Summary

The dissertation is devoted to the subject of $@oémualities in the health status of the popolatit has
been shown by earlier research that the healthvilairta and health outcomes of socio-economic gradke
population strongly differ and, what is more, thésequalities are persistent and tend to increase tme.
These tendencies were confirmed in countries oft¥viesEurope and the United Stated, but there fie lit
research on the subject in countries that havergnde economic transition in the last few decadash as
Poland. Demographers indicate that the improvemientise economic and social well-being of the patiah
have contributed to health improvements, but tieligtle evidence of health inequalities (WHO 2009

The main research questions in the first part ef dissertation are related to the size of the healt
improvements, their causes and peculiarities. Neddicational inequalities in health are examinedalfy, the
impact of how unfavourable material circumstanagthealthy behaviours and lack of social ties neghti
impact on health is discussed.

The second part of the dissertation moves fromstifgect of health itself to issues important foe th
efficiency of the health care system, namely acteseedical services. Obviously, access to senacestheir
utilization might have a health effect, which makies two phenomena related. The research quesigkesl in
this part of analysis are whether educational iaéties in the utilization of doctor’s visits, hdatdization and
dentistry exist, and — if so — how they change owere. Further social and economic constraintshe t
utilization of the mentioned types of medical seeg are identified.

Finally, the important policy question of adequtegeting the causes of inequalities in healttustar
medical services utilization by national policiscbnsidered.

The research begins with a discussion of possilaleses of health inequalities. It refers to the
theoretical framework proposed by Marmot (2003,8)0é&nd Bartley (2004) in which health inequalite®
seen as an outcome of various underlying life orstances, from material well-being, a willingnesdead a
healthy life-style, an individual's psycho-socialvironment, access to health care services andhgdle skills
to make a proper use of them. Accepting the apprt@at causes of health inequalities are multidsraral, the
research then goes on to look at these factors ohosely in the material status of the family, fve reasons why
individuals take up unhealthy behaviours such askémy and alcohol consumption and in the impacsaxfial
networks. The selection of types of explanationshe#lth inequalities was determine by the type afad
available. Naturally some variations in people’sitie are attributable to biology and genetics; haavethese
are referred to as health differences as opposhkdatth inequalities and are not the subject &f ithvestigation.
The research concentrates on inequalities thattrbiglattributable to social conditions in whichiinduals and
groups live. Another point made here is relationthie definition of terms is how inequalities arstitiguished
from inequities. While research into inequalitiesKs for social causes of health differences aniodiyiduals
and groups, research on inequities goes a stefpefuinly evaluating whether existing inequalities anéair. In
this research the question of fairness is not asketihe task at hand is to recognize the sizeeasfualities and
their possible determinants.

The analysis begins by showing the dynamics oh&sdth improvement of the Polish population in the
decades following the collapse of the communisimeg The health of Poles improved due to varioasoes,
with the main direct cause of the decrease in rityriaeing that of a drop in cardiovascular systdiseases.
Among the indirect causes of health improvementtla@eopportunities brought by the transformatidmargyes
in state of mind of the society that accompanielitipal and economic transformation; greater avaliigy of
fresh products, especially fruits and vegetablesudhout the year; dietary changes, especially edsgr in
consumption of animal fat; and finally behaviourhbnges with greater concern being shown by indal&lto
their health, which is reflected in taking up plegdiactivity and decreases in smoking. These pesithanges
are reflected in increasing life expectancy whiglamong the highest in the Central and Easternpfew{CEE)
region, but well behind countries of Western EuroBamilarly, time spent in poor health and disapilin
Poland is shorter than in most of the CEE countrigsmuch longer than in some Western Europeantdesn
especially in Scandinavia. The latter finding hadraportant implication for health policy, showitizat further
public health actions are needed to improve thditguaf people’s lives, especially with regard toetelderly
who will become a dominant cohort in the next desad

Health is not equally distributed in the populati®@egional analysis of longevity shows that déferes
of life expectancy between regions was up to 4s/&@armales and 2.6 years for females in 2009réstangly,
the highest life expectancies were seen in regiomsinated by the traditional, rural populationghie East and
South of Poland, while in the heavily industriaizeegions (Silesia) or in regions where the popatatvas



resettled after the Second World War (Western andttBWestern) worse health outcomes were found.
Substantial differences are also noticeable betwasal and urban populations. While on average ewjoy
longer lives in urban settings, females tend te longer in rural settings. The latter differentatmight be a
lifestyle effect — men are more likely to do heavgrk and be prone to unhealthy behaviours (espgdiad
consumption of high levels of alcohol) in the ruealvironment while women in that environment warkd hard
than men which has a beneficial health effect. Mweee, the scale of the health improvement alsoegari
between regions. Analysis of trends shows thaegions of Western Poland, where health outcomes wi#f
poor in the 1990s, longevity has substantially iowed over the past two decades. As a result difta® in
health status between East and West Poland migheage over the next decade. Recognizing subdtantia
regional health inequalities, it is difficult taattk their social correlates, but the analysis iaigis that among the
social causes the wealth of the population anceasing individual opportunities given by higherdmes have

a positive health impact.

