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Abstract: The Soviet Union has experienced an
increase in the incidence of coronary heart disease
over the last 15 years sufficient to result in an overall
deterioration in the health of adults. The distribution
of coronary risk factors, and the secular trends in diet
and cigarette consumption, provide a potential expla-
nation for the upsurge in death rates. The animal fat
content of the Soviet diet has been steadily enriched
since the 1950s and cigarette production increased 72
per cent from 1959 to 1980. The post-Stalin orientation
of the Soviet economy toward a policy of motivating

Introduction

The incidence of coronary heart disease in a population
bears a clear-cut and consistent relationship to lifestyle.-6
Most of the observed variation among populations appears
to be related to the three major risk factors: diet (and related
levels of serum cholesterol), cigarette smoking, and uncon-
trolled hypertension. '-7 These epidemiological relationships
have been demonstrated in population studies based on
international comparisons as well as in secular trends within
a country or region. 1-12 In the early decades of this century,
soon after the link between diet and coronary heart disease
(CHD) was recognized, European physicians traveling in the
Far East noted the relative rarity of CHD and appreciated
the role of diet.'13'4 Secular trends in CHD within a popula-
tion in response to changing patterns of coronary risk were
first described as a result of food shortages in Scandinavia
during World War II. 5.16 Since those initial reports, an
extensive body of data has become available confirming the
relationship between diet and CHD on a population basis
and extending the observation to trends in cigarette smoking
and the control of hypertension. 17-21

Over the last decade, the Soviet Union has experienced
a significant upturn in adult mortality, primarily as a result of
rising CHD rates.22-28 This paper relates trends in coronary
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the work force primarily through the provision of
consumer goods, in a pattern comparable to western
capitalist countries, appears to have laid the basis for
these developments. Given the central control of Sovi-
et society, the negative impact of current economic
policy on the public health could be viewed as para-
doxical. Our analysis suggests that the paradox is only
apparent, however, and that the basis for the wide-
spread occurrence of coronary heart disease is similar
in the Soviet Union and western societies. (Am J
Public Health 1982; 72: 431-440.)

risk factors in the USSR to the recent mortality experience,
as previously described.22

Data Sources

Although significant deficiencies still exist in the
sources of Soviet data, a wide range of material has become
available in recent years. The Soviet mortality data given
below were obtained from various volumes of the standard
Soviet statistical publication Vestnik Statistiki. The system
of the International Classification of Diseases is used in the
USSR, although the precise application of specific sub-codes
has not been described to our knowledge.29 (It appears that
when multiple causes of death are present, preference may
be given to hypertension rather than CHD in assigning the
cause of death.) Despite these limitations, the mortality data
exhibit a high degree of internal consistency and are well
supported by data from secondary studies (i.e., local epide-
miological studies, autopsy reports, etc.). 27.28,30-37 Although
it is not possible to make direct international comparisons
regarding trends in the absolute rate of CHD, we feel
confident that the published data on trends within the USSR
are reliable. A more extensive report on Soviet mortality has
been published elsewhere.22

Dietary data were obtained from the Food Balance
Sheets of the Food and Agricultural Organization of the
World Health Organization and the Organization for Eco-
nomic Co-operation and Development.38'39 Data from the
Food and Agricultural Organization were coded and ana-
lyzed for nutrient content with a computer program as
previously reported.40 The estimates derived by this method
are of course approximate and reflect "food disappear-
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TABLE 1-Death Rates from CHD, Men and Women, Age-Specific, USSR, 1966-67 1971-72*
per 100,000

Age Group

Year 30-39 40-49 50-59 60+

Men

1966-67 19.3 69.3 231.6 1466.1
1967-68 21.1 76.6 247.0 1526.2
1968-69 23.7 84.1 270.0 1602.3
1969-70 24.2 87.4 281.5 1683.5
1971-72 26.4 96.6 292.1 1737.5

