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Socioeconomic inequalities and mortality trends in BRICS, 1990-2010

Oscar J Mujica,? Enrique Vézquez, Elisabeth C Duarte,© Juan J Cortez-Escalante,® Joaquin Molina® &
Jarbas Barbosa da Silva Junior?

Objective To explore the presence and magnitude of — and change in — socioeconomic and health inequalities between and within Brazil,
the Russian Federation, India, China and South Africa — the countries known as BRICS — between 1990 and 2010.

Methods Comparable data on socioeconomic and health indicators, at both country and primary subnational levels, were obtained from
publicly available sources. Health inequalities between and within countries were identified and summarized by using standard gap and
gradient metrics.

Findings Four of the BRICS countries showed increases in both income level and income inequality between 1990 and 2010. The exception
was Brazil, where income inequality decreased over the same period. Between-country inequalities in level of education and access to
sanitation remained mostly unchanged but the largest between-country difference in mean life expectancy increased, from 9 years in
1990 to 20 years in 2010. Throughout the study period, there was disproportionality in the burden of disease between BRICS. However, the
national infant mortality rate fell substantially over the study period in all five countries. In Brazil and China, the magnitude of subnational
income-related inequalities in infant mortality, both absolute and relative, also decreased substantially.

Conclusion Despite the economic prosperity and general improvements in health seen since 1990, profound inequalities in health persist
both within and between BRICS. However, the substantial reductions observed — within Brazil and China — in the inequalities in income-
related levels of infant mortality are encouraging.

Abstracts in ] 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

One of the most pressing issues in the global agenda for health
development is the pervasiveness of inequality. The World Eco-
nomic Forum recently identified widening economic inequality
as the second most important worldwide trend of global con-
cern.' Besides its deleterious effects on economic growth and
poverty reduction, such inequality is morally questionable: it
drives social exclusion, erodes the social fabric and threatens
security on a global scale.” As revealed by the World Health
Organization’s Commission on Social Determinants of Health,
extreme economic inequality drives other social inequalities.’
Moreover, income inequalities are a conspicuous determinant
of health inequalities and - if income inequalities are judged by
society as unjust and avoidable - health inequities."” As recently
emphasized by The Lancet-University of Oslo Commission on
Global Governance for Health, health inequities “cannot be
addressed within the health sector, by technical measures, or at
the national level alone, but require global political solutions”.®

Since 2001, the world has directed much attention to five
emerging economies: Brazil, the Russian Federation, India, China
and South Africa, the countries known as BRICS. Together, these
countries account for 40% of the world’s population and 25% of the
world’s gross domestic product.”* As a group, they are beginning
to challenge the developed economies for dominance in global
economics, politics and governance.’

BRICS have declared health collaboration a priority and
many policy-makers see BRICS as a reshaper of global health
and international health cooperation. Two concepts —“health as
a human right” and “health in all policies” - permeate much of
BRICS’ engagement in global health.'”!" It seems possible that

BRICS could leverage their unique resources and expertise in
support of the global elimination of health inequities. We were
therefore interested in assessing the economic and health in-
equalities that existed between and within these countries and
following the temporal trends in such inequalities since 1990. We
first investigated the magnitude of — and changes in - social and
total health inequalities between BRICS. We then investigated the
magnitude of — and changes in - income-related inequalities in
infant mortality — used here as a summary measure of population
health’? - within each of the countries.

