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Abstract

Utilizing data from the nationwide Russian Longitudinal Monitoring Survey (RLMS), this paper analyzes health
lifestyles in Russia. Heavy alcohol use and smoking, a high-fat diet, and lack of leisure-time exercise are the

principal culprits in fostering high rates of heart disease and other causes of premature mortality. This is especially
the situation for middle-age, working-class males whose mortality is greater than any other segment of society. This
paper focuses on alcohol use as a particularly lethal component of male lifestyles and presents a theoretical

argument, grounded in the work of Weber and especially Bourdieu, that poor health lifestyles practices are largely
the outcome of structural conditions (life chances) rather than agency (life choices). Societal and group norms and
routine practices can adversely a�ect longevity and this is the case for Russian male blue-collar workers in the
middle period of their life course. 7 2000 Elsevier Science Ltd. All rights reserved.
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One of the most important developments in world

health in the late 20th century has been the surprising
decline in life expectancy in Russia and elsewhere in
the former Soviet bloc. Infectious diseases, environ-

mental pollution, and genetic maladaptions have not
been the primary causes of the decrease in longevity,
nor has poor quality health care been the main culprit

(Cockerham, 1999; Hertzman, 1995; Kulin & Skakke-
back,1995; Marmot, 1996; Stepanov, Puzyrev, Karpov
& Kutmin, 1998). Virtually all sources agree that
increases in cardiovascular diseases dominate the

region's mortality pattern, while alcohol-related acci-
dents and poisonings are also of major importance
(Cockerham, 1997, 1999; Eberstadt, 1994; Haub, 1994;

Leon et al., 1997; Marmot, 1996; MarreÂ e & Groenewe-

gen, 1997; Shkolnikov, Leon, Adamets, Andreev &

Deev, 1998; Shkolnikov & MesleÂ , 1996; Shkolnikov &
Nemstov, 1994; Tulchinsky & Varavikova, 1996; Wal-
berg et al., 1998).

While stress may be a meaningful contributing fac-
tor, there is no direct empirical evidence linking East±
West di�erences in cardiovascular mortality to chroni-

cally stressful socioeconomic and psychological con-
ditions (Siegrist, 1996). The stress argument is also
undermined by the fact that the Czech Republic
reversed its rise in male mortality in the mid-1980s

despite sharing similar stressful circumstances with its
socialist neighbors (Carlson & RychtarÏ õÂ kovaÂ , 1996). A
health policy orientation that failed to address the

transition from acute to chronic illnesses may have
been important. But policy did not cause increased
heart disease; rather it failed to contain it.

Ultimately, the primary source of the downturn in
life expectancy can be traced to the e�ects of unhealthy
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lifestyle practices, namely heavy alcohol and cigarette
consumption, high fat diets, and a lack of exercise

(Adevi, Chellaraj, Goldstein, Preker & Ringold, 1997;
Cockerham, 1997, 1999; Eberstadt, 1990; Feachem,
1994; Ginter, 1997; JanecÃ kovaÂ & HnilicÂ ovaÂ , 1992;

Kulin & Skakkeback, 1995; Wnuk-Lipinski & Illsley,
1990). These practices are particularly characteristic of
middle-age, working-class males in the former socialist

countries whose life spans have been curtailed in num-
bers far beyond those of women, other age groups,
and social classes. It is the purpose of this paper,

accordingly, to examine health lifestyles in the Russian
Federation since the decline in life expectancy was
more severe in Russia than elsewhere in the former
Soviet bloc. Consequently, Russian health lifestyles are

of particular interest in understanding regional mor-
tality. This paper will also investigate the interaction
e�ects of gender with education and income on drink-

ing status because alcohol use is a particularly self-
destructive health practice within the overall con®gur-
ation of Russian health lifestyles (Leon et al., 1997;

Shkolnikov et al., 1998; Shkolnikov & Nemtsov, 1994;
Walberg et al., 1998). The paper will conclude by
arguing that life chances (structure) have been more

signi®cant than life choices (agency) in shaping health
lifestyles in Russia.

Health lifestyles

Health lifestyles are collective patterns of health-re-
lated behavior based on choices from options available
to people according to their life chances (Cockerham,

RuÈ tten & Abel, 1997; Cockerham & Ritchey, 1997).
This de®nition incorporates Weber's (1978) central
contribution to lifestyle theory which is that life
choices and life chances interact with one another in a

dialectical fashion, with choices being constrained or
enabled by chances; thus, choices are likely to be con-
sistent with the capability to realize them. Weber also

notes that lifestyles are a form of consumption and are
attached to speci®c status groups. The ultimate aim of
health lifestyles is the production of good health

intended to be used or consumed for something,
namely the ability to work, to live longer, feel good,
etc. The notion of choice in health lifestyles would
appear to be a relatively easy variable to operationalize

because common sense dictates that a person would
choose healthy practices over unhealthy ones. But the
situation is not that simple as there are a variety of

choices and degrees of motivation in acting on those
choices, as well as signi®cant social di�erences in con-
straints and enabling resources comprising life chances.

