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Preface

The aim of this book isto provide the reader with an insight and depiction of the
demographic and health situation in those postcommunist countries which joined
the UE in 2004. The focusis on the initial stage and changes in the demographic
and health situation. Peoples and governments of the countries in question face
numerous challenges which they have to overcome if they want to dream about
reaching the level of development and welfare close to average standards in the
‘old’ countries of the UE.

Surprisingly, the demographic situation is getting worse and worse and vague
health standardsfollow suit. Thistendency may become a serious hindrance stop-
ping further development of the new EU members in the foreseeable future.

This book is a comprehensive section of the research (see T. Michalski, 1999,
2000a, 2000b, 2001a, 2001b, 2001c, 2001d, 2001e, 2002, 20033, 2003b, 2003c,
2003d, 2003e, 2003f, 2003g, 20043, 2004b, 2004c; M. llieva, T. Michalski, 2002;
T. Michalski, O. Pierkhach, 2001; T. Michalski, J. Wendt, 2002; M. Pacuk,
T. Michalski, M. Tarkowski, 2003; O. Perkhach, T. Michalski, 2000; M. Stasac,
T. Michalski, T. Palmowski, 2002), carried out in order to build a model reflecting
and explaining changes in the demographic and health situation in all former Eu-
ropean postcommunist countries (excluding Russia and German Democratic Re-
public). The book is the most comprehensive presentation of partial research re-
sults that have been published so far.

The territorial range of the research presented in this book includes (Fig. 1)
Estonia, Latvia, Lithuania, Poland, Slovakia, The Czech Republic, Hungary and
Slovenia. The term EU—p8 is used in the book to refer to the above mentioned
countries. EU-10 is another term to denote all new members of the EU, whereas
the term EU-15 stands for all the countries forming the EU before 2004.

The period covered by the book beginsin the year when the communist system
collapsed (in most of the countriesit was 1989) and continues until the year 2002.
In a few cases the period of research was limited due to statistical data being
unavailable or not credible.

The analysis of changes subject to research was based on regression equations
calculated with the use of the least square method. An average level of a given
variable in the analyzed period was the arithmetic mean, whereas similaritiesin a
givenvariablefor different countrieswereidentified by meansof thetau Kendall's
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Fig. 1. The situation of the analysed countries at the background of Central and Eastern—Central
Europe

Source: author’s own analysis.

correlation coefficient. Trends were considered to be similar when the degree of
correlation was at least 0.600.

Most of the statistical data used in this book comes from WHO Copenhagen
and World Bank databases. In some cases data published in statistical yearbooks
of particular countries was also used. Data derived from WHO Copenhagen data-
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baseswas given priority whenever there was adiscrepancy between different data
sources.

Finally, I would like to express my gratitude to Professor Jerzy J. Parysek from
Adam Mickiewicz University of Poznan as well as Dr hab. Tadeusz Palmowski
and Dr Jan Wendt from University of Gdansk for their invaluable support without
which this book would not be completed. The responsibility for any possible inac-

curacies lies entirely with me.
Author






1. Systemic changes

1.1. International scale

After 1989 essential political, economic and social changes took place in the
countries of Central—Eastern Europe. On an international scale, thiswas primarily
the “autumn of the peoples’. This term usually refers to a peaceful (with a few
exceptions) break-up of the palitical system of socialist countriesthat had existed
in this region of Europe. This process started at the end of 1989 and within two
yearsit led not only to the dismantling of the system of communist countries, but
also to the cancellation of the WW2 arrangements made at the conferences in
Potsdam and Yalta, during which Great Britain and the United States “sold” the
nations of this part of Europe to the Soviet Union.

Other important events and processes of an international character include:
e a peaceful unification of Germany in 1990, which was another symbol of

overcoming the injustice done after WW2;
e dismantling in 1991 of military and economic organisations of communist

countries (the Council for Mutual Economic Assistance and the Warsaw Pact);
o the break-up of all federal countries of the communist block (Czechoslovakia,

Yugoslavia and the USSR) as aresult of the increase in ethnic tensions which

had been suppressed by communist parties for many previous years.
After the break-up of the system of socialist countries and the USSR itself, there
was avoid in this part of Europe as to international relationships. However, new
initiatives began to appear in this respect, which were aimed at creating new
economic, political and social links. These can be divided into the pro-western
and pro-Russian ones. From among pro-Russian organi sations, the Commonweal th
of Independent States, created in 1991, comes to the forefront. Naturally, none of
the present EU—8 countries joined the organisation. Created in 1996, the Union
State of Russiaand Belarus was more of apropagandathan practical significance.
Similarly, created in the same year, the Community of Integrated States was of
marginal importance.

From among pro-western activities, meetings of the presidents of Czecho-
slovakia, Poland and Hungary were an entirely new political initiative. 1991 can
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be considered as the starting point of the co-operation, asin this year acommon
declaration was signed in Visegrad, in which, among other things, a support for
the dismantling of the Council for Mutual Economic Assistance and the Warsaw
Pact and a willingness to consult a common policy (both the international and
partialy the domestic one) was stipulated. After the name of the place in which
the declaration was signed, these three countries, and after the break-up of
Czechoslovakia four, were called the “Visegrad group.” The most important
achievement of this initiative was signing in 1992 of the Central European Free
Trade Agreement — CEFTA, which started functioning ayear later. The success of
CEFTA made other countriesjoin it in subsequent years. CEFTA lost the reason
for its existence after the enlargement of the European Union in 2004.

The Central European Initiative (called so since 1991) was an old political
structure that gained anew significance after the collapse of the system of socialist
countries. Its beginnings go back to the late 1970s and are connected with the
cooperation between Italy and Austria, enlarged later to Yugoslaviaand Hungary.
After 1989it wasjoined by Czechod ovakia(later the Czech Republic and Slovakia),
Poland, Albania, Bulgaria, Romania, Belarus, Moldova and Ukraine. After the
break-up of Yugodavia, countries which appeared after this break-up became
members of the Central European Initiative. The goals of the organi sation amount
to consulting actions and exchanging information. The main institutionalised form
of the co-operation is the Centre for Information and Documentation situated in
Trieste (cf. E. Cziomer, 2000).

Besides, there are two regional groups encompassing only some of post-
communist European countries. In the north thisis the Council of the Baltic Sea
Statescreated in 1992. It includes Denmark, Finland, Germany, Poland, Lithuania,
Latvia, Estonia and Russia, and was later joined by Iceland. The functioning of
this organi sation centres around the i ssues connected with environmental protection,
the devel opment of power industry, transportation and therights of ethnic minorities.
The other organisation is the Baltic Council created in 1990 and including the
former soviet republics: Lithuania, Latvia and Estonia. Within its framework
a wide co-operation is conducted, which involves the political, socio-economic
and cultural grounds (cf. T. Palmowski, 2000).

Inthesouth, the Black Sea Economic Council, created in 1992 playsan important
role. However, none of the post-communist countries that became part of the EU
in 2004 isitsmember. Only Poland, Sloveniaand Slovakiaparticipateinitsworks
as observers.

The most important events among post-communist countries after 1989 was
the enlargement of NATO and the European Union. In 1999 NATO welcomed the
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Czech Republic, Hungary and Poland, while five years later Slovakia, Slovenia,
Estonia, Latvia, Lithuania, Romania and Bulgaria. This created a geopolitical
situation of anew quality. Russian military influences on most of the so-called far
foreign countries and three of the so-called near foreign countries (Lithuania, Latvia,
Estonia) wereamost entirely eliminated. Still, economic influencesare quite strong,
mainly due to making the economies of the magjority of these countries dependent
on Russian supplies of oil and natural gas. On the other hand, NATO influences
expand, which can beillustrated by itsinterventions in Albaniaand the countries
of former Yugoslavia.

Post-communist countries were admitted to the European Union twice. In 1990
after the unification of Germany, the former German Democratic Republic
automatically became its member, while in 2004 Slovenia, Hungary, the Czech
Republic, Slovakia, Poland, Lithuania, Latvia, Estonia and Malta and Cyprus
(actually only its Greek part) became its members. Turkey and, from the post-
communist countries, Romania, Bulgaria and Croatia urgently strive to join
the EU.

Among thetransformations of aninternational nature, the“ opening” of borders
and granting the right to keep a passport at home had the greatest influence on the
changes in the demographic and health situation. Thisresulted in arapid increase
in mobility among the societies of all post-communist countries. On the one hand,
there is a development of civil rights, which is an undeniable advantage. On the
other hand, the increase in the hazard of infectious diseases is the major
disadvantage. This regards mainly the hazard of transmitting tuberculosis, STD
and HIV/AIDS from the Commonwealth of Independent States. An appropriate
visa policy and border controls are the most essential precautions in this respect
(cf. T. Michalski, 1999, 2000b, 2003b, 2003c).

1.2. Domestic scale

One can distinguish between two ways of achieving full independence by EU—p8
countries. Poland, Hungary, the Czech Republic and Slovakia have taken asimple
and shorter route. In 1989 all these four countries either had their own political
states (Poland, Hungary) or they were equal partnersof larger countries (the Czech
Republic and Slovakia). The second route referred to Slovenia, which was part of
Yugoslavia dominated by Serbia, as well as Lithuania, Latvia and Estonia,
constituting part of the USSR, where the communist state machinery deriving
mainly from among Russians took all decisions. The road to independence of the
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latter four countrieswas much moredifficult, sincethelossof communists’ capacity
to govern was additionally overlapped by the factor of |ong-suppressed nationalist
tendencies (cf. M. J. Zacharias, 2003).

After 1989 all post-communist countries faced numerous political, economic
and socia challenges connected with the need for radical reforms, the reforms
which practically encompassed al walksof life. The most important transformations
are listed below, with a particular attention paid to their impact on the health and
demographic situation of societies.

Thepolitical changes primarily affected the domains of the military, the system
of political parties, mass media and NGOs (Non Governmental Organizations).

Subordination of the armed forces to communist parties was a peculiarity of
Eastern and Central Europe. Besides, al armiesfrom the eight analysed countries,
except for the Yugoslavian one, were part of the Warsaw Pact. The most difficult
situation was in the areas of present Sloveniaaswell asin Lithuania, Latvia and
Estonia. These four countries were components of larger state organismsin which
the armed forces were controlled by aforeign nation. In the case of Sloveniathis
was the Yugoslavian army dominated by Serbs, and in the case of the three
remaining countries — the Soviet army dominated by Russians. An additional
example of anegative impact of the army on the situation in these three countries
was a habit of settling the retiring officers in areas considered attractive in the
former USSR, and theseincluded the three mentioned countries (especially Estonia).
The influence of these displacements on the demographic and health situation of
the three Baltic States is clearly noticeable till this day. It is not surprising, then,
that new authoritiesin the mgjority of post-communist countries (including all the
ones studied here) very soon began to try to limit the influences of communistsin
the armed forces. The soonest (as early asin 1989) this was achieved in Poland,
Czechoslovakia and in Hungary by doing away with the main political boards of
the armies, the political apparatus and party organisations functioning in the army
until that time (Z. Tregjnis, 2003).

In all eight of the analysed countries within the first two years after the
dissolution of the socialist system, thelaws concerning the principles of functioning
of political parties and the elections were amended. The characteristic feature of
the countries of the region was arapid appearance of many parties, which, naturaly,
was not favourable to the stability of the political system. The presence of post-
communists, who did not give up attempts to regain power, was an additional
threat. Another characteristic feature wasthe revival of parties of Christian origin
in some post-communist countries. For example, in Lithuania in 1994 Christian
Democratic Party ranked the third in the country asfar as the number of members
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isconcerned (A. Jankauskas, 1996). Parties composed of peoplewho until recently
were active participants of anti-communist opposition took power in the first
demoacratic elections. On the other hand, in the case of the majority of post-
communist countries which were not admitted to the European Union in 2004, it
were post-communiststhat took power. J. Wojnicki (2003) pointsout the connection
between the stability of the palitical system and the advancement of market reforms.
The countries that are in the most advanced stage of the process to free-market
economy simultaneously have the most stable political systems. After afew years
of political confusion, in the second half of the 1990s the then ruling political
partiesdrew attention to the necessity of areform of the health care system inherited
after the communist times. Unfortunately, the lack of financial resources, and well
devel oped consultations procedures, aswell asthe pressure from lobbyists, caused
the reforms to be quite painstaking to carry out.

Thereform of thelaw occupiesan important placein the transformation process
of post-communist countries. Because in the communist period the independence
of peopleworking injurisdiction wasillusory and they often served the governing
communist party, the independence of judges was given particular attention in the
reform of the law. Besides, the issues connected with the necessity to observe
human rightsand the regul ations connected with the functioning of market economy,
including privatisation processes, were given particular attention (cf. I. Malinowska,
1996). Thiswas also reflected in the realm of health care, when patients harmed as
aresult of doctors mistakes or faulty equipment more and more often lay their
claims before court. A wrongly taken idea of corporate solidarity among doctors
isafactor that makes seeking justice difficult.

In the mass media market, the changes took place in two areas. The first one
was the appearance of free media. Even a synergetic effect appeared, when mass
media, freed from censorship, have become one of the most important guards of
liberty. G. Edelstam (2002) point to thefact that it isnot only tracing scandal s that
isat stake, but also extensive information of the society about the prepared changes
in law. An example of the latter kind of activity of the pressis the bribe scandal
revealed by the Gazeta Wybor cza, which was one of the reasonsfor the collapse of
L. Miller’s post-communist government in 2004 in Poland. The second changein
the mass-mediamarket isrelated to property transformations. These are connected
with the appearance of new owners (especially the appearance of western European
media concerns on the mass media market) and the attempt of all governmentsto
retain control over theoretically public television. From among the democratic
post-communist countries the second process was particularly conspicuous in
Croatiaduring F. Tudman’sgovernment (cf. G. Vilovi¢, 2002). The above changes
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are not without influence on the evaluation of the functioning of the (reformed)
health care systems. The publications on the subject can be divided into two
groups: (1) broadsheet newspapers and magazines focus their attention on the
systemic depictions of the functioning of the health care system, while (2) tabloids
on drastic cases of individual doctor’s mistakes or faulty functioning of medical
equipment.

A characteristic feature of changes in the social sphere is the increase in
citizens' activity manifested in the appearance of NGOs. During the communist
period, all activities of thiskind were perceived by the authorities asathreat to the
monopoly of the communist party and related to it organisational annexes. The
enlargement of the European Union gave a new impulse to the development of
these organisations in the EU-8. Most of them deal with health care, socia work
and education. In 2001 in Poland thistype of NGOs constituted alittle over half of
all organisations (S. Rzyski, 2004).

Just as spectacular changes have taken place in economy but also with respect
to the starting point and the rate of economic reforms post-communist European
countries show large discrepanci es between each other. On the one hand, there are
countries in which the reforms are not implemented or they are implemented very
dowly. The reasons for this are multiple, and they are usually connected with
staying in power by populists or post-communists (e.g. Belarus, Moldova) or with
acomplex domestic situation (e.g. Bosnia and Herzegovina, Macedonia). On the
other hand, there are countries which implement bold and fast reforms (especially
Estonia, Hungary, the Czech Republic, Slovenia, Poland). There are also countries
with anin-between situation, such as, for example, Bulgaria. Inthefirst half of the
1990s an acute economic crisis was observed there, which was an effect of post-
communists' inefficient government. Only the change in the authorities and the
implementation of sweeping economic reformsimproved thesituation (cf. M. Ilieva,
T. Michalski, 2002). All countries included in the EU—p8 started their economic
reforms very soon, which gave favourabl e results with the crowning achievement
in form of joining the European Union. However, the past still has a very strong
impact on the level of the citizens' affluence. With regard to per capita volume
index at the level of total GDP 2003 nowcast results (EU25=100) (Fig. 2) EU—8
countries are divided into two groups. The first one, with shares of 61-77%,
comprises Slovenia, the Czech Republic and Hungary. These are countries that
werewell developed prior to the communist period. The remaining countries, with
the shares of 42-51%, belonged to the less devel oped ones before WW2. Thus, as
far as economy was concerned, with respect to wealth the period of communist
economy hardly changed the relations among the citizens of the present post-
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Fig. 2. Per capita volume index at the level of total GDP 2003 nowcast results (EU25=100) in
w EU-p8

Source: P. Leetmaa (2004), graphically worked out chart 1.

communist countries. However, in the European arena, it led to their economic
backwardness, which, of course, trandated to a lower level of the population’'s
wealth. For instance, the Czech society in the period between WW1 and WW2
was more affluent than the Greek or the Spanish one.

