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Introduction

The major political and economic transformations of the late 20th century have led to a
radical system change in Russia as well as other post-socialist societies. Yet the relative
success of market reforms and the installation of liberal democracy in some countries and
their apparent failure in the others require a critical analysis of the basic theoretical as well
as methodological approaches to the explanation of these developments. A divergence of
transition trajectories in the post-socialist world appears to have been caused by a poor
(and, perhaps, intentionally wrong) understanding of the civilization context of these
countries’ development. This demands that we provide a profound and systematic
analysis of the co-relation between socio-economic structures and the backbone elements
of various civilizations (their institutional systems, systems of values, patterns of culture
and the mentality of people).

Since the late 1990s Western literature has featured an increasing number of
publications, which support theories of non-European modernity and variability of
development, attempt to distinguish modernization from westernization and are usually based
on the large-scale cross-cultural studies of different civilizations. These ideas have gained
particular support in developing countries, where authors draw attention to the lack of
explanatory power of existing social theories and their incompatibility with non-Western
torms of modern society.

A shift from econocentrism (which evaluates development in purely economic terms,
e.g. economic growth) and economic determinism (which regards economic structures as a
primary factor of development) to a study of variability of development models is
reflected in the rise of alternative theories (e.g. the concept of ‘multiple modernities’
[Eisenstadt 1999a,b], the ‘varieties of capitalism’ approach [Amable 2003; Lane, Myant 2000;
Hancké, Rhodes, Thatcher 2007, etc.], and civilization theories [Toynbee 1987; Spengler 1991;
Huntington 1996; Arnason 2003, etc.]), as well as the advancement of large-scale survey
programs that provide sufficient empirical data for such purpose (e.g. World Value
Survey, European Value Survey, European Social Surveys, International Social Survey

Program, including various UN research programs).



Nevertheless, it appears that this line of research is poortly represented in Russia and
other post-socialist countries of Europe. Most debates related to this subject are reduced
to a discussion of historical and cultural constraints that counter Western-like
modernization.

We would argue that defining a problem this way makes little sense (if none at all),
since the current setting of socio-economic structures in these countries maybe
inappropriate to the underlying logics of their development as a part of particular
civilization systems [e.g. Shkaratan 2010]. For example, in spite of the similar reforms
social and economic development in Russia and some CIS countries has spun off (and
now follows) in the direction, which is certainly different from that of most countries in
Central and Eastern Europe. And these differences concern not only and not so much
the rate and the quality of their economic growth, but a certain environment, which
determines the capacity for human development throughout every social stratum and,
eventually, constitutes societal sustainability.

But how do we evaluate the successfulness of post-socialist development, if we are to
consider an obvious insufficiency of such criterion as economic growth (or economic
efficiency)? How do we account for the specifics of development in certain countries and
regions in such comparative analysis? What parameters could be regarded as universal in
this respect and are such comparisons possible at all?

Within the framework of this project we have been developing a set of indicators,
which would provide a comprehensive universalist account of the general level of human
development in a given society. This paper is the first attempt to claim our approach and
discuss its applicability with respect to empirical data on selected European and CIS

countries.

Setting key definitions: hAuman development,
human capacity and sustainability

One of the major methodological issues in research dealing with evaluation of social and
economic development is a problem of definitions given the existing terminological
diversity. Such terms as human development ot human capacity have been introduced in 1980s
and, in fact, challenged the economocentrist approach, which was based on the
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assumption that economic growth is a major driver to social and political advancements
in developing societies. These concepts were developed along with the introduction of
new indices and indicators that allow quantitative measurement of structure and quality of
such complex and equivocal process as development of contemporary societies.

The ideology that stands behind one of the most popular and widely accepted Human
Development Index (or HDI) is based on conceptual work of a well known economic
philosopher Amartiya Sen. He was among the first ones who suggested to regard the
process of development as a process of gradual expansion of opportunities for self-
tulfillment of people, i.e. ‘freedom of choice between possible /Jfe-styles or ‘capability
expansion’ [Sen 1983, p.44; Sen 1990, p.755]. According to some other authors the
ideology of these indices was a natural reaction to overindulgence with the theories, which
tried to apply the economic concept of capital to human individuals, their traits, talents,
as well as social relations with other individuals and so on. This peculiar reaction was
similar to a protest against the ‘economization’ of life [Borodkin, Koudryavtsev 2003, s.143].
In other words, accepting the universal value of human development not only
undermined the notion of economic growth as a major driver to social progress, but
provided the basis for a set of alternative theoretical views which opposed the rather
utilitarian approach of those, who supported the human capital theory.

The canonical structure of HDI has been first suggested by a Pakistani economist
Mahbub ul Haq. Although it has been altered a number of times throughout its use, HDI
structure was always based on three major components such as life expectancy, education
enrollment and GDP per capita. Mahbub ul Haq was also an initiator to a corresponding
series of now popular Human Development Reports, which are being published annually
since 1990 by UN [UNDP... 1990].

However, with all the simplicity and multidimensionality of the structure of HDI it is
not free from deficiencies, which have become a matter of critique ever since the
introduction of index [Hopkins 1991, pp.1471-1472; Streeten 1995, pp.xii-xiv, etc.]. For
instance, HDI of a single country itself has nothing to deliver on the scale of its poverty,
income distribution or inequality in health provision and education. It also has to be
noted that HDI cannot be used as a general measure of human capacity, i.e. a society’s
capacity to develop modern industries, advanced technology, science, etc. And still, the

drawbacks of HDI as a synthetic measure of social and economic development are
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compensated for by the easiness of its calculation and accessibility of simple comparable
data. One of the most recent attempts to refine all of existing HDI data since 1990s has
been fulfilled by a Russian economist Victor Krasilschikov, who has done a great deal on
producing comparable and unbiased HDI measurements that allow for better and more
precise comparisons across time |Krasilschikor 2010].

Owing to the origins of the term Juman development Tatiana Zaslavskaya (Russian
economist and sociologist) has developed a more comprehensive concept of human
capacity, i.e. ‘a willingness and capacity of a society for active self-fulfillment, timely and
adequate response to various external challenges and successful competition with other
societies’ |Zastavskaya 2005, s.10]. It is obvious that such definition is a lot more
substantial than the one of UN’s concise human development. This is further reflected in its
unusual structure: the core concept can be disintegrated into four major aspects —
demographic, socioeconomic, sociocultural and activist. E.g. at the operational level the
demographic capacity of a society is represented by the age-sex structure of its population,
average life expectancy of men and women, net reproduction rate, marriage/divorce ratio,
etc. The socioeconomic aspect embraces the qualification and professionalism of the current
workforce, the demand for such labor in society, the level and structure of employment,
etc. The sociocultural capacity is reflected in significant specifics of the national mentality,
which is materialized in the process of socialization under certain cultural contexts. And,
tinally, the activist capacity is an extent, to which people are capable of entrepreneurship
and innovation, a state of consciousness determined by the prevalence of creative
personal qualities and values [Zaslavskaya 2004, s.28]. And yet such comprehensive
concept is apparently too complex for developing a single simple value, which makes it
useless for quantitative cross-country comparisons. What is more, there were no such
attempts as to put this measure into real practice.

Recently in Russia as well as in other countries there have been developed numerous
alternatives to HDI, which seek to embrace not only human development per se but
human capacity, and especially its creative and intellectual aspects. Among those the
following two indicators could be mentioned: Synthetic Development Index or an Index of
Socio-Humanitarian Development.

The Synthetic Development Index (SDI) suggested by Russian researchers
V. Bushuev and V. Golubev is a type of environmental development index which
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accounts for ecological issues that certainly affect human capacity along with other factors
(education, health provision, etc.). According to its authors this index reflects not only the
character of economic reproduction (GDP), but the character of reproduction of human,
ecological and natural resources as well. According to the central idea, which stands
behind its conceptual structure, measures that sustain certain ecological balance are just as
an important type of economic activity as anything else, even in spite of its indirect effects
[Bushuev, Golubev 2002, s.163; Bushuev, Golubev, Tarko 2004, s.6-13].

Similar ideas form the core concept of the Socio-Humanitarian Development Index
(SHDI), which adds up other important dimensions, such as social capital, the rate of
human capital accumulation and ‘viability’, i.e. a synthetic measure that combines relative
fertility and life expectancy. Another ‘exotic’ measure is a quantitative value of social ill-
being, which is calculated as a number of suicides per 100 thousand of population
[Bushuev, Golubev, Zvolinskiy, Tarko 2008]. The latter is an attempt to account for such
negative aspect of social transformation as social anomy by the analogy with classical
work of Emile Durkheim ‘Suicide: a Study in Sociology’ (1897). Nevertheless, the major
problem with measuring gross SHDI, according to the authors themselves, is the lack of
required statistical data. Not all countries collect or publish such data. Besides, some data
may not be collected on a regular basis, which also creates a problem of incomplete time
rows.

Another interesting and intuitively simple approach to quantitative measurement of
social progress has been suggested by the Dutch sociologist Ruut Veenhoven in 1996. He
has developed a so called Happy Life-Expectancy Scale (HLE), which is basically average life
expectancy (in years) multiplied by the extent to which people consider themselves happy
(measured through sociological surveys on a ten-grade scale) [[eenhoven 1996]. According
to the simple logic of Veenhoven’s concept most people in the world prefer to live longer
and happier lives, whereas anything else (money, property, etc.) is either of lesser
importance, or should rather be considered as ‘inputs’ (rather than ‘outputs’). At the same
time it is worth of noting that Veenhoven’s indicator is not strictly an indicator of human
development or social progress, since it is only a judgmental value of happiness even if
adjusted for life expectancy. Although biased by its definition, such judgmental value of
happiness often varies historically as well as it is subject to certain cultural contexts (that

may even regard the very idea of social progress as inconsistent with human happiness —
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e.g. in many traditional cultures). Moreover there is little positive use for this indicator
from the standpoint of human capacity, by which we would rather understand the
facilitation of creative and intellectual self fulfillment of people.

However, in carrying out our project we also faced the problem of setting our
definitions, and especially distinguishing the notions of buman development and  human
capacity. As follows from a brief glance at some of the concepts above, both terms tend to
represent a program-specific tool which is used for certain practical purposes and policy
making, rather than they are considered as substances of scientific research. Such an initial
methodological situation can be explained by the fact that the modern scientific
community has not yet developed a common understanding of these matters, which
could be more or less agreed upon in comparative studies.

First of all it has to be made clear that buman development and human capacity are close,
but not identical concepts. While the latter is strictly  possibility of achieving some state of
human development in principle, development itself only refers to a process, which aims
at ‘unlocking’ this capacity or, in other terms, a gradual progress towards that possible
state of human development. But why is this difference so important? The point is that in
such understanding the development of human capacity is more than just a process of
promoting self-fulfillment (as is erroneously perceived by the authors of Human
Development Reports) — it is rather a process of extending opportunities and pushing the
limits of physical, creative and cognitive activity of people. This remark is so important
for us since we regard existing societies not just as certain settings of political, social and
economic organization, but as complex social systems that shape in the course of
historical/civilization process. We further suggest that these historically protracted
cevilization processes shape a particular type of personality, traits, adaptation to certain types
and cycles of labor activity, etc. and, thus, maybe regarded as factors which determine
buman capacity.

On the other hand, it is assumed that the goals of Juman development are independent
of local and historical contexts, and, hence, may be regarded as universal. In this case we
follow the ideas of Amartiya Sen and accept that any progressive (or progress-oriented)
societal transformation — be it economic, political or social change — should pursue the
goal of human fulfillment in terms of personal growth, creativity and promoting

individual talent. In other words, we regard the extent of human development as a sort of
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universal barometer, through which existing vectors of political, social and economic
organization of societies can be evaluated as adequate with respect to particular
civilization context.

In the wide sense we’re concerned with human development as a process which is central
to maintaining sustainability of contemporary societies. By sustainability we imply societies’
1) capacity for quantitative reproduction, and 2) integral ability to withstand certain
dysfunctions or pathologies, among them: socia/ (i.e. extreme rates of inequality, social
disintegration, anomy and crime, etc.), physical (i.e. low life expectancy, poor physical as
well as mental health, etc.) and moral (ot mental, i.e. moral and intellectual degradation).

In such understanding the latter, so to say, qualitative aspect of sustainability is closely
related to the notion of health and well-being, which has been accepted by the World
Health Organization in 1948, according to which ‘health is a state of complete physical,
mental, and social well-being and not merely the absence of disease or infirmity’!. For a
single individual such state can usually be achieved with satisfaction of corresponding
needs can be represented in form a certain hierarchy (e.g. the ‘Maslow pyramid’): the
higher the rank of needs satisfied, the better the state of human well-being in terms of its
social, mental and physical aspects. By this we suggest to define individnal human development
as an extent, to which an individual’s needs in health, security, education, self-fulfillment, physical and
social reproduction, ete. are actually satisfied. Subsequently, on a societal level the higher human
development would imply that the more people are able to fulfill their high-order needs.