Methods
Data acquisition

For each of the BRICS countries, for the years 1990 and 2010, we
retrieved comparable data on relevant issues from publicly ac-
cessible sources. These data included economic indicators, such
as purchasing power, inflation-adjusted gross domestic product
per capita”” and the Gini coefficient,” educational indicators,
such as the age-specific number of years of education attained,"
and environmental indicators, such as use of improved sources
of drinking water and sanitation facilities.'® We also investigated
demographic variables, such as the size of the rural’” and total
populations and life expectancy,® and health indicators, such
as age-standardized disability-adjusted life-years (DALYs) for
communicable, maternal, neonatal and nutritional disorders,
noncommunicable diseases and injuries,”” and infant, child
and maternal mortality rates.”” For each BRICS country, for the
year 2008, we obtained global income inequality curves” from
Branko Milanovi¢ (Development Research Group, The World
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Bank, Washington DC, United States of
America). Income per capita, live births,
population size and infant mortality rate
for the years 2000 and 2010 were also
investigated at the primary subnational
level”>~*? —i.e. for the 26 states and one fed-
eral district of Brazil, the 31 provinces of
China, the 31 states of India, the 79 regions
of the Russian Federation and the nine
provinces of South Africa. For China for
the year 2010, infant mortality rates in each
province were imputed from the categories
of infant mortality reported by the United
Nations Children’s Fund* and weighted so
that their mean value matched the mean
value reported for China as a whole.

Data analyses

The generation and assessment of evi-
dence on total and income-related
inequalities in health were based on
Turkey’s principle of exploratory data
analysis - i.e. pattern extraction”’ - and
made use of standard inequality gap and
gradient methods and metrics.""*

Total inequalities in health between
the five BRICS countries, in both 1990
and 2010, were summarized as absolute
and relative gap measures for non-ordinal
groups - i.e. highest-lowest differences
and ratios.

For each of the BRICS countries,
income-related inequalities in infant
mortality for the years 2000 and 2010
were analysed - at the primary subnational
level - in three ways. First, we generated
an abridged distribution of subnational
units, by quartiles of income per capita,
and computed the absolute gap measure
for ordinal groups - i.e. Kuznets absolute
index - by subtracting the population-
weighted infant mortality rate of the poor-
est quartile from the corresponding value
for the richest quartile. The corresponding
relative gap measure - i.e. Kuznets relative
index - was calculated by dividing the
population-weighted infant mortality rate
of the poorest quartile by the correspond-
ing value for the richest quartile. Second,
we computed the slope index of inequality
by regressing the infant mortality rates on
the corresponding values for relative social
position, as defined by log-transformed
* We used weighted least squares
regression — applying Maddala’s procedure
- to account for the heteroskedasticity of
the aggregated data.”” Finally, we computed
the relative health concentration index by
fitting a Lorenz concentration curve equa-
tion* - by nonlinear optimization - to the
observed cumulative relative distributions
of population - ranked by income and

income.
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infant mortality across subnational units -
and numerically integrating the area under
the curve. These analyses were performed
in Excel (Microsoft, Redmond, USA) us-
ing the Regression Analysis ToolPak and
Solver add-ins (Microsoft).

Results

Social and health inequalities
between countries

Each of the BRICS countries differed no-
tably in terms of both income - measured
as gross domestic product per capita — and
income inequality - measured as the Gini
coefficient (Table 1). In both 1990 and
2010, the Russian Federation had the high-
estincome per capita and India the lowest.
Although there was no evidence that the
absolute inequality in income between
these two countries changed between 1990
and 2010, the relative inequality between
them fell from 5.9 to 2.8. Between 1990
and 2010, China experienced the highest
income growth (300%). However, over that
period, China also experienced one of the
highest growths in income inequality and
its Gini coefficient increased from 32.7 to
47.8. The Russian Federation experienced
an even greater percentage growth in
income inequality, since its Gini coeffi-
cient increased from 25.9 to 42.2 over the
same period. Brazil was the only country
that saw a decrease in its Gini coefficient
between 1990 and 2010. Despite these
temporal changes, South Africa and Brazil
were the most income-inequitable of the
BRICS countries in both 1990 and 2010.

Milanovi¢’s curves indicated that
four of the BRICS countries - all except
the Russian Federation - had very deep
levels of income inequality in 2008 (Fig. 1).
Income distributions in that year spanned
97 global income percentiles in Brazil and
South Africa, 96 in China, 75 in India and
52 in the Russian Federation.