The main research question and focus of the sisidyf the existence of health inequalities at the
individual level. For their assessment health sydata from 1996 and 2004 are used and concentratioves
and concentration indices are the main measuras tosassess the size of health inequalities. Arskisows
that not only do health inequalities in less-thaod) and poor health between educational groups kxtsthat
they have also increased over time. This resuibtsunique because — as in all European countgspité their
public health efforts to decrease inequalitiesicir welfare programmes — educational or income uadties in
health status measured by longevity or self-asddssalth are found to have increased over the y&ars facts
lie behind the results for Poland: the first isttisalf-reported health has improved with a largeugr of
individuals shifting from poor to average healthtss, and the second is that the structure of ¢iduchas
substantially changed with a higher proportionrafividuals having higher education. But even cdhitrg for
the changes in educational groups, health ineipglin less-than-good health are found to be lagd
persistent. At the same time groups of individweith poor and very poor self-reported health arecemtrated
in lower social strata, accumulating unfavouraloleia conditions with poorer education, less wealtld poorer
access to various institutions and fewer chancesnfaving upwards on the social ladder. People élttwer
social strata experience not only material depigvabut they also tend to live more unhealthily hwitigher
consumption of alcohol and habitual smoking.

When the social determinants of health are exadhitiee existence of social networks is also found t
be important. The significance of having close tigth family was not confirmed as being importaot health
outcomes, but a belief that assistance would cooma fin extended network of family and friends & theed
arose was found to be significant determinant aithe So, three trends of explanations of healdyimlities as
proposed by Bartely (2004) were confirmed: matedigbrivation, unhealthy behaviours and social stippe@
all important correlates of health status.

Since health inequalities exist, the question Wbethe healthcare system stimulates their existenc
arises. What is meant by “stimulation” of inequaktis that access to medical services is restritielower
social strata while higher social groups do notfatnilar constraints. Again, education is use@ asarker of
social position and concentration curves/indices the basic measures for assessing the size afidliges.
Before concluding on inequalities it is worth ngtithat utilization of all types of services — everstly ones
such as dentistry — strongly increased between 59862004. This happened despite the fact thatoameof
the healthcare system was introduced in 1999 wast-control mechanisms of having gate-keepers imay
care. Growing utilization of all types of care, liding that by the elderly, has important implicais for the
efficiency of the healthcare system as it couldtigbute to increasing waiting times for servicesl émcreasing
costs for the healthcare system. Higher utilizatidbrmedical services could be attributed to indregdealth
awareness. Improved economic conditions combingd miore attention given to care could have a pasiti
impact on the health of the population in the fatuout it could also lead to an increase in heatgrenditure due
to a rising demand for medical care, especiallytfiore costly treatments. Still, medical serviceshsas visits to
doctors and hospital care are equally distributetivben educational groups. Unfortunately distinguig
primary from secondary care was impossible. Thiesbrigs are similar to results of analyses condligtenost
of the OECD countries, but not in Poland, wherenariy and tertiary care were found to be equallgw@an pro-
poor distributed (Doorslaer et al. 2006). Howevesults of an analysis of dentistry indicates larggualities
in utilization. They might be caused by the faattttentistry is an expensive treatment, which iy ana very
restrictive manner covered by health insurance ssamdosts are covered mostly out of pocket. An meeein
utilization of dentistry, even in older cohortsggests that care for teeth is becoming a socitisfactor with a
growing need for this type of care, but availapiof services for lower social strata is not satisbry.

To sum up, the results of the analysis of existivegjualities in health and access to medical sesvic
are contrasted with national policies towards Meatiequalities. An overview of strategic documentish



respect to health and healthcare shows that whidtthimprovement has been articulated as a pgheay since
the mid-1990s, social and economic inequalitieshé@alth have only been targeted by the National tHeal
Programme which was introduced in 2007. Healthgmesi are dominated by the medical approach whicinsie
that direct causes of inequalities are addressiee@qs and causes of mortality), but little attentis given to
social determinants of health. At the same timéonat policies recognize that regional inequalités large,
but recommendations on specific actions targetiegproblem are vague. The results of the presertshrch
show which regions are more deprived with respedtealth clearly indicating that more policy aciashould
be targeted those regions with the poorest healitbmes and less dynamic health improvement thrawighe
whole process of economic transformation. Addregsire issue of health inequalities between sodialijgs
needs action in at least three areas: health @docatimulating more care and healthy living, ascés
education that increases individual life opportiesitand actions against poverty.

Finally, it should be underlined that any succdssflicy on health inequalities is not possiblehmitit
proper data on health and the social and econotatassof the population. Typically there is adnir@tve
mortality data available but it does not tie intw@ny socio-economic data. The only source thaldcoambine
both types of data is survey research, but asgeaalysis on the size of inequalities has beeruakien. Thus
an important policy implication is related to thetal collection. Namely, more data combining healtitial and
economic aspects are needed and tools to measqeaiities on a regular basis should be developkdse
tools could be of further use for the implementatié policy measures against inequalities, as Hreystated in
the National Health Programme. The last importaicp implication is that any policy on health inedities
should go beyond the basic activities of the Migistf Health, being also a subject of interesttf@ Ministry of
Education, the Ministry of Labour and for SocialliPp so that a concerted effort is made againsthbalth
inequalities that have been pointed out in the iptessparagraphs.