A schematic view of our definition of sustainability is provided in Figure 1. Thus, as
has been already defined, societal sustainability can be specified by two aspects: guantitative —
which is basically determined by the mode of society’s demographic reproduction, and
gualitative — which is equal to the state of its human development. The latter, in turn, has
three aspects: physical, social and mental.

But why in evaluating sustainability one would have to consider the quantitative
aspect — the mode of demographic reproduction? It is well known that most of
the advanced (modern) societies feature a very low (or even slightly negative) rate of

natural increase in their population. This is a consequence of the so called demographic

! Preamble to the Constitution of the World Health Organization as adopted by the International Health
Conference, New York, 19 June — 22 July 19406; signed on 22 July 1946 by the representatives of 61 States (Official
Records of the World Health Organization, no. 2, p. 100) and entered into force on 7 April 1948.
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transition — a period of demographic stabilization in industrialized countries, which
followed the demographic boom, i.e. a situation when relatively high rates of birth went
along with sharply dropping death rates (because of increasing quality of health
provision). This transition was a process of natural adaptation, when increasing demand
for higher life quality had to be adjusted for the limited resources and productive ability of
contemporary societies. This adaptation was reflected in adopting a new family model (i.e.
a transition from traditional (rural) family to a modern (urban) nuclear family), the
weakening of family ties, the revision of family values and, particularly, the decreasing role
of religion in shaping family relations [V Zshnevskiy (ed.) 20006, s.10-11, 137-138]. On the
other hand, the less developed societies (e.g. in Asia and Africa) still feature a sufficiently
expanded mode of demographic reproduction, which is usually accounted for their
economic underdevelopment, traditionalism and extreme religiosity. Some of these
countries have entered the phase of demographic transition only in the middle of the last
century, and it is assumed the sooner or later they will begin to reproduce less extensively
as it is characteristic of today’s more advanced societies. However, in spite of the fact that
ratio between deaths and births is largely dependent on the state of social and economic
development, it is a more direct indicator of society’s sustainability, since it reflects the
capacity for quantitative reproduction of population. From here follows that sustainability
is not just a static (as is with the case of quality and state of human development), but

rather an enduring dynamic characteristic of society.

Figure 1. Qualitative and quantitative aspects of societal
sustainability

SUSTAINABILITY

N

Qualitative Aspect Quantitative Aspect
Human Development Mode of Demographic
Reproduction
v \
Physical Social Mental
Well-Being Well-Being Well-Being
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According to this simplified model we suggest to define rising sustainability as a
cumulative of positive tendencies both in qualitative and in quantitative respects: i.e. a
stable increase in human development along with simple or expanded demographic
reproduction. On the other hand, dropping sustainability would be flagged by persistent
depopulation and continuing degradation of human quality. However, such extreme
situations are quite rare in the real practice: even in the most developed countries the
growing quality of life is usually associated with low (or even negative) rates of natural
increase according to the well known principle of quantity growing into quality. Taken
that finding optimal rates of demographic reproduction for each country vastly exceeds
our current goals and resources, for now we would stick to a simple universal imperative:
societies can be regarded as demographically sustainable as far as they can sustain certain
quality of life without depopulation. In other words, being able of sustaining simple
demographic reproduction in the long run is sufficient for being sustainable?.

To select specific indicators, which are more or less relevant to the structure of
human development, we refer to Abraham Maslow’s hierarchy of needs [Mas/ow 1943].
However, we are not convinced that this hierarchy is universal in every context: in this
case Maslow’s ‘pyramid’ is only used to classify individual needs. Besides, it is also worth
to mention here again that sustainability is not just a sum of individual well-being, but a
rather complex societal characteristic which determines the very existential capacity of a
society. That is why we suggest to regard an integral value of human development as a
certain structure or balance of three of its components (physical, social and mental),

rather than their hierarchy.

2 In this we rely on a definition, according to which population is sometimes referred to as by demographers as
a self-reproducing aggregate of people (thus implying immanency of the process of reproduction). Depopulation is
usually regarded as a systemic failure of this function and was always perceived as a national catastrophe or as a
serious existential threat by scientists and politicians [Szne/nikor 2010].
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Table 1. List of sample indicators of human development
categorized according to its various aspects

Category of needs Sample indicator description Aspect of human
(Maslow) (imperative objective) development
Physical and psychological disease (#zin) physical
physiological Self-judgment about health (7ax) physical
Life expectancy (max) physical
Crime rates including homicide (#in) social
safety Injury accidents (from transport and in social

production) (win)

love /belongin Divorce rate (win) social

&Ng Abortion rate (sin) social

esteem Social cohesion and interpersonal trust (7zax) social

Suicide rate (#in) social

L Alcoholism, tobacco and drug use (#n) mental
self-actualization . .

Enrollment in educational programs (ax) mental

Character and intensity of leisure activities (zax) mental

Table 1 provides a list of major indicators, which correspond to different groups of
human needs (according to Maslow), and according to certain aspect of human
development. An imperative objective (minimizing or maximizing) for each indicator with
respect to raising general levels of human development is marked in parentheses.

Since a more detailed description and substantiation of the indicators used in this
research would be given further under corresponding sections, here we would only
describe some of them briefly. For instance, we suggest that the rate and character of
crime, the rate of injury and death through various accidents (be it transport, or
production) sufficiently characterize the extent to which people’s needs in safety are
satisfied. A society that is sincerely concerned with raising human development should be
more successful in preventing severe crime and lethal accidents.

Such indicators as a relative number of divorces and abortions could be regarded as
markers for deviant reproductive behavior: the higher the divorce rate, the less people
could be considered as attached to family values. Besides, higher level of divorce usually
indicates of a higher number of incomplete families and abandoned children, whose

adequate socialization becomes a serious social challenge. On the other hand, frequent
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abortions are also a worrisome tendency, which may reflect attitude to reproductive
health.

Interpersonal trust and social cohesion indicators would be a good proxy to
assessment of general esteem, tolerance and respect for the others. Finally, in order to
approximate people’s cognitive activity and intellectual capacity we suggest to look at the

practices of life-long learning and information retrieval.

Notes on data and measurement

In order to obtain all of the measurement scales we’ve taken the following steps:
1) ordering data according to their imperative objective (e.g. minimizing for suicides and
maximizing for education enrollment); 2) standardizing data to a 100-grade scale (with 0
for minimal values and 100 for maximum values); 3) aggregating data on separate
indicators to integral values by taking average.

The following expression was used to standardize all data to a 100-grade scale:

X — X
i min_ 100
Xmax — Amin

where X is a statistics variable for an /th country, X, and X, — its minimum and
maximum value across all countries. Given the correct ordering of the data the higher
value of this expression would correspond to better achievements relative to other
countries, which were included in our analysis. For example, if a certain country has the
worst record of suicide it would have a 0 value on a corresponding scale.

The aggregate of certain indicators into integral indices (for every aspect of human
development: social, mental and physical) was generally obtained via the following
calculation (in some exceptional cases a different formula was applied — the details are

provided in the corresponding sections):
N
in =D Y,
=
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where A, is a value of an integral index for 7; Y is a value of one of the relevant j-th
indicator (ordered and standardized accordingly); N — the number of relevant indicators;
@, — weight of the /-th indicator in an integral index (in most cases equal to 1/N).

And, finally, the aggregate value of human development (HD) is an average value

from three of the corresponding indexes (with M = 3):

m=1

Table 2 (next page) lists all of the used variables with corresponding information on

when and where the statistical data come from.
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Table 2. Statistical data and their sources

Variable Aspect of human Years Source of data
development
Homicide rate social 20072008~ United Nations Office
on Drugs and Crime
Injuries and deaths in industry social 2006-2008 World Health
Organization
In]grles and deaths caused by car social 2008 World vHezillth
accidents Organization
Suicide rate social 2008 World Health
Organization
Divorce rate social 2006-2008 EBurostat
Abortion rate social 2008 World .Hegfdth
Organization
Interpersonal trust social 2004-2008 European Social Survey
e . Wotld Health
Active life expectancy physical 2007 Organization
Morbidity (infections) physical 2004-2006 World Health
Organization
- . . World Health
Morbidity (heart disease) physical 2004-2006 Organization
Morbidity (diabetes) physical 2004-2006 World Health
Organization
Morbidity (cancer) physical 2008 GLOBOCAN
Tobacco consumption mental 2001-2008 World .Hegfdth
Organization
. . EBurostat, European
Life-long learning mental 2009 Labor Force Survey
Rates of information retrieval mental 2010 Wikipedia
Drug addiction mental 20032008 United Nations Office
on Drugs and Crime
Alcohol consumption mental 2003-2005 World .Hez.tlth
Organization
Rate of natural increase quantitative 2005-2010 UNDP Population
aspect Reference Bureau
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Physical aspect of human development

Physical health of individuals is fundamental to human development, since it directly
affects the working abilities of people (manual, as well as intellectual) and their capacity to
live a long and full-fledged life. The following basic elements were considered as
components of the corresponding integral index: 1) active life expectancy; 2) self-judgment about
health; the so called 3) ‘diseases of the poor’ and 4) ‘diseases of the rich’.

It is assumed that the first two indicators should reflect the intrinsic (objective) and
psychological (subjective) judgment about the state of physical well-being of people. The
reason to distinguish between ‘disease of the poor’ and ‘disease of the rich’ is based on
the assumption, according to which certain types of morbidity are related to the general
level of society’s social and economic development. The most direct cause-and-effect
relation is explained through the state of health care system and adoption of certain life-
styles. Well, it may seem as intuitively clear that poorer countries with less developed
health care systems and lower incomes among the population would be more exposed to
various disease. However, the interrelation between income and health is not as simple as
it may appear: particularly, recently there’s been much evidence, according to which
wealthier nations are subject to certain physical malfunctions not typical to the poor
(especially diabetes and reproduction malfunction among women, according to an
overview of research results presented at the 8™ conference of European Sociological
Association in [Kolesnikova 2008, pp.89-91]).

Let us now take a closer look at each of the components. Life expectancy is
conventionally accepted as one of the most comprehensive indicators, which characterize
the general level of physical health of a population. It is calculated as an average expected
number of years of life remaining at a given age. In our study we will rely on a more
precise indicator — disability adjusted, or active life expectancy), since it is not just an
aggregate of people’s health, but also a productive period of people’s life. However, after
preliminary tests it has been established that using other indicators specified for various
age groups quite insignificantly affects the overall results of analysis.

As was mentioned, most diseases can be classified into two major groups. Yet there
are also a number of diseases, which have a certain geographical association. For instance,

according to WHO statistics malaria, although quite typical among the poort, also has a

~16 -



relatively high rate of incidence in some European countries, which can be attributed to
certain climate and geographic conditions [Worrall, Basu, Hanson 2005]. Thus, after closely
studying the available WHO statistics we distinguished between those disease, which are
very sensitive to the quality of health care systems, and those, which are difficult or
impossible to treat. These diseases make up the first five classes of the 10th International
Statistical Classification of Diseases and Related Health Problems (ICD-10)3, which are

usually unspecific to certain organisms* Here’s the full list:

® infections diseases (particularly, tuberculosis, various forms of hepatitis, HIV
and AIDS, etc.)

® cancer (malignant neoplasms)

o diseases of blood and blood forming organs

® cndocrine diseases

®  metabolic diseases (particularly, diabetes)

o mental and behavioral disorders

As a measure of morbidity for each disease (except for diabetes and diseases of blood
and blood forming organs) the total yearly number of incidence per 100 thousand
population was taken. The causes of using alternative measurements for other two cases
would be discussed a little below.

The correlation analysis has shown that there is much inter-dependence between
various infectious diseases: the higher rates of morbidity for one disease (e.g. tuberculosis)
are usually accompanied by higher rates of morbidity from the others (e.g. hepatitis).
Infectious diseases are also highly correlated to blood diseases (at statistically significant
0.80 for our sample of selected countries). Furthermore, both groups of diseases have a
high level of incidence in economically poor countries, and significantly lower levels — in
rich (as correlated against GDP per capita). One other particular observation is that
higher morbidity from these kinds of diseases is often associated with higher mortality.
This can be explained by the relatively poor development of medicine in the

corresponding countries, when deaths cannot be postponed even if it is impossible to

SInternational Statistical Classification of Diseases and Related Health Problems 10th Revision (ICD-10). Motre
information at WHO web-site: http://apps.who.int/classifications/apps/icd/icd10online/.
* Diseases, which are similar in clinical, functional and morphological behavior in spite of different causes and

mechanisms of development.
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cure the disease itself. Another distinct feature, which distinguishes ‘diseases of the poor’
from ‘diseases of the rich’ is that they are quite often non-chronic.

To summarize, the following 5 diseases have been included in the corresponding sub-
index: tuberculosis, gonococcus infections, HIV, hepatitis B and mortality from blood
diseases (since complete data about morbidity are unavailable). As expected, the sub-index
is well correlated to GDP per capita at statistically significant -0.63 (which is, in fact,
slightly higher than separate correlations for each disease). Most data come from WHO
database 2006 (most recent). Where unavailable data for closest years possible was used
(inter-period correlations at 0.90+ show sufficient dynamic stability in statistics about
other diseases).

