-
tion and social differentiation.

General implications:

1. Transformations in the Russian health care meg®d, especially in its mass
segment, finally turned into the process proceedinghot clear logic with unknown
results for the medical personnel and unpredictaadmetimes lethal consequences for
patients.

2. In words there was a wish "for optimization anddernization": increases of
treatment medical aid and quality availability, llee in mortality, improvement of
health and life quality, transition from financin§establishments network to a payment
for work, reorganization of establishments netwarth amputation of excess links. In
practice: the current achievements are reduceldatonedical care becomes inaccessi-

ble to considerable part of the population, espigaiaral, loading of doctors increases
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to the detriment of quality of treatment, mortalijsows in hospitals, incidence increas-
es, doctors are occupied, besides the officiabduain intensive paperwork.

3. Medical care in Russia becomes more and morz@saible, constantly and
significantly rises in price and all the time isnomercialized that conducts to the ex-
pressed dissatisfaction of patients (citizens, gbpulation, clients), doctors, officials
and bureaucrats from medicine.

4. Many actions which are officially represented"ée population improving
health" in reality happens that at all it doesingtrove.

5. At the same time, the positive moments whichnated above are noted.

6. Results generalization of our research showatctiteria of an assessment of
population health care system in the Tyumen regien justice of use and distribution
of resources; quality and efficiency of the proddeervices, transparency and the ac-
countability of functioning of all system of the §diian health care (that is noted gener-
ally at the level of "due" — as "has to be", bugeneral "as if it is not noticed" at the
level of "real" — as is actually).

7. Low expenses on health care per capita in RugBikead to lower remaining
life expectancy at the birth. According to the ttyeof "a vicious circle of poverty and
diseases" factors (Winslow), in Russia in gendral dtrengthened reproduction of un-
successful circumstances of poor national groupmuthh the closed cycles in develop-
ment in the course of which they passes throughraber of states is expected, as a
result coming back to initial ("the circle becarselated"). While in rather rich Tyumen
region, in this region high-quality growth of meidie is expected.
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Streszczenie

Nieréwnosci w sferze ochrony zdrowia: Rosja

Nierownaici w zakresie zdrowia przejawiggie w wartagciach takich wskanikéw, jak:
dlugci¢ zycia, postrzegany stan zdrowia, wydatki na opieirowotrny, ubezpieczenie
zdrowotne, liczba samobojstw. Wszystkie te wslkld nalezy analizowg w przekro-
jach pfci i wieku, spoteczno-demograficznych, fisawych i materialnych, a ta& grup
wiadzy od najwyszych do niszych klas. Analiza tych wskaikow ma znaczenie nau-
kowe w poréwnywaniu krajéow w diugich ogptach czasu. Silny wzrost gospodarczy
jest warunkiem koniecznym publicznej redystrybdojidkdw w zakresie zdrowia oraz
zwickszenia dochodow mszych warstw spotecznych. Przyktadowozaze wydatki na
opieke zdrowotry na mieszkaca na ogot zwizane § z wyzszy oczekiwag diugaicia
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zycia. Obecnie jednak gtéownym powodem tryea] dyskusji na temat nierowém w
zakresie zdrowia jest tae walka z ubostwem i nierowémami wigze st z trudno-
sciami, gdy wzrost gospodarczy jest staby. W sogjblekonomicznej problem ten zna-
lazt odzwierciedlenie w pracach Webera; w jegcegiaj nieréwnych szangyciowych,
zjawisku nieréownomiernego rozktadu kofey okreslonym przez Mertona jako efekt
Mateusza; w terminologii Sztompki w powstaniu trejahierarchii przywilejow elity

i niedostatku ubogich w odniesieniu do dpst do pagdanych débr i wartai, w tym
zdrowia.

Abstract

Inequality in the sphere of health: the case of Rissa

The inequality in the sphere of health is showmnticators: life expectancy, the per-
ceived level of the health, expenses on health, caeglical insurance, suicides which
have to be considered in cuts of gender and age&lsond demographic, financial and
material, imperious and status groups from thedsgko the lowest classes. The analy-
sis of these indicators has scientific value in parrson of a set of the countries in long
periods. Strong economic growth is a necessaryittondor financing of redistribution
measures in the health sphere and the income #tiamigg in the lower part social stri-
ations of public distribution. For example, higlespenses on health care per capita, as
a rule, is associated from higher remaining lif@eotancy at the birth. However now
the main reason for the proceeding discussion a@ouhequality is in the sphere of
health that fight against poverty and an inequadity interfaced to difficulties when
economic growth is weak. In economic sociology s$pecified problem found reflec-
tion in Weber's works in his concept unequal "vitahnces"; a phenomenon of the une-
ven distribution of advantages designated by MeaemMatfey's effect; in Sztompka's
terminology as emergence of strong elite privilebesarchy and deprivations poor
concerning access to the desirable benefits angsaincluding health. The article as-
sesses the dynamics of health expenditure foroalices of their funding as an invest-
ment in human capital over the period 1995-2013dt@ of the comparative analysis
of expenditures for these purposes in Russia dmer abuntries. The article considers
the questions of efficiency of functioning of theaith system, the differentiation of the
population on the availability and quality of héadervices.

Keywords: a health care system, an inequality in the sphieheaith.