Increase in Rate, 1966-67
to 1971-72 7.1 27.3 60.5 271.4

Per Cent Change, 1966-67
to 1971-72 36.8 39.4 26.1 18.5

Women

1966-67 3.3 13.0 72.9 1160.5
1967-68 3.3 13.5 78.3 1208.2
1968-69 3.6 14.8 85.2 1265.1
1969-70 3.9 15.6 87.3 1341.9
1971-72 3.8 17.5 92.3 1390.7

Increase in Rate, 1966-67
to 1971-72 0.5 4.5 19.4 230.2

Per Cent Change, 1966-67
to 1971-72 15.2 34.6 26.6 19.8

*1970-71 not available.
SOURCE: Ref. #48

ance", i.e., food available on the market, rather than actual
per capita consumption. Previous experience has demon-
strated the usefulness of this method as a guide to national
patterns of food intake.40 Again, despite any uncertainty
about absolute levels, trends over time are readily apparent.
Data on tobacco consumption were derived from multiple
sources.41-" An estimate ofannual cigarette consumption per
person was obtained by dividing output, corrected for im-
ports, by the population over the age of 15.29,41.42 Soviet
alcohol data were obtained from the work of Treml.4546

Results

for the entire population.22 In previous reports it was noted
that the majority of this increase can be accounted for by
cardiovascular diseases, particularly CHD.22,23.27-29 Age-
specific data by cause are available for a shorter time period
and confirm these trends.47 For the five years from 196667
to 1971-72, cardiovascular diseases among men account for
31 per cent, 36 per cent, 64 per cent and 99 per cent of the
increase in total death rates for the age groups 30-39, 40-49,
50-59, and 60+, respectively.47 Deaths in the CHD catego-
ries contributed 33.7 per cent of the increase in total death
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After a half century of rapid decline, death rates in the
USSR turned sharply upward in the mid-1960s. The rate of
increase in the death rates was particularly steep for persons
who were middle-aged. Trends in all-causes mortality, 1958-
59 to 1975-76, are presented in Figure 1 for the age group 15-
59. Mortality worsened dramatically for men from 1964 to
1970 with little change for women; a second upturn began in
1973 where data are only available for both sexes combined.
From 1964 to 1975, an 18 per cent increase in age-adjusted
mortality rates was recorded in the Soviet Union for the
entire population.22

From 1964 to 1975 an 18 per cent increase in age-
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FIGURE 1-Trends in All-Causes Mortality, USSR, 1958-59 to 1975-
76, Ages 15-59
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TABLE 2-Trends in Food Consumption, USSR, 1965 and 1977 (Kg per year)

Year
Per Cent Change

Food Items 1965 1977 1965-1977

Meat* 41 57 + 39.0
Milk & Milk Productst 251 322 + 28.2
Eggs (piece) 124 224 + 80.1
Fish and Fish Products 12.6 17.7 + 40.5
Vegetable Oil 7.1 7.9 + 11.3
Sugar** 34 42 + 23.5
Vegetables and Melons 72 89 + 23.6
Potatoes 142 122 - 14.1
Grain Productstf 156 140 - 10.3

*Including meat products, animal fats and subproducts in physical units.
tIn milk equivalents.
"Rounded to nearest kilograms.
tlBread, baked goods, noodles (in flour equivalents), groats, flour, and leguminous grain.
SOURCE: Ref. #39

rates for the age group 50-59 and 73 per cent of the increase
over the age of 60, also for men.47 The pattern was similar for
women, with a slightly greater contribution from CHD.
Since the great majority of deaths occur among older per-
sons, CHD is by far the single most important contributor to
the upturn in overall mortality. Trends in age-specific death
rates from CHD are presented in Table 1. The percentage

increase was greater for the younger age groups and roughly
equal for men and women after age 40. The pattern of
increase is likewise consistent year-by-year, a finding which
tends to argue against the influence of trends in the method
of coding the death certificate. The rate of rise over this
period is approximately 4 to 5 per cent per year and is steep
relative to other international experience.4-50