The ‘diseases of the rich’ include diabetes and cancer, which are very difficult to cure
and require constant medical treatment. These diseases are very individual, i.e. as opposed
to infections they are not transferrable from one person to another, and are usually
caused by unhealthy diet and lifestyle as a whole>. There is a number of statistics that
evaluate the burden of the corresponding diseases, such as morbidity (number of people,
who have been diagnosed in a certain period of time), prevalence (a share of people, who
have been diagnosed at least once in their lifetime) and mortality. If higher rates of
incidence of ‘diseases of the poor’ are usually associated with higher mortality rates,
morbidity of ‘diseases of the rich’ is usually associated with higher prevalence. The
possible explanation is that chronic diseases caused by unhealthy life-style usually cannot
be cured completely, although better medical care help preventing them from being lethal.
That is why, we suggest, it would be appropriate to use morbidity statistics for cancer and
prevalence statistics for diabetes.

Apart from diabetes and cancer we also intended to include mental diseases as part of
‘diseases of the rich’. However, there is still much uncertainty about the typical causes and
mechanisms of mental disorders. One other problem is the lack of accurate data about

their incidence in different countries. All of this has convinced us in carrying out the

> For more detail see WHO Report on Preventing Noncommunicable Diseases in the Workplace through Diet
and Physical Activity 2008: http://whglibdoc.who.int/publications/2008/9789241596329_eng.pdf.

¢ Apart from WHO data, there are also 2010 data of the International Diabetes Federation available. This data,
however, lack dynamic stability. According to the Federation statements, statistics for diabetes are highly inaccurate

and many countries simply lack experience to keep adequate records. However, WHO data were used.

_18-


http://whqlibdoc.who.int/publications/2008/9789241596329_eng.pdf

comparison without considering mental disorders as part of our general measurement of
physical inability.

The data about cancer were taken from GLOBOCANY statistics as cancer morbidity
among women, since WHO statistics about general population were too fragmentary. The
accuracy of using such approximation is, however, justified by high correlation between
GLOBOCAN (women) and WHO (whole sample) data. As for prevalence of diabetes,
WHO data was used.

In many cases we also had to do without including other typical diseases. However,
this was usually explained by their close relation (or even affinity) with disease, already
included in the list: for instance, HIV as related to AIDS, various types of hepatitis, etc.

Finally, apart from such objective values as morbidity and life expectancy we relied on
subjective judgment of people about their own health. The corresponding data was taken
from Gallup World Polls in 2006-20098 as a share of respondents, who are generally
satistied with personal health. However, it has been established in further analysis that
correlation between subjective and both objective measurements of physical health
accounts for statistically significant 0.90. In fact, according to other studies subjective
judgment about health appears to be one of the few self-judged values, which are very
accurate with respect to corresponding objective measurements [e.g. Miilunpalo et al. 1997;
Mossey, Shapiro 1982]. Having confirmed such relation we decided to do without this index
in further comparisons.

Table 2 represents the final list of variables included in the index of physical
development. All weights are distributed equally among sub-indices for life expectancy

(1/3) and two categories of diseases (1/3 + 1/3).

7 GLOBOCAN, 2008. http://globocan.iarc.fr/factsheets/cancers/all.asp.
8 Statistical data downloaded from UN International Human Development Indicators database. More details in
[Clifton, Gingrich 2007). Relevant data can be downloaded here: http://hdr.undp.org/en/statistics/data/.
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Table 2. Index composition for the physical aspect of human

development
Variable Group Weight
Active life expectancy Life expectancy 1/3
Disease of blood and blood making organs 1/15
Tuberculosis . 1/15
Gonococcus infections Dlseapszsoff the 1/15
Hepatitis B 1/15
HIV 1/15
Cancer Diseases of the 1/6
Diabetes rich 1/6

Active life expectancy

For relevant data on selected countries refer to Table 1 in Appendix 1. The maximum
life expectancy was observed in Switzerland and Italy with over 74 years of active life,
although average for all of the Western Europe is only insignificantly lower and accounts
for 72.9 years. However, it is highly dispersed in the countries of Southern Europe (e.g.
73.8 years in Spain against 68.1 in Croatia).

The situation is a lot worse in post-Soviet countries, where people live 6-7 years
shorter on average. There is, however, much differentiation in these countries as well,
since some of them appear to have achieved better success in raising the well-being of
population after transition than others. For instance, Slovenia and Czech Republic almost
make it to life expectancies in Western Europe (71.3 and 69.9 years respectively). Similar
results are observed in Poland and Slovakia. On the other hand, the situation looks a lot
more dramatic in Kazakhstan (with only 56.2 years), Ukraine, Belarus and Russia, where
life expectancy lies between 60 and 62 years (12 years lower than Switzerland).

As far as self-judgment about health is concerned, the ranking of countries changes
insignificantly. For instance, every 9 out of 10 citizens in Switzerland are satisfied with
their health. The average figure in Western Europe is 85% with a minimum of only 80%.
In post-Soviet countries it only accounts for 65% of population in general, with 55-56%

of population in Ukraine, Belarus and Russia.
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Diseases of the poor

The distribution of ‘diseases of the poor’ among poorer and richer countries in our
list is consistent with the above mentioned hypothesis about the corresponding
classification of diseases (for data refer to Table 2, Appendix 1). It appears that
population in post-Soviet countries is generally more exposed to infectious and various
blood-related diseases than citizens of Western Europe. The lowest rates of morbidity are
observed in the more developed Scandinavian countries, while Italy, Germany, Spain and
France are particularly better in the rest of ‘Old Europe’. They are followed by Great
Britain, Austria, Belgium and Croatia.

As far as post-socialist countries are concerned, the burden of related diseases is also
relatively low in Poland, Slovenia, Slovakia, Hungary and Czech Republic. However,

morbidity rates in Kazakhstan, Russia, Ukraine and Belarus look particularly threatening.

Diseases of the rich

The observations about cancer morbidity among women to a certain extent classifies
itself as ‘disease of the rich’ (for data refer to Table 1, Appendix 1). The highest rates of
cancer morbidity have been recorded in Scandinavian countries (particularly, Denmark
and Norway) and Western Europe (Netherlands, Belgium, UK and France). The disease,
surprisingly, is very rare in Turkey, Greece and Kazakhstan, while, in general, the
morbidity of cancer in post-socialist countries is quite low (especially Ukraine, Russia,
Romania, Poland and Belarus). The whole distribution is very much the opposite of what
has been observed in the case with ‘diseases of the poor’.

This regularity, however, is not so clear in the case with prevalence of diabetes. The
lowest rates of the disease are recorded in Switzerland, Greece and Kazakhstan (lower
than 1% of population). The situation looks more or less fine (1-2% of population
exposed) in Turkey and a number of post-socialist states: Bulgaria, Lithuania, Belarus and
Russia. However, its prevalence is very much dispersed in Scandinavian countries: from
2% in Norway to 4.2% in Denmark. Italy, Portugal and Span look especially bad with
4.5%, 5% and 6.5% respectively. With the only exception of Switzerland diabetes is also
quite common in Western Europe (3.6% of population on average). The peak figure is

registered in Czech Republic with 7% diabetics.
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Integral Scale of Physical Development

The integral value of physical development is a standardized average of the three
corresponding sub-indices. In studying the relations between each of its components the
following regularities have been established: the ‘diseases of the rich’ are negatively
correlated with other two sub-indices, while there is an almost functional link between
active life expectancy and ‘diseases of the poor’ (-0.89). As was shortly discussed above,
this is explained through typically non-lethal nature of chronic diseases and better
medicine, which are associated with more developed countries. The final rating of
countries according to the integral index of physical is given in Table 3, Appendix 1.

The short glance at this rating bears convincing proof about the poor physical health
of people in the less developed post-socialist countries. Their higher rates of morbidity
with infectious and blood-related diseases (and, respectively, lower life expectancies) are
barely compensated for by lower incidence of cancer and diabetes. At the same time, the
situation is also uncertain in the more developed countries of ‘Old Europe Greece
(South), Switzerland (Center) and Sweden (North), which represent different
socioeconomic models, appear to demonstrate equal success in keeping health of their

nations.

Social aspect of human development

The domain of social is extremely diverse, especially in the sense that indicators which
describe its various components are numerous. Besides, there is no single view on what
an ideal socially advanced society must look like. All of this greatly complicates the task of
selecting particular indicators, which may adequately and precisely characterize social
aspect of human development.

The lack of knowledge about optimal values of social indicators in cross-country
comparisons (let alone the availability of such statistics) induce researchers to rely on
scoring models which allow for distinguishing the extent of certain social pathologies (or
‘social disease’). Simply put, from the standpoint of social progress the main objective
would be to reduce social pathologies to their minimum.

A theoretical concept which describes the shape and ‘pathogenesis’ of ‘social disease’

is a theory of social anomy developed by Emile Durkheim, Robert Merton and Talcott
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Parsons, each of whom offered their own original interpretations. However, the general
point in all of these interpretations is that anomy is closely related to the spread of deviant
behavior in a society. Deviance is something that doesn’t meet general norms or
expectations, which have been formally or informally established in a given society or
community of people, which is why it is usually perceived as negative. By certain acts of
deviant behavior we usually understand crime, drug abuse, alcoholism, suicide, various
deviations in sexual behavior, etc. Most of related data is easily accessible, since they are
widely accounted in demographics.

Relying on the concept of social anomy (or ‘social disease’) as a basic concept we
pursue the goal of ensuring methodological integrity in our approach to the analysis of
various aspects of human development. Le. the latter is regarded as the general
assessment of the quality of population, its physical, social and mental health (the higher
the level of human development — the less society’s exposure to various ‘diseases’). For
example, previously we regarded physical aspect of human development purely in terms
of the physical health of population (estimates of various disease incidence, the general
level of health, life expectancy, etc.), while further we will also introduce the concept of
‘mental health’.

The list of empirical indicators, which have been categorized into social aspect of
human development, can be divided into five major groups: crime, suicide, injury, family and
social cobesion. Let us now consider indicators of each of these groups in greater detail.

The first thing we did was selecting a set of indicators, which characterize the
intensity of various crimes (calculated as incidence per 100 thousand population). Among
these: intentional homicide, kidnapping and human trafficking, crime against property
(robbery, burglary and theft), drug related crimes, etc. However, due to existing
differences in official definitions of criminal behavior and methods of their registration in
different countries, incomplete and often inaccurate records, imperfect law enforcement,
or simple lack of data we had to adopt a different strategy in evaluating comparable crime
rates’. The share of crime, which is not reported to the police and, thus, fails to be

recorded, is a priori unknown and is often referred to by the criminologists as the ‘dark

9 The practical impossibility of such comparison has been established as far back as in the first half of the last
century by the so called International Statistical Institute and the International Penal and Penitentiary Commission

[The rules for drawing up... 1947].
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figure’ (i.e. an estimated portion of crime). Its value may vary considerably from country
to country depending on many factors, among them type of existing legal system, crime
definitions, effectiveness of crime prevention and control, level of public trust in law
enforcement institutions, etc.! Some empirical studies evaluate the actual number of
crimes as 10-15 times that of the numbers reported in statistical records, [see, for
example, Gilinskiy 2007]. The particularly significant difference between actual and
reported crime is characteristic among the post-socialist countries, where the registration
of crime is subject to the fluctuations of political environment. This, however, doesn’t
mean that some Western European countries are free from ‘playing numbers’, although
political effect is significantly lower in this case. All of this has to be accounted for, at
least, somehow in order to provide more or less adequate comparisons.

It has been confirmed that the more serious crime is, the less likely it is to be
overlooked in official records [e.g. Dolgovaya (Ed.) 2001, p.111]. This is intuitively
explained by the fact that exceptionally serious crimes such as murder are equally regarded
as socially hazardous in all cultural contexts. This implies that they leave little room for
misinterpretations and are, thus, tracked and recorded especially well in any more or less
developed society. Following this line of argument we have conducted a preliminary
analysis of crime statistics across selected countries and confirmed the eatlier findings of
other researchers about the impossibility of such full scale comparisons. However, if we
are to select the most accurate proxy of crime situation, this would, indeed, be homicide
owing to its double tracking system (through police records and mortuary houses).
Besides, homicide is probably the most telling counter of aggression and social
disintegration in society.

In fact, the next group, briefly ‘suicides’, also includes a single indicator and that is
age-standardized mortality rate from intentional self-harm or suicide per 100 thousand
population. Along with crime, suicide rate is acknowledged by many sociologists as one of
the basic indicators of anomie. These ideas were first expressed in the classical work of
Emile Durkheim "Suicide, a Study in Sociology" (1897). In explaining this phenomenon
he emphasized that social rules (norms) play an important role in regulating people's lives.

During crises or rapid social change former life experience may no longer correspond to

10 http:/ /www.unodc.org/documents/data-and-analysis/Forum/ Volume5-2006-R.pdf.
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the new ideals, as a result people feel disoriented, as their collective order has been
violated, which, in turn, promotes the spreading of deviant behavior. The spread of
suicide as the most extreme case of such behavior, on the one hand, depends on the
degree of social integration, economic and institutional stability. On the other hand, it
reflects the ability of people to accept new social norms, to incorporate into a new social
order.