In a Weberian context, life chances are largely based
on socioeconomic factors like class and status, but
more modern accounts identify strati®cation variables

like gender, age, ethnicity and race as also important

(Cockerham et al., 1997). In a communist nation, the
subjugation of the individual to the state and the
state's control over the range of most personal choices

can be considered another type of life chances. That is,
the choices of the individual were con®ned to a speci®c
political and social context, that of socialism, and

expected to conform to the dominant ideology it rep-
resented.

Although Weber's (1978) discussion of lifestyles
focuses on the role of choice, he does not overlook
pointing out that life chances are a structural con-

dition. As Dahrendorf (1979) explains, Weber viewed
life chances as the structurally anchored probabilities

of the occurrence of certain events for ®nding satisfac-
tion for interests, wants, and needs. ``For Weber,''
states Dahrendorf (1979, p. 65), ``the probability of

sequences of action postulated in the concept of chance
is not merely an observed and thus calculable prob-
ability, but it is a probability which is invariably

anchored in structural conditions.'' Consequently,
choices are shaped by the structure within which they

take place. Structure in sociology is a term referring to
the collective patterns of living associated with so-
cieties, institutions, social classes, communities, groups,

and roles that constrain or enable individuals to act.
Structure can be conceptualized as sets of mutually

sustaining schemas (rules) and resources that empower
and constrain social action and tend to be reproduced
by that action (Sewell, 1992). Life choices, in turn, are

a form of agency which can be de®ned as a process in
which individuals Ð in¯uenced by their past but also
oriented toward the future (because of the capacity to

image alternative possibilities) and the present (because
of the capacity to consider both past habits and future

situations within the contingencies of the moment) Ð
critically evaluate and choose their course of action
(Emirbayer & Mische, 1998). Agency and structure are

both interactive and important; debate in sociology
centers around the extent to which one or the other is
dominant. Weber seems to favor agency through his

notion of interpretive understanding (Verstehen ), but
the argument presented in this paper is that health life-

styles in Russia are dominated by structural con-
ditions.
Health lifestyles include contact with the medical

profession for preventive care and routine checkups,
but the majority of activities take place outside of

health care delivery systems. They include a broad
range of behaviors involving alcohol and drug use,
smoking, diet, exercise, coping with stress, rest and

relaxation, automobile seatbelt use, personal hygiene,
and other health practices. These behaviors can have
either positive or negative consequences for health but

nonetheless form an overall pattern of practices that
constitutes a lifestyle. The focus of research in medical
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sociology on health lifestyles is not on the discrete

health practices of individuals, however, but on the
aggregate forms of health behavior that are representa-
tive of groups and larger social entities. A sociological

perspective allows us to analyze health lifestyles as a
collective activity that goes beyond the psychology of
the single person and is embedded in the norms,

values, and practices of groups, social classes, and so-
cieties that shape and establish parameters for individ-

ual behavior.
It has been suggested that health lifestyles are a

Western concept that does not apply to the lives of

people in the former socialist countries (Makara,
1994); however, this is not the case. Under socialism,

responsibility for health was invested in the state and
secondary prevention of health problems requiring
contact with a physician for early detection of disease

was the o�cial norm. The public was relegated to a
more or less passive role as the recipient of medical
services. Primary prevention in which people take

responsibility ®rst for their own health and practice
positive health lifestyles was neither encouraged nor

implemented; e.g. there was a lack of mass media pub-
lic health campaigns and antismoking laws. Smoking
cigarettes was common, it was di�cult to obtain fresh

fruits and vegetables in the winter, meat was often
fatty, there were few year-round facilities for leisure-
time exercise, and binge drinking was a strong male

tradition in some former Soviet-bloc countries.
This does not mean that people did not have health

lifestyles. Everyone has a lifestyle, including a lifestyle
for health. But in the former socialist countries, health
lifestyles were often on the negative side and promoted

poor health, especially heart disease. The origins of
these health lifestyles are structural; i.e. they re¯ect the
norms (heavy male drinking and smoking, no exercise),

values (de-emphasizing the individual), and social and
political ideology (over-emphasizing the state) of the

wider society. These lifestyles were empowered by the
ready availability of cheap alcohol and cigarettes, a
cultural acceptance of drunkenness, and the material

constraints of poor quality diets. Improvement in
health conditions was not simply a case of the individ-
ual changing his or her behavior, but required macro-

level changes as well. Lifestyle choices were limited to
making the best of the life that was available. ``Choices