TABLE 3-Food Disappearance Data, USSR, 1964-66 and 1975-77*

Disappearance per Person per Day

Nutrient Item 1964-66 1975-77

Total Calories 3309.2 KCal 3425.0 KCal
Macronutrients

Protein 98.2 gms 109.0 gms
Carbohydrate 536.4 gms 511.1 gms
Total fatty acids 60.3 gms 81.9 gms
Saturated fatty acids 25.5 gms 36.3 gms
Polyunsaturated fatty acids 13.1 gms 11.0 gms
Dietary cholesterol 291.1 mgs 368.3 mgs

Macronutrients, per cent of calories
Protein 11.9 % 12.7 %
Carbohydrate 64.8 % 59.8 %
Total fatty acids 20.4 % 25.4 %
Saturated fatty acids 6.9 % 9.5 %
Polyunsaturated fatty acids 3.6 % 2.9 %

Food groups, calories
Dairy 250.4 KCal 296.4 KCal
Beef, veal and lamb 97.5 KCal 204.0 KCal
Pork 138.0 KCal 128.8 KCal
Poultry 9.6 KCal 19.2 KCal
Grains, starchy vegetables 1855.1 KCal 1635.1 KCal
Fruits, non-starchy vegetables 66.9 KCal 110.7 KCal
Simple sugar 478.4 KCal 554.2 KCal

Food groups, combinations, per cent of calories
Meat, poultry, dairy 15.0 % 19.0 %
Grains, legumes, fruits, vegetables 57.1 % 50.9 %

Ratio, polyunsaturated:saturated fatty acids 0.52 0.30

*Excludes alcohol
SOURCE: Ref. #38
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TABLE 4-Serum Lipids of Men In Leningrad and Moscow,
Ages 40-59, 1975-77 (median, mg/di), and of Chil-
dren in Moscow, Ages 12-13, 1978 (mean, mg/di)

Age Group

Serum Lipids of Men 40-49 50-59

Total cholesterol
Triglycerides
High Density Lipoprotein-

219
100

Cholesterol 53 51

Sex

Serum Lipids of Children Boys

Total Cholesterol 183 165
Triglycerides 78 70

SOURCES: Data on men, Ref. #33; data on children, Ref. #31

Diet and Serum Cholesterol

Consumption of food groups high in saturated fat and
cholesterol has increased consistently in the Soviet Union
over the last several decades. In the most recent period,
meat, dairy products, and eggs have continued their long-
term rise, while the proportion of calories from complex
carbohydrate, i.e., potatoes and grain, has decreased (Table
2). In Table 3 it can be seen that between 1964-66 and 1975-
77 the nutrient content of the diet as a whole was influenced
primarily by the increase in animal products. An increase in
calories from total fat took place with a rise in saturated fat
and a decline in polyunsaturated fat. Dietary cholesterol
intake rose from 291 mgs per day to 368. A 20 per cent
increase in calories from meat and dairy products was
accompanied by a similar decline in calories from grains,
legumes, and vegetables. Based on the Keys equation,
which estimates the effect of changes in dietary lipids on
serum cholesterol, a mean increase in serum cholesterol of
9.4 mg/dl could be expected in the Soviet population based
on these data.5' Despite the increased availability of animal
products, however, the fat content of the Soviet diet remains
moderate by comparison to other industrial societies. In the

period 1975-77 total fat accounted for only 25.4 per cent of
calories, with 9.5 per cent provided by saturated fat. It must
be noted, however, that these data are derived from union-
wide estimates; within the USSR a wide range of dietary
patterns exists and in the Slavic areas the diet contains
significantly more animal products than in many of the other
regions.39

Previous Soviet studies have documented the frequent
occurrence of hypercholesterolemia.30-33.52 Unfortunately,
population-based trend data are not available. The most
extensive set of recent data are provided by the US-USSR
Collaborative Lipid Research Clinics (LRC) Program where
rigid standardization of laboratory methods make the data
comparable to those reported in the US.33 Values derived
from population surveys in Moscow and Leningrad, for adult
men and children of both sexes, are presented in Table 4.
Levels of serum cholesterol are in the range commonly
found in the US and Europe.