Thelevel of affluence of the citizens and the country is closely reflected by the
outlays on health care (Fig. 3). The country’s policy on health and social care as
well as the society’s habits are the modifying factors in that respect. The two
modifying factors significantly influence the relation between public and private
outlays on hedlth care. As expected, from among EU-p8 countries the highest
expenditures are in the wealthiest countries Slovenia, the Czech Rep., Hungary
(PPP$ 910-1550 per capita), whereas in the remaining ones they are much lower
($480-680). On the other hand, the impact of affluence on the relation between
public and private outlays on health care is not distinct. In the mgjority of the
studied countries the share of public outlays remains at the level of about 74%,
which is not much different from the EU-15 values. The Czech Republic and
Slovakia, where the share of public outlays amounts to about 90%, and Latvia
(with the share of 53%) are exceptions.

Naturally, not all economic changes give favourable results. The biggest
downside is the appearance of unemployment and the exclusion of vast social
groups from the benefits of economic reforms.
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Fig. 3. Total health expenditure PPP$ per capitain 2001 in EU-p8 (WHO estimates)
Source: author’s own study based on WHO Copenhagen database.

The appearance of unemployment was anatural consequence of the carried out
economic reforms. One of the inevitable elements of these reforms was the
rationalisation of employment and the closing down of uncompetitive companies.
In post-communist countries there were two economic ways of influencing the
unemployment rate. There were countriesimplementing only cosmetic reformsin
their economic systems, which has caused only little unemployment. However,
these countries are characterised by |ess competitive economies and a pauperisation
of the society (e.g. Belarus with the unemployment rate at 2.0% in 1999). On the
other hand, most post-communist European countries (including all EU—-p8
countries) have carried out drastic economic reforms, which resulted in the growth
of unemployment (Fig. 4). But then again, the economies of some of these countries
turned out to be so attractive to investors (especially the foreign ones) and had so
liberal legidation that new places of work were created in place of the closed
down ones. Countrieswith such asituation include Hungary, Slovenia, Latviaand
the Czech Republic (unemployment rate in 2000 6.5 to 8.8%). The situation is
much worse in Estonia, Lithuania, Poland and Slovakia (in the same year the
unemployment rate of 14.8 to 18.9%).

The most “defeated” groups include elderly people and former farm workers
of state-owned farms. People of the pre-retirement age are in a worse position
sincethereisafashion among employersfor youth associated with greater creativity,
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Fig. 4. Unemployment, total (% of total labour force) in 1990 and 2000 in EU—p8 and European
Monetary Union (EMU)

Source: author’s own study based on WDI (2003).

availahility, visual attractivenessfor customers, etc. It followsfrom the observation
of the job market in Poland, Slovakia and Hungary that only within the last few
years this unfavourable tendency has been reversed, at least in the realm of
commerce and non-material services. During the communist period, workersfrom
state-owned farms were under particularly strict control of the communist party.
Living insmall rural communities with adifficult access to the outside world was
conducive to such a situation. After the collapse of the system of communist
countries, the process of closing down of these farms started. Of coursg, it takes
a different speed in various countries, but the result in al countries is similar.
Former farm workersand their familiesaretoo inert to actively seek ajob. Besides,
in their place of living very few new vacancies appear or even their number is
further reduced. This happens because urban areas and their suburban zones are
more attractive for investors. Asaresult, in the areasin which state-owned farms
dominated, now thereisvery high unemployment. Thisis conducive to numerous
social pathologies.

The economic problems sketched above and the disillusionment with political
elitescontribute, contrary toinitial expectations, to the existence of alarge number
of people dissatisfied with the introduction of free-market economy. This is
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manifested inalonging for the past “welfare” communist state, in voting for populist
or extremist parties, and in avery low level of satisfaction with democracy. Fig. 5
presentsthe percentage of people satisfied with the changesin EUp—-8intheinitial
period (1991) and after afew yearsof reforms(1997). It isclear that at the beginning
the societies of countries that had been part of larger state organisms in which
another nation dominated (Lithuania, Slovenia, Latvia, Estonia) were the most
content with the introduced reforms. Initially, the main factor deciding about the
level of satisfaction with the introduced democracy was the fact of gaining
independence. Then, a few years later the situation is quite the opposite — the
greatest level of satisfaction with democracy is declared by the societiesin which
the improvement in the standard of living was the fastest. These are primarily
Poland and Estonia, in which the connection of a bad state of economy at the
beginning of the analysed period with fast favourabl e effects of sweeping economic
reforms caused a significant increase in the satisfaction with democracy among
the society.

The situation of the majority of post-communist European societies countries,
including all EU—p8 countries, improved alot after 1989. Undoubtedly, however,
certain serious threats still prevail. The ones of supraregiona dimension include:
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. In the economic domain: the necessity to ensure a possibility of making afull
use of the help funds received from the European Union by EU—p8. The need
to maintain efficient administration and further opening of own economiesis
inseparable from this necessity. In the context of recent events in the oil and
power sectors, and the circumstantial evidence leading to Russia, the question
of the power safety of most EU—p8 countries arises.

. Intheforeign policy domain: arevival of Russian ambitionsto be asuperpower.
Central and East—Central European countries have almost always remained in
the spherein which western European (mainly German) and Russian influences
have overlapped (cf. R. Szul, 2001; J. Wendt, 1999). Since taking over the
authority in Russiaby W. Putin, agradual return to imperial politics has been
conspicuous. Theinterferencein theelectionsin Ukrainein 2004, which brought
about the “orange revolution” triggered by numerous corruptions of election
returns, isacase in point.

. Intheinternal policy domain: the appearance of populist or extreme parties or
politiciansisaseriousthreat. The societies of the magjority of EU—p8 countries
aretired of having to face yet another sacrifice connected with another reform.
On the other hand, large social groups do not experience any beneficial effects
of the carried out reforms. This causesfrustrations, anger and an idealisation of
the past communist times.

. Inthe ethnic domain: the rebirth of nationalist movements, stifled for years by
the ruling communist systems, has brought new dangers. The government’s
feeling of threat of national and ethnic minorities creates aphenomenon which,
after G. Kosmala (2001), can be called “internal colonialism”, and which can
lead to the alienation of whole groupsfrom social life. In the EU—p8 countries,
the most threatened by this process are national minorities (mostly Russians)
in Estonia, Latviaand Lithuania and Hungariansin Slovakia.
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2. Demographic situation

2.1. Natural increase

With regard to the birth rate, the differences between EU—15 and the new member
countriesare minimal. In the analysed period, the averagelive birth ratein EU-10
was dlightly higher (live births per 1000 population 11.3) than in the EU-15
countries. However, the basic differences are in the tendency of births. While the
decrease in births among EU-15 countries was low, which is represented by the
equation y=—0.12x+11.93 (R2=0.84), among the new EU members it was high
y=—0.42x+14.41 (R?=0.85). The only positive aspect is the fact that since 2000
there has been a tendency to slow down the decrease in births in the EU-10
countries.

The above presented falling tendency isclearly visiblein Fig. 6. By analysing
the average live births rate per 1000 population among EU—8 countries, we can
differentiate between two groups of countries (Tab. 1): the ones characterised by
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Tab. 1. Distinguished situations with regard to births

Subtypes of changes in births

Average intensity of Al A2
births low and average Hungary ' Latvia

Slovenia Czech Rep.

Estonia
high Slovakia ‘
Lithuania
Poland

Source: author’s own study.

alow and average birth rate (9.7 to 10.6%o): Slovenia, Latvia, the Czech Republic,
Estonia and Hungary, and the ones characterised by a high birth rate (11.7 to
12.10%o): Poland, Lithuania, and Slovakia. Likewise, in these three countries the
birth rate in higher than the EU-25 average.

Thereisavery high probability of changesinlivebirthsinal analysed countries.
This resulted in determining only one type (A) characterised by a continuous
decrease (Tab. 1). As aresult of the conducted research, two its sub-types have
been distinguished: A1 comprises Slovakia, Poland, Lithuania, Hungary and
Slovenia, which are characterised by a stable tendency of decreasein births. Sub-
type A2 comprises Estonia, Latvia and the Czech Republic. The falling tendency
inlive birthsin their case is the same as in other countries, but in the first half of
the 1990s the decrease was more rapid, whereas at the beginning of the 20" c.
there was a noticeable suppression of the fall, and even a slight increase.

Asaresult of asimultaneous analysis of the average intensity of births and the
types of its changes, relatively clear picture emerges (Tab. 1). Regardless of the
initial birth rate, in all EU-8 countriesthere have been its significant decreases. It
seems that in this case the main reason was the changes in the economic situation
of the families, which influenced procreative attitudes. On the other hand, the rate
of the decreaseis heavily influenced by the religion which is dominant in a given
country, since in the initial period the most serious decrease took place in the
countries with a high percentage of protestants or atheists (sub-type A2), while it
was dlighter in the countries with a strong position of Catholicism (sub-type A1).

With respect to theintensity of deaths, adistinct division of the European Union
countriesinto two groupsis noticeable. Among the EU-15 countriesthe mortality
rate in the analysed period amounted on average to nearly 10 deaths per 1000
inhabitants, while among the new membersit was higher by 0.9%o.. With regard to
the intensity of deaths among both groups of countries of the Union, there are
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similar tendencies. In EU-15 there is a weak, but steady, tendency towards
a decrease in mortality, which is represented by the equation y=-0.04x+10.24
(R2=0.80). Among the EU-10 countries the falling tendency is more distinct but
not as steady y=—0.07x+11.44; R?=0.78) because at the beginning of the analysed
period (1989-1991), a dight increase in mortality was noted.

EU—8 countries are characterised by a vast differentiation in regard to both
the average intensity of deaths and its changes (Fig. 7). Due to the former, three
groups of countries are distinguished (Tab. 2.):

e withahigh mortality rate: Estonia, Latviaand Hungary (crude death rate about

13.8%o);

o with an average mortality rate: the Czech Republic and Lithuania (crude death

rate about 11.4%o);

o witharelatively low mortality rate: Slovenia, Slovakiaand Poland (crude death

rate about 9.8%o).

Mortality intensity lower than in EU-25 was noted only in three countries from
the ones analysed. This proves that excessive mortality is a substantial problem
for the majority of the new post-communist EU members.

Still agreater differentiation takes place with regard to the changesin mortality
intensity in the period of 1989-2002. Here as many as four types can be
distinguished (Tab. 2).

17
Hungary Slovenia /-\I\_atwa Czech Rep.| | Slovakia Poland
16 S \\\ o0—a L ZEEE * A—aA
/’ H R\
15 yd Esgon ~|a \ Estonia Latvia Lithuania
) N Ocrunnn o ————-o O-=—=0
14 1
13 1
121 Lithuania
TO-===0--- o
11 1 b
10 +
9 1 Slovenia
8

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

Fig. 7. Changes in crude death rate [per 1000 population]
Source: author’s own study based on WHO Copenhagen databases.
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Tab. 2. Distinguished types of situations with regard to deaths

Types of changes in mortality
Average A B C D
mortality low Poland Slovakia Slovenia
intensity average Lithuania Czech Rep.
high Latvia Hungary
Estonia

Source: author’s own study.

The first type (A) comprises: Estonia, Lithuania and Latvia. They are
characterised be a rapid surge in the intensity of deaths until 1994, and then its
slow decrease, although thisisinterrupted by slight yearly increases. This proves
the development of amortality crisis until 1994, after which it was overcome and
an improvement took place, though asudden increase in the number of deaths can
occur again at any time.

The second type (B) comprises Poland, the Czech Republic and Hungary.
Changes in mortality intensity in these countries are partly similar to the ones
enumerated in the previous type. Initially, there was a stagnation, or even adlight
increase, in the mortality intensity, only to be replaced by a dominant falling
tendency which was interrupted for a short time (in Poland and Hungary in 1999,
in the Czech Republic four years earlier). It can be assumed that negative
consequences of socio-economic-poalitical transformation influenced the mortality
rate in the societies of these countries shorter and weaker than in the societies of
thecountriesincluded intype A. However, in the second half of the 1990s growing
economic problems resulted in a slight and temporary increase in mortality. But
then again, the subsequent systematic fall noted at the beginning of the 21 century
indicatesagradual disappearance of the negativeimpact of the economic problems.

Slovakiaand Sloveniawere classified in separate types. Unlike in the previous
two types, in Slovakia (type C) therewasadecreasein mortality until the mid-90s.
Since then dlight decreases in mortality intensity alternate with its equally slight
increases, naturally with the dominance of the former ones.

On the other hand, in Slovenia (type D) initialy the situation is similar to the
one noted in the type B countries. Thus, first thereisadight increase in mortality
(though much higher than intype B, and also lasting until 1993), and subsequently
adecrease interrupted by asmall increase in deaths at the end of the 1990s (1998)
and again adecrease. Here, the similaritiesto the changesin mortality distinguished
intype B end. Over there, afalling tendency occurs at the beginning of the 21% c.,

25



Tomasz Michalski

whereas in the Slovenian society, after a short-lasting decrease, a decrease in

mortality intensity can be observed again.

Simultaneously, analysing the average mortality intensity together with the
types of its changes, we receive a picture of avery diversified situation (Tab. 2).
The conclusion that followsfrom it isthat it isimpossible to specify one model of
changes with respect to mortality among EU-p8. Many factors are involved here,
primarily of a cultural and economic nature (especialy the radicalism and the
effects of the carried out economic reforms) aswell asthe political past (especially
the fact of being part of the former USSR).

The above presented intensity and changesin births and deaths are reflected in
the changes in the intensity of natural increase. Contrary to opinions prevailing
until recently, it is much lower in new member countries (the average value of the
natural increaseratein the analysed period amountsto 0.4%o) thanin EU-15 (1.1%o
respectively). Although in both groups a falling tendency is noted, in EU-10
countries it is amost four times higher y=—0.35x+2.97 (R?=0.90) than in the
countries of the old European Union y=—0.08x+1.69 (R?=0.64).

Thediversity of deaths and births correspondsto the diversity of natural increase
(Fig. 8). Due to an average natural increase rate among EU—8, three groups of
countries are distinguished (Tab. 3):

e with distinctly negative natural increase: Latvia, Hungary, Estonia (natural
increase rate —4.1%o to —2.9%o);

e with natural increase around zero: the Czech Republic, Slovenia, Lithuania
(natural increase rate —1.1%o do +0.3%o);

o withdistinctly positive natural increase: Poland, Slovakia (natural increaserate
about 2.0%o0). Societies of only these two countries show the average natural
increase above the EU-25 average.

With regard to changesin natural increasein the analysed period, two types can be
distinguished (Tab. 3). The first one (A) comprises Estonia and Latvia. In these
countries natural increase was falling rapidly until 1994 to be stabilised at avery
low level. Since 1998 even a slight growing tendency can be observed. Type B
included all the remaining countries. Still, itisinternally diversified. The common
feature is a steady, though with some fluctuations, fall of natural increase. In the
societies of almost all countries belonging to this type a suppression of the fall of
natural increase is noticeable. The exception here is the Lithuanian society, in
which since 2000 a sudden decrease has been noted.

With respect to both average natural increaserates and the types of their changes,
four groups of countries can be distinguished (Tab. 3). The first one (typeA)
includes Estoniaand Latvia, which are characterised by negative natural increase
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Fig. 8. Changes in natural increase rate [per 1000 population]

Source: author’s own study based on WHO Copenhagen databases.

with its sudden slump in theinitia period. The second group (type B) includes al
theremaining countries, with asteady decline of natural increase but varying insofar
as its average rate in the analysed period. Here one can differentiate between
countries with negative natural increase (Hungary), those where it is around zero
(the Czech Republic, Sloveniaand Lithuania) and those with adistinctly positive
one (Poland and Slovakia).