made at the level of the individual,'' states Watson
(1995, p. 933), ``were socially structured by the
resources and options available, and the perceptual

frameworks to which such arrangements gave rise.''
Life chances and not life choices primarily shaped
health lifestyles in the former Soviet bloc, but they are

health lifestyles nonetheless.
Another criticism with respect to the lifestyle con-

cept in the East is that the population did not necess-
arily consume more alcohol and cigarettes and eat

more fat than their counterparts in the West (Watson,
1995). But this is not the case, either. There is ample

evidence that diets were less balanced in socialist
countries because of an excess of carbohydrates and
fatty meats, along with winter-time shortages of fresh

fruits and vegetables (Keep, 1995; Parker, Levin &
Harford, 1996; Ryan, 1995; Shkolnikov & MesleÂ ,
1996); levels of per capita alcohol and cigarette con-

sumption were higher (Hurt, 1995; Lopez, 1998;
McKee, Bobak, Rose, Shkolnikov, Chenet & Leon,
1998; Parker et al., 1996; Ryan, 1995; Tchachenko &

Riazantsev, 1993) and exercise lower (Palosuo, Zhurav-
leva, Uutela, Lakomova & Shilova, 1995). Russia, in
fact, is the largest importer of tobacco products in the
world (Hurt, 1995). The result was signi®cantly greater

mortality from heart disease and alcohol-related acci-
dents, poisonings, and violence (JoÂ zan, 1998; Shkolni-
kov & MesleÂ 1996). At a time when mortality rates

from heart disease were declining in the West, they
were rising in the East.

The health situation in Russia

The decrease in male life expectancy in the former
republics of the old Soviet Union was greatest in Rus-
sia and both Russian male and female mortality

Table 1

Life expectancy at birth in Russia, 1896±1997a

Year Males Females

1896 30.9 33.0

1910 ± ±

1926 39.3 44.8

1938 40.4 46.7

1958 61.9 69.2

1965 64.0 72.1

1970 63.0 73.4

1980 61.4 73.0

1984 61.7 73.0

1985 62.7 73.3

1986 64.8 74.3

1987 64.9 74.3

1988 64.8 74.4

1989 64.2 74.5

1990 63.8 74.3

1991 63.5 74.3

1992 62.0 73.8

1993 59.0 72.0

1994 57.5 71.1

1995 58.2 71.7

1996 59.7 72.5

1997 60.7 72.9

a Source: State Committee of the Russian Federation on

Statistics.
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exceeded those of the states of Eastern Europe. Rus-

sian life expectancy is shown in Table 1 for selected
years between 1896±1997. Table 1 indicates that the
greatest increase (+21.5 years) in Russian male long-

evity took place between 1938 (40.4 years) and 1958
(61.9 years). By 1965, male expectancy was 64.0 years
and appeared to be on a consistent upward course

similar to, but still behind, that of the West. The mid-
1960s was also a period when the Soviet Union

reached its highest stage of development which
occurred about the time (1964) when Leonid Brezhnev
ousted Nikita Khrushchev as premier and Communist

Party leader. The Soviet Union was a military super-
power, showed signi®cant economic growth, and was

making major scienti®c advances, including the devel-
opment of a space program. The standard of living
was still much lower than that of the West and even

lower than some Soviet bloc counties like East
Germany and Czechoslovakia, but inequality in
income between social classes was considerably less

than in the West, there was almost complete job secur-
ity, housing was cheap, and there were not major

shortages in foodstu�s.
But it was also a time when the Soviet state entered

a period of economic and political stagnation from

which it never recovered, marked especially by its over-
extended military and heavy industrial development,

poor quality consumer goods, insu�cient agricultural
production, and failure to lift party controls and par-
ticipate in the revolution in information technologies

that were sweeping the West. Table 1 shows that after
1965 male life expectancy began to decline and had
fallen to 61.4 years by 1980. Russia had apparently

reached a point in its modernization when an epide-
miological shift in dominance from infectious to

chronic diseases had taken place; however, by the mid-
1960s, the accumulated e�ects of a generally unhealthy
lifestyle in the post-World War II period Ð involving

high levels of alcohol consumption, smoking, poor
diet, and little or no exercise Ð triggered an epidemic
in heart disease among susceptible middle-age males

(Cockerham, 1999). The Soviet health care delivery
system, oriented toward treating infectious diseases,

was ill-prepared and unfocused on coping with chronic
illnesses. Chronic disorders, like heart disease and can-
cer, are more expensive to treat, require an individual

approach to patients, and often involve a modi®cation
in lifestyles. Yet this approach was not compatible

with communist values, which emphasized the welfare
of the collective over the individual. Under Brezhnev,
the collective focus on patient care was not changed

and more medical resources were not provided; rather,
it was ``business as usual'' in both the economy and
health care.