Cigarette Smoking

Tobacco consumption in the USSR increased 59.7 per
cent from 1960 to 1977 (Table 5); throughout this period the
USSR remained a net tobacco importer. The production of
cigarettes rose from 243.4 billion in 1959 to 413.3 in 1980.44
In the period 1974-77 data are available on cigarette produc-
tion with international comparison; a modest increase,
roughly 1 per cent per year, was recorded (Table 6). Combin-
ing estimates of cigarette consumption and the size of the
adult population yields an annual per capita figure of approx-
imately 2,600 cigarettes in 1974 (Table 7), making the con-
sumption rate similar to Europe.41

Local population surveys from Slavic regions of the
USSR over the last decade have demonstrated smoking rates
of 44-69 per cent in the adult male population.3 345354 Based
on a recent survey in Moscow it was reported that 44.2 per
cent of men and 10.1 per cent of women over the age of 16
smoked cigarettes.54 In the age group 20-29, 60.4 per cent of
men and 16.8 per cent of women smoked, while the highest
cigarette consumption rate was in the 40s age group with
men smoking an average of 18.1 cigarettes per day and
women 14.7. According to baseline data in a multifactorial
intervention study involving six major Soviet cities and over
15,000 men, ages 40-59, 48.2 per cent of the participants

TABLE 5-Trends In Tobacco Production and Consumption, USSR and Selected Countries,
1960 and 1977
(Thousand metric tons dry weight)

1960 1977
Per Cent Change

Country Production Consumption Production Consumption in Consumption

US 805 714 782 604 -15.4
USSR 160 226 270 361 +59.7
Japan 109 204 156 220 + 7.8
Canada 87 50 94 80 +60.0
Italy 61 62 92 75 +21.0

SOURCE: Ref. #41
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TABLE 6-Trends in Number of Cigarettes Manufactured, USSR
and Selected Countries, 1974 and 1977

Output (in million pieces)
Per Cent

Country 1974 1977 Change

US 635,000 665,871 +4.9
USSR 371,000 380,000 +2.4
Japan 292,157 297,000 +1.7
UK 158,809 154,625 -2.6
West Germany 139,842 137,000 -2.0

SOURCE: Ref. #41

smoked.55 Of particular interest was the additional finding
that smoking rates followed a clear social class gradient;
smoking rates were 37.2 per cent for those with a higher
education, 59.7 per cent with a secondary education, and
64.8 per cent with a primary education.55 In Moscow, 3.5 per
cent of boys in the age range 10-15 were reported to use
cigarettes.3' Smoking is said to remain relatively uncommon
in the Moslem population of the Central Asian republics.53

Hypertension

Secular trends in blood pressure levels and hyperten-
sion prevalence rates are difficult to determine since abso-
lute reference standards are not available. Reported blood
pressure (BP) levels are of course highly dependent on the
method of measurement, which also presents obstacles to
international comparison. The LRC Collaborative Program,
however, has also provided BP data collected with a stan-
dardized protocol which allow at least direct US-USSR
comparison.5657 The prevalence rates of hypertension for
men ages 40-59 in the USSR and the US are presented in
Table 8. (Blood pressure measurement was based on the
protocol of the Hypertension Detection and Follow-up Pro-
gram.) The Soviet population surveys were drawn from
random community samples in Moscow and Leningrad
between 1975 and 1977. The finding of a two-fold greater
prevalence in the Soviet sample is unexpected and, if
confirmed, raises a number of interesting questions in rela-
tion to the etiology of this disease. The rate of hypertension
control in the Soviet sample was 11 per cent (i.e., percentage
of all hypertensives who were on therapy and whose BP was
less than 95 mmHg). Further data on hypertension control
are presented in Table 9. Although approximately half of the
hypertensives were aware of their elevated blood pressure,
control rates were very low, less than 13 per cent for all
surveys.