Tab. 3. Distinguished types of situations with regard to natural increase

Types of changes in natural increase

Natural increase rate A B

distinctly negative Estonia Hungary
Latvia

oscillating around zero Czech Rep.
Slovenia
Lithuania

distinctly positive Poland

Slovakia

Source: author’s own study.
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The analysis of natural increase on the basis of data only from the beginning
(1989) and the end (2002) of the studied period constitutes a supplement for the
research. As a result of the classification, three groups of countries are
distinguished (Fig. 9). The first one includes Estonia, Latvia and Lithuania, in
which a heavy decline of natural increase took place. This resulted mainly from
asubstantial decrease in the number of live births, with an increase in mortality
following it. Such abad situation in these three countries was al so influenced by
a numerous national minority (mainly Russian). For example, in 2000 the
demographic dynamics factor for the citizens of Estonia of Estonian origin was
0.71, while for the citizens of Estonia of a different nationally only 0.59. The
second group includesthe Czech Republic and Hungary, in which asmall decline
of natural increase took place (nonethel ess, very low in 1989), which was caused
by the slump in the number of births. In these two societies there was also
a decline in the intensity of deaths, which significantly counteracted a further
decline of natural increase. | ntermediate processestook placein Slovenia, Poland
and Slovakia. In the societies of these three countries there was al so a decline of
natural increase, in Sloveniafrom an averagelevel whilein Poland and Slovakia
from ahigh one. It was caused by alarge slump in the number of births with an
almost unchanged mortality rate.
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Fig. 9. A synthetic presentation of changes in natural increase rate in 1989 and 2002 [per 1000
population]

Source: author’s own study based on WHO Copenhagen databases.
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2.2. Foreign migrations

The analysis of foreign migrations poses serious difficulties due to a different
definition of definitive migration in various countries. Hence, the data and
conclusions presented in this chapter can betreated only asgeneral ones. Likewise,
when collecting data describing foreign migrations, statistical yearbooks of
particular EU—p8 countries were used. It is also impossible to compare EU-15
with EU-10, since in order to do so, both groups would have to be treated as
super-countrieswithout taking into consideration the migrations between countries
constituting both groups, and such actions are especially difficult. The analyses
presented below refer to the period of 1990-2001. Besides, Estoniawas partially
omitted in them because the data on migration published by its statistical office
are fragmentary.

Emigration in EU-p8 countriesis very diversified (Fig. 10). By analysing the
emigration intensity calculated by means of the number of emigrants per 1,000
inhabitants, two groups of countries may be distinguished (Tab. 4): citizens of
Lithuania and Latvia are characterised by a very high intensity of departures of
a permanent nature (6.6%o and 7.2%o respectively). Incomplete data indicate that
asimilar situation also occurred in Estonia. In Hungary, Slovakia, Poland and in
the Czech Republic theintensity of departureswas much lower, oscill ating between
0.3%0 and 0.7%o. An intermediate situation was in Slovenia (2.1%o).
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Source: author’s own study based on statistical yearbooks of particular countries.
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Tab. 4. Distinguished types of situations with regard to emigration

Types of changes
Average A B C D E F
intensity low Slovakia |Hungary |Poland
Czech
Rep.
average Slovenia
high Latvia Lithuania
not analysed Estonia

Source: author’s own study.

A very diversified situation evolved with reference to the changesin theintensity
of emigration (Tab. 4). Only the Czech Republic and Slovakia could be classified
in the same type (A). They were characterised by a very high emigration in the
period preceding the definite break-up of Czechoslovakia (1990-1993). Despite
the fact that in that period it was one state, migrations between its both republics
are treated in this study as foreign migrations. The biggest emigration was noted
in Slovakiain 1992 (2.2%o). Since 1994 emigration in both countries was minimal
— below 0.2%o. It has rapidly increased since 2001 only in the Czech Republic
(2.1%0 in 2001 and 3.2%o in 2002), which is probably caused by the emigration of
Gypsies to the countries of the then European Union. In Hungary (type B) the
level of emigration is low, and throughout the whole analysed period it
systematically decreases. On the other hand, in Poland (type C) migration remains
at adlightly higher level than in Hungary, not changing significantly in time. The
situation in Slovenia (type D) is different. In this country there were two periods
of increased emigration. Thefirst onetook place sincethe beginning of the analysed
period until 1992 and was connected with migration movements caused in effect
of the break-up of theformer Socialist Federal Republic of Yugoslavia. The second
one occurred between 1995-1998 and most probably resulted from warfare taking
placeintheareaof former Yugoslavia. Onthe other hand, it seemsthat theincrease
inemigration in 2001 is of economic nature. In the countries which used to belong
to the former USSR, emigration remained at a high or very high level throughout
the whole analysed period. Becauseits causesin al three countries are similar, let
us trace them on the example of Latvia (type E). The high level of emigration was
connected here with the existence of numerous ethnic minorities. It wasthe highest
in the first years after the break-up of the USSR, and gradually it declined. The
existence of alarge group of minorities there was caused by the fact that the three
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Baltic republics and the Black Sea coast constituted attractive settlement areas,
whichwaswhy many high-class specialiststried to movethere. Besides, theretired
ones“of particular merit” (e.g. ex—soldiers) were settled there, and they later tried
to bring their children and other relatives. After the break-up of the USSR this
multitudinous Russian—speaking minority (mainly Russians, Byelorussians and
Ukrainians) lost their privileged position or even became discriminated against.
This resulted in the known from the past process of leaving the former colony by
the colonisers (asit was e.g. in the 1960sin Africa after gaining independence by
local French, British or Belgian colonies). The peak of departures of the Russian-
speaking population took place in 1992 (the emigration rate amounted then to
almost 20%o). In that year 51 778 people emigrated from Latvia, of which 53.1%
to Russia, 20.5% to Belarus and 17.0% to Ukraine, which atogether constitutes
alittlein excess of 90% of total emigration. Similar reasonsfor departureswerein
Lithuania (type F) and in Estonia.

Taking into consideration both the emigration intensity and its changesintime,
we get arather complex picture (Tab. 4). Apart from Poland and Hungary, after
1989 all the remaining countries experienced the break-up of larger states of which
they were part. This was reflected in the changes and intensity of emigration,
which at the beginning of the 1990s was at an average level in the states of the
former Czechoslovakia, only to decline after its break-up. On the other hand, high
fluctuationsin Sloveniaresult from wars consuming former Yugosiavian republics.
Then again, very high emigration at the beginning of the 1990s in the countries of
the Baltic Council isaderivative of a“colonisation” of these regionsin the period
of the USSR.

In the course of conducted research it appeared that immigration in EU—p8
countries was also subject to high fluctuations (Fig. 11), though smaller onesthan
in the case of emigration. Taking into consideration the average immigration
intensity (Tab. 5), we can single out Sloveniawith avery highinflux of population
(2.8%0), then there are Latvia and Hungary with also high immigration (1.8%o),
Lithuania, the Czech Republic and Slovakiaconstitute the third group with average
influx of population (0.9 to 1.3%o). The lowest average values of immigration
were noted in Poland (0.2%o). Estoniawould probably have to be included in the
group with the highest immigration.

Such largeimmigration to Sloveniaresults from two reasons (1) the economic
one, since this is the richest country which appeared on the rubble of former
Yugoslavia, henceit is attractive to many migrants, particularly from this region;
(2) thepalitical one, sincethewarsintheformer republicsof Yugoslavia, especidly
in Croatia and Bosnia and Herzegovina caused a mass exodus of the population
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Fig. 11. Changes in immigration (per 1000 inhabitants)

Source: author’s own study based on statistical yearbooks of particular countries.

from the areas overcome by fights. High immigration to Hungary is connected
with the existence of multitudinous Hungarian diasporain neighbouring countries,
especialy in Romania, Slovakia, Ukraine, Serbia and Montenegro. In all these
countries the rights of the Hungarian minority are, as a matter of fact, limited.
Besides, in these countries the standard of living is much lower than in Hungary
(except for Slovakia, whereit isindeed lower but not as much asin the other three
countries). Large or average immigration to the countries of the Baltic Council
resultsfrom the af orementioned presence of Russian-speaking minority. Although
immigration is of amuch lower intensity than emigration, it still takes substantial

Tab. 5. Distinguished types of situations with regard to immigration

Types of changes

Average A B C D E F G
intensity | low Poland

average Lithuania |Czech Slovakia

Rep.

high Latvia | Hungary

very high | Slovenia
not analysed Estonia

Source: author’s own study.
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values. Toillustrate that, the example of Latviain 1992 isused again. In that year
51,778 people emigrated from that country, including 53.1% to Russia, whereas
immigration amounted to 4,590 people including 61.6% from Russia. The
mechanism of this phenomenon is of historic and economic nature. The standard
of livinginthe countries of the Baltic Council ishigher thanin Russia. Additionally,
the immigration is facilitated by the fact that a large Russian-speaking diaspora
lives there, which may help immigrants in the initially difficult time for them.
Not lessimportant is the fact that young men leaving Russiamay avoid inhumane
conditions in which one is to serve in the Russian army, and they may avoid
the service in corps actively participating in both Chechen wars. On the other
hand, increased immigration in the states of former Czechoslovakia is based on
common past and resulting from this cultural similarities, alarge number of mixed
marriages, etc.

Like in the previous process, also the changes in immigration do not prove
similarities which enable grouping the countries in common types (Tab. 5).
Although the changes in Lithuania and in the Czech Republic show a correlation
coefficient above the adopted limit (0.606), it isjust aboveit. Besides, the lack of
similaritiesin the causes of immigration to these two countries makes thisafalse
correlation. The changesin timein immigration intensity in Slovenia (typeA) are
similar to the changesin emigration. Likewise, there are two maximal values here
which are separated by a period of a decreased intensity of departures. The main
difference between emigration and immigration is that the second maximum of
arrivalsfalls on 1996, whereas in the case of departuresit wastwo yearslater and
was of alower intensity. Thisindicates a close correlation with the changesin the
political situation in former Yugoslavia and with the attracting role of relatively
good living conditions in Slovenia (possibly some of earlier immigrants) decided
to remain in this country at all costs). In the case of Latviathe highest intensity of
immigration to this country was noted in the initial period of the analysis (1990),
and through the subsequent two years it gradually declined. Taking into
consideration anumerous Russian-speaking minority, better living conditions and
apprehension of Latvian authorities about further influx of immigrantsfrom Russia,
the most probable cause of such arapid decrease in immigration to this country
(from 6.4%o in 1990 to 1.8%o in 1992) istheimplementation of drastic administrative
limitations. The existence of alarge diasporain countrieswith alower standard of
living isthe cause of increased immigration to Hungary (type C) and, additionally,
variouslimitations of thisminority’sactivities. The very beginning of the analysed
period (i.e. just after gaining full independence) and the last years of the analysis
(after 1998) are periods of increased immigration, which is connected with the
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consequences of the policy of the Hungarian government to support its nation in
neighbouring countries. A similar course of the declineinimmigration asin Latvia
was also observed in Lithuania (type D), but thisoneis characterised with alower
intensity of immigration both intheinitial period (1990), and the later one. Possibly,
similarly to Latviaand Lithuania, the changesin theintensity of immigration took
place in Estonia. In the Czech Republic (type E) initially the increased rate of
immigration is noted, which resultsfrom the easiness of crossing the border within
former Czechoslovakia (as mentioned earlier, since the beginning migrations
between the Czech Rep. and Slovakia were treated as the foreign ones, even if
formally they constituted one state). Short-lasting decreaseinimmigrationin 1994
was a consequence of the break-up of Czechoslovakia, after which there was an
increase in the immigration intensity. Thiswas so, because due to the standard of
living and the cultural specificity of inhabitants, thisis one of the most attractive
countriesfor migrantsfrom among EU—p8 states. In Slovakia (type F) intheinitial
period an increased rate of immigration was also noted (for the samereasonsasin
the Czech Republic). After 1993 its decrease took place, but in the subsequent
years there was no increase in the number of arriving people, as it was in the
Czech Republic. This was so because Slovakia was characterised by lower
attractivenessfor potential immigrantsthan the neighbouring Czech Republic due
to a lower standard of living and domestic political conflicts of the country. In
Poland (type G) throughout the whole 1990-2001 period there was a steady low
rate of immigration. This results from the fact that, at the background of other
EU—p8 countries, Poland is rather unattractive for potential immigrants for
economic reasons. Besides, thereisareatively small diaspora, when compared to
the number of inhabitants of Poland. Additionally, this country was not in the
recent past a part of alarger political organism.

Asaresult of asimultaneous study of averageintensity and temporal changes
of immigration, an equivocal picture emerged (Tab. 5). Using a simplification,
the analysed countries can be divided into as many as five groups. The first one
includes Poland with low immigration. The second one includes Hungary with
substantial immigration resulting from amultitudinous diaspora. The main factor
influencing the initially intensive and then weaker immigration in the Czech
Republic and Slovakiais the fact that until 1993 both countries constituted one
political organism. Large fluctuations of the number of immigrantsin Slovenia
result from the break-up of Yugoslavia and wars in the area. Very high initial
immigration and equally rapid declinein the subsequent yearsin Latvia, Lithuania
and most probably also in Estoniaresult from the existence of numerous Russian-
speaking diaspora.
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Studying simultaneously foreign departures and arrival s of apermanent nature,
we obtain the net foreign migration. Its changes in the period of 1990-2001 in
EU-p8 countriesare presented in Fig. 12. With regard to the direction and intensity
of migration, four groups of counties can be distinguished (Tab. 6). Latvia and
Lithuaniaare characterised by distinctly negative net migration (—5.3%o.). The same
group probably comprises also Estonia (the average value for 1990 and 1992—
1999 amountsto —5.8%o). Average net migration slightly below zero (—0.2%o) was
noted also in Poland. Positive net migration (0.2%o to 0.8%o) characterises Slovakia,
the Czech Republic and Slovenia. The highest average positive net migration was
noted in Hungary (1.4%o).
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Fig. 12. Changes in net migration (per 1000 inhabitants)

Source: author’s own study based on statistical yearbooks of particular countries.

Taking into consideration the course of net migration in the analysed period,
a similarity between Latvia, Lithuania and most probably Estonia (typeA) is
striking. In all three countries throughout the whole period there is negative net
migration with a very distinct surge in 1992, and then a very slow approach to
zero. Thesituationin Poland (type B), wherethere are very small changes, isquite
reverse. Interesting are the changes in time in net migration in Slovakia (type C)
and the Czech Republic (type D). Their contrast draws one' s attention —theincrease
in net migration in the Czech Republic is accompanied by a decrease in Slovakia
and vice versa, the year 2001 being the only exception from the rule. This shows
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Tab. 6. Distinguished types of situations with regard to net migration

Types of changes

Average A B C D E F
net distinctly | Latvia
migration | negative Lithuania
negative Poland
positive Slovakia |Czech Slovenia
Rep.
distinctly Hungary
positive
not analysed Estonia

Source: author’s own study.

how strongly connected are the societies of thetwo countries. Very high fluctuations
in net migration Slovenia (type E) result from the mentioned influence of warsin
former Yugoslavia. The best illustration of this thesis is very high positive net
migration in 1996 and its sudden plunge until 1998. Net migration in Hungary
(type C), with its slightly decreased positive valuesin the middle of the analysed
period when compared to its beginning and end, is a little less steady than in
Poland, but on aregional scale still characterised by rather low fluctuations.

Thesituation obtained asaresult of superimposing the averagelevel and yearly
changes in net migration in EU—p8 countries gives a rather diversified picture.
Taking into consideration the reasons for the direction (influx or outflow), the
intensity and changes in time in net migration, five groups of countries can be
distinguished.

Poland and Hungary belong to countries with low fluctuations of migrations.
What they are different in is the direction of net migration (in the former it is
negative, in the latter positive). This results from relatively low attractiveness of
Poland for potential emigrantsfrom the neighbouring countries and the widespread
myth among itsinhabitants about possibilities of growing rich in wealthy European
countries aswell asin the USA and Canada. In the case of Hungary, its distinctly
positive net migration is owed to a numerous diaspora (which was mentioned
when talking about the analysis of immigration). Then, the fact that these countries
did not constitutein the past acomponent of larger statesisafactor contributing to
low fluctuations in net migration. Slovenia keeps a record of very high yearly
fluctuations of migrations, with adominance of immigration. Thisresultsfrom the
economic attractiveness, relative political stability and warstaking placein former
Yugoslavia. On the other hand, the example of the Czech Republic and Slovakia
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proves that even adivision into two separate states cannot destroy the connection
between two nations living together in one country for many years. The changes
inmigration, with aclear dominance of departuresin Estonia, Latviaand Lithuania
illustrate athesis about former colonisersleaving their former colonies, after these
gain independence. This process, however, is untypical because here we have to
do with colonisers' departures from colonies in which the standard of living is
higher than in the former metropolis.

