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This study developed a new approach to analyzing mortality and its associated risk factors in
the Russian population. We have provided a way to use secondary data from an existing robust
research dataset. To do this, we calculated the risk factors for death and assessed the influence
of individual risk factors. Previously the datasets have been used earlier for socio-economic
research. This paper presents opportunities for studying mortality and associated factors us-
ing secondary data to assess disease death outcomes based on the existing cohort — the open
license R software to perform data engineering and Relative Risk calculations. There were no
instrumental measurements in this study, and all indicators are based on the self-responses to
two questionnaires. The data was derived from the Russia Longitudinal Monitoring Survey by
the Higher School of Economics. It is a longitudinal, representative survey data from individu-
als and households from 1990 to 2021. We extracted data on 4063 deaths cases (2214 males
and 1699 females) among respondents for further analysis. The lethal fatal outcomes data
from the household questionnaires and the records have the proxy respondent’s verbal
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autopsy status. Thirty-two thousand twenty-three households (around 150,335 individuals)
participated in the survey from 1994 to 2019 for 24 years of observations. The most common
causes of death were as follows: 974 fatal cases from cerebrovascular disease (stroke), 934 from
cardiac disease, and 756 fatal cases due to neoplasms, 1372 cases were registered in females,
and 1978 cases were in males.

Keywords: non-communicable diseases, cohort profile, deaths, risk ratios, risk factors, popula-
tion statistics.

Introduction

Non-communicable diseases are the world’s leading cause of death. Much of the bur-
den of NCDs is driven by behavioral risk factors, as evidenced by global studies and stud-
ies such as GBD [1; 2]. For example, in a study conducted in Germany, there were positive
associations between socio-economic status and alcohol consumption over the life course,
over time, and across birth cohorts [3]. But for the Russian Federation, we lack prospec-
tive cohort studies to get RRs and HRs for further use. One of the oldest and unique re-
searchers in Russia is HSE RLMS.

There were several publications in the field of public health based on the HSE RLMS
survey. Most of them aim to study microeconomics and some socio-economical features,
exploring patterns of alcohol consumption and healthcare microeconomics [4-28]. We
went a step further and conducted the Risk Factors of Noncommunicable diseases cohort
data derived from the series of a nationally representative survey Russian Longitudinal
Monitoring Survey (RLMS) [10]. It was initially designed to monitor the effects of reforms
on households and individuals” health and economic welfare in the Russian Federation.
The data from a longitudinal monitoring survey was received from the Higher School of
Economics. The permission to use the data was obtained from the RLMS research team
leader in January 2022. Data is available to researchers with minor access restrictions de-
scribed in subsequent sections of this page: https://www.hse.ru/en/rlms/availability. On-
line registration is needed.

Key features:

— the study’s frequency of follow-up: the survey is regularly repeated every year, once
a year. There are two separate questionnaires for individuals with 472 questions, including
health status and behavioral, environmental, and other risk factors variables;

— the complex variables were collected, such as alcohol consumption, tobacco use,
food habits, and physical activity;

— direct measurement of weight, height and waist circumference obtained (rounds
V-XIV and XX). Also, one-day 24-h recall dietary data were obtained in these rounds.

Why were the RLMS-HSE Non-Communicable Diseases
(RLMS-NCD) cohort set up?

The reason was to challenge collecting leading causes of death from the proxy-report-
ed respondents’ using the RLMS-HSE data to open new capacities of RLMS research data.
The secondary RLMS-NCDs database can be prepared for various analytical instruments
such as survival analysis and Cox regression to derive the RRs of the risk factors of death
from NCDs as causes of death.
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Materials and methods

Who is in the cohort? A series of separate interviews were conducted with all pos-
sible household associates aged 14 years and over to accumulate data on their activity and
the existence of illnesses. Youths aged less or equal 13 years old received details through
responses from adults in their families. The design provides a probability sample of the
Russian population without special weighting at baseline.

The numbers of participants invited and entering the cohort and differences between
responders and non-responders at baseline is in Table 1, comparing the sex-age charac-
teristics of responders.

Table 1. Phase and measurements of the cohort and follow-up

Phase Measurements

Baseline 1992-2022 | Self-reported socio-economic position

Self-reported health status and diagnosis
Anthropometric measures: weight, height (self-reported)
Blood pressure, sugar in the blood (self-reported)
Self-reported major behavioral NCD risk factors

Dietary assessments

Follow-up (Questionnaire only)
Self-reported health status and diagnoses
Self-reported socio-economic position and behaviors

Ongoing All participants are flagged with routine data sources providing deaths since baseline
and cancer registry entries since 1980

The number of participants at baseline: 56,559 discrete individuals and 16,307 house-
hold respondents (26,195 males and 30,364 females) were interviewed in 1994 and 2019.
We extracted 4063 death cases (2214 males and 1699 females) among respondents (Fig. 1).