Minor Risk Factors

The prevalence of obesity in recent surveys has been
reported to be 20-25 per cent.3' Among men in the late
1960s, obesity (defined as 15 per cent above standards
derived from the Metropolitan Life Insurance Company
data) was found in 27 per cent of the 50-54 year olds, and 34
per cent of those aged 55-59.27 Excessive intake of alcohol
may increase cardiovascular risk although moderate intake

TABLE 7-Cigarette Consumption, USSR, and Selected Coun-
tries, 1973

Cigarette Consumption
per Person over

Country Age 15, per Year

US 3850
Canada 3450
Japan 3240
UK 3230
USSR 2600
Netherlands 2370
Finland 2040
Italy 1930
Sweden 1580

SOURCE: Ref. 41

has a negative relationship to CHD.5860 In 1972, the per
capita annual intake of absolute alcohol in the USSR was 8.9
liters35; intake in the US in 1975 was 10.5 liters per person,
and in France in 1972, 22.4 (Table 10).46 The absolute level of
alcohol intake for the USSR is somewhat below the mean for
European countries although the annual percentage increase
is exceptional. There is most likely significant regional
imbalance as well. Information on social stress and levels of
physical activity are not available to our knowledge.

Discussion

The data presented in this report clearly demonstrate
that over the last 20 years the Soviet population has suffered
a significant increase in the prevalence of CHD risk factors.
In relation to diet, over the last decade alone, calories from
meat and dairy products have increased by a third, and egg
consumption has almost doubled. Animal sources offood are
significantly less plentiful in many of the Central Asian and
Caucasian republics, lowering the national averages.39 Re-
gional studies, both of diet and the prevalence of atheroscle-
rosis, support this observation.39.6.62 Food processing and
transport are relatively underdeveloped in the USSR as well
and prevent wide distribution of some products.39.63.M Much
of the recent dietary change has therefore been concentrated
in the Baltic and Slavic regions. To the extent that popula-
tion levels of serum cholesterol reflect dietary intake, the
degree of hypercholesterolemia demonstrated in Moscow
and Leningrad suggests that in these cities, at least, the fat
composition of the food is similar to US and European
patterns. Local studies based on direct nutritional interview
are available from the LRC program and confirm this view.65
A similar shift in dietary patterns has been observed in other
European countries, associated with similar upward trends
in CHD mortality.40.-6,67

The rate of increase in Soviet cigarette consumption
over the last decade is very comparable to other industrial-
ized countries, with exceptions like the US and England
which took up smoking at an earlier period.4' Lung cancer
rates in European Russia, which are rising rapidly and are
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TABLE 8-Hypertension Prevalence Rates of Men, Ages 40-59,
USSR and US, Lipid Research Clinics (Per cent)

Hypertension Rate*
Age Group (years)

USSR US

40-44 24 10
45-49 34 15
50-54 37 17
55-59 43 20

40-59 34 1 5
(age-adjusted)

SOURCE: Ref. 56
*Hypertension defined as mean fifth phase diastolic pressure of two

readings greater than or equal to 95 mmHg, or currently taking anti-hyperten-
sive medication.

now virtually identical to those for men in the US, support
the data on smoking.53