A different aspect of social development is closely related to the value of human life
and human capacity or, precisely, how it is perceived in a society. This, we suggest, is
reflected in the measures, which are taken against accidental injuries that may occur in
production or even everyday environment. Among the indicators, which fell into the
group of ‘injuries’; the following have been accepted as most reasonable (again, in relative
numbers, i.e. incidence per 100 thousand population): 1) persons killed or injured in road
traffic accidents, and 2) deaths due to work-related accidents. However, a number of
related indicators, which could provide a more precise information about the rate and
intensity of injuries, were, again, neglected (number of people injured due to work-related
accidents; people receiving social/disability benefits; cases of invalidity/disability; share of
disabled in working age engaged in regular occupational activity, etc.). As earlier, these
measures have proven to be very much sensitive to the differences in tracking and
recording of injuries. For example, countries with better developed health insurance
systems seem to keep a more accurate (i.e. far-reaching) tracking, than those with less or
even underdeveloped.

And yet the differences in general injury rates provide useful insight about the extent,
to which life-saving technologies have become an organic part of society’s system
organization. We assume that a more advanced traffic management (including higher
quality road construction) and lower corruption among the police are very important
factors to the number of road accidents and, consequently, the number of their victims.
On the other hand, people themselves are also responsible for their own safety, which is
why the number of road accidents also includes information about the state of
corresponding — safety-oriented — consciousness. Besides, and this is equally true for both
indicators used, accidents are often caused by their victims because of irresponsible
attitude to their own life and health, as well as to the life and health of the others. The
general level of ‘injuries’, thus, reflects not only the security of human activity (which
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reflects society’s judgment about the value of human life), but also the spread of
responsible life-saving behavior among people (i.e. individual judgment about the human
life).

The variable group ‘family’ is basically a set of indicators, which characterize the
intensity of abortions and divorces in a society. Initially, we assumed that we would also
include such indicators as average number of years spent in all marriages by a woman in

fertile age'!, as well as data on orphanage and homelessness. However, we’ve faced a

serious problem with the lack of corresponding data for selected countries. We also
considered including such indicators as maternal mortality rate, adolescence fertility rate
(births per 1,000 women aged 15-19 years), level of compensation during parental leave
(as a percentage of salary) and duration of maternity leave. But after some reasoning it has
become clear that they provide little information about the social aspect of human
development (rather they are a measure of development of health system, in the first case,
style of partnership (discussed below) and government natal policy).

It is clear that decisions about marriage and termination of pregnancy are to a greater
extent regulated by cultural expectations, traditions, norms and laws in a given society. It
is also clear that corresponding rates would also reflect the global demographic trend,
which, according to some demographers and sociologists, can be characterized as a
decline of marriage popularity and a shift to variety of alternative family models: from
child-centered family patterns towards individualistic-oriented ‘mature’ couples with one
or no child, conscious planning of birth, etc. This trend is also referred to as #he second
demographic transition [van de Kaa 1987].

The following decline in attractiveness of traditional family patterns and growth in
society's tolerance of abortion and divorce, however, brings many negative consequences
to the society, both on individual and at the national level [e.g. Pongerti 2003, pp.1-7, 475-
495]. The major argument here is that these processes bring serious psychological
discomfort to many people, parents as well as children. The need for care, love and
belonging is one of the basic human needs, just as once was suggested in famous
Maslow’s hierarchy. Thus, failing to satisfy such needs should be considered very harmful

with respect to corresponding aspect of social development.

11 For methodology see [Zakbharoy 2009)].
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Another important societal characteristic is social cohesion, which is commonly being
understood as a state of social integration and interpersonal trust. Social cohesion, thus,
depends on homogeneity of values and strength of interpersonal relationships in a society.
Sociologists often consider social cohesion as one of the key elements of an integral
characteristic of the quality of life [see, e.g. Veenhoven 2003; No// 2002]. To determine the
general level of social cohesion and trust in selected countries we used data from the
European Social Survey 2004, 2006 and 2008!2. Three periods were used in order to
obtain scores for as much European countries as possible to provide a wider scope of
comparison.

The overall index for social development has been calculated as follows. First, we
obtained scores for each wvariable (except for ‘social cohesion’, see further) and
standardized them on the relative scale from 0 (min) to 100 (max). Separate scores for
numerous variables contained within ‘family’ group and ‘injury’ group were also
standardized to obtain averages for each category, first, and standardized average scores
for each category, second. To evaluate the level of social cohesion we did the following.
First, for each of the waves of European Social Survey average rates of interpersonal trust
were calculated for each country. The following expression was used: average rate of
interpersonal trust = (1 * <percentage of those who chose 0>13 + 2* <percentage of those who chose 1>
+ ... + 11 * <percentage of those who chose the answer 10>) / 1.1. Finally, as in the case with
physical aspect of human development after applying weights to standardized values for

each category, overall index was calculated.

12 ESS country samples represent adult population over 15 years old.

13 The exact question used: “Generally speaking, would you say that most people can be trusted, or that you
can’t be too careful in dealing with people? Please tell me on a score of 0 to 10, where 0 means you can’t be too
careful and 10 means that most people can be trusted”.
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Table 3. Index composition for the social aspect of human

development
Variable Group Weight
Intentional homicide Crime 1/5
Deaths from industrial accidents o 1/10
L ) Injuries
Deaths and injuries in car accidents 1/10
Suicides Suicides 1/5
Divorces ) 1/10
. Family
Abortions 1/10
Interpersonal trust Social cohesion 1/5

Crime

According to our estimations of crime based on homicide rates post-socialist
countries seem to hold a very unpleasant ‘leadership’. Although the situation within this
group is quite homogenous, Russia’s figure looks extremely bad exceeding the group’s
average more than 3 times. Similar situation is typical of another ‘big” and oil-rich post-
socialist state Kazakhstan. On the other hand, smaller countries, such as Lithuania,
Estonia, Ukraine and Belarus, are slightly beneath the average, while more western
Poland, Hungary, Slovenia and Slovakia are doing even better than that.

As far as Western Europe is concerned, Finland, Turkey and, strikingly, Belgium are
among the most unsuccessful cases, while Austria, Norway, Switzerland and Germany
seem to be most efficient with keeping probabilities of homicide beneath 0.1% (in Russia

and Kazakhstan, this probability is more than 10 times higher).

Suicide

The rating for suicide is more or less similar to that of crime. Countries with
maximum suicide rates among the selected again include Russia and Kazakhstan with
additions of Lithuania and Belarus. It is peculiar, however, that the correlation between
suicide and homicide for the whole list of countries is close to insignificant (see Table 1 in
Appendix 2), which means, there is no strict relationship between the level of violence in

society and the state of its anomie.
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As far as post-socialist countries are concerned, the minimum numbers of suicide
were reported in Bulgaria, Romania, Czech Republic and Slovakia. A quite favorable
situation is observed in South European states, such as Croatia and Turkey, while in the
Western world the suicide rates are very low in UK, Netherlands and Germany. Again,
Finland and Belgium give reason to worry about suicide and the efficiency of measures

taken against it.

Injuries

First, we found no interdependence between the selected ‘injury’ variables (see Table
2 in Appendix 2). For instance, Belarus, which has the lowest injury rates from road
traffic accidents, is doing too bad with respect to work-related accidents (its rates are
much higher than the average for post-socialist countries). It is quite peculiar that similar
situation is observed in Kazakhstan. On the other hand, Slovenia — a small state in the
western part of CEE — seems to cope much better on both fronts, rather than one alone.

Yet in spite of this partial inconsistency of both scales, it is possible to single out
‘winners’ and ‘losers’. It seems that the best protection from accidental injury is sustained
in such well-developed countries as Denmark, Finland, Netherlands and France. On the
other hand, Austria and less developed Croatia and Portugal are doing worst in this
respect. The general pattern, however, is that Scandinavian countries seem to sustain
better protection, especially with respect to road traffic accidents, while the rest of

Western Europe is only slightly better than average.

Family

Crude divorce rate was taken as a number of divorces divided by average population
for a given year. The corresponding values in Table 3, Appendix 2, are expressed in
numbers per 1000 population.

The comparisons reveal significant differences across selected groups of countries.
For instance, the average number of abortions (calculated as per 1000 live births) for
post-socialist countries is almost two times higher than that of Western and Southern
Europe. Russia features the largest number of abortions, where it is almost equal to a
number of effective births. Even compared to other post-socialist countries, such as
Romania, Bulgaria and Estonia, this figure is two times greater. Besides, women often

resort to abortions in Kazakhstan. In the Western Europe this figure is particularly high in
_29_



Sweden, UK and France. The smallest number of abortions is reported in Poland, which
directly reflects the efficiency of forbidding abortions established under the strong
influence of the Polish Catholic Church. Some experts, however, argue that a
considerable proportion of abortions in Poland are simply not recorded by official
statistics; according to expert estimates this figure may vary from 8 to 20 abortions per
1000 live births [Sakevich 2010]. A relatively low level of abortions is observed in Austria,
Croatia and Portugal.

As for divorces they seem to occur most seldom in such South European countries as
Italy, Croatia and Greece. The situation is quite the opposite in the more developed
Western countries, especially Belgium, Denmark and Switzerland. There is, as well, little
regularity in divorce rates among the post-socialist states. On the one hand, Slovenia,
Poland and Romania seem to be more or less successful in keeping families together,

while Ukraine, Russia and Belarus — not.

Social cohesion

The resulting scale, where levels of social cohesion were evaluated for each country, is
given in Table 4 in Appendix 2. The rating shows countries with highest level of
interpersonal trust at the top, and lowest level of interpersonal trust — at the bottom.
Since European Social Survey did not include Belarus, Kazakhstan and Lithuania (at least,
yet), we had to renounce this statistic in further calculations in these three countries!*.

The highest levels of interpersonal trust are observed in the Northern countries of
Europe, such as Denmark, Norway, Finland and Sweden. Their average value reaches 6.9.
The top and middle part of this is occupied by Western European states, with highest
scores (6.1-6.2) found in smaller states, such as Netherlands and Switzerland, and lowest
(5.0-5.7) — in European ‘giants’, such as UK, France and Germany. It is also quite notable
that among countries with relatively high levels of interpersonal trust (5.4 — very close to
whole sample’s average) lies Spain, while the rest of the South European countries — Italy,

Croatia and even neighboring Portugal — feature significantly lower levels.

4 Nevertheless, we assigned proximate values of interpersonal trust for Belarus, Kazakhstan and Lithuania
based on our expert assumption about cultural homogeneity with other countries, which were included ESS. Thus,
we assigned Kazakhstan with value equal to that of Russia (4,5); Lithuania — to that of Latvia (4,6); and Belarus —
average of values for Russia and Ukraine (4,65). The results of further analysis, however, confirmed that the relative

rank of these countries in the general rating of social development is not subject to any change.
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Post-socialist countries, including Russia, are placed fairly together at the bottom of
the resulting scale. As is shown, in the whole post-Soviet region Romanians and
Bulgarians are, probably, least of all inclined to trust other people, while, on the other
hand, post-socialist Estonia and Czech Republic seem to have developed and sustained a

high level of social cohesion in spite of the transition.

Integral scale of social development

The standardized index values for each group of variables, as well as averages for
each group of countries, are provided in Table 6, Appendix 2. The ranking according to
integral scale of social development is given in Table 5, Appendix 2.

It has to be noted though that owing to index composition and the nature of data
used certain scale values only make sense in relation to each other. That is maximum
value corresponds to the highest success achieved with respect to social aspect of human
development. According to this scale Netherlands, Greece, UK and Denmark appear to
be the most comfortable societies in Europe, as far as the state of social well-being is
considered. It is also quite notable that Scandinavian states as a distinct group social
democratic countries generally show good results. At the same time there is much greater
spread in Southern and Western Europe, among which ‘outsiders’ include Austria (with
surprisingly high levels of accidental mortality), Croatia, Belgium (high homicide and weak
family ties) and Portugal (with particularly low levels of interpersonal trust).

Post-socialist countries, as by now would have been expected, are at the bottom of
this rating, with Russia being in the most disadvantageous position. However, other CIS
countries, such as Kazakhstan, Belarus and Ukraine are only slightly better in this respect.
All of Russia’s close neighbors feature high levels of suicide and homicide, various forms
of irresponsible behavior and extremely low levels of social trust. Even the more ‘western’
Lithuania shows equal signs of social decay, while Poland, Slovakia and Czech Republic

seem to cope much better.

Mental aspect of human development

Whereas physical health can more or less easily be measured in quantities (morbidity

or life expectancy statistics, etc.), social ‘health’ can only be evaluated through indirect
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measures (such as homicide, divorce or suicide rates, etc.). The latter is theoretically
justified through the notion of possible social pathologies (i.e. theory of social anomy,
theory of deviant behavior, etc.). As has been shown eatlier, this creates a number of
difficulties, which are related to general adequacy (validity and comparability) of existing
data and make it necessary to hold certain assumptions about such indirect relationships.
In considering mental (i.e. intellectual and spiritual) component of human development
we face even greater difficulties, since there exists no widely accepted conceptual
foundation or methodology of its empirical measurement.