Similar patterns of inequality were
observed in the other social variables
that we investigated (Table 1). In general,
the Russian Federation showed the most
favourable situation and India the least fa-
vourable. In 1990 and 2009, for example,
the mean number of years that a woman
then aged 25-34 years had spent in educa-
tion was 4- and 2.5-fold higher, respec-
tively, in the Russian Federation than in
India. However, an Indian woman aged
25-34 years in 2010 was likely to have
experienced a much longer mean period
in education than an Indian woman with
similar age in 1990: 5.6 versus 2.9 years.
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As for access to improved water and
sanitation, both the absolute and relative
inequalities decreased between 1990 and
2010 - an effect that was particularly evi-
dent in China. By 2010, the prevalence of
open defecation remained high in India
but had become relatively low in the other
four BRICS countries.

In both 1990 and 2010, there were
marked total health inequalities between
BRICS. The maximum absolute inequal-
ity in life expectancy at birth went up
from 9 years in 1990 - between India and
the Russian Federation - to 20 years in
2010 - between China and South Africa.
Mean life expectancy at birth in South
Africa was 6.6 years shorter in 2010 than
in 1990. In the Russian Federation, mean
life expectancy at birth in 2010 was very
similar to that in 1990. In China, Brazil
and India, however, mean life expectancy
at birth in 2010 was, respectively, 5.4,
6.5 and 7.0 years greater than in 1990
(Table 1). Between-country inequalities
in the burden of disease - particularly
in the burden due to communicable dis-
eases — generally widened over our study
period. For example, relative inequality in
the DALY lost to communicable diseases
increased from 6.9 in 1990 — between India
and the Russian Federation - to 12.4 in
2010 - between South Africa and China.

Total inequalities in maternal and
child health between BRICS narrowed
in absolute terms but widened in relative
terms between 1990 and 2010 (Table 1).
Absolute inequalities in maternal mortal-
ity went down from 526 excess maternal
deaths per 100000 live births in 1990 - be-
tween India and the Russian Federation -
to 266 such deaths per 100000 live births in
2010 - between South Africa and the Rus-
sian Federation. In 1990, both China and
India had levels of maternal mortality that
were three times higher than the values
recorded in 2010. When we investigated
absolute inequalities in the rates of infant
and child mortality in 1990, we found
that — per 1000 live births — there were
58 excess deaths of infants aged less than
1 year and 87 excess deaths of children
aged less than 5 years. In 2010, however,
the corresponding values were lower, at 38
and 51 excess deaths per 1000 live births,
respectively. In both 1990 and 2010, the
greatest between-country differences in
the rates of both infant and child mortality
were those between India and the Russian
Federation. Between 1990 and 2010, Brazil
produced the largest reductions in infant
(69%) and child mortality (71%), followed
by China (65% and 67%, respectively).
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Table 1. Economicand health indicators, Brazil, the Russian Federation, India, China and South Africa (BRICS), 1990 and 2010

Indicator and source reference Year Country
Brazil  Russian Federation India China South Africa
Economic indicators'*'*
GDP (1990-constant i$ per capita) 1990 4920.1 77787 1308.8 1870.9 38338
2010 67288 91115 32989 7679.9 47894
Gini coefficient 1990 60.4 259 31.2 32.7 63.0
2010 52.7 422 339 47.8 66.5
Mean years of education for individuals aged 25-34 years "
Male 1990 59 11.6 59 7.3 76
2009 83 13.2 8.1 93 10.2
Female 1990 6.2 11.6 29 5.7 74
2009 93 13.8 56 8.9 10.4
Water and sanitation'®
Access to improved drinking water (%) 1990 88.5 93.2 703 66.7 82.6
2010 96.9 97.0 90.7 91.5 914
Access to improved sanitation (%) 1990 66.8 738 17.7 237 639
2010 80.3 704 342 64.8 73.8
Prevalence of open defecation (%) 1990 16.7 1.0 74.5 7.1 13.2
2010 40 1.0 50.8 038 7.0
Demographics'’*®
Total population (thousands) 1990 149648 148149 868891 1165429 36793
2010 195210 143618 1205625 1359821 51452
Rural population (%) 1990 26.1 26.6 74.5 73.6 480
2010 15.7 26.3 69.1 50.8 385
Life expectancy at birth (years) 1990 66.7 67.6 58.7 69.5 6138
2010 73.2 67.6 65.7 74.9 55.2
Burden of disease”
Communicable diseases (DALYs per 100000 1990 107792 45212 312946 7897.2 16444.1
inhabitants) 2010 5077.1 48806 173656 28438 352029
Noncommunicable diseases (DALYs per 100000 1990 229890 261444 27249.7 223589 25525.6
inhabitants) 2010 201250 257791 233563 170218 218973
Injuries (DALYs per 100000 inhabitants) 1990 4618.1 65854 52675 43715 5475.1
2010 4014.2 61718 51378 2940.0 50115
Maternal, child and infant mortality*"
Maternal mortality (deaths per 100000 live births) 1990 120.0 74.0 600.0 120.0 250.0
2010 56.0 34.0 200.0 370 300.0
Infant mortality (deaths per 1000 live births) 1990 438 23.0 81.0 38.7 482
2010 15.0 10.3 48.6 13.7 355
Child mortality (deaths per 1000 live births) 1990 58.0 273 114.2 489 62.3
2010 16.8 12.5 63.4 159 52.6