Table 1 shows that male life expectancy increased
after a nearly 20-year decline from 61.7 years in 1984

to an all-time high of 64.9 years in 1987. This sudden

improvement in male longevity appears to be entirely
due to Mikhail Gorbachev's anti-alcohol campaign of
1984±87 that signi®cantly reduced alcohol consump-

tion by limiting its manufacture and availability in
government stores and the black market (Leon et al.,
1997; Shkolnikov et al., 1998; Shkolnikov & Nemstov,

1994). Virtually nothing else happened in Russia to
a�ect the public's health at the time. The campaign

was terminated because of its widespread unpopularity
and the decrease in male life expectancy resumed in
1988 with a decline to 64.8 years. By 1991, when the

Soviet Union collapsed, male longevity had fallen to
63.5 years and the decline accelerated thereafter to a

modern low of 57.5 years in 1994. Walberg et al.
(1998) indicate that the steep decrease in the early
1990s was not due to impoverishment since the great-

est downturns in longevity were in the wealthiest
regions (e.g. Moscow, Lenningrad, St Petersburg,
Archangelsk, Karelia, Murmansk, Pskov, Tula) of

Russia in 1990 and subsequently experienced the smal-
lest declines in household income. Environmental pol-

lution actually improved with the closing of so much
heavy industry and the age group (35±64 years) most
a�ected has the least contact with physicians, while

dying of causes (cardiovascular diseases, accidents, and
alcohol-related problems) that medical care alone can-
not remedy. Instead, Walberg et al. suggest that the

rapid pace of change a�ecting employment was im-
portant, but that alcohol consumption has been even

more important in explaining regional di�erences
within Russia. The acute e�ects of binge drinking in
particular has been identi®ed as responsible for a sub-

stantial number of cardiovascular deaths among young
men (Chenet, McKee, Leon, Shkolnikov & Vassin,
1998).

Table 1 shows, however, that male life expectancy
has risen in Russia since 1995, reaching 60.7 years in

1997. This recent trend, while a distinct improvement,
still leaves Russian men with less longevity on average
in 1997 than the male population in 1958. Does this

increase mean that the crisis is over and a consistent
upward pattern is now reemerging? It is too early to

know, but a major problem in claiming a recovery at
this point is the possibility of an accumulation e�ect.
There is a limit to the number of middle-age men with

cardiovascular disease, and life expectancy may have
risen because the most susceptible of these men have

already died. Thus, the ``accumulated'' e�ect of these
deaths over time may have left behind a smaller but
longer-living cohort which is not the same as the gen-

eral male population living longer. Additional data are
needed over the next several years before it can be con-
clusively determined that male life expectancy is actu-

ally rising.
As for females, Table 1 shows that life expectancy
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for Russian women consistently increased between

1896 and 1970, stagnated in the 1980s, and entered a
period of decline in the aftermath of the Soviet
Union's collapse. In 1991, Russian females lived 74.3

years on average Ð the same as in 1986. By 1994,
female longevity had fallen to 71.0 years before begin-
ning a 3-year upward trend to 72.9 years in 1997.

Whereas Russian males lost 5.8 years of life expectancy
in the 30-year period between 1965±95, Russian

females lost 0.4 years of longevity. Like males, it is the
35±64 year-old age group that is most responsible for
the downturn among females (Walberg et al., 1998).

The life spans of Russian women have obviously been
adversely a�ected. However, in comparison to men,

the longevity of Russian women was more compressed
than curtailed and men have obviously su�ered the
highest premature mortality.

This is not surprising since adult males comprise
25% of Russia's population and consume 90% of the
alcohol (Nemstov & Shkolnikov, 1994). Given that

Russians drank 4.1 gallons of alcohol per capita in
1995, the highest in the world, adult Russian males

obviously consume tremendous amounts of alcohol on
average. One estimate suggests that Russian men con-
sume an average of 160±180 half-liter bottles of vodka

a year, which comes to a bottle almost every other day
(Nemstov & Shkolnikov, 1994). Although a bene®cial

association has been shown to exist between moderate
alcohol consumption and mortality in the West, that
relationship is not duplicated for reasons yet to be

determined in Russia (Deev, Shestov, Abernathy,
Kapustina, Muhina & Irving, 1998). Some 73 percent
of the Russian population aged 25±34 also smoked in

1996, with males signi®cantly more likely than females
to use cigarettes (McKee et al., 1998). According to

Lopez (1998) the absolute risk of death in middle-age
in 1990 from smoking-related causes is three times
higher in American women (6%) than Russian women