At the same time we realize that mental health is an inherent and as much as
significant aspect of human development, as its physical and social aspect. Moreover, the
role of this component in securing sustainable development of society has grown even
significant owing to the rising importance of knowledge and technology. Thus, it has to
be particularly noted that mental aspect of societal well-being is based not only on the
absence of psychical or emotional derangement, but rather on satisfying of human need in
self-actualization and self-implementation (in production, as well as in leisure activities),
personal growth, good education, etc. From such interpretation of mental development
follows a certain list of empirical indicators, which may be included in the corresponding
index. Here we also follow from the concept of ‘healthy’ society, i.e. a society, which is
capable of withstanding certain pathologies in its development!.

In selecting a list of empirical indicators we’ve also faced another problem. And the
problem was that some indicators have an ambiguous meaning and can either be related
to mental or social aspect of human development. In solving this problem we came to a
following conceptual distinction. After all, mental development is primarily concerned
with exercising individual will, be it exposure to bad habits or involvement in various
education programs. On the other hand, social development is concerned with
everything, which shapes social climate in an environment: ie. social
integration/disintegration, spread of deviant behavior, etc.

Al currently available wvariables related to the corresponding index have been

categorized into three general groups: addictions (as an integral measure of irresponsible

15 It is worth to be noted here that the problem of mental, or spiritual health, is often considered as lying at the
edge between science and religion. This gives rises to a number of rather disputable discourses like #beological psychology
|Gundarov 2001] or existential anthropology |Mercurio 2003, etc. However, these theoretical discourses are not specially
considered in this research.
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behavior towards personal health); education (as a measure of population’s involvement in
various education programs); and /esure (as a set of indicators, which describe the diversity
and intensity of leisure activity and its utility with respect self-actualization, investments in
human, social and cultural capital).

The first category — addictions — includes three basic indicators, which reflect the
spread of self-destructive behavior among people: 1) drug use; 2) the volume and style of
alcohol consumption; 3) share of tobacco smokers.

The use of drugs, especially hard ones, is no doubt one of the most horrible human
addictions, which not only destroy addicts physically and psychically, but also affect
further generations. There is a number of empirical evidence that drug use not only
considerably shortens life expectancy directly, but raises the probability of mental and
social disorder, involvement in crime, suicides, etc. [Kinner et al. 2009, Darek et al. 2010].

It is often assumed that the volume and specifics of drug use very much depends on a
geographical location of a country, and particularly its involvement in drug trafficking.
For instance, a UN World Drug Report 2010'¢ claims that scales of drug use are
determined by supply and demand in a given country (i.e. the closer a country is to a drug
supply nod, the higher the rates of drug use; e.g. Afghanistan and the ‘Golden Triangle’ in
South-Eastern Asia: Thailand, Myanmar, Laos). However, the volume of drug use is also a
function of such factors as drug law enforcement and drug legislation. On the other hand,
much responsibility for drug use still lies on people themselves.

The above mentioned Drug Report gives the following classification of drugs
according to their chemical compound: 1) opiates; 2) cocaine; 3) amphetamines and 4)
cannabis. All of these drugs are prohibited in all of selected countries (partially except for
Netherlands). When including data on drug use in one of our categories we also
considered the extent of harm, which these drugs bring to people and society. This
consideration is based on a number of expert studies [e.g. van Amsterdam et al. 2010; Nust
et al. 2007]. In one of the recent researches alcohol and tobacco are also compared to
drug use (see Figure 2). The figure shows that cocaine and various opiates are listed
among the most damaging drugs, both for human personality and society as a whole,

while tobacco and alcohol, although not as strong, also have a devastating effect

16 World Drug Report 2010. UN Office on Drugs and Crime.
http://www.un.otg/ru/development/surveys/docs/drug2010.pdf.
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comparable to other drugs. Finally, cannabis (which is considered a soft drug) is
considered the least evil drug in both respects.

In constructing the general index cocaine, opiates and amphetamines were attributed
to ‘hard drugs’, while cannabis — to ‘soft drugs’. Alcohol and tobacco consumption were
attributed to ‘hard drugs’ owing to extent of harm they do to society and individuals.

Let us know take a closer look at alcoholism. In its February 2011 bulletin World
Health Organization claimed that alcohol’s relation to morbidity and traumatism depends
on two separate, but interrelated characteristics — volume of consumption and style of
drinking behavior!”. The evaluation of the latter parameter is based on the extent, to
which the style of alcohol consumption leads to corresponding physical disorder and
traumatism among the population: counting from 1 (the less harmful drinking behavior)
to 5 (the most harmful drinking behavior)!8. This classification is based on certain
knowledge about the culture and tradition of alcohol consumption (drinking occasions,

share daily drinkers, type of alcohols consumed, etc.)!”.

17 Information Bulletin N°349. February 2011. WHO.
http://www.who.int/mediacentre/factsheets/fs349/ru/index.html.
18 http://apps.who.int/ghodata/?theme=GISAH&vid=52540#.

19 For more information see Rebm et al. 2003.

_34


http://www.who.int/mediacentre/factsheets/fs349/ru/index.html
http://apps.who.int/ghodata/?theme=GISAH&vid=52540

Figure 2. Expert evaluations of social and individual harm
from various drugs
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In order to calculate the required indicator we’ve applied a weighting procedure,
according to which the yeatly average volume of alcohols consumed per capita were
multiplied by drinking style coefficients. The coefficients were determined so that they
provide the strongest correlation (0.73) with data on liver cirrhosis mortality (WHO 2001-
2005). The resulting indicator allows for evaluating the scales of excessive alcohol
consumption and the degree, to which it harms public health. The procedure will be
discussed in better detail below.

Finally, the latter ‘bad habit’, which seriously affects public health, is tobacco
smoking. On the one hand, this is quite a conscious act, which is based on individual
choice (will). On the other hand, its destructive effect on health is not just a scientific
fact — most smokers are well aware of how badly it damages their lives. Given the scales
tobacco smoking worldwide it poses one of the most significant risks. For instance, the

risk of heart attack for smokers is twice as higher among smokers than among non-
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smokers. Besides, tobacco smoking is the cause of around 30% of all cancer deaths in
USA?20,

Education is one of the major drivers of professional and personal growth in a
modern society. This is why we pay particular attention to selecting indicators that
describe the involvement of population in various education programs. In selecting these
indicators to the corresponding category (education) we considered the following: 1)
literacy rate; 2) distribution of population in a three-stage system of education; 3) number
of people acquiring higher education per 100 thousand of population; 4) involvement in
life-long learning.

Although literacy rate is one of the most fundamental figures that distinguish modern
societies, we have to admit that overall literacy has been more or less achieved in most of
selected countries. Which is why for further comparisons we had to skip corresponding
data and consider other significant differences in education structure.

At first sight, distribution of population according to achieved stages of education
appears as very informative indicator. However, its use has been very much complicated
by the differences in national education systems. And, unfortunately, existing universal
classifications (such as ISCED, for instance) do little to solve this problem of
comparability. Moreover, corresponding data bear little or no information about the
quality of such education, its value as a rational investment in human capital (for solid
empirical evidence see [Kapelyshnikor 2007]). Thus, it would only be useful to characterize
the institutional differences in education structure, rather than the character of individual
decisions about investment in human capital, i.e. a characteristic attached to institutions
rather than people themselves.

A very interesting concept that is closely related to contemporary economy and labor
efficiency is a concept of lifelong learning. Since conventional three-stage education
system only provides basic knowledge and skills required to enter the job market, lifelong
learning becomes the only major mechanism, which helps people develop their
professional skills further and keep themselves constantly up-to-date. In other words, it is

all about constant investment of human capital and keeping it from depreciation in a

20 Cancer Facts & Figures 2011, downloadable at www.cancer.org.
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highly dynamic post-industrial economy. Apart from affecting labor efficiency it also
determines the life-styles of people and, particulatly, their consumption patterns?!.

Since lifelong learning becomes such an important aspect of economic and social
development, there emerge many national and international organizations and programs,
which help coordinate business, state and public effort?2. It seems to us that the rate of
their development as well as involvement of population in these programs may serve as a
good sign of how well societies are prepared to contemporary social and economic
challenges. Following from here, we consider the corresponding indicators as describing
particular aspect of mental development.

Finally, in order to characterize the character of people’s leisure activity we have
considered the following two indicators: 1) the rate of leisure diversity and intensity;
2) the rate of inquisitiveness or, so to say, intellectual curiosity. Particularly, by leisure
activity we literally imply any human activity, which is not related directly to the
production. However, it is not just any non-productive activity, but rather a set of acts
that promote social and demographic reproduction of individuals: i.e. child birth and
child-rearing practices, learning and self-development, public and civil activity, socializing,
etc. This activity is not just some natural component of individual life, but an important
part of social activity, which creates and accumulates cultural capital. In the context of
mental development the intensity and diversity of leisure activity reflects the societal
ability to preserve and develop certain norms of creative behavior and shape life-styles
that promote balanced human development in all of its aspects: physical, social and, of
course, mental.

In order to quantitatively describe the character of people’s leisure activity we
intended to use the specialized data from large-scale international surveys (such as
International Social Survey Programme). These data sets allow for distinguishing certain
types of leisure activity such as recreation, culture consumption, creativity, socializing and
sports. However, the empirics were insufficient with respect to the list of selected
countries, which is why, after all, we had to omit this rather informative aspect in our

further comparisons.

2l Lifelong Learning in the Global Knowledge Economy: Challenges for Developing Countries, The Wotld
Bank Group, October 2002.

22 For example, Education and Training 2010 work programme (European Commission). 2008 Progress draft —
http://ec.curopa.cu/education/lifelong-learning-policy/doc/natreport08/council_en.pdf.
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In order to characterize the inquisitiveness of population (i.e. the state of satisfaction
of need for self-education) we’ve used a rather exotic indicator — an amount of pages per
user retrieved from a well-known Internet knowledge base Wikipedia?>. However, it has
to be noted that the data provided by the encyclopedia are not sufficiently accurate;
besides, it has not been recognized publicly as a source of professional information.
Nevertheless, given its scope and free accessibility Wikipedia serves as a major source of
well organized and refined information in all aspects of science and culture.

In summary, to approximate the level of mental development we used the following
indicators (see Table 5). The measure for volume and pattern of alcohol consumption was
evaluated from WHO data on drinking styles (p) simply as (#), where w =1 + 02 * (p — 1).
The integral value of mental development is a sum of indexes weighted according to the

table below, standardized to a scale with maximum of 100 and minimum of 0.

Table 5. Index composition for the mental aspect of human

development.
Variable Group Weight

Cannabis consumption Addictions (light drugs) 1/30
Opiates consumption 1/30
Cocaine consumption Addictions (heavy drugs) 1/30
Amphetamine consumption 1/30
Volume a1.‘1d pattern of alcohol Addictions (alcohol) 1/10
consumption

Share of daily smokers Addictions (tobacco) 1/10
Wikipedia/Internet users Leisure 1/3
Popglatlon involvement in life-long Education 1/3
learning

Addictions

To analyze the scales of drug addiction among population we relied on the data from
UN Oftfice of Drugs and Crime on the use of four types of drugs (a share of population,

who have used drugs at least once in the last year, see Table 1 in Appendix 3). As clearly

23 Publicly available multilingual free encyclopedia distributed by Wikimedia Foundation (non-profit Internet-
supported organization). Contains over 18 million articles in 280 languages. Web-site: www.wikipedia.org.
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follows from this data, the earlier suggested hypothesis, according to which the pattern of
drug use is closely related to the geographic location of a country (precisely, closeness to
the major channels and sources of drug trafficking), has little empirical support. For
instance, the number of drug addicts, who use opiates (heroin, morphine, methadone,
etc.), reaches its maximum in Russia, Ukraine, Kazakhstan and Estonia, but also in UK,
Italy, Switzerland and Denmark. On the other hand, there are minimum serious drug
addicts in such countries as Turkey, Lithuania, Poland, Czech Republic, Romania and,
most of all, Scandinavian countries (0.3 % of population).

The geography of cocaine use is significantly different from that of opiates. The
maximum number of cocaine addicts is reported in Spain (3% of population), UK, Italy,
Belgium and Denmark (1-2.3%). This share is significantly lower in post-Soviet region
(except for Slovakia, Slovenia, Bulgaria and Estonia), Turkey and Greece (0.1-0.3% of
population). The major consumers of cocaine tend to concentrate in Southern (around
1.4%) and Western Europe (around 1% of population).

More ofr less similar picture can be observed with respect to the use of amphetamines
(its correlation with the use of cocaine accounts for statistically significant 0.48). The top
consumers are Norway, UK, Spain, Belgium, Denmark, Estonia and Latvia (generally
around 0.85-1.3% of population), while least of all it is consumed in Romania, Turkey,
Greece, Portugal, France, Slovakia (up to 0.2% of population). Thus, the use of
amphetamines is mostly concentrated in the countries of Western and Northern Europe,

The use of cannabis is also highly correlated to the use of cocaine (0.70), while the
drug itself is considered to be very soft and significantly less harmful. It is also much
more frequently used than any other drug in all of selected countries. Major consumers
are Italy, Spain, Switzerland, Czech Republic and France (8.6-14.6% of population). The
average for Southern and Western Europe lies around 6.3-7.0% of population. It is, on
the other hand, peculiar that cannabis is much less popular in Romania, Belarus, Greece
and Turkey, and, generally, in the rest of post-socialist states (around 3.6%).