DALYs: disability-adjusted life-years; GDP: gross domestic product; 1990-constant i$: 1990-constant international (Geary-Khamis) dollars.
¢ The data shown for infant and child mortality relate to individuals aged less than 1 year and less than 5 years, respectively.

The world’s median rate of infant
mortality gradually fell between 1990
and 2010, from 36 to 17 infant deaths
per 1000 live births (Fig. 2). Over the
same period, the rates of infant mortal-
ity in India and the Russian Federation
followed a very similar trend - although
the values recorded were in the highest
and lowest quartiles of the global values,
respectively. The corresponding rates
recorded in Brazil and China fell more
steeply than the global median values.
These rates began above the global me-

dian in 1990 but fell below it in 2010. In
South Africa, the rate of infant mortality
increased between 1996 — when the rate
was close to the global median value - and
2004 - when the rate was well above the
global median value.

Infant mortality inequalities
within countries

Table 2 presents summary metrics of
income-related inequalities in infant
mortality — at the primary subnational
level of each BRICS country - in 2000 and
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2010. In the decade beginning in 2000,
both Brazil and China showed reduc-
tions in the magnitude of such inequali-
ties, in both absolute and relative terms.
Between 2000 and 2010, the gap in infant
mortality between the poorest and the
richest quartiles decreased from 18.5 to
7.2 excess deaths per 1000 live births in
Brazil and from 24.5 to 5.1 excess deaths
per 1000 live births in China. In relative
terms, these changes represented a reduc-
tion in inequality from 2.0 to 1.6 in Brazil
and from 3.2 to 1.8 in China. Across the
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Fig. 1. Income inequality in Brazil, the Russian Federation, India, China and South

Africa (BRICS), 2008
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Note: To show income inequality, Milanovi¢ curves were produced by plotting the national income
distribution of each country — in percentiles — against the world income distribution — also in percentiles.
All the data came from household surveys (B Milanovi¢, unpublished observations).

Fig. 2. Infant mortality rates, Brazil, China, India, the Russian Federation and South

Africa, 1990-2010
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Note: The “box-and-whisker” plots behind the plotted lines summarize the global distribution of the
corresponding infant mortality rates. The horizontal bars, boxes, whiskers and dots indicate global
medians, interquartile ranges, minimum and maximum values (excluding outliers) and outliers,

respectively.

social gradient defined by income, these
observed reductions in inequality equated
to 10 and 20 infant deaths averted per
1000 live births, respectively. In relative
terms, these changes were consistent
with reductions in the proportion of all
infant deaths occurring among the poor-
est 20% of the population, from 30% to
26% in Brazil and from 35% to 25% in
China. At the subnational levels that we
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investigated, the changes seen in both
absolute and relative income-related
inequalities in infant mortality in India,
the Russian Federation and South Africa
between 2000 and 2010 were negligible.
Appendix A (available at: http://wwwl.
paho.org/appendix/Appendix%20A %20
BLT.14.127977.pdf) shows the health
inequality gradients, regression lines and
concentration curves of income inequal-
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ity in infant mortality for each BRICS
country in 2000 and 2010.