Composition of the study population, including age range: the cohort included par-
ticipants aged 1-105 years who had information on mortality. The minimum age for males
is 1, the maximum is 103, and the average is 59.65. The minimum age for females is 1, the
maximum is 105, and the standard is 72.87.

How often have they been followed up? Data has been collected 29 times from 1992 till
nowadays, and 25 waves represent the “RLMS Phase II”. The records of respondents were
extracted from the primary database. Participants in the 10%-29 rounds of households
and individuals’ key variables were aggregated to explore the cohort of participants with
diseases and death outcomes. The cohort represents the derivative of a population-based
panel survey, designed as an annual randomized survey. Two years were missed, 1997 and
1999, due to funding lapses between 1994 and 2014. The sample is described in more de-
tail on the RLMS-HSE websites [29].

Continuity for getting survey respondents from one wave to the next wave of the sur-
vey was about 70 %. Year by year, up to 70 % of respondents who were attributable to the
next wave of the study varied from 70 to 85 %.

What has been measured? The panel data provides self-responses on morbidity,
proxy-responses of mortality and partly its causes and other routine data variables, in-
cluding behavioral, environmental and metabolic risk factors. We took out from the ini-
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tial RLMS dataset a section with indicators that directly or indirectly indicate the state of
health of the respondents and the same block of variables that indicate risk factors. The
health-related section contains 472 questions, including diagnoses and conditions and be-
havioral questions, such as smoking, alcohol, nutrition, etc. The broad categories for each
phase are presented in Table 2 below. The list of selected health and risk-factors-related
variables is presented in the Table 3.

Table 2. Descriptive statistics: age of death by cause

Statistics Mean (SD) Q1; Median; Q3
Overall 66.4 (18.7) 55.0; 70.0; 80.0
Cerebrovascular disease 72.4 (14.0) 64.0; 75.0; 83.0
Cardiac disease 69.6 (15.1) 60.0; 73.0; 81.0
Neoplasms 66.0 (14.9) 58.0; 67.0; 76.0
Injuries/accident 46.2 (18.0) 33.0; 45.0; 58.0
Senility (old age) 87.1(8.2) 83.0; 88.0; 92.0
Murder/Self-murder 41.4(13.1) 32.0;42.0; 49.0
Respiratory disease 66.7 (16.3) 55.0; 69.0; 80.0
Vascular disease 70.6 (14.3) 64.8; 73.5; 80.0

Unique and instrumental measurements:

1. There were no unusual measurements (e. g. specialized scans; individual assays)
and/or measurements that have been undertaken in sub-groups of the cohort.

2. There were no instrumental measurements in this study; all indicators are based
on the responses to two questionnaires: for individuals and households. The respondents
used self-measurements to provide weight and height.

What has it found? Using proxy respondents to study causes of death for the first
time in the Russian population, it has become possible now to derive risk factors and
mortality risk factors for people with NCDs exposed to behavioral factors compared with
participants who did not.

32,023 households (around 150,335 individuals) participated in the survey from
1994 to 2019. In the first analysis iteration, we found that in this period, 4942 fatal cases
were registered (Fig. 1). Since 1995 there has been a significant jump in mortality growth
and a sharp decline by 2001. By 2002 there was again a sharp increase in the number of
deaths, which progressively decreased over 11 years. From 2013 to 2019 there was an in-
crease in mortality again.

The most common causes of death were as follows:

— 974 fatal cases from 4942 due to Cerebrovascular disease (stroke);

— 934 fatal cases from 4942 due to Cardiac disease (heart attack; acute coronary in-
sufficiency; acute heart failure; angina pectoris; heart failure; coronary artery disease; con-
genital heart disease);

— 756 fatal cases from 4942 due to Neoplasms (cancer; blood disease; lymphogranu-
lomatosis).
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Table 3. The list of health and risk-factors-related variables