Judging by the available data the major patterns of drug use can be classified by the
analogy with morbidity patterns: i.e. ‘drugs for the rich’ and ‘drugs for the poor’. While
the latter certainly include much heavier opiates (and, particularly, heroin, which comes
mostly from Afghanistan), the ‘rich’ drugs include the more expensive cocaine (which is
imported from Southern America) and amphetamines (produced mostly in Europe). For

_ 39 _



instance, as far as average rates of heavy drug use are concerned (cocaine, opiates and
amphetamines), Turkey, Greece, most CEE (Poland, Hungary, Lithuania, etc.) and South
and countries seem to have achieved greater success in fighting against addiction. On the
other hand, Russia, Kazakhstan and, most surprisingly, some Western and North
European countries (UK, Belgium, Norway and Denmark) give reason to worry about.

With a bit of conventionality alcohol may be referred to as yet another ‘drug for the
poor’. This is, perhaps, why larger amount of alcohol are consumed in the less developed
countries of the post-socialist region: Hungary, Czech Republic, Russia, Ukraine, Estonia,
etc. (more than 15 liters of pure alcohol per capita yearly, see Table 2 in Appendix 3). This
becomes even more threatening when considering the patterns of drinking behavior in
these countries. As was already mentioned above, the most risky drinking behavior creates
the higher risk of liver cirrhosis: Hungary, Ukraine, Romania and Kazakhstan are marked
for the highest rates of liver cirrhosis mortality (more than 40 per 100 thousand of
population). In Russia this figure accounted for 35.7 per 100 thousand population in
2000-2002 [Zatoriski et al. 2010].

A more favorable situation with respect to alcohol consumption is observed in
Turkey (also considering its typical pattern of drinking behavior), where it is legally
restricted. Alcohol consumption is also relatively low in Italy, Spain and Greece, Belgium,
Switzerland, Germany and Norway. The ‘heaviest drinkers’ in Europe are Croatia, UK
and Finland, which, however, doesn’t cause as much liver cirrhosis as in many post-
socialist states.

To analyze the distribution of countries according to the share of daily tobacco
smokers we relied on data from World Health Organization on population aged over
15 years old?*. The data were gathered by national statistical bureaus in each country from
2001 to 2008 (see Table 3 in Appendix 3).

Scandinavian countries again look much ‘healthier’ than the rest with less than quarter
of population smoking daily. Western Europe, however, looks less homogenous with
20% smokers in Switzerland, 30% in Netherlands and 40% in Austria (in 2008 this
country had the least restrictive anti-tobacco policy in the whole Europe [Sizzpson 2005]).

Southern Europe is even more addicted to smoking, with highest share of smokers in

24 WHO Report on the Global Tobacco Epidemic, 2008.
http://www.who.int/tobacco/mpowet/mpower_report_full_2008.pdf.
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Greece. Neither is the situation better in the post-socialist world, where only Slovenia
demonstrates healthier life-styles (with 25% smokers). The worst situation among selected
countries is observed in Russia, where 43% of the population smoke daily.

It would be quite logic to suggest that the indicator used here — the share of daily
smokers — can be quite sensitive to anti-tobacco policies and, particularly, the cost of
cigarettes. However, in using this data we wanted to show exactly, what amount of people
is exposed to smoking, which is definitely quite irrational and irresponsible behavior with
respect to personal health and the health of others. This is why we tried to look at the
weighted scores, where tobacco use was adjusted for the cost of tobacco (data on the
share of total expense on tobacco in GDP was used). Surprisingly, our initial rating of
countries remained almost unchanged, except for the most extreme cases, such as Russia,
where tobacco tax is among the lowest in Europe. Thus, in calculating the integral index

we used the initial data without adjustments.

Lifelong learning
In this part we look at the share population aged from 25 to 64, who have

participated in any kind of education or training in the last 3 months. However, on-the-
job training and self-education are omitted here (see Table 3, Appendix 3).

We also look at the data about the intensity and diversity of leisure activity for
comparison, although it wasn’t included in the final index (due to insufficient data on
several countries). With only one exception of Slovakia this indicator is highly correlated
both, with frequency of information retrieval from Wikipedia and population involvement
in lifelong learning (around 0.70). Thus, given its consistency with other related data we
could easily do without it in further analysis.

The whole situation with lifelong learning resembles the patterns already observed in
physical and social aspects of human development. The leading countries in this respect
are Scandinavian social democracies Norway and Denmark (with 18% to 31% of
population involved respectively). In Western Europe the situation is more or less similar
in Switzerland (24%), UK (20%) and Netherlands (17%). However, in the rest of Western
Europe this figure is nowhere higher than 15%. It is also quite notable that post-socialist
countries are very different in this respect: with almost 15% in Slovakia, and 1.5% in

Bulgaria and Romania.
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Information retrieval

As was noted above, measuring of human inquisitiveness in different countries is very
much complicated by the absence of relevant data. It is also highly problematic given the
differences in statistical records of related data (like library use, etc.). That is why in
finding the most relevant proxy for such measure we rely on Wikipedia’s more or less
accurate and straightforward statistics about the average monthly number of page views
per 1 internet user in each country (see Table 4 in Appendix 3).

The table shows that Germans, Norwegians and Fins are among the most inquisitive
internet users with 17-18 pages views a month per internet user. Encyclopedic knowledge
is also highly popular in other countries of Western and Northern Europe (13-14 page
views a month). Denmark and mostly South Europeans — Spain, Greece and Croatia —
are, however, less hungry for such information (8-9 page views). The major part of
articles in Wikipedia is written in English (over 3.6 million), German (over 1 million),
French (over 1 million), Polish (793 thousand), Italian (790 thousand) and Spanish
(748 thousand). The situation again looks different in the post-socialist world: with only
3 page views in Belarus to quite ‘European’ 15-16 in Poland and Estonia. Russia also
looks relatively passive in this respect with 6 page views for a quite rich (700 thousand)

encyclopedic article database in the native language.

Integral Scale of Mental Development

To construct the integral index for mental development all of selected sub-indices
(Wikipedia page views, involvement in lifelong learning, share of smokers, etc.) were
standardized and weighted according to the procedure already used before. The resulting
distribution of countries is given in Table 5, Appendix 3.

The separate components of index for mental development are relatively high
correlated with each other (around 0.46-0.50), while even better with the integral value
(around 0.78-0.84). Table 5 in Appendix 3 shows clearly that Scandinavian countries
demonstrate better mental development of their people as with other aspect of human
development. Most West-European countries, especially Switzetland, UK and Germany,
also keep relatively high levels. On the other hand, 8 out ten countries belonging to lower

levels of this hierarchy are post-socialist states with Russia, again awfully backward.
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Appendix 1. Data on physical development

Table 1. Disability-adjusted life expectancy, incidence rates

for “diseases of the rich” and self-estimated health

Self-

Cancer incidence, per

1) .
Countries D;:Ers' estimated Countries 100 thousangs pr:vI:It; ?‘t:: %
health, % population !
Switzerland 74,5 89 Turkey | 112,8 1,91
Italy 74,3 85 136,2 0,15
Spain 73,8 84 Kazakhstan \ 166,5 0,91
Sweden 73,6 80 Ukraine \ 173 2,25
France 73,4 84 Russian Federation \ 178,9 1,88
Norway 73 82 Romania | 179,6 1,97
Germany 72,8 82 Poland \ 185,5 2,9
Netherlands 72,8 85 Belarus ‘ 186,7 1,8
Greece 72,5 82 187 5,09
Austria 72,4 85 190,8 6,48
Belgium 72,3 88 Latvia 193,4 2,3
Finland 72,1 84 Austria 200,6 4,71
United Kingdom 72 85 Estonia ‘ 203,5 2,91
Denmark 71,5 84 Bulgaria ‘ 206,6 1,72
Slovenia 71,3 78 Lithuania ‘ 207,8 1,74
71 80 Slovakia | 223,4 5,45
Czech Republic 69,9 77 229,3 3,5
Croatia 68,1 77 Slovenia \ 232,9 3,52
Slovakia 67,2 72 Hungary ‘ 235,6 4,35
Poland 67,1 72 Switzerland 236 0,1
Bulgaria 66 67 Finland 239,8 3,37
Estonia 65,9 64 Sweden 241,2 2,9
Hungary 65,8 69 Germany 245,7 3,2
Turkey 65,8 76 Italy 251,6 4,5
Romania 65,3 65 France 2549 2,99
Latvia 63,8 63 259,1 7,29
Lithuania 63 64 United Kingdom 260,5 3,74
Belarus 62,2 55 Norway 270,3 2
Russian Federation 60,1 56 Belgium 275,7 3,5
Ukraine 59,8 55 Netherlands 276,5 3,75
Kazakhstan 56,2 68 Denmark 325,3 4,18
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 72,6 82,5 269,2 3,1
WESTERN EUROPE 72,9 85,4 250,0 3,1
SOUTHERN EUROPE 71,9 81,6 199,0 3,9
oLNTRIES 65,2 65,9 205,1 3,1
Across all countries 68,7 75,4 218,3 3,1

Notes: 1) DALE — disability-adjusted life expectancy; 2) self-estimated health — proportion
of population generally satisfied with their health; 3) among women.
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Table 2. Incidence rates for “diseases of the poor”

SDR, . Gonococcal . -
Countries cerebrovascular TL'|be.rcuI05|s infection V|r?I h.epatltls HIV incidence
. incidence . B incidence
diseases incidence
Switzerland 24,45 6,16 12,04 1,27 10,09
France 26,24 7,82 1,11 - 9,16
Italy 28,21 7,03 0,43 1,39 2,64
Norway 29,71 5,92 5,06 3,2 5,92
Spain 30,45 17,73 0,78 1,8 3,48
Sweden 31,66 5,39 7,46 1,81 4,02
Netherlands 32,3 6,13 10,75 1,47 7,2
Austria 32,73 10,32 8,89 6,91 5,25
Denmark 35,24 6,27 7,62 0,33 4,51
Belgium 38,45 9,89 5,07 5,29 9,43
Germany 40,78 6,09 3,07 1,43 3,23
Portugal 40,97 30,4 0,52 0,4 15,73
United Kingdom 41,79 13,46 31,76 0,68 12,56
Fm 48,26 10,31 1,74 1,29 1,64
Finland 49,03 5,32 4,42 0,7 3,63
Greece 49,43 5,2 - 1,64 4,32
Czech Republic 69,22 9,17 10,58 2,94 0,8864
Turkey - 28,28 2,26 12,63 0,3875
74,4 23,18 0,38 3,33 1,28
Poland 87,77 21,02 1,04 1,33 1,96
Slovakia 96,81 12,46 1,91 2,28 0,4999
Hungary 116,15 16,75 9,1 0,82 0,8043
Romania 126,28 112,56 6,25 5,92 1,01
Estonia 127,27 31,41 20,84 3,35 49,72
Lithuania 152,95 69,68 12,88 4,74 2,95
Bulgaria 164,61 40,73 2,14 10,24 1,2
Latvia 188,05 56,38 32,61 7,3 13,07
Belarus 222,65 52,83 62,49 3,85 7,53
Ukraine 224,04 88,54 33,11 9,64 28,44
Russian Federation 250,62 87,51 62,48 0,18 27,52
Kazakhstan 264,85 155 68,51 9,32 11,4
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 36,4 5,7 6,1 1,5 4,5
WESTERN EUROPE 33,8 8,6 10,4 2,8 8,1
SOUTHERN EUROPE 44,7 16,7 0,5 1,7 55
oUNTRIES 144,2 46,9 19,8 41 10,6
Across all countries 91,5 30,9 14,2 3,6 81

Notes: 1) SDR — standardized death rate for age groups 0-64 years; 2) per 100 thousand of

population; 3) “-“ — no data available.