The epidemiology of hypertension in the Soviet Union
has many unusual and interesting features. With the excep-
tion of CHD there has been a tendency worldwide for
hypertension-related mortality to decline, a trend which
existed before treatment for elevated BP was available.26870
In the USSR not only CHD but stroke and deaths coded
specifically to hypertension have increased.47 Trend data for
hypertension are unavailable, and whether this phenomenon
reflects more hypertension in the population (leading to
more strokes) or is merely an artifact of death certificate
coding (inappropriate or new assignment of deaths to these
categories) cannot be determined. Unfortunately we have no
information about salt intake or changes in other potential
etiologic factors. The finding of twice the US prevalence of
hypertension in the USSR is also very unusual and has not
been reported elsewhere for a majority social group in an
industrialized society. Only Blacks in the US, Carribean,
and South Africa, and farmers in northern Japan have been
found to have such a high prevalence.70-73 By the same
token, control rates for this disease are remarkably low,
despite the reported 2 billion physician contacts per
year.56'57 This high rate of uncontrolled hypertension may in

part explain why the rise in death rates from CHD was so
steep when changes in diet and smoking took place.

Data regarding minor risk factors are sparse. Some
observers, including Soviet authorities, have emphasized the
potential role of alcohol as a cause of the rising death
rates.232674 Although high levels of alcohol consumption
(roughly five drinks per day or greater) are associated with
an increase in total mortality and CHD deaths, moderate
consumption has a negative relationship to CHD.58-w.75 By
international comparison, alcohol intake in the USSR is now
relatively high, especially if one accepts Treml's estimate of
illegal production, and the rate of rise over the last two
decades has been exceptionally steep.46 Alcohol probably
has made a significant contribution to Soviet ill-health
through cirrhosis and accidents, particularly among men in
the age range 20-40, and that issue deserves further study.
Unless unique features of the Soviet alcohol experience
come to light, however, increased drinking by itself can
account for only a small part of the CHD trends.

Given the role of CHD in determining mortality trends
in other parts of the world, the Soviet experience is both
highly consistent and expected. Only the steepness of the
curve is unusual. A further question than the one posed by
the relationship of population coronary risk to the CHD rates
is the issue of how social policy is reflected in the public
health. As noted by Field, the "system of priorities" within
Soviet society is more explicit and directly political as a
result of the centrally planned economy.76 In an area as
important as the public health, therefore, it should be
possible to relate the developments described in this report
to issues of policy.

There are a number of possible explanations for the
development of the CHD epidemic in the Soviet Union as
related to social and economic policy. Lack of an apprecia-
tion of the health consequences of a high fat diet, cigarette
smoking, and uncontrolled hypertension must be addressed
first. Although the importance of life-style in determining
coronary risk may not be appreciated at the higher levels of
the Soviet government, the relationship of risk factors to
CHD has been known to the Soviet scientific community for
decades. In fact, several key discoveries which led to an
understanding of this disease were made in the USSR: the

TABLE 9-Hypertension Detection, Treatment, and Control among USSR Men, Ages 40-59t

Per Cent
Per Cent Per Cent Hypertensives

No. Per Cent Previously Hypertensives Treated and
Sample Examined Hypertensive Aware Under Treatment Controlled

Moscow (polyclinic) 1480 27.9 75.7 27.5 12.8
Moscow* (factory) 3039 28.1 66.9 31.7 5.4
Kaunas (polyclinic) 1568 21.8 40.4 13.2 3.2
Minsk (polyclinic) 537 25.5 78.8 17.5 3.6
Cheboksary* (factory) 2763 18.5 55.5 10.0 6.5
Donetsk* 1599 22.8 43.1 7.5 0.8

*Hypertension defined as in Table 8.
*Ages 40-54
SOURCE: Ref. 57
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TABLE 10-Trends In Alcohol Consumption, USSR and Selected Countries, 1950s to Early
19708*

Per Cent
Alcohol Alcohol Per Cent Change

Country Year Intake Year Intake Change per Year

France 1955 25.7 1972 22.4 -12.7 -0.75
West Germany 1959 8.3 1974 14.8 +79.6 +5.31
Italy 1958 10.6 1973 13.6 +28.3 +1.89
Canada 1958 7.1 1974 10.8 +51.0 +3.19
Netherlands 1958 6.9 1974 10.6 +52.7 +3.29
US 1960 7.8 1975 10.5 +33.7 +2.25
UK 1959 6.0 1974 10.2 +70.8 +4.72
USSR 1957 4.9 1972 8.9** +82.5 +5.50
Finland 1957 3.0 1973 7.6 +157.2 +9.83
Sweden 1958 4.9 1973 7.0 +43.4 +2.89