No Variable name Type
1 How many kilograms do you weigh? Quantitative
2 What is your height in centimeters? Quantitative
3 How would you evaluate your health? Ordinal
4 | Do you have any kind of chronic illness? For example: Qualitative
5 Heart disease Qualitative
[ Lung disease, bronchus Qualitative
7 Liver disease Qualitative
8 Kidney disease Qualitative
9 Gastrointestinal diseases Qualitative
10 | Spinal problems Qualitative
11 | Endocrine diseases, diabetes or high blood sugar Qualitative
12 | Hypertensive heart disease, high blood pressure Qualitative
13 Joint diseases Qualitative
14 | ENT disease Qualitative
15 | Neurological diseases Qualitative
16 | Eye Diseases Qualitative
17 | An Allergy Qualitative
18 Varicose Veins Qualitative
19 | Diseases of the skin Qualitative

20 | Oncological diseases Qualitative

21 | Gynecological diseases Qualitative

22 | Urogenital system disease Qualitative

23 | Other chronic illnesses Qualitative

24 | Are you assigned to any disability classification? Qualitative

25 | To what classification of disability are you assigned? Ordinal

26 | In the last 12 months have you had a surgical operation? Qualitative

27 | Has a physician ever told you that you had diabetes or increased sugar in the | Qualitative

blood?

28 | Have you ever been diagnosed with a “myocardial infarction”? Qualitative

29 | Have you ever been told by a doctor that you had high arterial blood Qualitative

pressure?

30 | Hasa doctor ever diagnosed you as having had a stroke-blood hemorrhages | Qualitative

in the brain?

31 |Inthelast 12 months, has a doctor told you that you had anemia? Qualitative

32 | Hasa doctor ever told you that you had tuberculosis? Qualitative

33 | Hasa doctor ever diagnosed you with hepatitis, Botkin’s disease, or jaundice? | Qualitative

34 | What type of hepatitis did you have? If you were diagnosed with it more than | Qualitative

once, please name all types (A, B, C, Other).
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End of the Table 3

No Variable name Type
35 |In the last 12 months, have you had a serious nervous disorder or depression? | Qualitative
36 | Do you wear glasses or contact lenses? Qualitative
37 | Do you use a hearing aid? Qualitative
Block The Behavioral Risk Factors
38 | Do you now smoke? Qualitative
39  |Please recall: When did you start smoking? How old were you then? Quantitative
40  |In the last 7 days have you smoked anything? Qualitative
41 | What do you mainly smoke? I will list various types of tobacco products and | Qualitative
you tell me, please, which you smoke most often.
42 | How many individual cigarettes do you usually smoke in a day? Quantitative
43 | Have you ever smoked? Qualitative
44 | How many years ago did you quit smoking? Quantitative
45 | Please remember your age when you began smoking. How old were you then? | Quantitative
46 | In the last 30 days did you drink non-alcoholic beer? Qualitative
47 | Do you consume alcoholic beverages, including beer, at least sometimes? Qualitative
48 Recall, please, when you first consumed alcoholic beverages, including beer? | Quantitative
How old were you then?
49 | In the last 30 days have you consumed alcoholic beverages? Qualitative
50 |In the last 30 days have you consumed beer containing alcohol? Qualitative
51 | Which of these you drank in the last 30 days and, for those you drank, how | Qualitative
many grams do you usually consume in a day?
52 | In the last 30 days has any of the following happened to you as a result of | Qualitative
alcohol intake?
53 | Do you think that because of taking alcoholic drinks you personally have any | Qualitative
problems:
54 | On those days you did drink alcohol, approximately how many helpings did | Qualitative
you usually take regardless of drink type?
55 | Which of the following best describes your physical exercise? Qualitative
56 | I will now list various kinds of physical activities. Will you please tell me which | Qualitative
of them you engaged in the last 12 months at least 12 times? For each activity,
you engaged in, during how many months, how many times per month, and
how many minutes per time did the activity last?
57 | Which of the following best describes your physical exercise? Please do not | Qualitative
count your physical activities at work
58 | Please tell me, are you happy? Qualitative
Block of Food & Nutrition questions
59 | Did your family get (the list of 57 products), how much? Dichotomic/
quantitative
60 | Do you eat out of home? Quantitative
61 | How much money do you spend to eat out of home for the last 30 days? Quantitative
62 | How much money do you spend to eat in and out of home for the last 30 days? | Quantitative
63 | How many times a day do you eat? Quantitative
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Fig. 2. The distribution number of casualties by cause (absolute number)

Out of 4942 deaths, 1372 cases were registered in females and 1978 cases — in males
(Fig. 2). The number of deaths due to stroke (Cerebrovascular disease) was approximately
the same among men and women, 310 and 307. The fatal cardiac disease and neoplasm
cases prevailed in men (336 versus 237 and 302 versus 201). The number of deaths due to
injuries/accidents among men was more than twice that among women (199 versus 70).
The cases of murder/self-murder were observed principally among men, while the cases
of senility (deaths from old age) were observed mainly among women.