¢ <¢
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Table 3. Integral index of physical development (IPD)
(composition and correlations)

Countries Diseasies of Diseases of DALE IPD
the rich the poor

Greece 0,00 5,41 14,25 0,00
Switzerland 29,44 7,67 0,00 9,14
Sweden 55,78 4,45 6,01 24,39
Spain 58,94 3,59 4,90 25,01
France 60,68 2,52 5,29 25,57
Norway 56,53 7,36 8,30 27,50
Germany 59,79 2,64 12,94 29,16
Italy 73,06 0,00 2,55 29,29
Finland 59,52 2,60 14,97 30,06
Slovenia 58,79 2,54 23,66 34,20

59,65 17,47 11,31 35,99
Poland 39,10 8,76 43,07 37,31
Netherlands 73,88 6,90 12,42 38,50
United Kingdom 69,00 18,58 15,10 43,45
Belgium 71,43 15,34 18,10 44,60
Portugal 72,38 10,47 23,92 45,60
Croatia 57,53 11,29 38,95 46,13
Turkey 8,57 34,49 67,97 47,83

92,30 2,18 22,61 51,00
Romania 29,11 40,38 60,65 57,83
Slovakia 73,02 9,81 50,13 59,31
Hungary 66,94 12,55 54,90 60,05
Bulgaria 34,98 39,60 60,13 60,22
Lithuania 35,51 36,85 70,65 64,57
Czech Republic 100,00 11,17 33,66 65,52
Estonia 44,58 52,46 57,71 70,72
Latvia 36,16 56,86 71,96 76,07
Belarus 29,73 61,34 85,82 82,30
Ukraine 29,61 79,88 91,31 94,81
Russian Federation 28,10 73,44 100,00 95,20
Kazakhstan 15,80 100,00 94,90 100,00

Mean values across groups of countries

NORTHERN EUROPE
(SCANDINAVIA) 66,04 4,15 12,97 33,24
WESTERN EUROPE 60,55 10,16 10,74 32,34
SOUTHERN EUROPE 52,38 6,15 16,92 29,20
POST-SOCIALIST

46,59 37,36 61,82 66,01
Across all countries 51,0 23,8 38,0 48,8

, .. Diseases of Diseases of

Correlation coefficients the rich the poor DALE IPD
Diseases of the rich 1 -0,583 -0,521 -0,175
Diseases of the poor 1 0,889 0,864
DALE 1 0,905
IPD 1
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Appendix 2. Data on social development

Table 1. Rates of homicide, suicide and assaults

Intentional
.. Cause of death: . .
Countries homicide, per assault, % of all Countries SDB’ sEuade- arld
100 thousands self-inflicted injury
. deaths
population
Austria 0,5 0,06 Greece 2,85
05 0,07 3,60
Norway 0,6 0,08 Italy 5,19
Switzerland 0,7 0,07 United Kingdom 6,12
Germany 0,8 0,06 Spain 6,46
Spain 0,9 0,10 Netherlands 8,05
Sweden 0,9 0,12 Portugal 9,59
Netherlands 1 0,11 Germany 9,82
Greece 1,1 0,14 10,07
United Kingdom 1,2 0,04 Norway 10,19
Italy 1,2 0,10 Denmark 10,59
Portugal 1,2 - Romania 11,17
1,2 0,14 11,62
France 1,4 0,07 Czech Republic 11,79
Denmark 1,4 0,07 Slovakia 11,93
Hungary 1,5 0,16 12,69
1,6 0,15 Poland 13,87
Slovakia 1,7 0,17 France 14,68
18 0,18 Croatia 15,03
Czech Republic 2 0,08 Switzerland 15,12
Romania 2,2 0,21 Estonia 16,49
Bulgaria 2,3 0,13 Slovenia 17,19
2,5 0,24 Belgium 17,46
Turkey 2,9 - Finland 18,45
Latvia 4.4 0,57 Ukraine 18,50
Belarus 5,6 0,49 Latvia 20,85
Ukraine 6,3 0,55 Hungary 21,54
Estonia 6,3 0,55 Belarus 25,31
Lithuania 8,6 0,57 Kazakhstan 25,91
Kazakhstan 10,6 1,17 Russian Federation 27,63
Russian Federation 14,2 1,33 Lithuania 30,72
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 1.4 0,35 12,7
WESTERN EUROPE 1,2 0,36 12,0
SOUTHERN EUROPE 1,2 0,12 7,8
POST-SOCIALIST
COUNTRIES 44 0,38 18,2
Across all countries 3 0,29 14,2
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Table 2. Severe road traffic and work-related accidents

Persons killed or injured Deaths due to work-
Countries in road traffic accidents Countries related accidents per
per 100 thousands 100 thousands
population population
Belarus 93,74 United Kingdom 0,29
101,61 Netherlands 0,4
Poland 126,04 Switzerland 0,61
Ukraine 128,2 Finland 0,7
France 131,16 Sweden 0,82
Greece 138,47 Belgium 0,9
Bulgaria 143,01 Denmark 0,93
Kazakhstan 146,07 Greece 0,97
Netherlands 157,61 Germany 0,98
Finland 166,69 France 1,03
182,46 Norway 1,09
Turkey 182,67 Hungary 1,18
Estonia 188,71 Italy 1,24
Russian Federation 198,78 Slovenia 1,32
Latvia 210,01 Poland 1,37
Slovakia 214,5 Slovakia 1,48
Spain 223,98 Spain 1,56
247,4 Estonia 1,57
Hungary 262,65 Czech Republic 1,67
Lithuania 270,8 Bulgaria 1,68
Czech Republic 283,58 Latvia 1,77
Sweden 289 Croatia 1,8
United Kingdom 308,49 Ukraine 1,86
Portugal 332,86 Belarus 1,91
Switzerland 344,95 Russian Federation 2,02
Italy 388,83 Romania 2,2
Belgium 389,78 Lithuania 2,29
Germany 531,88 Turkey 2,31
Croatia 579,6 Portugal 2,39
Austria 614,16 Austria 2,44
Mean values across groups of countries

NORTHERN EUROPE
(SCANDINAVIA) 201,2 0,9
WESTERN EUROPE 354,0 1,0
SOUTHERN EUROPE 332,7 1,6

PO 0 A

q 233,1 1,7
Across all countries 267,9 1,5
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Table 3. Abortions and divorces

Abortions per
Countries 1000 live Countries . Crude
. divorce rate
births
italy 0,9
Austria 22,8 Croatia 1,1
Croatia 101,41 Slovenia
Portugal 1295
Switzerland 142,9 Turkey
Belgium 149,45 Poland
Greece 153,38 Romania
Netherlands 156,23 Bulgaria
Germany 167,74 Kazakhstan
Finland 175,09 Netherlands 2
Turkey 205 Norway 2,1
Czech Republic 215,44 France 2,2
Spain 222,81 Germany 2,3
italy 225,81 | slovakia [IFEIEN
Denmark 231,64 Sweden 2,3
Slovenia 249,62 Austria 2,4
Lithuania 257,55 Portugal 2,4
Norway 265,37 Spain 2,4
France 274,71 United Kingdom 2,4
United Kingdom 274,95 Finland 2,5
Ukraine Hungary 2,5
Slovakia Estonia 2,6
Switzerland 2,6
Kazakhstan Denmark 2,7
Belarus Latvia 2,7
Latvia Czech Republic 3
Hungary Lithuania 3,1
Bulgaria 3,3
Estonia Belarus 3,8
Romania Russian Federation 5
Russian Federation 950,94 Ukraine 5,3
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 255,1 2,4
WESTERN EUROPE 169,8 2,5
SOUTHERN EUROPE 166,6 1,6
POST-SOCIALIST
COUNTRIES 393,9 2,8
Across all countries 281,7 2,4




Table 4. Interpersonal trust

Mean values of interpersonal trust (0 — min, 11 — max)

Countries ESS2004 | ESS2006 | ESS2008 Average
Denmark 7,1 7,3 7,2 7,2
Norway 6,9 7,1 6,9 7,0
Finland 6,8 6,9 6,8 6,8
Sweden 6,4 6,6 6,7 6,6
Netherlands 6,2 6,1 6,3 6,2
Switzerland 6,1 6,1 6,1 6,1

5,6 5,8 5,9 5,7
United Kingdom 5,6 5,8 5,7 5,7
Austria 5,6 5,6 - 5,6
Spain 5,4 5,5 5,4 5,4
Belgium 5,3 5,4 5,6 5,4
Germany 5,3 5,2 5,4 5,3

4,8 - 53 5,0
France 5,0 5,0 5,0 5,0
Italy 4,9 - - 4,9
Croatia - - 4,8 4,8
Ukraine 5 4,7 4,6 4,8
Hungary 4,6 4,8 4,6 4,7
Slovenia 4,7 4,6 4,8 4,7
Slovakia 4,6 4,8 4,7 4,7
Latvia - - 4,6 4,6
Russian Federation - 4,5 4,5 4,5
Poland 4,2 4,6 4,7 4,5
Portugal 4,5 4,6 4,2 4,4
Greece 4,4 - 4,5 4,4
Romania - - 4,4 4,4
Bulgaria - 4 4 4
Turkey 3,6 - 3 3,3

Mean values across groups of countries
NORTHERN EUROPE 6.9
(SCANDINAVIA) ’
WESTERN EUROPE 5,6
SOUTHERN EUROPE 4,8
POST-SOCIALIST 47
COUNTRIES !
Across all countries 52
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Table 5. The consistency of trust scores in
ESS 2004, 2006 and 2008

ESS2004 vs ESS2006 | ESS2006 vs ESS2008 ESS2004 vs ESS2008
Pearson’s correlation coefficient 0,975 0,986 0,969
Significance level 0,000 0,000 0,000
Number of coincident countries 20 20 21
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Table 6. Integral index of social development (ISD)

(composition and correlations)

Countries Crime Suicides Injuries Family Trust ISD
Netherlands 3,65 18,66 0,00 14,73 38,0 0,00
Greece 4,38 0,00 13,58 4,35 56,0 1,03
United Kingdom 5,11 11,73 11,78 26,85 43,0 7,40
Denmark 6,57 27,77 8,89 28,12 28,0 7,67
Norway 0,73 26,34 27,50 22,46 30,0 10,10
Italy 5,11 8,40 45,41 4,80 51,0 12,52
Sweden 2,92 31,47 24,25 29,90 34,0 14,99
Spain 2,92 12,95 37,95 23,77 46,0 15,33

5,11 39,54 23,21 1,73 55,0 15,64
Switzerland 1,46 44,03 24,03 21,60 39,0 17,38
Finland 14,60 55,97 9,02 22,22 32,0 18,55
France 6,57 42,45 14,49 24,28 50,0 19,81
Germany 2,19 25,01 52,36 19,24 47,0 22,33
Turkey 17,52 2,69 54,24 9,95 67,0 24,10
Slovakia 8,76 32,58 34,85 28,34 53,0 26,04
Bulgaria 13,14 25,91 33,28 32,05 60,0 28,20
Czech Republic 10,95 32,08 46,77 30,99 50,0 30,22
Portugal 5,11 24,18 71,11 18,25 56,0 31,44
Belgium 9,49 52,42 36,28 30,92 46,0 31,59
Croatia 8,03 43,70 79,26 0,00 52,0 34,07
Romania 12,41 29,85 51,24 35,74 56,0 34,78

0,00 35,31 100,00 11,94 44,0 36,68
Slovenia 0,00 51,45 80,79 8,76 53,0 37,55
Hungary 7,30 67,06 31,43 38,16 53,0 38,48
Estonia 42,34 48,94 34,77 44,21 43,0 43,62
Latvia 28,47 64,59 42,28 40,16 54,0 48,75
Ukraine 42,34 56,15 36,71 64,22 52,0 55,67
Belarus 37,23 80,59 34,69 51,59 - 57,62
Kazakhstan 73,72 82,74 57,98 27,10 - 69,91
Lithuania 59,12 100,00 62,33 34,76 - 74,23
Russian Federation 100,00 88,91 47,96 100,00 55,0 100,00

Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 6,2 35,4 17,4 25,7 31,0 12,8
WESTERN EUROPE 4,1 32,8 34,1 21,4 43,9 19,3
SOUTHERN EUROPE 5,1 17,8 49,4 10,2 52,2 18,9
POST-SOCIALIST

28,2 55,2 43,1 39,3 53,2 45,4
Across all countries 17,3 40,8 39,6 27,5 48,6 31,2
Corre! c!tlon Crime Suicides Injuries Family Trust ISD
coefficients
Crime 1 0,729 0,152 0,740 0,300 0,857
Suicides 1 0,213 0,590 0,112 0,786
Injuries 1 -0,088 0,442 0,519
Family 1 0,063 0,657
Trust 1 0,571
ISD 1
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Appendix 3. Data on mental development

Table 1. Drug use

Countries Cocaine Opiates Amphetamines Cannabis
prevalence, % prevalence, % prevalence, % prevalence, %
Turkey 0,1 0,05 0,2 1,9
Romania 0,1 0,15 0,1 0,9
0,1 0,28 0,2 17
Belarus 0,1 0,41 0,4 1,1
Poland 0,2 0,1 0,7 2,7
Czech Republic 0,2 0,13 0,7 9,3
Hungary 0,2 0,35 0,6 2,3
Russian Federation 0,25 1,64 0,4 3,5
Ukraine 0,25 1,15 0,4 2,5
Lithuania 0,3 0,1 0,3 2,2
Latvia 0,5 0,8 0,9 4,9
Finland 0,5 0,23 0,6 3,6
Sweden 0,55 0,17 0,4 2,1
Bulgaria 0,6 0,4 0,5 2,2
Netherlands 0,6 0,31 0,3 5,4
France 0,6 0,47 0,2 8,6
Portugal 0,6 0,47 0,2 3,6
Slovakia 0,6 0,58 0,2 6,9
Estonia 0,6 2,34 1,3 4,6
Germany 0,7 0,22 0,5 4,7
Switzerland 0,8 0,65 0,65 9,7
Norway 0,8 0,33 1,1 4,6
Croatia 0,9 0,36 0,7 5,2
Austria 0,9 0,43 0,5 3,5
0,9 053 0,5 4,1
Denmark 1 0,6 0,7 5,2
Belgium 1,25 - 0,85 5
Italy 2,2 0,79 0,65 14,6
United Kingdom 2,3 1 1 7,4
Spain 3 0,3 0,9 10,1
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 0,7 03 0,7 3,9
WESTERN EUROPE 1,0 0,5 0,6 6,3
SOUTHERN EUROPE 1,4 0,4 0,5 7,0
POST-SOCIALIST
COUNTRIES 0.4 0,7 0,5 3,6
Across all countries 0,7 0,5 0,6 4,8
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Table 2. Alcohol consumption, liver cirrhosis