Discussion

We have documented certain socioeco-
nomic and health inequalities between
BRICS - as well as income-related in-
equalities in infant mortality within each
of the countries — over time. At least two
broad patterns are evident. One is that,
despite the sustained economic growth
of all five BRICS countries over the last
two decades, sizeable and persistent social
and health inequalities exist between and
within BRICS. The other is that substan-
tial reductions in health inequalities
- particularly in income-related inequali-
ties in infant survival - are only taking
place in some of the BRICS countries,
even though all of the countries have seen
remarkable declines in infant mortality
since 2000.

BRICS experienced increasing
economic prosperity between 1990 and
2010. With only one exception, this
positive economic growth was associ-
ated with a major increase in income
inequality - i.e. a widening of the gap
between rich and poor. The exception
was Brazil. As Brazil’s economy grew
after 1990 there was a substantial decline
in income inequality. The country’s Gini
coefficient fell from 60.4 in 1990 to 52.7
in 2010. Despite this desirable trend,
Brazil’s Gini coefficient in 2010 was the
second highest of the five coefficients
for BRICS. Although China and the
Russian Federation saw the two largest
increases in income inequality over the
20-year period that we assessed, in 2008
there was less income inequality in the
Russian Federation than in the other four
BRICS countries. In 2008, only 2% of the
citizens of the Russian Federation - but
25% of the population of Brazil, 42%
of the population of South Africa, 47%
of the population of China and 88% of
the population of India - had incomes
below the fiftieth percentile of the global
income distribution, indicating that
they were among the poorest 50% of the
world’s population.

Not surprisingly, the magnitude of
the income inequality observed in BRICS
between 1990 and 2010 - and the tempo-
ral trends seen in that magnitude — were
mirrored in the other social determinants
of health that we explored, such as level of
education and access to improved water
and sanitation services. Despite some
evidence of improvements in the deter-

Bull World Health Organ 2014;,92:405-412| doi: http://dx.doi.org/10.2471/BLT.13.127977


http://www1.paho.org/appendix/Appendix%20A%20BLT.14.127977.pdf
http://www1.paho.org/appendix/Appendix%20A%20BLT.14.127977.pdf
http://www1.paho.org/appendix/Appendix%20A%20BLT.14.127977.pdf

Oscar J Mujica et al.

Research

Socioeconomic inequalities and mortality trends in BRICS

Table 2. Income-related inequalities in infant mortality, Brazil, the Russian Federation, India, China and South Africa (BRICS), 2000 and

2010
Inequality summary Brazil Russian Federation India China South Africa
Mmeasure 2000 2010 2000 2010 2000 2010 2000 2010 2000 2010
Kuznets index®
Absolute 18.5 7.2 3.0 33 27.1 248 245 5.1 194 -7.0
Relative 2.0 16 1.2 15 15 18 3.2 1.8 15 0.8
Income gradient metric
Slope index of inequality -164 -6.6 -36 -33 -184 -16.9 -238 -3.1 -11.8 94
Relative concentration -0.17 -0.11 -0.05 -0.08 -0.11 -0.13 -0.26 -0.09 -0.08 0.04

index

¢ A bottom—top income quartile gap metric.

minants of health, many major problems
remain. For example, although India has
been steadily reducing the prevalence of
illiteracy among its women, almost half of
female Indians aged more than 15 years
in 2010 had received no school education
at that time. In 2010, almost half of all
Indians still defecated in the open.

The detrimental direct association
between increasing mean income per
capita and increasing socioeconomic
inequality — as observed in most of the
BRICS countries - is commonly observed
worldwide."* Given the massive size of
the BRICS economies, it is reasonable to
contend that whatever happens within
BRICS may give shape to — and, perhaps,
actually drive - global trends. Economic
effects exert a profound impact on so-
cial cohesion and the perpetuation of
socioeconomic inequalities in health.**
Inequalities in population health can be
generated by various mechanisms, such as
biological factors, personal preferences,
choices and behaviours, access to health
care and an individual’s position in the
social hierarchy — whether that position
is defined by wealth, gender, occupation,
education or other social stratifiers.’”