2.3. Changes in the population figure

Similarly to theanalysis of the net migration and its components, also with reference
to the yearly changes in population there are vast discrepancies, which results
from the adoption of various methods of calculation or referring to diverse kinds
of population. In this chapter in order to assess the changes in the population
figure, the difference between its amount in the base year and the subsequent year
was used, with the value of 100% being the population figurein the base year. Due
to the existence of various data, the author based hisstudy fully on theinformation
made available by WHO Copenhagen. In this way, yearly percentage changesin
the population figure were obtained, which refer to the middle of subsequent years.
Thus calculated changes in the period of 1989-2002 are presented in Fig. 13.
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Fig. 13. A total changein the population figurein percentage of the previousyear in EU-p8 countries
Source: author’s own study based on WHO Copenhagen databases.
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It emerges that the falling tendency predominates, but it gradually slows down.
However, since 1995 in EU—p8 countries the loss of population dominates. The
third interesting issue is the yearly fluctuations in the changes of the population
figure in EU—p8 countries for the period of 1989-1993, with lower ones for later
years. Onthisbasis, one can conclude that the changesin the social, economic and
political situation of EU—p8 countries are partly reflected in the changes of the
population figure. Because the beginning of the 1990s was a period of stormy
economic, political and ethnic transformations in this part of Europe, this was
reflected in high yearly fluctuation of the population figure. In the second period
such stormy changes do not take place in these countries. The price that these
countries and their societies have to pay for accelerated transformations and
a relatively fast economic development (compared to other post-communist
countries) isthe declineinthe population figure, which ismainly caused by negative
natural increase. For example, in 2001 only Poland noted a positive natural increase
(+0.13%o0), and in 2002 in all eight countries there was negative natural increase.
Besides, dominating negative net migration is of significant importance as well.
One must remember, however, that a part of these foreign migrations takes place
between EU—p8 countries.

Asaresult of the conducted research, asubstantial differentiation of the situation
between EU—p8 countrieswas noted (Fig. 14). Taking into consideration the mean
of these changes for the period of 1989-2002, four groups of countries can be
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Fig. 14. Changesin the population figure in % of the previous year

Source: author’s own study based on WHO Copenhagen databases.
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distinguished (Tab. 7). Estoniaand Latvia were characterised by avery high loss
in the population (about —0.94% per year); Lithuania and Hungary by a slightly
smaller one (about —0.34% per year). An average yearly pace of the decrease in
the population figure slightly below zero (about —0.05%) characterised the Czech
Republic and Slovenia; whereas Poland and Slovakia could boast an increase in
the population figure (about +0.16% per year).

Tab. 7. Distinguished types of situations with regard to the changes in the population figure

Types of changes
Average A B C D E F
intensity | very Estonia

negative Latvia

negative Lithuania |Hungary

slightly Czech Slovenia

negative Rep.

positive Slovakia Poland

Source: author’s own study.

Takinginto consideration the changesin theyearly pace of the population figure,
as many as six groups of countries can be distinguished. The first one (typeA)
comprises Estoniaand L atvia, characterised by avery high slump of the population
figure in the period of 1989-1993, and then a reduction of the pace of that slump.
Thechangesin Lithuania (type B) werealittle similar, but the declinein the period
of 1989-1993 was much lessrapid, and directly afterwards there was no reduction
of the decrease in the population figure. In Hungary (type C) changes in the
population figure areinsignificant. Still, such adrastic fall of the population figure
in 1990 compared to 1989 (—1.93%) must be surprising. The more so that, according
tothe World Bank data, in the sameyear thefall amounted to only —0.18%. Although
in both cases different methods of cal culation were used, in no way doesit justify
such wide discrepancies. Hence, one can beinclined to believe that such adrastic
decrease results from a sudden change in Hungarian statistics, or even a mistake
whichwasnot corrected inlater years. Type E isrepresented by the Czech Republic
and Slovakia. In these countries the changes in the population figure are not
significant, except for years 1991 and 2001. On the other hand, Slovenia (type E)
can boast the highest yearly fluctuations of the changes in the population figure.
Thelowest yearly changesin the population figure were noted in Poland (type F).

Considering both the direction, the intensity and the yearly changes in the
population figure, a rather diversified picture of the situation emerges (Tab. 7).
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Fig. 15 may be helpful initsanalysis. However, it must be remembered that dueto
various dataregarding the changesin the population figure and the data describing
net migration — the picture revealed in Tab. 7. and in Fig. 15 should be treated
merely as an approximation.
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Source: author’s own study based on various materials.

In an overwhelming majority of countries, the population figure started to
dwindle after the fall of communism. The main reason was a substantial decline
of natural increase, mainly caused by a decrease in live births. On the other hand,
the influence of net migration is not so unequivocal. Sloveniais an exception to
therule of declining population figure, asit not only managed to maintain positive
natural increase, but was al so characterised by the dominance of immigration over
emigration. In Slovakia and Poland throughout most of the analysed period the
increase in the population figure aso prevailed, which was mainly caused by
positive natural increase. However, already at the beginning of 215 c. it began to
approach zero, and thus the number of natural increase also approached zero. In
the remaining countries, the dominance of theloss of population dominated. Still,
in Hungary and in the Czech Republic it was rather insignificant. In the former,
the main reason was negative natural increase, whereas in the latter both net
migration and natural increase. Then, in the countries of the Baltic Council the
loss of population was substantial, which was caused both by negative natural
increase and very unfavourable net migration.
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Just before the expansion of the European Union to new countries, in EU-15
countriesthere were opinions about flooding their job markets with migrantsfrom
the new, post-communi st member countries. \Voices drawing attention to the dangers
connected with massinflux of population from EU—p8 countrieswere a so frequent.
On the basis of the conducted research, it can be concluded that these fears were
groundless. Apart from the economic factor, EU—p8 countries are characterised by
too little a population potential to influence significantly the population situation
in EU-15 countries.
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3. Changes in the health situation

3.1. Morbidity

Diseasesmay considerably deteriorate quality of life. The onward march of medical
progressallowsto sustain ahuman lifewithout full recovery. Long lasting diseases
are very characteristic of the health situation in developed countries. However,
some diseases depend on specific conditions in which a given community lives.

The research which was carried out looked into the incidence of five chosen
contagious diseases. tuberculosis (TB), vital hepatitis B (HBV), vital hepatitis
A (HAV), and two main sexually transmitted diseases, i.e. gonococcal infection
and syphilis. Additionally the spread of HIV/AIDS was analysed. Unfortunately,
data concerning HIV are not reliable whereas information on AIDS reflects the
whole problem partially so in this case descriptive material was used instead of
analytical tools.

Tuberculosis should be viewed as a contagious disease related to the level of
well-being of a country’s inhabitants. It also reflects the attention that the
government pays to the inhabitants’ health. The incidence of tuberculosis in
developed and well off countries continued to fall until well into the 1980s. The
falling trend stopped then and in some regions started to rise. It is thought that
negativetendencieslieinthe ageing of population, theinflux of immigrantscoming
from poor countries and the epidemic spread of HIV/AIDS. Other social problems
such as homelessness, poverty, budget cuts in programmes fighting tuberculosis
also contributes to the spread of tuberculosis (J. M. Stominski, 1998).

The research clearly shows differences between “old” and “new” members of
the EU. Whilethe averageincidence of tuberculosisamong old memberswas 13.7
per 100000 inhabitants, it was over 2.5 times higher in the EU-10 countries. Clear
differences are also observed in the number of inhabitants suffering from diseases
over the period of time. In the EU-15 countriesthereisafalling trend as shownin
the equation y=-0.40x+16.78 (R?=0.88). Among the new members of the EU
a slight increase was predominant. It later turned into a steep decrease
y=-0.17x2+1.91x+33.25 (R2=0.96).
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In the course of the analysis the tendency to make the intensity of
tuberculosis considerably different in the EU—p8 countries was confirmed
(Fig. 16). If we focus our attention on the average level (Tab. 8) we can say
that all analysed countries have the number of people suffering from
tuberculosis (per 1200000 inhabitants) which exceedsthe averagelevel calculated
for the EU-15 countries.
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Fig. 16. The number of tuberculosis sufferers (per 100000 inhabitants)
Source: author’s own study based on WHO Copenhagen databases.

The Czech Republic is in the best situation (17.1 per 100000). The second
group includes Slovakia and Slovenia (approximately 26.2). Hungary is in
arelatively worse situation aswell as Poland and Estonia (36.9-41.9). The highest
incidence of tuberculosisisobserved in Latviaand Lithuania(approximately 61.5).

In the course of the analysis of the changes in the number of people suffering
from tuberculosis per 100000 inhabitants two groups of countries were formed
(Tab. 8). Thefirst group (A) was made up of Estonia, Lithuaniaand Latvia. The
number of those who suffered from tuberculosis was at the average level until
1993/4. Then it began to grow. Starting from 1989 (Estonia and Lithuania) and
2001 (Latvia) the number of the sick began to fall. The second type (B) includes
the other countries. No increase was observed in the number of those who suffered
fromtuberculosis. What ismore, asow decrease started its coursein mid-nineties.

Considering the number and changes in the group of those who came down
with tuberculosis, the EU—p8 countries can be divided into two groups (Tab. 8).
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Tab. 8. Analysed kinds of situations related to the incidence of tuberculosis

Types of changes in the incidence of tuberculosis
Average intensity of A B
incidence Low Czech Rep.
Medium Slovakia
Slovenia
High Estonia Hungary,
Poland
Very high Latvia,
Lithuania

Source: author’s own study.

The first group is characterised by a high incidence of tuberculosis which rosein
the beginning and then fell (Estonia, Latvia, Lithuania). The other countries show
not only alower incidence of the disease but also afaling trend throughout the
whole period. It is supposed that the post-soviet new member countries of the EU
had much more painful socioeconomic and political processes than the countries
which did not belong to the USSR. Russian minorities in Estonia, Latvia and
Lithuania are also to blame, asavery high incidence in Russia (it rose from 34.2/
100000 in 1990 to 95.2/100000 in 2000) combined with Russians' mobility made
it easier to spread the disease in these three countries. Alarming news coming
from the Polish region of warminsko-pomorskie voivodship which has a border
with Kaliningradskaja Oblast confirms the thesis that a great number of people
suffering from tuberculosis worsen the situation in the neighbouring countries.
According tothisnewsthereisasharp increasein theincidence of TB there caused
—to agreat extent — by Russians coming from the oblast.

There are two main models of transmitting the vital hepatitis B (HBV): (1)
perinatal and contracted in the neonatal period (typical of the Far East) and (2)
contracted in the adult life. The second model of transmitting the disease is noted
in countries of Middle Europe and Mid-East Europe. These countries show an
average intensity of HBV carrying. The disease in this model is caused by low
hygiene standards in hospitals and surgeries as well as by negligence in carrying
out preventive health procedures. The disease can also be transmitted by sexual
contact (especially without preventive measures) and during childbirth (J. Juszczyk,
1996).

This study considers the incidence of HBV to be an indicator of the quality of
health services. Obvioudly, it isarough indicator asit is influenced by infections
through sexual contact and the quality of medical statistics. An important role in
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lowering the number of infections, especially in hospitals, isplayed by vaccinations.
They are compulsory before operations in most of the analysed countries. The
analysis of the incidence of HBV excluded Hungary as this country started
publishing relevant statistical datain 1998.

It comes as ho surprise that the average level of the incidence of HBV in the
new EU member countries (without Hungary) in the analysed period reached 16.9
per 100000 inhabitants and was over four times as high as the average level
registered in the EU-15 countries. The changes in the number of HBV sufferers
were also different. It seems that rich countries of the EU did their best and were
not able to further lower the number of sufferers. The indicator 4.1/100000 is
more or less stable throughout the whole period. The EU-10 countries saw aclear
decreasing trend slowly losing momentum which is reflected in the equation
y=40.68e°14 (R2=0.97). In 2002 the incidence of HBV in EU-10 was still much
higher than in EU-15 reaching about 170% of the incidence registered in the old
member countries of the EU. Any further decrease in the number of the sufferers
inthe EU-10 countriesisgoing to be minimal with apossibility of aslight temporary
increase. The development will depend on many factors including well-being of
the countries and reforms of national health systems.

Both factors stimulate financia outlays on health services. The development
of the situation in Russia will also play an important role (particularly in the
countries of the Baltic Council). Theincidence of HBV in Russiawas 21.9/100000
in 1990 and reached 44.2/100000 in 1999. Then, by a miracle, the indicator fell
rapidly to reach merely 20.0/200000 in 2002. There might have been two reasons
for such a miraculous drop: (1) a sudden deterioration in the quality of medical
statistics or (2) a deliberate attempt to manipulate data to suit the authorities.
Informal talkswith Russian scientists confirm that both reasonsare equally probable
but impossibleto verify. Fig. 17 illustrates changesin the number of HBV sufferers
inthe EU—p8 countries (excluding Hungary). While doing the research four groups
of countries were formed to show different levels of the incidence of the disease
(Tab. 9):

e Sloveniahasarelatively low level (2.8/100000 inhabitants);

e Slovakia and the Czech Republic have worse records (about 7.0);

e Lithuaniahasabad level (15.3);

e Poland, Estonia and Latvia show the worst record (18.9-21.7).

It is difficult to describe the situation in Hungary. However, if we compare the
statistical datafor the years 1998 — 2002 in all EU—p8 countries, then it turns out
that in this period Hungary enjoyed a very good situation.
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Fig. 17. The number of vital hepatitis B sufferers (per 100000 inhabitants)
Source: author’s own study based on WHO Copenhagen databases.

Changes in the incidence of HBV make it possible to form three groups of
countries (excluding Hungary) (Tab. 9). Type A includes Poland, Slovakia, the
Czech Republic, Lithuania and Slovenia. These countries are characterised by
falling incidence of the disease whose intensity varies from very big in Poland to
relatively low in Slovenia. Such varied intensity is mainly caused by different
levels of the incidence of the disease at the beginning of the period. The situation
looked entirely different in Estonia (type B) and Latvia (type C). Estonia saw
aslow increase of the incidence in the first stage which continues throughout the
rest of the period with two sharp fluctuations. These fluctuations are too sharp to

Tab. 9. Analysed kinds of situations related to the incidence of vital hepatitis B

Types of changes in the incidence of vital hepatitis B

Average intensity A B C
of incidence Low Slovenia
Medium Slovakia,
Czech Rep.
High Lithuania
Very high Poland Estonia Latvia
Not analysed Hungary

Source: author’s own study.
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be easily understood. It is supposed that the main reason was the spread of the
disease among the very mobile Russian minority. Putting the blame on statistics
seemsto be less likely. Latvia reveals ssimilar changes, although a slow decrease
was registered in the early stage followed by a rapid growth which later turned
into an equally sudden fall. In this case causes of such big changes seem to be
similar to those observed in Estonia.

A simultaneous analysis of the average level and changes in the incidence of
HBV leadsto arather complicated situation (Tab. 9). Countriesof type A, regardless
of their averageincidence, show aclear tendency toimprovethe situation. It seems
that in most of the countries (perhaps excluding Lithuania) further improvements
based on the known factors of lowering theincidence of HBV have been exhausted.
Any further positive changes depend on bigger outlays (financed by the state and
private sources) on medical treatment and vaccinations. Thisgroup may alsoinclude
Hungary. A different and very complicated situation is observed in Latvia and
Estonia. It is supposed that in these two countries the number of HBV sufferers
mainly depends on sexual transmission of the disease and injecting drug use (IDU)
(cf. T. Michalski, 2003b).

Vital hepatitis A (HAV) —in contrast to HBV — is spread mainly through the
digestive system. The sources of the disease are water and food. As the virusis
excreted with faeces hygienic conditions in public toilets are very important.
Generally speaking, the better hygienic standards are in the popul ation the lower
the number of HAV sufferersis (J. Juszczyk, 1996). The analysis of the incidence
of HAV was carried out excluding Hungary and Poland where available data is
incomplete. It wasn't until the 90s when complete data started to be regularly
published. Besides, the analysis was shortened by one year, thus the time span
referred to the years 1990-2002.