(2%), but the risk of dying in middle age from tobacco
use is substantially higher for Russian men (22%) than
American men (12%). As for eating, Russian men con-

sume more fat than women and have a far less healthy
diet (Shapiro, 1995), while leisure-time exercise is not

widely practiced in Russia by either sex (Palosuo,
Uutela, Zhursvleva & Lakomova, 1998).
Sex (male) and age (middle-age) are two variables of

prime importance in¯uencing Russian health lifestyles.
A third variable of considerable signi®cance is likely

that of social class. However, studies of social strati®-
cation and health in Russia are rare; during the Soviet
period, such studies were prohibited because of the

government's refusal to acknowledge the existence of
class di�erences in a socialist society (Mezentseva &
Rimachevskaya, 1992). Moreover, the relationship

between income and education was not entirely the
same as in the West because many jobs requiring the

most education did not pay especially well; physicians
made only about 70% of the national average in sal-

aries, while skilled workers in heavy industries and
mining were paid considerably more (Cassileth, Vlas-
sov & Chapman, 1995; Mezentseva & Rimachevskaya,

1992; Shkolnikov et al., 1998). While data are lacking
in Russia, studies elsewhere in the Soviet bloc show,
however, that working-class males, especially manual

workers, had the greatest decrease in life expectancy
(Bojan, Hajdu & Belicza, 1993; Carlson, 1989; Carlson
& Tsvetarsky, 1992; Ginter, 1997). Consequently, when

it comes to an unhealthy lifestyle, such lifestyles appear
to be most characteristic of middle-age, working class
males and this assertion will be tested in the next sec-
tion with a national data set from the Russian Federa-

tion.

Data and methods

Data were collected through personal, face-to-face
interviews in 1995 by the Russian Longitudinal Moni-
toring Survey (RLMS). This survey is a cooperative
e�ort between the Carolina Population Center at the

University of North Carolina at Chapel Hill, the Insti-
tute of Sociology of the Russian Academy of Sciences,
the Institute of Nutrition of the Russian Academy of

Medical Sciences, and Paragon Research International.
This is a randomly selected, nationally representative
survey of health and economic well-being in postcom-

munist Russia. The data set analyzed for this paper
consists of 8402 respondents.
The sample was 56.5% female and 43.5% male.

Ages ranged from 16 to 102 years, with mean age of
44.7 years. The mean for completed education was
that of a professional/technical trade school/factory
training graduate without a secondary education. The

mean income for the last 30 days, computed in dollars
at the exchange rate for the period, was $80.09. As for
employment, some 51.3% of the respondents were

employed outside the home and 48.7% were house-
wives or unemployed. In addition, some 63.1% were
married and some 74.4% lived in urban areas.

Seven independent variables were used in the analy-
sis. Male, coded as male=1, female=0; age, coded in
years; education, coded by type of formal schooling
completed; income, as indicated by total individual

income in the last 30 days; urban, coded as urban=1,
rural=2; married, coded as married=1, unmarried=0;
and employed, coded as employed=1, unemployed=0.

Four indices were constructed to serve as dependent
variables and measures of health lifestyles. Alcohol
measures frequency of drinking and is an ordinal scale

based on responses to the question: ``How often have
you used alcoholic beverages in the last 30 days?''
Alcohol is coded do not drink=0, drank once in the
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last 30 days=1, drank 2±3 times in the last 30
days=2, drank once a week=3, drank 2±3 times a

week=4, drank 4±6 times a week=5, and drank every
day=6. Smoking measures use of cigarettes and is
coded never smoked=0, former smoker=1, and cur-

rent smoker=2. Exercise measures leisure-time (rec-
reational) exercise and is coded no exercise=0, light
physical exercise less than three times a week=1, med-

ium intensive exercise less than three times a week=2,
intensive exercise at least three times a week, and daily
exercise=4. Fat intake measures the average daily per-

centage of calories from fat consumed by the respon-
dent and is a specially constructed data set based on
dietary journals maintained by the respondents. Scores
range from 0.44 to 77.1, with a mean of 32.4.

One other dependent variable is health status.
Health status is a subjective self-ranking of one's own
health and consists of a 5-point Likert scale in which

the range of responses are coded very bad=1, bad=2,
average (not good but not bad)=3, good=4, and very
good=5. All data are analyzed by multiple regression.

Means, standard deviations, and correlation coe�-
cients for the variables used in the analysis are shown
in Table 2.

Results

Table 3 presents the regression results and shows
that males are signi®cantly more likely than females to

engage in all four of the health lifestyle practices by
drinking alcohol more frequently, being a smoker,
exercising, and consuming higher amounts of fat daily.