Globally, much of the infant mortal-
ity is now considered to be avoidable, via
improvements in health care.'” National
and subnational levels of infant mortal-
ity can therefore be used as indicators of
the level of access to health services and
can shed light on the etiology of health
inequalities and the social inequities that
perpetuate such inequalities. Our study
showed within-country income-related
inequalities in infant mortality in all five
of the BRICS countries. Perhaps more
importantly, it also showed substantial
reductions in such inequalities in Brazil
and China between 2000 and 2010 - at
a time when income inequality was
decreasing in Brazil and increasing in

China. In 2000, Brazil’s Gini coefficient
was decreasing from a very high value,
whereas China’s Gini coefficient was
going up from a relatively low value.
Together, these observations indicate
that the relationship between income in-
equality and infant mortality inequality
in Brazil involved a different mechanism
to that involved in China. In China,
following the economic reforms of the
1980s, major efforts were made to pro-
mote universal maternal and child health
care.””’ In Brazil, although some similar
efforts were made, more emphasis was
placed on progressive policies of income
redistribution - and it is these policies
that may have had the greater beneficial
effect on inequities in maternal and
child health.”"** Lack or loss of income
can be a tough barrier to the attainment
of universal health care and lead to
marginal exclusion.”* A recent report
of the Asian Development Bank calls
for conditional cash transfers to reduce
income inequality and improve access to
health services in China.*®

Our results indicate the presence,
at state level, of a steep income gradi-
ent in infant mortality in India between
2000 and 2010. Although there is some
evidence that the level of such income-
related inequity in infant mortality fell
over this period, the change was quite
small. A district-level assessment of
Janani Suraksha Yojana - India’s pro-
gramme of conditional cash transfers,
which was designed to improve child
survival - indicated that substandard
targeting had led to the programme hav-
ing only a small benefit.”” Across the 79
regions of the Russian Federation, our
analysis of income-related inequality in
infant mortality only showed the presence
of aweak income gradient — the combined
result of low income inequality and low
levels of infant mortality.
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The apparent lack of an income
gradient in infant mortality in South
Africa may need further exploration. It
could be a reflection of the success of
the Child Support Grant programme.
This programme of conditional cash
transfers, which was launched in 1998, is
targeted at poor children irrespective of
their household arrangements. However,
the apparent absence of income inequali-
ties in infant mortality contrasts sharply
with some major problems in South
Africa, such as extremely high levels of
income inequality, the second highest
rate of infant mortality among BRICS,
a major epidemic of infection with
human immunodeficiency virus and
decreasing life expectancy. All of these
problems tend to be disproportionately
represented among the more socially
disadvantaged.™

This study has several limitations. We
relied on secondary data for our analyses.
Although these data were taken from
standardized sources, we cannot rule out
information bias due to differential mis-
classification and the varying quality of
information collection in the five BRICS
countries. It was not possible to assess the
reliability of our results at the subnational
level or to adjust for potential differential
errors over time and across the units of
analysis. We also ignored most of the his-
torical, political, economic and cultural
characteristics that distinguish each of
the BRICS countries from the other four.
Given the exploratory nature of the study,
its findings will need to be confirmed in
further research.

Despite its shortcomings, our study
points to the persistence of socioeco-
nomic and health inequalities between
and within BRICS. It illustrates the need
to act on the social determinants of health
if universal health coverage is ever to
be achieved. BRICS help shape global
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agendas on health and sustainable de-
velopment and these countries may well
lead the global action needed to achieve
health equity. B
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Résumé

Inégalités socioéconomiques et tendances de la mortalité dans le groupe BRICS, 1990-2010