HAV clearly shows how changes in socia customs and morality as well as
hygienic standards may affect health conditions. Theincidence of vital hepatitisA
among the new EU member countries (excluding Poland and Hungary) in the
years 1990-2002 was over four times higher than in the EU-15 countries. At the
same time the EU-10 countries (excluding Poland and Hungary) show a very
sharp decreasing trend which is depicted by the equation y=—3.44x+49.51
(R2=0.89). This trend shows only dlight fluctuations. As a result the level of the
incidence of the disease among new member countries (excluding Poland and
Hungary) in 2002 was even a bit lower (4.3) than among old EU members (4.4).

The research carried out into the incidence of HAV in the EU—p8 countries
(excluding Poland and Hungary) brings out a complicated situation (Fig. 18). If
we take into account the average level of the incidence three groups of countries
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Fig. 18. The number of vital hepatitisA sufferers (per 100000 inhabitants)

Source: author’s own study based on WHO Copenhagen databases.

emerge (Tab. 10). A relatively low incidence of the disease was observed in the
former Czechoslovakia (approximately 10.6/100000 inhabitants). The incidence
was much worse (73.5) in Sloveniaand Estonia (23.7-34.9). Lithuaniaand Latvia
(87.2) saw theworst incidence of HAV. If we consider only the time span of 1998—
2002 including Poland and Hungary we can say that the incidence of HAV in
Poland in the analysed period was the lowest among the analysed countries, while
in Hungary it reached average level.

Changesin the incidence of HAV in particular countries are so different that it
is impossible to indicate any groups of countries (with the use of tau Kendall’s
correlation matrix and Mc Quitty’smethod). It can only be stated that the threshold
date which starts a period of alow level of the incidence of HAV — comparable
with that of the EU-15 countries — is the year 2000. It is worth restating that the
spread of HAV depends on hygienic standards, particularly in public places.
Apparently, the EU—p8 countriesrepresent asimilar hygienic standardsto thosein
EU-25.

The spread of sexualy transmitted diseases is considered to be an important
indicator of the mental condition of particular communities, especialy those of
young people. These diseases, especially gonococcal infection, are subject to4
considerable fluctuations caused by catastrophic circumstances. A high number of
people suffering from STD in Europe and the USA after WW2 may serve as an
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Tab. 10. Analysed kinds of situations related to the incidence of vital hepatitisA

Types of changes in the incidence of vital hepatitis A

Average A B C D E F
intensity of | Low Slovenia |[Czech
incidence Rep.

Medium Slovakia |Estonia

High Lithuania

Very high Latvia
Not analysed Hungary, Poland

Source: author’s own study.

example(cf. B. Chodynicka, 1998). A high number of STD sufferersisconsidered
to be evidence of social awareness of a catastrophic situation in a given country.

Both EU-15 and EU-10 see a decrease in the number of STD sufferers.
Throughout the whol e analysed period (1990—-2000) the average incidence of STD
in the new EU member countries (31.5/100000) was over 2.5 times higher thanin
old ones. No wonder the decreasing trend observed in the new member countries
is much stronger, which is shown in the equation y=—2.99x+49.45 (R2=0.96) than
in the EU-15 countries, which is reflected in the equation y=—1.09x+18.35
(R2=0.78). It can be assumed that the situation in the new EU member countriesis
slowly becoming stable which may mean that sex escapism as an antidote to
everyday problems haslost its importance.

The incidence of STDs in the EU—p8 countries is notably different (Fig. 19).
The differences in the levels of incidence of STDs lead to forming two totally
different groups of countries. The average level (between 10.7 and 35.5/100000)
is characteristic of Slovenia, Poland, Slovakia, Hungary and the Czech Republic.
The incidence of STDs remains very high (from 132.4 to 196.4) in the countries
which belonged to the former USSR (Lithuania, Latvia, Estonia).

A similar situation takes place when we analyse changes in the incidence of
main STDs (Tab. 11). Countrieswhich formerly did not belong to the USSR make
up type A. All of them had a decreasing trend. However, there are two subtypes
within this trend. The countries which belonged to the former Czechoslovakia
(subtype A1) saw the decreasing trend with a delay — it started in 1992. In such
countries as Poland, Hungary and Slovenia (subtype A2) a clear decreasing trend
was observed throughout the whol e analysed period. Type B ismade up of Estonia,
Latviaand Lithuania. A big increase of the incidence of STDs continued in these
countriesuntil themid-90s. It was caused both by gonococcal infection and syphilis.
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Fig. 19. The number of main STD sufferers [Gonococcal infection plus Syphilis] (per 100000
inhabitants)

Source: author’s own study based on WHO Copenhagen databases.

Then arapid decrease followed. As aresult the incidence at the beginning and at
the end of the analysed period was almost the same. If we assume that the growing
feeling of lost prospects for the future, loss of moral values, fighting for money
and survival makes people (especially young ones) look for risky sex, then two
diagnoses can be put forward. Oneishidden (i.e. hardly perceived by the population)
asit wasthe casein the countries of theformer Czechoslovakiawherethe decrease
in the incidence of STDs was “delayed” in the Czech Republic and Slovakia
compared with the other countries. The main reason for the deterioration of mental

Tab. 11. Analysed kinds of situations related to the incidence of STDs

Types of changes in the incidence of STDs
Level of incidence Al A2 B
Medium Slovakia, ' Slovenia,
Czech Rep. Poland,

Hungary

High Lithuania,
‘ Latvia,

Estonia

Source: author’s own study.
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health were processes of transformation carried out after 1989 (D. Dzurowa,
E. Dragomeckd, 1997). The other one was connected with the uncertainty felt
after the collapse of the USSR which was reinforced by the numerous Russian
minority. These reasons caused a sharp increase in the incidence of STDs in the
countries of the Baltic Council (Latvia, Estonia and Lithuania). It lasted until
migration processes got stabilized (mainly Russian migration) and first signs of
the possibility of joining the EU and NATO becametangible. Asaresult the nervous
tension eased and the incidence of STDs started to fall.

The new postcommunist countries of the EU are also threatened by HIV/AIDS.
These countries were divided into three groups to properly analyse causes of the
spread of the disease. As the above mentioned countries have relatively efficient
systems of counter-acting the spread of the disease, the main external threat seems
to come from infected people travelling from the territories of the former USSR.
The nations living there are among those countries which are directly threatened
by HIV/AIDS. The most important causes of the spread of thediseaseare (L. Atlani
and others, 2000; M. G. Field, 1995; C. M. Lowdensand others, 2003; T. Michal ski,
2003Db):

e thegrowingfeeling of emptiness, lack of prospectsinlifeaswell asdrug abuse
and “easy” sex;

e bad hygienic conditions and social relations in prisons;

e inefficiency of health systems including first of all medical prevention and
banks of blood;

e |ow outlays on HIV carriers treatment and prevention programmes aimed at
social groups of high risk;

e weak Non Governmental Organizations (NGOs) which are unableto take over
theinitiative from too strong EU organizationswhich deal with prevention and
help;

e governments pretending not to see the problem and considering it animperialist
imaginary threat (at least in thefirst stage of the epidemic spread of the disease).

Thefirst group consists of the following EU-p8 countries: the Czech Republic and

Slovenia. These countriesdo not have any borderswith Russia, Belarusor Ukraine

and therefore are relatively safe. Poland, Slovakia and Hungary are exposed to

agreater risk. The threat of the disease spreading is even greater in the countries
formerly belonging to the USSR: Estonia, Latviaand Lithuania. Theworst situation
isobserved in Estoniaand L atviawhere the Russian minority constitutesthe main
threat. In Estonia as many as 1067.3 new cases of HIV per 1 million inhabitants
wereregistered whereas L atviarevea ed 346.9 cases. Fortunately, Poland registered
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a lower indicator of 14.4/1000000 (F. F. Hammers, A. M. Dows, 2003). Sadly
enough, an increase of the incidence of the disease is expected in the foreseeable
futurein all EU—p8 countries.

3.2. Mortality from chosen diseases

This chapter deals with standardised death rate (SDR) referring to people aged
0-64. Using SDR while doing research makesit possible“to get rid of” theinfluence
of differencesin the age structure of certain population groups on mortality. This
approach facilitates concentration on other reasons for differences in mortality
than age. The choice of people aged 0-64 isaso deliberate asit leaves out of the
research all sorts of inconsistencies in doctors “ habits’ connected with certifying
death causes in different countries. Elderly people usually suffer from more than
one chronic diseases so it is often difficult to state the actual cause of death. The
research consists of four parts. In thefirst oneall causes of SDR are analysed. The
second part includes major causes of deaths: diseases of the circulatory system,
malignant neoplasm’s, external causes (injury and poisoning), diseases of the
respiratory system and diseases of the digestive system. Third part analyses
overmortality of men, whereas the forth compares changes in the death structure
in 1989 and 2002 with the use of the coefficient of convergence in structure (cf.
P. Wiatrak, 1982).

Throughout the whole analysed period (1989-2002) the average SDR related
to all causes per 100000 inhabitants aged 0-64 in the new EU member countries
(421.6/100000) was 180% of SDR in the old member countries. It shows how bad
the situation in those countries is. It is hard to explain why it is so bad, but
undoubtedly the poor condition of the health system in each of the new countries
has to do with it, especialy when it comes to advanced and expensive medical
treatment procedures, not to mention a rather poor health awareness of the
population. What sounds more optimistic is the fact that after a short length of
time of increased mortality, the year 1991 started a decreasing trend in the EU-10
countries: y=—10.89x+486.63 (R?=0.98). This trend was twice as much intensive
as in the EU-15 countries; y=-5.16x+262.82 (R2=0.98). It proves that social,
economic and political measures undertaken by new (especialy postcommunist)
member countries of the EU influence in a very positive way the decrease in
mortality among their citizens. The conducted research indicates notabl e differences
in the intensity of SDR related to all causes per 100000 inhabitants aged 0-64
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(Fig. 20). Taking into account the average level of this kind of mortality we can

divide the EU—8 countries into three groups (Tab. 12):

¢ Slovenia and the Czech Republic with the average death rate of (321.8 and
340.2);

¢ Slovakiaand Poland with the high death rate of about 402.9;

e Hungary, Lithuania, Estonia and Latvia with the highest death rate ranging
from 506.0 to 585.7.
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Fig. 20. Changesin SDRrelated to all causes per 100000 inhabitants aged 0-64 per 100000 inhabitants
Source: author’s own study based on WHO Copenhagen databases.

Theanalysisof changesintheintensity of SDR (all causes, per 100000 inhabitants
aged 0-64) in the years 19892002 gives reasons for discerning two types of
countries(Tab. 12). Thefirst type (A) includesLithuania, Latviaand Estonia. There
was a sharp increase in SDR (all causes, 0-64) in the years 1989-1994 in these
countries, which was followed by a decrease in SDR. The decrease was less
significant than the previous increase. As a result the level of SDR in all these
countries was higher than in 1989 (the highest in Latvia — by 39/100000). The
reason for such deterioration must liein the social situation sincethethree countries
enjoyed far reaching improvementsin their economic situation. The most important
factors seem to be:

e anincrease in the number of people faling ill with some contagious diseases,

particularly with HIV/AIDS and then STD and TB;
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Tab. 12. Discerned kinds of situations for SDR related to al causes per 100000 inhabitants aged 0-64

Types of changes
Intensity of deaths A B
Average Slovenia
Czech Rep.
High Poland
Slovakia
Very high Lithuania Hungary
Estonia
Latvia

Source: author's own study.

e arapid social and partly economic deterioration of the situation among the
Russian minority. Obviously, contagious diseases tend to spread in such
minorities.

A much better situation takes place in the remaining EU—p8 countries (type B) in
which SDR hasadecreasing tendency. Although some of these countries (especially
Hungary and Poland) went through a slight increase of SDR at the beginning of
the analysed period, it is worth remembering that the increase was insignificant
and short-lived. This increase in SDR might be explained by a short period of
worse economic conditions which might have been caused by the introduction of
economic reforms. It becomes clear that economic well-being, if not harassed by
ethnic unrest — positively influences the decrease of the intensity of SDR.

If the average intensity of SDR (all cause, per 100000 inhabitants aged 0-64)
isoverlaid with the types of its changes, then a quite clear picture of the situation
emerges (Tab. 12). Improvementsin the economic situation of each country cause
the death rate to decrease (aging of the population not analysed).

This positive trend is strongly distorted in the countries of the former USRR
presumably because of the existence of a numerous Russian diaspora. What the
diaspora needs to make the death rate quickly go down is stabilisation of their
position within each of the above mentioned countries.

In the analysed period SDR (per 100000 inhabitants aged 0-64) related to
diseases of the circulatory system in the new EU countries (132.9) was 2.5 times
higher than in the old EU countries. Changesin thistype of SDR were similar to
those of SDR for all causes (0-64).

It is obvious if we consider the fact that diseases of the circulatory system
cause approximately 1/4 of all deathsin Europe. At the beginning of the analysed
period adlight increase of the number of deaths was noted in the EU-10 countries.
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In 1991 a very intense decreasing trend started: y=—5.28x+163.59 (R2=1.00).
It was almost three times stronger than in the case of the EU-15 countries:
y=—1.82x+63.84 (R?=0.99). It seemsthat such astrong decreasing trend hasthree
factors affecting the social situation and the quality of lifein the EU—p8 countries:
(2) the“inherited” from communism high death rate at the beginning of the period,
(2) a quick change of lifestyle towards healthy attitudes, (3) a better access to
drugs and medicines aswell as health services.

The population of the analysed EU—p8 countries show great differences in
changesof SDR related to diseases of thecirculatory system (per 100000 inhabitants
aged 0-64). Taking into account the average intensity of the death rate four groups
of countries can be formed (Fig. 21, Tab. 13):

e Sloveniawith alow death rate (71.4);
¢ the Czech Republic with adlightly better indicator (110.8);
e agroup of countriesin an average or abad situation: Poland, Slovakia, Lithuania,

Hungary, Estonia (130.3-172.1);

o Latviawith avery high death rate (199.1).

Changesin SDR related to diseases of the circulatory system (per 200000 inhabitants
aged 0-64) lead to another division of the analysed countries. They may be divided
into two groups (Tab. 13). The first group (type A) includes the countries which
belong to the Nordic Council. All the three countries first saw an increase in the
death rate and later a decrease. However, the scale and duration of the increase
were different. The growing trend in Latvia and Estonia was steep in the years
1989-1994, whereas in Lithuania it was steadier and one year shorter. The causes
of the increase and subsequent decrease are similar to those related to SDR for all
causes.

The remaining countries make up the other group (type B). The beginning of
the analysed period did not bring any considerable changesin mortality in most of
the countries of type B. It changed later when asignificant decrease followed. The
causes of the decrease are the same asthose which refer to SDR rel ated to diseases
of the circulatory system in the EU-10 countries. The decrease in the very six
countries was the main reason for so sharp decrease in the whole group of the new
EU member countries.

Both averageintensity and changesin SDR related to diseases of the circulatory
system per 100000 inhabitants aged 0-64 (Tab. 13) are similar to those which
refer to SDR related to all causes.

On the one hand there are countries which belonged to the USRR in the past.
Negative consequences of this fact caused death rates to increase in the initial
stage. Asaresult the average mortality in the whole period was high. On the other
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Fig. 21. Changesin SDR related to diseases of the circulatory system per 100000 inhabitants aged

0-64

Source: author’s own study based on WHO Copenhagen databases.

hand the decreasing trend in the remaining countries was strong enough to bring
about alower level of the overall mortality.