. Alcohol consumption, SDR, liver Pattern of
Countries . . . s s *
liters/person per year cirrhosis drinking score
187 : 3
Norway 7,81 3,45 3
Italy 10,68 11,59 1
Sweden 10,68 5,91 3
Greece 10,75 5,32 2
Belgium 10,77 - 1
Kazakhstan | 10,96 42,07 4
Switzerland 11,06 7,38 1
Spain 11,62 9,89 1
Bulgaria | 12,44 16,12 2
Latvia | 12,50 16,87 3
Finland 12,52 18,83 3
Germany 12,81 15,93 1
Austria 13,24 17,56 1
Netherlands 13,25 4,59 1
Poland | 13,25 16,23 3
Slovakia | 13,33 26,05 3
Denmark 13,37 14,97 2
United Kingdom 13,37 11,86 3
France 13,66 11,76 1
Portugal 14,55 14,4 1
ania 15,03 28,74 3
Croatia 15,11 23,6 3
Bela 15,13 17,66 4
ovenia 15,19 23,17 3
Romania 15,30 42,94 3
onia 15,57 23,75 3
aine 15,60 44,52 5
R an Federatio 15,76 - 5
ga 16,27 47,44 3
ech Repub 16,45 17,41 3
Mean values across groups of countries
NORTHERN EUROPE

(SCANDINAVIA) 11,1 10,8 2,8

WESTERN EUROPE 12,6 11,5 1,3

SOUTHERN EUROPE 12,5 13,0 1,6

PO OCIA O R 14,8 26,7 3,3

Across all countries 12,9 19,3 2,5

Note: * — the score used to reflect the burden of disease caused by certain styles of alcohol
consumption, on a scale from 1 (least risky drinking behavior) to 5 (most risky drinking
behavior)
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Table 3. Smoking, lifelong learning and leisure activity

Population aged
25-64 . ..
Countries Daily smokers, % Countries participating in Lelsu.re activity
education and index
training, %
Sweden 16,25 Denmark 31,6 -
Switzerland 20,65 Switzerland 24 2,222
Finland 20,95 Sweden 22,2 2,097
21,50 Finland 22,1 2,143
Belgium 21,55 United Kingdom 20,1 2,035
Italy 22,30 Norway 18,1 2,142
Slovenia \ 23,35 Netherlands 17
24,90 Slovenia 14,6 2,091
Czech Republic \ 25,35 13,8 2,228
Lithuania | 25,60 Estonia 10,5 -
Denmark 26,20 Spain 10,4 -
Germany 26,65 Germany 7,8 2,056
26,90 Belgium 6,8 2,043
France 27,10 Czech Republic 6,8 1,950
United Kingdom 28,35 6,5 -
Netherlands 29,55 Belarus | - 2,189
Spain 29,90 France 6 -
Croatia 30,15 Italy 6 -
Poland 30,45 Russian Federation 5,6 1,734
Estonia 31,35 Ukraine - -
31,65 Latvia 53 1,908
Latvia \ 32,10 Poland 4,7 1,849
Hungary \ 34,40 Lithuania 4,5 -
Bulgaria \ 34,55 Greece 3,3 -
Belarus \ 37,25 Slovakia 2,8 2,146
Ukraine \ 38,00 Hungary 2,7 1,772
Turkey | 39,95 Croatia 2,3 1,934
Slovakia | 40,60 Turkey 2,3 -
40,65 Kazakhstan - -
Russian Federation ‘ 43,25 Romania 1,5 -
Greece 48,05 Bulgaria 1,4 1,743
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 22,1 23,5
WESTERN EUROPE 27,8 13,6
SOUTHERN EUROPE 32,4 5,7
PO 0 A
" 32,6 5,5
Across all countries 30,0 9,5
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Table 4. Average Wikipedia page views per month pro
Internet user

Countries Wikip(.edia page
views
Norway 18
Germany 18
Finland 17
Sweden 16
Poland 16
Switzerland 15
Estonia 15
United Kingdom 15
Austria 14
Portugal 12
12
Italy 12
Belgium 11
Netherlands 11
France 11
Slovenia 10
Lithuania 10
Bulgaria 10
Croatia 10
Greece 9
Denmark 8
Spain 8
Latvia 8
Hungary 7
Ukraine 7
Romania 7
Russian Federation 6
Slovakia 5
Kazakhstan 5
Belarus 3
Turkey 3
NORTHERN EUROPE 14.8
(SCANDINAVIA) ’
WESTERN EUROPE 13,6
SOUTHERN EUROPE 10,2
POST-SOCIALIST 89
COUNTRIES !
Across all countries 10,6
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Table 5. Integral index of mental development (IMD)
(composition and correlations)

Countries WIklp?dla Lifelong learning Addictions IMD
page views
Sweden 13,33 31,13 0,00 0,00
Finland 6,67 31,46 19,85 6,10
Switzerland 20,00 25,17 24,71 11,47
Norway 0,00 44,70 26,92 12,26
Germany 0,00 78,81 22,53 25,66
Denmark 66,67 0,00 42,90 29,38
Netherlands 46,67 48,34 26,77 34,89
13,33 89,07 33,55 41,28
Austria 26,67 58,94 53,79 42,84
United Kingdom 20,00 38,08 85,91 44,91
53,33 56,29 42,47 48,57
Portugal 40,00 83,11 31,94 49,90
France 46,67 84,77 28,65 52,17
Belgium 46,67 82,12 34,63 53,67
Czech Republic | 40,00 82,12 44,24 55,00
Lithuania ‘ 53,33 89,74 25,09 55,81
40,00 84,77 56,84 61,88
Estonia 20,00 69,87 93,59 62,72
Bulgaria 53,33 100,00 39,59 66,99
Romania 73,33 99,67 21,29 67,60
60,00 93,71 45,51 69,83
Turkey ‘ 100,00 97,02 3,91 70,60
53,33 97,02 56,82 73,41
Latvia 66,67 87,09 55,22 74,23
66,67 70,20 74,94 75,51
Hungary 73,33 95,70 52,17 79,75
Kazakhstan 86,67 98,01 46,61 84,30
Belarus 100,00 84,77 55,42 88,31
Ukraine 73,33 86,09 80,91 88,38
Slovakia 86,67 95,36 64,25 91,06
Russian Federation 80,00 86,09 100,00 100,00
Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 21,7 26,8 22,4 11,9
WESTERN EUROPE 29,5 59,5 39,6 37,9
SOUTHERN EUROPE 52,0 85,8 53,2 66,1
POST-SOCIALIST
COUNTRIES 60,5 86,3 54,4 70,7
Across all countries 49,2 73,2 44,9 55,4
Correlation coefficients W|k|p<.ed|a Lifelong learning Addictions IMD
page views
MWPV / IU 1 0,500 0,240 0,817
Lifelong learning 1 0,154 0,762
Pernicious habits 1 0,607
IMD 1
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Appendix 4. Index of Societal Health and the
mode of demographic reproduction

Table 1. Index of Societal Health
(composition and correlations)

Countries PHYSICAL SOCIAL MENTAL ISH
Sweden 24,47 12,01 0,00 0,00
Switzerland 10,42 16,49 11,47 0,77
Norway 27,95 5,67 12,26 3,83
Finland 29,53 14,38 6,10 5,51
Netherlands 36,97 0,00 34,89 14,40
Germany 27,76 24,70 25,66 16,95
Greece 0,00 9,15 69,83 17,30
Denmark 47,39 2,53 29,38 17,43
United Kingdom 42,56 9,10 44,91 24,46

36,08 22,17 41,28 25,66
France 26,51 23,74 52,17 26,84
Italy 28,99 17,48 61,88 29,25
Austria 36,22 36,57 42,84 32,22
Spain 25,07 17,78 75,51 33,33

31,32 41,47 48,57 34,55
Belgium 41,34 32,78 53,67 37,16
Portugal 42,93 37,21 49,90 38,08
Turkey 37,23 35,45 70,60 43,47
Czech Republic 60,15 33,35 55,00 45,59

43,85 37,81 73,41 48,27
Bulgaria 52,48 36,04 66,99 48,45
BINERIE] 51,85 40,29 67,60 50,17
Estonia 64,02 42,52 62,72 54,05
Slovakia 53,34 30,85 91,06 56,48
Hungary 55,49 42,33 79,75 57,43
Lithuania 59,60 75,77 55,81 62,96
Latvia 67,76 52,26 74,23 64,22
Belarus 71,16 60,22 88,31 74,57
Ukraine 86,97 57,74 88,38 80,02
Kazakhstan 100,00 72,24 84,30 89,57
Russian Federation 82,17 100,00 100,00 100,00

Mean values across groups of countries
NORTHERN EUROPE
(SCANDINAVIA) 323 8,6 11,9 6,7
WESTERN EUROPE 31,7 20,5 37,9 21,8
SOUTHERN EUROPE 28,2 23,9 66,1 33,2
POST-SOCIALIST

59,4 48,8 70,7 58,0
Across all countries 45,2 33,6 84,3 89,6
Correlation coefficients PHYSICAL SOCIAL MENTAL SHI
PHYSICAL 1 0,776 0,621 0,887
SOCIAL 1 0,665 0,908
MENTAL 1 0,872
SHI 1
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SlctpedoB, I'. A., KpacunoBa, A. H., YepenanoBa, E. C. «310poBbe Haluii»: OIICHKA
(u3nUecKoro, COUMATBHOTO U AyXOBHOTO OnarococtosiHus B crpanax EBpomnsl u CHIT [DnexTpoHHBII
pecypc] : mpenpunt WP17/2013/02 / T'. A. Sctpe6os, A. H. Kpacunosa, E. C. Uepenanora ; Hai.
ucciell. yH-T «BpIcias 1mIKkojia SKOHOMHKH». — DyekTpoH. TekcT. aad. (300 K6). — M. : Uzn. mom
Beiciieit mkonbr skoHomukH, 2013. — 64 ¢. — (Cepuss WP17 «Hayunsie noxnmansl JlabopaTopuu
CPaBHUTEIBHOT'O aHAIM3a PA3BUTHS IIOCTCOIMAIMCTUYECKUX OOIIECTBY) (Ha QHII. 53.).

B pabore comep:kuTcs MOMBITKA CHOPMYINPOBATH OCHOBHBIE TEOPETUKO-METOI0JIOTUIECKIE
NOCBUIKM aHaju3a IOCTCOLMANUCTHYECKUX TpaHCQOpMAlMid C TOYKH 3peHHs oOecreueHHs
KHU3HECIIOCOOHOCTH OOIIECTB, 110l KOTOPOIl Ha ONepaloHaJIbHOM YPOBHE paccMaTpHBAETCs CTEIICHb
peanuzanuy mMoTpeOHOCTEH HacelneHUs B 0e30MacHOCTH, 00pa30BaHWU, 3J0POBbE, CaMOpeaTn3alui,
JeMorpauyeckoM M COLMaJbHOM BOCHPOM3BOACTBE. IIpu 3TOM, YyYMTBHIBasS OrpaHMYCHHOCTH
CYIIECTBYIOIIMX OIICHOK Ha 0a3e TakuX OOIIENpPUHATHIX MHTETPAJbHBIX IMOKa3arenen, kak Mumekc
yenoBeueckoro  pasButuss  OOH, aBropel  paspabarbiBaloT  COOCTBEHHOE  ONpeAeieHUe
KHU3HECIIOCOOHOCTH HA OCHOBE KJIACCHYECKOTO ONPEAETCHUS «3I0POBbA», IPEIIOKEHHOTO
Bcemupnoit opranuzanueii 3apaBooxpaHeHuss B 1948 r. 3HauMTenbHYI0 4acTh pabOTHl 3aHUMAeT
oOcyxnenne coOpaHHOM U3 pa3nuuHbIX HcToyHMKOB (BO3, Bcemmpnbiii Oank, [TPOOH u T.1m1.)
SMIUPUIECKON HHPOPMAIMH O KaueCTBE YEIOBEYECKOTr0 pa3BUTHA B psine crpad EBporsr u CHI'.

KiroueBbie cioBa: 370pOBbE, OJIarocCOCTOSHUE, MHAEKC YEIOBEYECKOTO Pa3BHTHS, CTPAaHBI
CHI', conmanbhbie TpancopManuu
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