Objectif Etudier la présence et limportance — et les variations — des
inégalités socioéconomiques et sanitaires entre et a lintérieur du Brésil,
de la Fédération de Russie, de I'Inde, de la Chine et de I'Afrique du Sud -
les pays connus sous le nom de BRICS — entre 1990 et 2010.
Méthodes Des données comparables sur les indicateurs
socioéconomiques et sanitaires, a la fois aux niveaux national et
infranational primaire, ont été tirées de sources accessibles au public.
Les inégalités sanitaires entre et a lintérieur des pays ont été identifiées
et synthétisées a I'aide des écarts types et des mesures de gradient.
Résultats Quatre pays du groupe BRICS ont montré des augmentations
a lafois du niveau des revenus et des inégalités des revenus entre 1990
et 2010. Lexception a été le Brésil, ou I'inégalité des revenus a diminué
sur la méme période. Les inégalités entre les pays dans le niveau de
I'éducation et I'accés aux installations sanitaires nont pratiquement
pas changé, mais la différence la plus marquée entre les pays dans
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lespérance de vie moyenne a augmenté, passant de 9 ans en 1990 a
20 ans en 2010. Sur toute la période de I'étude, la charge de morbidité
était disproportionnée entre les pays du groupe BRICS. Cependant, le
taux national de mortalité infantile a considérablement chuté pendant
la période détude dans I'ensemble des 5 pays. Au Brésil et en Chine,
limportance des inégalités infranationales en matiere de mortalité
infantile, a la fois absolue et relative, qui sont liées aux revenus, a
également considérablement diminué.

Conclusion Malgré la prospérité économique et les améliorations
générales en matiere de santé observées depuis 1990, de profondes
inégalités en matiére de santé persistent a la fois entre et a l'intérieur
des pays du groupe BRICS. Cependant, les importantes diminutions
observées dans les inégalités — a l'intérieur du Brésil et de la Chine —en
matiére de taux de mortalité infantile, qui sont liées aux revenus, sont
encourageantes.

doi: http://dx.doi.org/10.2471/BLT.13.127977
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Pesiome

CoumanbHO-3KOHOMMYECKOe HepaBeHCTBO U TeHAeHU N CoumanbHO-3KOHOMMYECKOe HepaBeHCTBO U

TeHAeHUMN cMepTHOCTY B cTpaHax BPUKC, 1990-2010 rr.

Llenb ViccnepoBaTb Hanmume, pasmepsbl U M3MeHeHWs B COLManbHO-
3KOHOMMWYECKOM HEPaBEHCTBE ¥ HEPABEHCTBE B OKa3aHMu yCiyr
3ApaBoOXpaHeHna B bpasunun, Poccuickon Qeaepaumm, Haum,
Kntae n tOxHo Adpuke (cTparHax BPVIKC), kak BHyTpW CTpaH, Tak 1
mMexady HimK, 3a neprog 1990-2010 rr.

Metoabl ConocTaBuMble AaHHbIe MO MoKa3aTenam CoLnanbHo-
SKOHOMMUECKOTO Pa3BUTVIA 1 300POBbA Kak Ha YPOBHE CTpaH, Tak
M Ha MepBUYHBIX CYOHALIMOHANBHBIX YPOBHSAX, Oblnv NOMyYeHbl
M3 OTKPBLITBIX NCTOYHMKOB. HepaBeHCTBO B OKa3aHWu ycayr
3APaBOOXPAHEHNA MEX Y CTPAHAMM U BHY TP CTPaH ONPeaenanocs
n 0600UaN0Ch C MCMOMb30BaHMEM CTaHAAPTHLIX METOAMK
onpeneneHrsa CoLmanbHOro HePaBeHCTBa W rpaaveHTa.
Pesynbratbl B uetbipex ctpaHax bPVIKC Habnioganock ysennueHve
KaK YpOBHS, Tak 1 HepaBeHCTBa [OXOA0B B nepunop ¢ 1990-ro no
2010-1 rogpl. VicknioueHne coctaBmna bpasmnua, roe HepaBeHCTBO
B AOXOAaxX CHM3MNOCh 3a TOT e nepwod. HepaBeHCTBO Mexay
CcTpaHamu B ypoBHe 00pa3oBaHusA ¥ AOCTyNa K CpeAcTBam
CaHUTapWUX B OCHOBHOM OCTanoCh HeM3MeHHbIM, HO HavbosbLias