The average level of SDR related to malignant neoplasms (per 100000
inhabitants aged 0-64) in the EU-10 countries was 140% of the level noted in the
EU-15 countries. It goeswithout saying that the situation in the group of the new
member countries of the EU was worse than among the old member countries.
Consequently, at the early stage adight increase in mortality was observed in the

Tab. 13. Discerned kinds of situations for SDR related to diseases of the circulatory system per
100000 inhabitants aged 064

Intensity of deaths

Types of changes
A B
Low Slovenia
Average Czech Rep.
High Lithuania Poland
Estonia Slovakia
Hungary
Very high Latvia

Source: author’s own study.
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EU-10 countries. A decreasing trend started in 1991 y=—1.24x+122.38 (R2=0.99)
being dightly weaker than in the EU-15 countries y=—1.25x+89.17 (R?=0.98). It
means that not only was the situation in EU-10 worse but also its improvement
was not as satisfactory asinthe EU-15 countries. That iswhy looking for reasons
which shaped the situation seemsto be of great importance. It is beyond question
that new EU member countries made a certain progress in terms of medicine and
social well-being. This is especially true about postcommunist countries and
explains why the situation should be analysed within socia factors. On the one
hand citizens of the EU-10 countries tend to adopt a healthy lifestyle, but on the
other hand some unhealthy habits are becaming quite common. Willingness to
catch up with richer countries in terms of standards of living understood as
increasing consumerism leads to workaholic attitudes and frustration. One of the
most serious results of this processis smoking cigarettes additionally boosted by
aggressive advertising campaigns financed by big tobacco companies. Smoking
cigarettes is considered to be the most serious factor conducive to cancer related
diseases. It isdifficult to directly analyse the consumption of tobacco products by
citizens of new member countries due to alarge scale of smuggling, especialy in
the EU—p8 countries. There is, however, an indirect way to depict the problem if
we analyse selected smoking related causes per 100000 inhabitants. Thisanalysis
explains that not only was the average level of mortality in the years 19892002
much higher in the EU-10 countries (395.8/100000) than in the EU-15 countries
(258.9/2100000), but also the decrease in mortality in the years 19912002 was
among the new EU member countries over two times smaller y=—2.96x+412.17
(R2=0.61) than among old membersy==6.49x+295.62 (R2=0.98). It becomes clear
that consumption of tobacco seemsto bethemain cul prit responsiblefor the smaller
decrease of mortality in EU-10 compared with EU-15. Differencesin the quality
of health services as well as improvements in techniques of treating cancer are
certainly important but seen to play a secondary role.

All eight analysed countries show decisively different SDR related to malignant
neoplasms (per 100000 inhabitants aged 0-64) (Fig. 22).

Average levels of deaths caused by malignant neoplasms in the analysed
countries are quite similar (Tab. 14). Most of the countries (Latvia, Lithuania,
Estonia, Poland, Slovakia, the Czech Republic) belong to agroup of high mortality
(100.8-114.7). Slovenia and Hungary belong to two groups of countries of
arelatively low (98.9) and very high mortality (140.5).

Much more complicated changesin SDR related to malignant neoplasms (per
100000 inhabitants aged 0-64) take place in the whole analysed period of time.
A characteristic feature of such changes are considerable fluctuationsin mortality
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Fig. 22. Changesin SDR related to malignant neoplasms per 100000 population aged 0-64

Source: author’s own study based on WHO Copenhagen databases.

occurring in al eight countries. In the course of research four types of changes
were put forward. The most numerous is type A which includes Estonia, Latvia,
the Czech Republic and Poland. Its characteristic feature is a clear decreasing
trend of an average intensity. Type B is made up of Lithuaniaand Slovenia. This
group saw an increase in mortality at the early stage which turned into a clear
decreasing trend in mid 90s. The remaining two types refer to single countries.
Slovakiawasidentified astype C. Although itslevel of mortality at the end of the
analysed period was lower than at the beginning, it is hard to call it a decreasing
trend asit consisted of aseriesof short spellsof time of rising or falling death rates
which finally turned out to be positive for the population. The least advantageous
trend occurred in Hungary (type D), where aweak growing trend started in 1994.
Eventually it faded out.

While analysing simultaneously the average level and changes that take place
inthewhole period in SDR related to malignant neoplasmsavery vague outline of
the situation emerges (Tab. 14). Thisis due to alot of different factors affecting
thelevel of mortality at the sametime. Itisimpossibleto choose one or two factors
of social, culture or economic nature to clearly describe spatial differentiationsin
SDR related to malignant neoplasms afflicting inhabitants aged 0—64. Only one
inference seems to be reliable. A very bad situation in Hungary stems from an
unhealthy lifestyle which is based on traditional habits. The collapse of the
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Tab. 14. Discerned kinds of situationsfor SDR related to malignant neoplasms per 100000 inhabitants
aged 0-64

Types of changes
Intensity of A B C D
deaths Low Slovenia
Average Latvia Lithuania Slovakia
Estonia
Poland
Czech Rep.
High Hungary

Source: author’s own study.

communist system in Hungary has not exerted any notable impact on unhealthy
habits (mainly eating and smoking habits).

The level of SDR related to external cause injury and poisoning per 100000
inhabitants aged 0-64 in the EU-10 countriesis over twice as high (33.4) asinthe
EU-15 countries. This kind of mortality rose until 1994 in the new EU member
countries and then started to fall y=—2.28x+79.14 (R%y; =0.89). This equation is
valid for the years 1994-2002, whereas the death rate in the old member countries
has continuously been decreasing all thetime. In the same period (1994-2002) the
rate of the decreasing trend in the EU—15 countries y=—0.64x+34.35 (Rzadj =0.96)
was amost four times slower than in EU-10. It seems that the main factors
responsiblefor this state of affairs are bad working conditions and aworse system
of medical emergency services in the new EU member countries.

Stopping this kind of mortality and even starting a notable decreasing trend
may prove that direct negative consegquences of the collapse of the communist
system eventually ceased to bother the EU—p8 countries.

A clear division of the EU—8 countries can be made with regard to the average
SDR related to external cause injury and poisoning per 100000 inhabitants aged
0-64 and its changes (Fig. 23). A relatively low level of SDR (49.9-71.0) was
characteristic of the Czech Republic, Slovakia, Poland, Slovenia and Hungary.
Lithuania, Estoniaand L atviasaw much worsesituation (Tab. 15). Thishasadirect
referenceto theimpact theformer USSR exerted on the above mentioned countries.

Three types of countries may be discerned with regard to changes in SDR
related to external cause injury and poisoning per 100000 inhabitants aged 0-64.
The Czech Republic, Slovakia, Poland and Hungary make up type A. These
countries have acommon feature of aweak decreasing trend with short—term slight
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Fig. 23. Changes in SDR related to external cause injury and poisoning per 100000 inhabitants
aged 0-64

Source: author’s own study based on WHO Copenhagen databases.

increasesin mortality. A similar trend isalso seenin Slovakia (type B), althoughiit
has two distinct periods of growing mortality and two periods of decreasing
mortality. A profoundly different picture should be drawn as far as mortality in
Lithuania, Latvia and Estonia are concerned (type C). Between 1989 and 1994
adramatic increase in mortality was observed in these countries. Then followed
arapid decreasing trend which did not help much as the level of mortality at the

Tab. 15. Discerned kinds of situations for SDR related to external cause injury and poisoning per
100000 inhabitants aged 064

Types of changes
Intensity of deaths A B C
Average Czech Rep. Slovenia
Slovakia
Poland
Hungary
High Lithuania
Estonia
Latvia

Source: author’s own study.
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end of analysed period was higher that at the beginning. For example, Lithuania
started with the rate of 114.7/100000 in 1989 to close the period in 2002 with the
rate higher by 30/2100000.

A simultaneousanalysisof both thelevel and changesin SDR related to external
causeinjury and poisoning per 100000 inhabitants aged 0—64 gives aclear picture
of spatial differentiationsin the situation of communities belonging to the EU—8
countries (Tab. 15). Thelevel of safety measuresin companies aswell asmedical
emergency services were poorer in the countries formerly belonging to the USSR
than in the satellite countries. Besides, consumption of alcohal (one of the most
serious causes of accidents) was much higher in those countries than in satellite
ones. An additional factor which worsened the situation was a large Russian
minority in Estonia, Latvia and Lithuania. Most probably a cumulative affect of
difficulties occurring at the initial stage of transformation, a feeling of alienation
among large Russian minority groups and overconsumption of alcohol played the
most important role. We should also not forget about the poor system of medical
emergency services. Thisthesis requires further research of adetailed nature into
the communities of the three countries with regard to separate ethnic minorities.
The remaining countries (Poland, the Czech Republic, Slovakia, Hungary and
Sloveniashow amore or less clear decreasing trend related to changesin working
safety measures and transformation processes in the industry and agriculture.
A negative impact on SDR is exerted by the level of motorization. A big number
of imported second-hand cars as well as poor quality of roads only add to a high
level of SDR related to external cause injury and poisoning.

The average level of SDR related to diseases of the respiratory system per
100000 inhabitants aged 0-64 in the years 1989-2002 in the EU-10 countries
(13.5) was one and a half times higher than in the EU-15 countries. A good thing
isafaster decreasing trend of the analysed kind of mortality inthe new EU member
countriesy=-0.44x+16.83 (R2=0.97) compared with the old onesy=—0.18x+10.34
(R2=0.86).

There is no reason to doubt that the main causes of so quick improvement in
the EU-10 countries are both lesser air pollution (changes in the industry) and
better health services.

In the course of the analysis a considerable differentiation of the situation was
revealed with regard to SDR rel ated to diseases of the respiratory system per 100000
inhabitants aged 064 (Fig. 24).

Taking into account the average level of mortality we can discern three groups
of countries (Tab. 16):
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Fig. 24. Changes in SDR related to diseases of the respiratory system per 100000 inhabitants
aged 0-64

Source: author’s own study based on WHO Copenhagen databases.

e Slovenia, Poland and the Czech Republic with relatively low death rates
(9.8-11.6);

e Lithuania, Hungary and Slovakiacharacterized by an averagelevel of mortality
(16.9-18.4);

e |atviaand Estoniawith ahigh level of mortality (20.7-21.6).

Itisalsointeresting to consider changesin theintensity of SDR related to diseases

of the respiratory system per 100000 inhabitants aged 0—64. There are four types

of them (Tab. 16). Type A includes Poland, the Czech Republic, Hungary and

Tab. 16. Discerned kinds of situations for SDR related to diseases of the respiratory system per
100000 inhabitants aged 064

Types of changes
Intensity of A B C D
deaths Low Slovenia
Poland
Czech Rep.
Average Hungary Lithuania
Slovakia
High Latvia Estonia

Source: author’s own study.
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Slovenia. These countries are dominated by adecreasing trend whichisinterwoven
with short-term increases of mortality (e.g. Slovakia 1995-1997). Each of the
three countries which belonged to the former USSR formed separate types.
Although there are differences among changes in the analysed mortality (level of
tau Kendall's correlation below 0.6) al the three countries have one thing in
common — it isarapid growth in mortality in the years 1993-1995. Estonia saw
the strongest increase while Lithuaniathe wesakest. Moreover, thelevel of mortality
in these countries was higher in 2002 than in 1989.

A simultaneous analysis of the average level and changes in the intensity of
SDR related to diseases of the respiratory system per 100000 inhabitants aged
0-64 shows arather clear picture (Tab. 16). What we can seeisabad and unstable
situation in the countries which formerly belonged to the USSR. Thisinferenceis
strongly supported both by the average or high level of mortality and considerable
changes in the intensity of mortality.

Satellite countries of the former USSR enjoyed a better situation. Their
population registered a low or average level of mortality and a clear decreasing
trend. This is one more example of how a stable economic and socio-poalitical
situation positively influences mortality of a given kind. However, it is hard to
explain why the growth in mortality in the early 90s of the previous century was
so highin Latvia (e.g. 33.2/100000 in 1994 compared with 14.7/100000 in 1989)
and in Estonia (28.4 and 17.5 respectively).

Unlike previously discussed diseases SDR related to diseases of the digestive
system per 100000 inhabitants aged 0—64 was anal ysed with the exclusion of 1996
and 1997. The whole period lasting from 1989 to 2002 remained unchanged.
Similarly to the previous research the level of mortality in the EU-10 countries
was higher (27.4) than in the EU-15 countries. In fact, it was almost twice as high
asin the latter group of countries.

Thetrend depicting changesin mortality in the new member countriesof EU is
also different from the previous analyses. The growing trend lasted up to 1995 and
then turned into a decreasing trend. This change is reflected in the equation
y=—0.08x2+1.29x+23.66 (R2=0.61). The EU-15 countries registered throughout
the whole period a clear decreasing trend y=—0.27x+16.93 (R?=0.98). The main
reason for the death rate in the EU-10 countries to grow was the big increase in
mortality in Hungary in the years 1992—1995.

Moreover, thisis an exceptional situation among all groups of diseases which
have been analysed so far as the level of mortality in the EU-10 countries was
higher at the end of the analysed period (26.4/100000) than at the beginning (25.0).
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Thewhole situation concerning SDR rel ated to diseases of the digestive system
per 100000 inhabitants aged 0—64 in the years 19892002 (excluding 1997 and
1998) is shown in Fig. 25. Taking into account the average level of mortality in

the analysed period three groups of countries can be discerned (Tab. 17):
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Fig. 25. Changesin SDR related diseases of the digestive system per 100000 inhabitants aged 0-64

Source: author’s own study based on WHO Copenhagen databases.

e Poland, Lithuania, Latvia, Estonia and the Czech Republic with a relatively

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

low mortality at the level of 18.1-22.2;
e Slovakiaand Sloveniawith an average level of mortality (about 34.5);

e Hungary with ahigh level of mortality (69.3).

Tab. 17. Discerned kinds of situationsfor SDR related to diseases of the digestive system per 100000

inhabitants aged 0-64 (1989-2002 excluding 1997 and 1998)

Types of changes

Intensity of
deaths

A B C D E F
Low Lithuania [Poland [ Czech Rep.
Latvia
Estonia
Average Slovenia | Slovakia
High Hungary

Source: author’s own study.
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While analysing changes in SDR related to diseases of the digestive system per
100000 inhabitants aged 0—64 it was necessary to ook into six types of countries.
TypeA isthe only onewhich consists of more than one country (Lithuania, Latvia,
Estonia). All other types describe single countries. The countries of type A were
characterized by a growing trend throughout the whole period with many
fluctuations. Asaresult thelevel of mortality in 2002 was higher thanin 1989 (for
examplein Estonia 29.4 and 12.6 respectively).

Changes in the level of SDR related to diseases of the digestive system in
Poland (type B) areinsignificant against the background of aslight growing trend.
The Czech Republic (type C) showed aweak decreasing trend.

The level of mortality in Slovenia (type B) was even more stable. At the
initial stage (1989 —1993) noticeable yearly changes took place but without any
growing or decreasing tendency. Then followed a weak decreasing trend in the
years 1993-1998. Finally it turned into a slight growing trend. In Slovakia
(type E) there was afall in mortality at the beginning of the period which later
turned into a slight increase in the years 1997-1999. Finally aweak decreasing
trend followed.

The greatest differencesin thelevel of SDR related to diseases of the digestive
system took place in Hungary (type F). There are two extremes here (the highest
one for the years 1992-1995 and the lowest one for 1998-1999) interwoven with
afew short-term decreasesin mortality (1989-1991, 1996-1997 and 2000-2002).

The average level and changes in SDR related to diseases of the digestive
system per 100000 i nhabitants aged 0—64 (Tab. 17) —if analysed simultaneously
—give avery complicated pattern. Hungary is evidently different from the other
countries in terms of the level of mortality and its dynamics. Both the level of
mortality and its fluctuations are much lower in the other countries. A higher
level of mortality at the end of the period compared with the initial stage was
caused by complicated internal changeswhich took placeinthe EU—p8 countries.
These changes included:

e theincreasing significance of ready-made food — unfortunately, not of a high
quality at first, with alot of various chemicals;

e aquicker pace of lifewith irregular meals,

e theincreasing level of stressresulting inagrowing number of stomach afflictions
caused by the nervous system;

e agrowing diversity of food products, especially national cuisine of different
countries which may drastically alter eating habits.

The worst situation is registered in Hungary where people are thought to have

very unhealthy eating habits.
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The condition population is in, especialy its male part, can be assessed by
analysing the size of overmortality of men. Inthisstudy overmortality isunderstood
as a percentage result of substracting SDR for women aged 45-59 (all causes)
from SDR for men aged 45-59 (all causes), whilethelevel of mortality for women
is 100%. The analysis was carried out for the period 1992—2002. In the EU-10
countries men aged 45-59 died 2.6 times more often than women, whereasin EU—
15 twice as often. It comes as no surprise since in countries belonging to the
European culture men do not live aslong as women. A very high overmortality of
men in the postcommunist countriesistheresult of alow level of health awareness
among mal e popul ation aswell as bad working conditions combined with smoking
and drinking habits. These countries dominate in the EU-10 group and therefore
affect the overall result. On the other hand abetter quality of life, closures of some
big industrial plants and an increase in health awareness of individuals notably
contribute to a quick decrease in the overmortality among men in the EU-10
countries (almost twice as fast asin the EU-15). The equation y=—2.00x+279.53
(R?=0.84), describes the situation in the EU-10 countries while the equation
y=-1.04x+207.95 (R?=0.95) refers to EU-15.