Of the four health lifestyle practices dominated by
males, three are unhealthy and the fourth Ð exercise
Ð shows a mean of only 0.44 that is less than mid-
point between no exercise and light exercise three times

daily. Only 21% of the respondents exercised at all.
Despite the more frequent drinking, smoking, and
higher fat intake, Table 3 shows that the males in this

sample were signi®cantly more likely than the females
to rate their health status high. This ®nding suggests
either a lack of knowledge or awareness about the im-

plications of their health lifestyle, or a disregard that
may ultimately prove fatal.
Age has signi®cant e�ects on all four health lifestyles

variables and health status, with younger respondents

more likely to drink frequently, smoke, exercise, eat
fatty foods, and rate their health status high. Given
that the mean age in this sample is 44.7 years, these

results indicate that it is the middle-aged who are pro-
ducing much of the di�erences. A separate analysis of
these data of the frequency of drinking by male age

groups not shown in Table 3, indicates that drinking
begins in earnest at ages 20±24 and climbs steadily to
a peak between ages 30 and 39, before decreasingT
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slightly in the 40±44 and 45±49 year-old age groups.

From age 50 onward, the frequency of drinking
declines signi®cantly. However, many Russian men are
dead by their mid to late 50 s. Smoking is also com-

mon for males between the ages of 20 and 49, but also
declines after age 50 perhaps for the same reason

(those who smoke are dead or dying).
The results for education show that less educated

persons are signi®cantly more likely to smoke, while
higher educated persons are more likely to drink fre-

quently, exercise, and eat more fat. Education was not
signi®cant with respect to self-rated health status,
which is a distinct di�erence compared to the West,

where education is often the strongest predictor of
such status. The mean score for education is 2.18

which indicates, as previously noted, that the average
respondent has slightly better than a professional/tech-
nical trade school education or factory training with-

out completion of secondary education. The e�ects for
education in this sample are produced not only by

those respondents in this group and beyond, but also
by those just below. Consequently, the formal edu-

cational level of many higher educated persons in this
sample is not very high.
Income was signi®cant only in that respondents with

higher incomes were more likely to drink frequently,
exercise, and have a higher fat intake. Persons who

reside in urban areas were signi®cantly more likely
than those in rural areas to drink frequently, smoke

cigarettes, exercise, and consume fat. Neither income,
nor living in an urban area were signi®cant for health
status. Table 3 shows that being married in¯uenced

higher drinking frequency and fat consumption, while

unmarried persons were more likely to exercise. Those
respondents employed outside the home were signi®-
cantly more likely to drink frequently, smoke, eat

more total fat, and rate their health status high; the
unemployed were more likely to engage in leisure-time

exercise. However, few respondents, about one in ®ve,
did any exercise at all and strenuous exercise was rare.

Overall, these data do not present a positive image of
Russian health lifestyles. Employed middle-age males
who live in urban areas, are married, and have higher

incomes and education show the greatest frequency of
drinking and consumption of fat. The least educated in

this group smoke as well.
Table 4 further explores the relationship between

income and education for males in relation to drinking
by utilizing step-wise regression and interaction terms.

The dependent variable is drinking status which is
determined by frequency of drinking. Step 1 in Table 4
shows that males are signi®cantly more likely than

females to be drinkers. Age, married, and urban are
added to the analysis in Step 2 and all are signi®cant

at the 0.001 level. In Step 3, the socioeconomic vari-
ables of income, education, and employed are added

and all variables are signi®cant at the 0.001 level, with
the exception of urban which remains signi®cant but
drops to 0.01. Step 4 shows the e�ects when the inter-

action of male and income and male and education are
tested. All previously added variables remain signi®-

cant at the 0.001 level, except again for urban, which
remains signi®cant, but the level of signi®cance
decreases to the 0.05 level.

Table 3

Standardized regression coe�cients (Beta) and unstandardized regression coe�cients (b ) for health lifestyles, health status, and life

satisfaction in Russia, 1995 (N=8402)

Alcohol Smoking Exercise Fat intake Health status

Male 0.10���a 0.52��� 0.11��� 0.05��� 0.13���

(0.52) (0.48) (0.23) (0.10) (0.20)

Age ÿ0.10��� ÿ0.11��� ÿ0.21��� ÿ0.09��� ÿ0.48���
(ÿ0.01) (ÿ0.00) (ÿ0.05) (ÿ0.04) (ÿ0.02)

Education 0.09��� ÿ0.05��� 0.06��� 0.10��� 0.05���

(0.13) (ÿ0.01) (0.03) (0.56) (0.02)

Income 0.05��� 0.02 0.05��� 0.06��� 0.01

(0.00) (0.00) (0.00) (0.00) (0.00)

Urban 0.03�� 0.03�� 0.09��� 0.03�� 0.35

(0.15) (0.00) (0.20) (0.69) (0.00)

Married 0.08��� 0.01 ÿ0.12��� 0.03�� 0.47

(0.41) (0.00) (ÿ0.26) (0.59) (0.00)

Employed 0.15��� 0.08��� ÿ0.07�� 0.04��� 0.08���

(0.73) (0.07) (ÿ0.14) (0.81) (0.12)