*Units expressed as liters of absolute alcohol per capita, persons over the age of 15.
"Inclusion of estimate of illegal production would increase 1972 value to 11.3.
SOURCE: Ref. 46

initial experiments relating diet to hypercholesterolemia, and
subsequent atherosclerosis, were performed in Russia by
Ignatowski and Anitschkow in 190877; the clinical entity of
myocardial infarction was first described by Russians in
191078; A. L. Myasnikov, for years the leading cardiologist
in the USSR, reported the association of CHD and hyper-
cholesterolemia in humans in 1924.32 The implications of the
diet-heart theory have been widely discussed by both Soviet
and foreign authors in the Russian medical literature.79-82
This work, supplemented by more recent findings on the role
of smoking and hypertension, could serve as the basis for a
preventive program.2.32,49,55,80

Analysis of policy issues in the Soviet Union is deter-
mined in large part by one's perspective on the development
of Soviet history. During the early years of the Bolshevik
regime, remarkable progress was made in improving the
health of the population. By 1925, despite the fact that
industrial production had not yet reached pre-war levels and
the grain harvest was only 80 per cent as high as 1913, infant
mortality had fallen 45 per cent.2983 Health conditions
improved through 1964, despite the massive destruction of
the Nazi invasion. However, in the mid-1960s mortality rates
turned upward for adults, and shortly thereafter for infants
as well.23'84The rising mortality for adults, as reported here,
has been associated with an increased personal consumption
of items known to be risk factors for CHD. Soviet policy in
relation to the consumer economy, therefore, is one of the
main arenas in which public health trends have been deter-
mined.

Whatever view one takes of the underlying process
which has led to the current Soviet consumer policy, two
conclusions are unavoidable. First, crucial aspects of that
policy (i.e., in relation to cigarettes, diet, and alcohol) are in
direct contradiction to the requirements of preventive public
health. Despite recent efforts to address that problem, no
decisive campaigns have been undertaken. 43,56,57,79,80 The
authorities have in that sense abandoned their pursuit of
"rational norms of consumption".39 64 Second, in these key
areas, the Soviet life-style is virtually identical to that found

in the US and Europe.M.85 Despite the fact that many
differences persist in the way in which the economy is
managed, the outcome as judged by its consequences for
public health is strikingly similar.

The origins of current Soviet consumer policy are
deeply rooted in historical developments. Briefly, political
incentives for motivating the population and building loyalty
to the regime, which were primary during the early years of
constructing Soviet society and fighting World War II, have
been replaced by a system of material rewards which is
highly imitative of western societies.M.85.86 Although wage
differentials and other institutionalized forms of privilege
have played an important role throughout Soviet history,
particularly since 1928 and the move to rapid industrializa-
tion, only in the post-Stalin era have they become primary.64
At any rate, the reported level of individual consumption
was no higher in 1953 than it had been in 1913 so the impact
of that policy in terms of health-related commodities could
only have been appreciated in the last two to three dec-
ades.M4 For the first time in the directives of the Five-Year
Plan, 1971-1975, it was stated that the "chief task" was to
"increase the people's material and cultural standard of
living."85 While in itself a worthwhile goal, the actual
content and purpose of that campaign is what matters. As
formulated by Brezhnev at the 1971 party congress, this
campaign was required primarily because its effect on work-
er morale and productivity made it "one of the prerequisites
for the rapid growth of production.' '85 One of the most
visible aspects of this program has been perceived improve-
ment in the diet, particularly in regard to the availability of
meat.87 Enormous sums, reflected in foreign purchases of
grain for feeding livestock, have been invested in this
venture and meat prices are heavily subsidized.85 Ironically,
at the same time, efforts are being made by public health
officials in many other countries to move the composition of
the diet in precisely the opposite direction. 1'2.4.8.9"I1.12.40.48.49
In relation to cigarettes, as well as alcohol, one promoting
force may be the high rate of profit obtained from their
manufacture and sale. The value of tobacco production