Changes in the standardized overmortality of men aged 45-59 in the EU—p8
countriesareshowninFig. 26. Different |levelsof overmortality of men givegrounds
for discerning three groups of countries (Tab. 18):
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Fig. 26. Age related standardised male overmortality (calculated as % of female mortality) (per
100000 inhabitants aged 45-59)

Source: author’s own study based on WHO Copenhagen databases.
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Tab. 18. Age related standardised male overmortality per 100000 inhabitants aged 45-59

Types of changes
A B C D E F G
% Low Slovenia | Czech Rep.
é Average | Hungary Slovakia
g Poland
High Latvia |Lithuania |Estonia

Source: author’s own study.

e Sovenia and the Czech Republic with arelatively low level of overmortality

(about 240%);

e Hungary, Poland and Slovakiawith an average level (267-279%));

e Latvia, Lithuaniaand Estoniawith ahigh level of overmortality (296-305%).
This classification corresponds to differences in the well-being of particular
countries. Thereisasoanindirect link between acountry’swell-being influencing
healthy lifestyle and heal th awareness combined with the quality of health services.
Another factor which deterioratesthe situation in the countries of theformer USSR
is the existence of alarge Russian minority. The culture of this minority makes
apoint of frequent consumption of a cohol and smoking strong cigarettes. Moreover,
members of the Russian minority may feel alienated from “new” nations as they
havelost their privileged position. Alienation may al so giveriseto escapism turning
into alcoholism or addiction to cigarettes. Although numerous closures of the most
harmful industrial plants counteract bad habits, other negative factors seem to
remain unchanged.

There are hardly any similarities among the analysed countries with respect to
changesin overmortality of men (Tab. 18). Only Poland and Hungary have similar
trends which lack a decreasing tendency at the beginning of the period and show
a dlight decreasing trend starting from 1996. All other countries have different
characteristics. Lack of long-term changes in the level of overmortality and big
fluctuationsfor particular years characterize Slovenia(type B). The Czech Republic
(type C) revedls a very weak decreasing trend followed by a sharp decrease in
1995 and an increase in the following year. Both Slovakia (type D) and Slovenia
do not show any signs of long-term changesin overmortality. Besides, big yearly
fluctuations are observed in the two countries after 1996.

Latvia(type E) also lacks clear trends astheinitial increasein overmortality is
followed by a decrease and another increase. Among all analysed countries

67



Tomasz Michalski

Lithuania (type F) features the smallest changes in male overmortality. There are
no short-term fluctuations although two very weak trends can be observed:
adecrease at the beginning of the period and then, starting from 1998, an increase
in overmortality. Estonia (type G) showed the greatest fluctuations in the level of
overmortality throughout the whole period.

Having considered both the level of overmortality and its changeability
arelatively clear outline of the situation emerges as shown in (Tab. 18).

The level of overmortality is directly influenced by the level of well-being of
agiven country. Consequently, thelevel of overmortality isthelowest intherichest
countries. Slovenia and the Czech Republic. However, the changeability of
overmortality does not show any regularities which might explain it. Moreover,
the changeability of overmortality in particular countries does not indicate any
similarities, either.

An additional analysiswasalso carried out to reveal similaritiesrelated to SDR
in particular countries in the years 1989 and 2002. Its aim was to show to what
extent social, political and economic changes influenced the structure of deaths.
The analysiswas based on the coefficient of convergencein structure (P. Wiatrak,
1982). The analysis also covered the groups of SDR discussed previously for
inhabitants aged 0-64:

e (iseases of the circulatory system;

e malignant neoplasms;

e externa causeinjury and poisoning;

o (iseases of the respiratory system;

o diseases of the digestive system;

e other diseases forming one category.

It comesasno surprisethat changesin the structure of deathsin the EU-15 countries
are less significant (coefficient 0.995) than in the EU-10 countries (coefficient
0.989). If thisreasoning wasto befollowed, then one might expect that the biggest
structural changes in deaths (thus the smallest values of the coefficient) would
refer to the countrieswhich are characterized by the biggest changes. Surprisingly,
this is not the case, as this regularity did not take place (Tab. 19). The biggest
changes in the structure of standardized deaths took place in Hungary (0.979).
Thisisthe very country which started its reforms at the end of the communist era
(inthe 80s of the 20" century. Thisiswhy it ishard to regard economic changes as
acause of changesin the structure of deaths. Most probably thereisasingle factor
related to very untypical changesin mortality (compared to other EU—p8 countries).
As far as the remaining countries are concerned there were not only economic
factorsthat mattered alot, but a so political ones connected with the disintegration
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Tab. 19. Coefficient of convergence in structure of deaths in 1989 and 2002

Structural similarities for deaths Countries

Low Hungary

Average Estonia
Poland
Czech Rep.
Slovenia

Lithuania

High Slovakia

Latvia

Source: author’s own study.

of palitical organisationsthese countries bel onged to (excluding Poland). Previous
analyses made it possible to draw a conclusion that the Russian minority in the
Baltic Council countrieswould destabilise the structure of deaths. Thisconclusion
has not been confirmed. Although Hungary isdirectly followed by Estonia(0.983),
the next country is Latviawhich has the most stable structure of deaths among all
EU-p8 countries.

3.3. Infant mortality

An important indicator of the state of health a country’s population isin seemsto
be infant mortality (i.e. infant deaths per 1000 live births). The research was
expanded to cover an analysis of early neonatal deaths per 1000 live births (i.e. the
number of deaths of neonates 0—7 days old per 1000 live births) as well as the
number of neonates who weighed at birth more than the norm, i.e. 2500 grams.
Due to insufficient data the analysis covered the years 1994-2001.

Asit had been predicted the average level of infant deaths per 1000 live births
in the years 19892002 was almost twice as high in the EU-10 countries (10.9) as
inthe EU-15 countries (5.9). A favourablefact wasthat the averagerate of decrease
in infant deaths per 1000 live births in the new EU member countries was 2.5
times faster y=—0.66x+15.86 (R2=0.96) than in the “old” EU countries
y=-0.27x+7.94 (R2=0.94). The downward trend of the analysed mortality in the
EU-10 countries was quite slow up to 1994 when it started to gather momentum.
Oneclear interpretation of such analysisisthusthat economic and political reforms
accompanied by social changes in the EU—p8 countries exerted a positive impact
on pregnant mother’s health and infants.
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Changes in infant deaths per 1000 live births in the analysed time span in the
EU-p8 countries indicate an improvement in the situation (Fig. 27). Taking into
account the average level of infant mortality three groups of countries can be
distinguished (Tab. 20):
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Fig. 27. Changesin infant deaths per 1000 live births

Source: author’s own study based on WHO Copenhagen databases.

e Slovenia and the Czech Republic characterised by a low level of mortality
(6.1-7.2);

e Slovakia, Lithuania, Hungary, Estonia and Poland with the average level of
mortality (10.2-12.0);

e Latviawith avery high mortality (14.2).

Tab. 20. Situations of different kinds related to infant deaths per 1000 live births

Types of changes
Intensity of deaths A B

Average Slovenia
Czech Rep.

High Slovakia Lithuania
Hungary Estonia
Poland

Very high Latvia

Source: author’s own study.
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The above division shows a notable influence of well-being on the level of infant
deathsper 1000 live birth. Sloveniaand the Czech Republic aretherichest countries
inthe EU—p8 group (the mean val ue of the gross national product per capita inthe
years 19912001 was US$ 8490 and US$ 4161 respectively). The two poorest
countries are Latvia and Lithuania (US$ 2200 and US$ 2583 respectively).
Undoubtedly, there are other factors which make this dependence more complex
but they seem to be of lesser importance. In the case of the average level of infant
deaths per 1000 live births there is a direct connection with the well-being of
a given country, but when it comes to changes in the above mentioned level the
political past of a country plays akey role.

As aresult of the classification carried out for the sake of this research two
groups of countries can be formed (Tab. 20). One of them (type A) consists of
Slovenia, the Czech Republic, Slovakia, Hungary and Poland. All these countries
saw fluctuationsin the level of mortality at the beginning of the analysed period
which later turned into a clear decreasing trend. The turning point was different
for particular countries. The decreasing trend started first in the Czech Republicin
1990. The last country to start this trend in 1994 was Poland. The duality of the
analysed period was caused by two factors: (1) lack of quick positive economic
results of market reforms and (2) changes in the definition of births resulting in
dight statistical alterations. Type B includes countries of theformer USSR (Estonia,
Latvia and Lithuania). A different kind of duality in the changes of the level of
mortality was observed in this group of countries. It was much more dynamic and
shifted in time. In the first period a considerable increasein the level of mortality
was noted. It turned into a decreasing trend starting from 1993 (Lithuania) and
1996 (Latviaand Estonia). Additionally, at the very beginning of theperiod (i.e. in
1990 compared with 1989) there was a slight decrease in the level of mortality in
Estonia and Lithuania. There is no doubt that the reaction of infant deaths per
1000 live hirth to economic and political changes in the countries of type B was
similar to those of type A, but at the same time it showed a more complex
mechanism. The first period was much longer and less favourable for the type B
countries.

A simultaneous analysis of both the level and changes in infant deaths per
1000 live births reveals a quite clear situation (Tab. 20). In the former satellite
countries of the USSR and Sloveniathe average level of infant mortality waslow
or medium with a distinct decreasing trend. In the countries which had belonged
to the former USSR the average level was medium or high. The first stage was
dominated by a growing trend which later turned into a decrease trend. It can be
said that the situation was shaped by two factors: economic (well-being of the
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population) and the political past (in thiscasethe existence of alarge ethnic minority
whose members consider themselves marginalised).

Theaveragelevel of early neonatal deathsper 1000 live births (5.8) wasalmost
2.5 times higher in the EU-10 countries than in the EU-15 ones. It confirms the
common belief that the quality of health care taken of pregnant women aswell as
women during the childbirth and during the first days after the delivery is much
worseinthe new EU countriesthan in EU-15. The early neonatal deaths per 1000
live births also reveal a different course of changes over the time span from the
total infant mortality.

In the countries of the old EU aweak decreasing trend was observed which is
shown inthe equation: y=—0.11x+3.64 (R2=0.96). In the case of the EU-10 countries
such adecreasing trend isamost four timesmoreintense; y=—0.42x+8.98 (R2=0.96).
As early neonatal deaths are a very sensitive indicator of how improved living
standards and the quality of health care influence the health situation, there is no
doubt that the coll apse of the communist system and the successful introduction of
the western market economy have affected directly and positively the health
situation of the inhabitants of the EU—p8 countries.

The results of the research show a betterment in the situation of the EU—p8
countriesasfar asearly neonatal deaths per 1000 live birthsare concerned (Fig. 28).
While analysing the average level of this mortality three groups of countrieswere
distinguished (Tab. 21):
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Fig. 28. Changesin early neonatal deaths per 1000 live births

Source: author’s own study based on WHO Copenhagen databases.
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Tab. 21. Situations of different kinds related to early neonatal deaths per 1000 live births

Types of changes
Intensity of deaths A B
Low Czech Rep.
Slovenia
Average Slovakia Lithuania
Hungary Estonia
High Poland Latvia

Source: author’s own study.

o the Czech Republic and Sloveniawith alow level of mortality (approximately

3.2);

e Lithuania, Slovakia, Estonia and Hungary with a medium level (5.2 do 6.0);

e Latviaand Poland with the worst indicator (6.6).

The thesis which says that the level of well-being influences mortality (and
indirectly the quality of health servicesfor pregnant mothers and neonates aswell
as the private health care sector) has been confirmed in the case of the Czech
Republic and Slovenia, i.e. the richest countries of the EU—8 group. Besides,
there is a big gap between these countries and those which come next, both in
terms of their well-being and the level of mortality. Latvia (as one of the poorest
countries of the EU—p8 group) is another example which partly confirms the
thesis.

Poland fitsthe situation only to some extent (although it belongsto the poorest
countries of the EU—p8 group, its economic conditions are not so bad asto have an
excuse to approve of a very high level of early neonatal deaths per 1000 live
births). It is partly dueto the change in the definition of “live births’ introduced in
1994. The change* shifted” anumber of birthsfrom the category of “infant deaths”
to the category of “early neonatal deaths’. As a result there was, for example,

a statistical increase of deaths from 7.2/1000 in 1993 to 9.0/1000 one year later
(seeFig. 28).

Changesin early neonatal deaths per 1000 live births divide the countriesinto
two groups according to the pattern used earlier in the research: countries which
did not belong to the former USSR (type A) and those which belonged to it (type
B). The course of changes in the early neonatal deathsis similar in both types to
the one registered in infant deaths per 1000 live births. However, there are afew
minor differences of which one is particularly interesting. In the case of infant
deaths per 1000 live birthsthelevel of higher mortality lasted two yearslonger on
average in Lithuania, Latvia and Estonia compared to early neonatal deaths per
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1000 live births. It is supposed that positive results of reformsfirst affected those
health services which were responsible for childbirths as well as mothers with
their infants in the first days after delivery. On the other hand, habits related to
taking care of newborns (which have a great influence on postneonatal mortality)
or (which is hard to prove) the quality of the health care in general — showed
improvements more or less two years later.

If both the average level of early neonatal deaths per 1000 live births and its
changes are analysed simultaneously, then the overall situation bears resemblance
to the infant deaths per 1000 live births (Tab. 21). The only exception is aworse
situationin Poland. It ishard to say explicitly what caused it. Certainly, the change
in the definition of “live births” distorted the statistics. The reforms of the health
care system in Poland which failed, were aso to blame. However, one cannot
judge decisively unless further detailed research is conducted.

Additionally, the percentage of live births weighing 2500 grams or more in
the years 1994-2001 was analysed. Asthe period is too short to indicate trends
the attention was focused on the analysis of the average level of neonatal births
with the registered weight considered to be the norm. The percentage of such
live births in the EU-10 countries was similar to those in the EU-15 countries
and reached 93.7%. Most probably this similarity stems from the existence of
two contradicting trends. On the one hand the level of taking care of pregnant
women ismuch higher in the EU-15 countriesthan in the new member countries
but on the other hand the very high level of medical care makes it possible to
prolong difficult pregnancy and deliver anewborn weighing less than the norm.
A different approach leads to the reasoning that a lower level of health carein
the EU-10 countries lessens the chances a newborn weighing far less than the
norm to survive while the same conditions cause a smaller number of mothersto
continue with difficult pregnancies until the child isdelivered. It is obvious that
the hypothesisthat has been put forward above requiresalot of detailed research
either to proveit or reject.

In order to make the subject matter more demonstrative Fig. 29 shows the
average percentage (%) of live births weighing 2499 grams or less. Taking into
account the percentage of such birthsfour groups of countries were distinguished:
e Hungary with avery bad situation (8.4% of births under the weight norm);

e Slovakiaand Poland marked by a bad situation (approximately 6.4%);
o the Czech Republic, Slovenia and Latvia with a relatively better situation

(approximately 5.4%);

e Estonia and Lithuania with the lowest percentage of births under the weight

norm (4.4%).
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4. Life expectancy

All factors affecting apopulation’ s health situation exert their impact on life expec-
tancy. Asthere is a considerable difference in the European culture between life
expectancies of men and women, the analysis discerns male life expectancy at
birth (in years) and female life expectancy at birth (in years). Besides, theanalysis
of differences between these two variables was also carried out.

The collected data show that men born in the years 1989-2002 in the new EU
member countries are expected to live until they are 67.9 years old which is over
6 years less than in the EU-15 countries. This difference does not change much
within the above mentioned period. The comparison between the two trends con-
firmstheinference. Both in the EU-10 member countries and in the old EU mem-
ber countriesmale life expectancy at birth rose at asimilar pacewhich isshown by
the equations y=0.29x+65.68 (R?=0.92) and y=0.25x+72.52 (R2=0.99). It seems
to be true that although the impact of favourable health factors on life expectancy
was much stronger in the EU-15 countriesit was at the same time more and more
difficult to make life expectancy figures higher. On the other hand, it may be
assumed that factors supporting healthy habits in the EU-10 countries were we-
aker but they brought about similar effects as they affected lower life expectancy
figures which were easier to be raised.

In the analysed period there were big differences in male life expectancy at
birth in years in the EU—p8 countries (Fig. 30). Considering an average level of
life expectancy in the analysed period three groups of countries can be discerned:
e The Czech Republic and Sloveniawith arelatively favourable situation (about

70.5 years);

e Poland and Slovakiawith an average situation (about 68.3 years);
e Latvia, Estonia, Lithuaniaand Hungary with an unfavourable situation (63.1—

66.2 years).