pa3H1La B CpeaHen NPOLOMKUTENbHOCTY XKNU3HW MEXAY CTPaHaMu
ysenuumnace ¢ 9 net 8 1990 roay no 20 net 8 2010 rogy. Ha
NPOTAXEHNN BCErO Nepuoaa UCCNefoBaHNA Mexay CTpaHamu
BPVIKC Habntoganach avcnponopums B bpemeHn 3abonesaHnii.
Tem He MeHee, HaLMOHaNbHbIN YPOBEHD MIaAeHUYECKON CMEPTHOCTY
CYWIeCTBEHHO CHMU3WICA 33 Nepuof MCCefoBaHMA BO BCEX
nATV cTpaHax. B bpasunuu n Kntae cybHaumMoHanbHble YpoBHY
M1afleHYeCKoM CMEePTHOCTK, CBA3AHHbIE C HEPABEHCTBOM B
[I0XO[ax, Takxe CyLIeCTBEHHO CHU3WMChH KaK B aDCOMIOTHBIX, Tak 1
OTHOCUTESbHBIX MOKA3aTeNAX.

BbiBog HecMoTpsa Ha 3KOHOMMYECKOe MpoLBeTaHue 1 obllee
ynyJleHue 300poBbA HaceneHus, Habmogaemele ¢ 1990 roga, BHyTpK
1 mexay ctpaHamy BPUKC coxpaHsaeTca rnybokoe HepaBeHCTBO B
OKasaHuw ycnyr 34paBooxpaHeHus. Tem He meHee, Habnogaemoe
B bpasunuu 1 Kntae 3HaumtenbHOE COKpalleHve MnaaeH4Yeckom
CMEPTHOCTH, CBA3aHHOE C HEPAaBEHCTBOM B YPOBHE AOXOAOB,
ABMAETCA OOHAAEKMBAIOLLMM.

Resumen

Las desigualdades socioeconomicas y las tendencias de la mortalidad en los paises BRICS, 1990-2010

Objetivo Explorar la presenciay magnitud, asf como los cambios en las
desigualdades socioecondmicas y sanitarias entre y dentro de Brasil, la
Federacion de Rusia, India, China y Sudéfrica, los paises conocidos como
BRICS, entre 1990y 2010.

Métodos Se analizaron fuentes accesibles al publico para obtener datos
comparables sobre los indicadores socioecondémicos y de salud tanto a
nivel nacional como subnacional primario. Se identificaron y resumieron
las desigualdades sanitarias entre paises con ayuda de métricas de
brecha estandar y de gradiente.

Resultados Cuatro de los paises BRICS mostraron incrementos tanto a
nivel de ingresos como de desigualdad de ingresos entre 1990y 2010.
La excepcion fue Brasil, donde la desigualdad de ingresos se redujo en
el mismo periodo. Las desigualdades entre los paises a nivel educativo
y de acceso a la sanidad permanecieron en su mayoria sin cambios, si
bien la diferencia entre paises relativa a la esperanza media de vida mas

grande aumento de 9 afos en 1990 a 20 afios en el afio 2010. A lolargo
del periodo de estudio se observd una desproporcion en la carga de la
enfermedad en los BRICS. Sin embargo, la tasa de mortalidad infantil
nacional se redujo sustancialmente durante el periodo de estudio en
los cinco paises. En Brasil y China, la magnitud de las desigualdades
relacionadas con los ingresos a nivel subnacional en la mortalidad
infantil, tanto en términos absolutos como relativos, también se redujo
sustancialmente.

Conclusion A pesar de la prosperidad econémicay la mejora general de
la salud que se observa desde 1990, aun persisten desigualdades muy
importantes en materia de salud tanto dentro, como entre los paises
BRICS. Sin embargo, las reducciones sustanciales de las desigualdades
anivel deingresos de la mortalidad infantil observadas en Brasil y China
son alentadoras.
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