Constant 1.80 0.19 0.85 31.23 3.83

R 2 0.10 0.32 0.09 0.04 0.31

a �p<0.05, ��p<0.01, ���p<0.001.
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The interaction of male gender with income shows

that as income increases, drinking frequency decreases.
This ®nding is signi®cant at the 0.1 level and indicates
that while (as seen in Table 3) higher income promotes

more frequent drinking among males, this (as seen in
Table 4) is not the case for males with the highest

incomes. In Soviet times, workers in transport (es-
pecially airline pilots) and in construction, and indus-

try had higher wages than workers in health care
(including medical doctors), culture and the arts, agri-
culture, computers, and ®nancial services; that was lar-

gely the situation in the early postcommunist period
except that persons employed in ®nancial services

moved well ahead (by more than a third) of the former
higher wage groups (Boutenko & Razlogov, 1997).
The ®ndings on income shown in Step 4 of Table 4

suggest that the frequency of drinking is greatest
among workers (like those in construction and indus-

try) where wages are relatively high but not the highest
in the new Russian society.

The interaction of male and education shows similar
results in that as education increases, the frequency of
drinking decreases. That is, while drinking frequency

rises with education, the most educated drink less fre-
quently and this ®nding is signi®cant at the 0.01 level.

The pattern producing this result is illustrated in Fig. 1
showing the percentages of male drinkers (a composite

measure of all males who use alcohol) by level of edu-
cation. Of the total proportion of drinkers, 18% are
from the lowest educational category of workers with-

out professional courses. But the highest percentage of
drinkers (25.9%) are in the second lowest category of

having completed a professional course (de®ned as a
course in tractoring, chau�ering, typing, etc.). It is this
di�erence which is most responsible for the ®nding in

Table 3 that higher educated persons drink more fre-

quency than less educated persons. Only 10.1% of the
drinkers are in the third lowest category of pro-

fessional/technical trade/factory school completion
without a secondary education, and another 15.5%
have completed a professional/technical trade/factory

school with a secondary education. Thus, over half
(54%) of the drinkers have not completed a secondary
education and levels and type of education for 69.5%

of the drinkers would identify them as working class
or lower in Russia's social hierarchy.
Fig. 1 shows that the other educational categories of

male drinkers are graduates of technical, medical,
music, pedagogical, or art schools (13.4%), institute,
university, or academy graduates (16.1%), and gradu-
ate schools and medical residency programs (1%).

Shkolnikov et al. (1998) have determined that the high-
est mortality in Russia for males and females is found
among persons whose highest level of education is sec-

ondary, incomplete secondary, and lower. The extent
of this mortality di�erence between educational groups
is greater in Russia than in the West. Furthermore,

they identify lifestyles as an especially important factor
in this development, particularly in regard to socioeco-
nomic di�erences in alcohol consumption. The ®ndings

of this paper are consistent with those of Shkolnikov
et al. in that the greatest percentage of drinkers are
found among males who have relatively low levels of
education.

Discussion

The previous discussion identi®es a particularly
unhealthy and life-shortening lifestyle among middle-

age, largely working-class Russian males, with the
world's highest per capita consumption of alcohol

Table 4

Regression of drinking status on socio-demographic characteristics and interaction terms in Russia, 1995 (N=8402)

Step 1 Step 2 Step 3 Step 4

b Beta b Beta b Beta b Beta

Male 0.76���a (0.15) 0.55��� (0.11) 0.51��� (0.10) 0.82��� (0.16)

Age ÿ0.02��� (ÿ0.16) ÿ0.01��� (ÿ0.10) ÿ0.01��� (ÿ0.09)
Married 0.72��� (0.14) 0.38��� (0.07) 0.37��� (0.07)

Urban 0.34��� (0.06) 0.16�� (0.03) 0.15� (0.03)

Income 0.00��� (0.04) 0.00��� (0.07)

Education 0.13��� (0.10) 0.15��� (0.12)

Employed 0.74��� (0.15) 0.74��� (0.15)

Male/income ÿ0.00�� (ÿ0.06)
Male/education ÿ0.05��� (ÿ0.04)
Constant 2.16 2.74 1.87 1.74

R2 0.02 0.06 0.10 0.10

a �p<0.05; ��p<0.01; ���p<0.001.
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(usually vodka), high levels of smoking, high-fat diet,

and little or no leisure-time exercise. Each of these

practices are major risk factors for cardiovascular dis-
ease. It is therefore not surprising that heart disease is

primarily responsible for the rise in mortality. Nor is it

surprising that alcohol related mortality is the only
other class of causes of death that have played a prin-

cipal role in changes in life expectancy since the mid-

1960s (Leon et al., 1997; Shkolnikov, 1996; Shkolnikov

et al., 1998).