The most influential isthe economic factor, then come negative patterns of men’s
behaviour and habits. The relatively rich Hungarian population is an exception
with its bad health habits (social factor) which prevail over the economic well—
being. Working conditions also exert a certain influence but they lose importance
because of closures and big factories adopting European safety regulations.

76



Changes in the Demographic and Health Situation Among Post-Communist Members of the European Union

Czech Rep.| | Slovenia Slovakia
o——0a oo + *—x

ovenia,

-+ Sloveni; =R

B A
= Poland

Hungary

64 N ) .

“wlLithuania__ <

" TmeoeT

62 N Hungary

\‘\ X S e S, ‘_ ‘
601 =

NG Estonia Lithuania Latvia
i L — - u

58 ‘ ‘ , ‘ ‘ , ‘ ‘ ‘ ‘ ‘ ‘

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

Fig. 30. Changes in male life expectancy at birth in years
Source: author’s own study based on WHO Copenhagen databases.

While analysing changes in male life expectancy at birth (Tab. 22) we once
again see the previously mentioned division into countries formerly belonging to
the Soviet bloc and the others. Two groups were discerned. Type A included
Hungary, Poland, Slovakia, the Czech Republic and Slovenia. Astherewereinter-
nal differences these countries were divided into two subtypes. Most of the coun-
tries (excluding Hungary) show aslow increasein male life expectancy. Hungary
is an exception as a noticeable fall in life expectancy occurred in this country in
the years 1989-1992 (that is why Hungary was classified as a separate subtype

Tab. 22. Discerned kinds of situations regarding male life expectancy at birth in years

Types of changes
Average level Al A2 B

High Slovenia

Czech Rep.
Average Slovakia

Poland |
Low Hungary Lithuania

| Estonia
Latvia

Source: author’s own study
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A2). Type B included the Baltic Council countries. These three countries saw
atangible fall in life expectancy at the beginning of the analysed period with its
bottom level in 1994. The shortest lifespan was observed in Latviawhereit decre-
ased by 6.4 years. Then life expectancy figures started to rise. Unfortunately, the
increase was weaker than the previously noted decrease. As a result, male life
expectancy at birth in years was dlightly lower in these three countries in 2002
compared with 1989. The negative result was caused by the necessity of underta-
king painful market, social and political reformsaswell asthe emergence of large
minority groups (mainly Russian minority) which were pushed to the bottom of
social life. Such changes gave rise to social frustration which led to unhealthy
social habits.

Juxtaposing both factors, i.e. the average level and changesin malelife expec-
tancy at birth makes the whole situation quite clear (Tab. 22). A negative trend
with low and average values of life expectancy was seen in the Czech Republic,
Slovenia, Slovakia and Poland. Lithuania, Latvia and Estoniawerein abad situ-
ation (both in terms of the average level and changes occurring within the analy-
sed period of time). Hungary was somewhere in the middle as far as figures and
trends are concerned.

Female life expectancy at birth in years shows a similar characteristics. Wo-
men borninthe years 1989-2002 in the countries of the“old” Union could expect
their livesto be longer by 4 years on average compared with women living in the
new member countries of the Union (76.6 years). It isworth noting that thisgapis
slowly getting smaller asthe tendency to lengthen women'’slifespan in the EU-10
countries is dightly more dynamic y=0.25x+74.72 (R2=0.95), than in the EU-15
countries y=0.19x+79.46 (R2=0.92).

This comparison gives evidence that either positive health factors are stronger
in the communities belonging to EU-10 or female life expectancy at birth for
women living in the EU-15 countries reached so high levels that it was hardly
possible to make them higher.

Another similarity to the previously analysed processisthat femalelife expec-
tancy at birth in the EU—p8 countries revealed considerable changes (Fig. 31).
Taking into account the average level of female life expectancy three groups of
countries can be put forward (Tab. 23):

e Sloveniawith the most favourable situation (78.8 years);

e The Czech Republic, Slovakia, Poland and Lithuaniawith average life expec-
tancy figures (76.4—77.2 years);

e Estonia, Hungary and Latviawith the worst situation (64.6-75.3 years).
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Fig. 31. Changesin female life expectancy at birth in years
Source: author’s own study based on WHO Copenhagen databases.

Factors affecting shorter female life expectancy in the new

member countries of

the EU are similar to those factors which influence male life expectancy. First of
al they are connected with the level of social well-being, both in relation to indi-

viduals and health care public outlays. However, the factor
king conditions in big industrial plants did not matter at al
from this “economic” rule is Hungary.

connected with wor-
. The only exception

To characterise changes in the female life expectancy variable at birth in the
years 1989 2002, two types of countries were analysed (Tab. 23).

Tab. 23. Discerned kinds of situations regarding female life expectancy at birth in years

Types of changes
Average level A B
High Slovenia
Average Czech Rep. Lithuania
Slovakia
Poland
Low Hungary Estonia
Latvia

Source: author’s own study.
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Countries of type A included: Slovenia, the Czech Republic, Slovakia, Poland
and Hungary. These countries show a continuous tendency towards lengthening
female life expectancy at birth. There were wide fluctuations in the years 1989—
1995 only in Slovakiabut they did not influence the increasing tendency. A diffe-
rent situation was seen in Estonia, Lithuania and Latvia. In the years 1993-1995
female life expectancy figures fell and then evidently rose resulting in a longer
lifespan for women born in 2002 compared with those born in 1989.

A clear conclusion can be put forward if the average level and fluctuation in
female life expectancy are analysed simultaneously (Tab. 23). The average level
of female life expectancy for women born in the countries which belonged to the
former USSR (Estonia, Latvia, Lithuania) waslower than in the remaining former
socialist countries which joined the EU in 2004.

Moreover, there was a transient shortening of women'’s lifespan in the three
above mentioned countries as a reaction to economic and social problems (parti-
cularly among ethnic minorities). All the other countries enjoyed an increasing
tendency throughout the whole period. In this context it is quite surprising to see
alow level of female life expectancy at birth in Hungary. Since the Hungarian
populationisrelatively well off with itsefficient health care services, factorswhich
contribute to short female life expectancy may come out from Hungarian wo-
men’s unhealthy lifestyle. Similar conclusions regarding a bad health situation of
Hungarian women may also be derived from the analysis of the underweight in-
fant death rate carried out in the previous chapter (Fig. 29). It may beinteresting to
compare differences between female and male life expectancies at birth in years.

Thelessthedifferences are, the better the health care system in agiven country
is. Consequently, the narrower the gap between male and female life expectancies
becomes, the higher the overall level of health awarenessis. The actual difference
between female and male expectancies in the EU-10 countries in the analysed
period was 8.7 yearsin favour of women. It wastwo years morethaninthe EU-15
countries.

Fluctuations in the differences throughout the analysed period are not optimi-
stic either. In the new member countries of the EU they rose in the years 1989—
1993 and then started to fall. In the EU-15 countries the decreasing tendency is
stable within the whole period. Moreover, in the years 1993-2002 the decline rate
y=—0.07x+9.98 (R2=0.88) in the EU-10 countries was amost identical to that of
the EU—-15 countries y=—0.07x+6.80 (R2=0.96). These figures show that although
health conditionsin the new EU member countries are getting better, women be-
nefited from such changes more than men, particularly at the beginning of the
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analysed period. This only added to the fact that men’s lifespan is by far shorter
than that of women’s.

The research which was carried out clearly shows differences between female
and malelife expectanciesin favour of women (Fig. 32). The average level of the
above discussed differences makesit possible to distinguish three groups of coun-
tries (Tab. 24):
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Fig. 32. Differences between female and male life expectancies at birth in years (in favour
of women)

Source: author’s own study based on WHO Copenhagen databases.

o thesmallest difference was seen in the Czech Republic (7.1 years);
e average differences (8.0-8.9 years) were observed in Slovenia, Slovakia, Po-
land and Hungary;

Tab. 24. Discerned kinds of situations regarding differences between female and male life
expectancies at birth in years

Types of changes
Average A B C D E
level of Low Czech Rep.
differences | Average Poland Slovenia Slovakia Hungary
High Lithuania
Estonia
Latvia

Source: author’s own study.
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o femalelife expectancy islonger by about 11.3 years than male life expectancy
in Lithuania, Estoniaand Latvia.

Two factors influence the above mentioned differences. First and foremost, men

continued to lead an unhealthy lifestyle. Secondly, the standards of working con-

ditions were also of considerable significance. Both factors caused the biggest

differences to take place in the countries which were part of the former USSR.

Fluctuations of the changes between female and male life expectancies are far
from being clear to interpret. The classification procedure led to dividing the ana-
lysed countries into five groups, out of which three countries constitute single
cases (Tab. 24). Type A included the Baltic Council countries in which the gap
between male and femal e life expectancieswidened at aslow pace. At first thegap
grew quickly and then, inthe mid-fifties, it started to narrow. Finally, around 1999,
it started to widen once again, thistime very slowly. Thefirst considerable incre-
ase of differences was caused by much more stronger fall in male life expectancy
at birth than in female life expectancy at birth. This statement may lead to the
conclusion that in the first years after the collapse of the communist system men
found themselves in a much worse situation than women. The subsequent slow
increasein the described differences between female and malelife expectancies at
birth after the year 1999 was caused by a dightly quicker lengthening of female
life expectancy at birth in comparison with malelife expectancy at birth. Presuma-
bly men found it more difficult to adapt themselves to new economic conditions
they faced after 1989. Therisk of losing their jobs in the new economic circum-
stances could only contribute to make life even more stressful. Certainly, it could
not have happened in the former centrally controlled economy. One should also
remember that traditional family patterns consider the man to be the breadwinner
who is the most important family member. This conviction was upheld despite
a high employment rate among women and therefore could have caused men to
escape from the new economic environment into frustration and resignation. To
make matters worse drinking strong alcoholic drinks added to the cumulative ef-
fect of factors shortening men’s lifespan, particularly among numerous minori-
ties. On the other hand, women'’s health situation improved as a result of some
positive effects of socioeconomic reforms. It meansthat women were able to adapt
themselves to new economic reality.

A dlightly decreasing tendency in male and femal e life expectancies dominated
in the Czech Republic and Poland (countries of type B). There was only a short
period of a growing tendency at the beginning of the analysed length of timein
this country. Despite considerable fluctuations Slovenia (country of type C) did
not show neither aclear decrease nor increase in the differencesin male and fema-
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le life expectancies. Slovakia's population (country of type D) had three periods
of varied differences: 1989-1992 with big fluctuationsin differences, 1993-1997
with alower level of differences and 1998-2002 with ahigher level of differences
which gradually decreased. The most inconsistent situation was observed in Hun-
gary (Type E) where initially (up to 1994) differences between female and male
life expectanciesincreased. Later a decreasing tendency followed to be broken up
by asudden risein the years 1996-1997. Taking into account both level and chan-
ges in differences between female and male life expectancies at birth (Tab. 24)
two groups of countries can beformed. Thisdivisionissimilar to the ones discus-
sed earlier. Thefirst group with considerable differences is made up of the coun-
tries which formerly belonged to the USSR. The explanation of the differences
liesmainly in their increasein the years 1989-1994 (L atviaand Estonia) or 1989—
1995 (Lithuania). The second group consisted of the remaining countries. It was
typical of them to have a relatively low or average level of differences with
atendency to stability or aglight decrease. Contrary to the tendencies known from
analyses of changes in the standardised death rates related to groups of diseases,
life expectancy in the EU—p8 countries does not show a tendency to make their
situation similar to that of the EU-15 countries.
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Conclusions

The research which has been carried out so far makes it possible to draw certain
general conclusions. It seemsthereisagreat likelihood that the future demographic
and health situation can be roughly predicted. To do research resulting in general
conclusions a table of signs was to be used. The table (Tab. 25) was constructed
with the use of the following indicators:
1. Demographical parameters:

1.1. Natural increase of the population.

1.2. Net migration.
2. Morbidity:

2.1. Tuberculosis.

2.2. Vita hepatitis B.

2.3. Main sexually transmitted diseases (STD).
3. Mortality:

3.1. Total SDR.

3.2. Total infant mortality.
4. Life expectancy (both sexes).
In the course of the analysis conclusions referring to the impact of political,
economic and social transformation processes on notable changesin demographic
and health situation were confirmed (cf. G. Moon, 1994; D. R. Philips, Y. Verhasselt
(eds.) 1994). The classification of the EU—p8 countries divided them into two
groups (Tab. 25).

Countries of type A belong to the Baltic Council, whereasall the other countries
make up the other group. A very bad demographic situation can be seenin Estonia,
Latviaand Lithuania. Both anegative natural increase of the population and a net
migration contributeto thissituation. Health situation follows suit athough it shows
dlight signsof improvement. The demographic and health situation in theremaining
countries is relatively stable or satisfactory. Slovenia (type E) enjoys the best
situation. Although the natural increase of the population is negative, immigration
prevails over emigration. Countries of the former Czechoslovakia (type D) have
dightly worse health situation which depends on demographic conditions (the
increase of the population is predominant in Slovakia while the Czech Republic
shows acontrary feature). The worst health situation is noted in Hungary (type B)
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Tab. 25. General assessment of demographic and health situation in EU—p8 countries in the years

1989-2002
Country Demography Morbidity Mortality | Life Typ
1.1. 1.2. 2.1. 2.2. 2.3. 3.1 3.2. | expectancy
Estonia -2 ] _ _ —_ _ _ — A
Latvia — — — - — — — — A
Lithuania — — — 0 — — _ —_ A
Poland 0 - 0 0 ++ + - 0 C
The Czech Rep. - + ++ + + ++ ++ + D
Slovakia 0 + + ++ + 0 0 D
Hungary — ++ 0 ++? ++ — — — B
Slovenial - + + ++ ++ ++ ++ ++ E

1.1. A - explanation of symbols used in text.

Relative situation plus its changes:
— very unfavourable, - unfavourable, O average, + favourable, ++ very favourable,
? assessment doubtful due to incomplete data

Source: author’s own study.

and Poland (type C). In the case of Hungary mortality trends are particularly
unfavourable.

They influence arélatively short life expectancy indicator. Weaknesses of the
health situation in Poland are related to avery high infant mortality rate and partly
high morbidity. Both countries register average demographic conditions although
they stem from different factors. A favourable natural increase of population in
Poland is achieved despite slightly prevailing emigration figures, while Hungary
shows entirely different trends.

However, it should be stressed that the demographic and health situation
observed in the remaining postcommunist countries is even worse. For example,
Bulgaria lost over 12% of the population in the years 1989-2002. Bulgarian
authorities are worried enough to introduce rapid changesin their internal policy
(cf. N. Micher, 2000). Similarly, EU—8 countries either have already introduced,
or are going to introduce active pro-natal policies as well as other incentives
encouraging potential emigrants who are mainly young and energetic people, to
stay in their motherland.

Although the main aim of the book is to describe demographic and health
conditions in the EU—8 countries, it is still worth explaining how the situation
has changed in terms of space and time.

In the communist era health conditions depended on health habits of cultural
nature. Demographic changes, in the first place, were influenced by the main
religion and the extent to which it had been destroyed by the communist regime.
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Nowadays, the health situation depends mainly on two factors: the geopalitical
past (former Soviet countries: Lithuania, Latviaand Estoniaare placed in aworse
situation) and the level of well-being. All health habits, whether good or bad,
should be considered less important. They play a decisive role only in Hungary.
Taking into account geopalitics and state welfare, the population of this country
should be in a good health situation. In fact, Hungary’s health situation is not
much better than that of the countries belonging to the Baltic Council. The spatial
factor which differentiates natural increase of the population (mainly pro-natal
attitudes based on religious beliefs) remains the same despiteits drastic fall. The
most profound changes affected migration. Migration was not significant in the
communist era for two reasons. Firstly, communist governments exercised full
control over their countries; for exampl e, passportswereissued by internal security
services and were given to those people who declared leaving the country for
a certain period of time. Secondly, any national or separatist movements were
suppressed as potentially dangerous for political authorities.

The postcommunist period has significantly intensified migration processes of
apermanent nature. They do not occur on amassive scaleonly in Poland. However,
the expansion of the EU may cause emigration from the EU—p8 countriesto some
richer EU-15 countriesto grow.
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