AJPH May 1982, Vol. 72, No. 5 437



COOPER AND SCHATZKIN

increased by more than 100 per cent from 1960 to 1975, rising
from 234 million rubles to 542, despite orly a 50 per cent
growth in physical units.488 According to Treml, the tax
revenue alone on alcohol represents " 10 to 20 per cent of all
direct state revenues and more than one-third of taxes paid
by the population."45

Public health policy must ultimately be interpreted in
relation to the economic and political structure of socie-
ty.8990 The Soviet government appears to have endorsed a
pattern of personal consumption which has been associated
with high CHD rates in other parts of the world and is
already recognized as having led to a sharp rise in death rates
in their own country.27,28 It is possible to argue that this
policy is a "mistake", an example of "social mismanage-
ment", or an inadequate response to changing historical
conditions. The magnitude of the CHD problem, however,
even in terms of the loss of manpower in a society with a
chronic shortage of workers, leads us to conclude that this
health liability is tolerated only because it is offset by
important rewards in other spheres. One of the hallmarks of
Soviet society has been its ability to concentrate resources
on priority tasks76.9; clearly other concerns have displaced
preventive cardiology from the priority list. As described by
Millar, the current direction of the consumer-oriented econ-
omy forms a fundamental aspect of the Soviet strategy for
economic growth.M4

Soviet public health theory holds that mass disease is
produced by the antagonistic relationships between classes
in society.89,90,92 It is therefore surprising that the socialist
USSR faces public health problems of an identical nature to
those found in western capitalist countries. Despite the early
accomplishments of the Bolshevik regime in fighting epidem-
ic infections, perhaps the disease burden of a mature social-
ist society will not look much different from that of society
which has industrialized on the capitalist model.89 As Field
has observed, "modernization has been accompanied by
a .. (similar) . . . shift in the morbidity structure in the
United States and the USSR." He further concludes,
"Whether one wants to call this convergence, coincidence
or resemblance, I would argue that the differences are
decreasing and the similarities increasing. "93 In terms of
mechanism, the convergence theory implies that the contem-
porary mass diseases are the natural consequence of indus-
trialization and a rising material standard of living. On the
other hand, no one has yet argued convincingly that there is
anything inherent in modern technology and production that
requires society to adopt the coronary life-style. Economic
incentives, as in the cigarette market, play a key role in
determining the specific use of industrial capacity. The
ability of the cigarette industry within the US, and most of
the world for that matter, to assert its interests ahead of
public health priorities is well known.4' An identical inter-
play between economics and public health appears to be
taking place in the USSR.94 An alternative to the general
convergence theory suggests that, although significantly
modified by the concentrated natiire of power, similar eco-
nomic laws operate in the USSR as in countries like the
US.9-'05 We have explored the implications of that analysis
for public health elsewhere.2271"0"07 This model for the

Soviet Union-which we have termed state capitalism-
provides both a consistent explanation for the life-style we
observe and reconciles the Soviet health theory based on the
class character of disease with their own experience. What-
ever model one chooses to apply to the Soviet economy it
must be acknowledged that the current strategy for econom-
ic growth extracts a significant sacrifice from the population
in terms of health and well-being.

International comparisons in the pattern of mass disease
have provided important insights. 1-7,9'17.18 40 At least in rela-
tion to atherosclerosis, the biological factors underlying the
disease process appear to be relatively well understood.49
Hopefully future analysis will help us elucidate the relation-
ship between this disease and forces in the social structure
which put the population at risk. Countries like the Soviet
Union can be particularly useful models to study since they
have experienced dramatic changes in the organization of
society during the present century.
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