As Weber (1978) points out, the concept of lifestyles
involves the interplay of life choices and life chances.

The health lifestyles of Russian males appear to be

in¯uenced less by choice or agency and more by

chance or structure Ð given the limited choices avail-
able and the normative drinking/smoking/eating/exer-

cising practices of these men. Consistent with

Bourdieu's (1984, 1990) theoretical approach, the
unhealthy lifestyle practices of these men can be seen

as re¯ecting a habitus based upon their experiences,

socialization in a communist state, and class reality,

with the key variables of gender, age, and class produ-

cing the most important di�erences between themselves
and others. Bourdieu (1990, p. 53) de®nes the habitus

as ``systems of durable, transposable dispositions,

structured structures predisposed to operate as struc-

turing structures, that is, as principles which generate
and organize practices and representations that can be

objectively adapted to their outcomes without presup-

posing a conscious aiming at ends or an express mas-
tery of the operations necessary in order to attain

them.'' In other words, knowledge of social structures

and conditions in one's life produces enduring orien-

tations toward action that are more or less routine,
and when these orientations are acted upon they tend

to reproduce the structures from which they are de-

rived. The result for many Russian men is an enduring

orientation toward an unhealthy style of living that
becomes routine and, when acted out regularly over

time, reproduces itself.

Fig. 1. Male drinking by level of education (N=2478).
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The Russian style of male drinking quali®es, for

example, as such an orientation. Heavy episodic drink-
ing is a strong tradition of peasant culture extended
into urban areas as industrialization transformed pea-

sants into industrial workers. Although traditionally
heavy drinking took place only on holiday periods of
the Russian Orthodox Church and on Sundays, alco-

hol consumption became common throughout the year
under the Soviets. Moreover, it is a northern European

style of drinking featuring strong doses of vodka in a
short period of time with a small snack in the com-
pany of others; the participant is expected to drink as

much as the others in his drinking party even if he
does not have the desire to do so (Shkolnikov & Nem-

stov, 1994). That is, group norms and interpersonal
dynamics more or less force the choice to drink, if the
man wishes to belong and freely participate in the

company of his friends, which in essence amounts to
not having a choice at all. Gorbachev's anti-alcohol
campaign consisted of only two measures Ð limiting

production and raising prices Ð and alcohol consump-
tion declined not because of a choice made by drinkers

(who opposed it and secured its termination), but
because of the material constraints of alcohol shortage
and higher cost.

Whether groups norms pertaining to smoking are as
pervasive as for drinking is not known, but reports

that almost 80% of adult males in industrial areas
smoke link smoking to the normative pattern of male
working-class lifestyles (Hurt, 1995). Food choices are

limited because quality healthy food has traditionally
been lacking in many diets (Shapiro, 1995), and there
is no norm for exercise. If lifestyles are social practices

whose parameters are established by a particular habi-
tus which tends to routinely channel behavior down

prescribed paths, then the lifestyles of the middle-aged,
working-class Russian males are well-traveled routes to
heart disease.

In addition to male norms and drinking culture,
another important contributing factor is the patronage

orientation of the former Soviet Union. Everyone lived
under the umbrella of the central government, which
took responsibility for their health. This situation,

suggests Rozenfeld (1996), fostered an irresponsible
attitude by many individuals as they delegated fully to
the state the right to de®ne and provide for their

health. Participating in a healthy lifestyle was neither
encouraged nor rewarded. Soviet society placed a low

value on the individual and the individual's health
(Field, 1995). Health care was funded by the ``residue''
principal; that is, from what was left over from the

government budget after the funding of higher priority
areas like the military, heavy industry, and agriculture
(Mezentseva & Rimachevskaya, 1992). The priority of

state goals and interests over personal needs and
desires taught people that their individual values were

of little importance; moreover, they believed the state
would take care of them in case of a serious health

problem and their resulting careless lifestyle became es-
pecially dangerous (Shkolnikov & MesleÂ , 1996, p. 145).
Thus, the paternalism of the state seems to have had

its greatest e�ects on health lifestyles by promoting a
false sense of security and careless behavior.
In sum, the poor health lifestyles of middle-age,

working-class Russian men are the primary social
determinant of the downturn in life expectancy. This
lifestyle is guided by a habitus derived from experience,

socialization, and the reality of class circumstances
which sets parameters for health-related behavior that
are inherently unhealthy. These parameters re¯ect male
culture and are reinforced through group interaction.

This development is bound up in the larger structure
of socialism, with its centralized planning and control
systems that determined the opportunities, quality of

life, and degree of personal choices for individuals.
The needs of the state came ®rst and the state never
reached a position of providing a high general stan-

dard of living or focus on health promotion. In the
case of Russia, life chances (structure) were dominant
over life choices (agency) in health lifestyle partici-

pation and these chances had negative consequences
for health.
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