The age patterns

We found a specific mortality trend by age strata (Fig. 3). The most deaths are ob-
served after 66 years. And the mean death age is 66.4 + 18.7 years (median 70 years, IQR:
55-80 years). The mean death age for women was 73.8+17.1 (median — 78 years, IQR:
66.8-86.0), and for men — 60.8 £17.8 (median — 64 years, IQR: 49.0-74.0). It should be
pointed out that the number of deaths before 75 years among men was around twice that
among women. Among the top causes of mortality, the lowest mean death age was in mur-
der/self-murder (mean: 41.4+13.1 years) and injures/accident (mean: 46.2 + 18.0 years).
Among deaths associated with neoplasms, the mean death age was 66 +14.9, which was

Becmuux CII6TY. Meduyuna. 2022. T. 17. Buin. 3 197



400

300
200
: IIII I
3 &_-- . - L
5 D ’\ bl "J %
¥ & W q. q, N -*P' v"’ ® 6:"/ & b" é’ *\" '\" %" $‘° cb"' o ,9
Age

Fig. 3. Distribution of lethal cases by age (absolute numbers)

similar to the mean death age of the overall population participating in the survey. For
cause-related cardiac and cerebrovascular disease, the mean death age was a little bit
more than the mean death age of the overall population and was 69.6+15.1 years and
72.4%14.0 years, respectively. Interestingly, that were individuals in a survey, the main
cause of death was senility/old age, whose mean death age was 87.1+8.2.

The median time to death was 89 age (95% CI: 89-89) among women, and among
men was 85 years (95 % CI: 85-86).

Sex patterns

Death numbers due to stroke are around the same among males and females.
Deaths due to cardiac and neoplasms prevailed in males. Fatal cases due to injuries/
accidents among males were more than twice that among females, same for murder/
self-murders. The mean death age for cause-related neoplasm, cardiac, and stroke was
around the general population — 66, 69, and 72 years old, and was more than 80 years
in senility/old age.

Future studies should determine the risk of mortality from NCDs representatively for
the entire population in Russia, separately by sex, three age cohorts, and leading causes
of death. Additionally, this information would be presented by the region of Russia. The
models can estimate the mortality risk coefficient depending on the Russian population’s
duration and intensity of exposure to risk factors by gender and three age cohorts.

Potential impact

The algorithm and methodology approach obtained from this analysis based on co-
hort study data can be applied to estimate the relative risk (RRs) for the most critical risk
factors, including alcohol consumption, high blood pressure, and nutrition. It is possible
now to calculate the probability of premature mortality and Disability-adjusted life years
(DALYs). Future research can use derived relative mortality risks to calculate Population
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Attributive Fractions (PAFs) and indirect economic losses from individual risk factors for
every NCD by sex and age for the first time in Russia. Since the data source is patients and
the control group is based on a representative sample for Russia, the received hazard ratio
will be essential for future research.

Strengths of the cohort

The significant strengths of the RLMS-HSE are the national representativeness, high-
quality sociodemographic and economic data collection, and extended follow-up. This
cohort was set up because we found secondary data opportunities in joining together re-
spondents and household databases from RLMS-HSE sets of data. One of the challenging
ways of using this data is to collect the death cases for further research.

Weaknesses of the data

The data used to estimate risk factor exposure is, at times, sparse, and some meas-
ures, such as low physical activity, may benefit from a shift to direct measurements, as
self-reported estimates are known to overestimate those with sufficient physical activity.
The most significant weaknesses from the health side are the lack of biomarkers and
the erratic collection of dietary and body composition data based on outside funding
availability.

Important limitations of the cohort are associated with self-reported survey-based —
recall bias, response bias, acquiescence bias, social desirability bias, and nonresponse bias,
including the frequency and quantity of data collected, sample size, periodic resampling,
and between-round attrition. The health system’s main flaws are the lack of biomarkers
and the rare collection of food and body composition data based on outside funding avail-
ability. Furthermore, as with any longitudinal survey, attrition overtime should be consid-
ered when interpreting the data.

Ethics approval

There was no need for ethics approval for the authors of this paper because of the use
of secondary data.

References

1. Soshnikov S., Halfin R., Madyanova V., The behavioral risk factors of non-communicable diseases in
the Russian Federation. European Journal of Public Health, vol. 31, Supplement 3, October 2021, p. 269.

2. Christopher J.L. et al. Global burden of 87 risk factors in 204 countries and territories, 1990-2019:
A systematic analysis for the Global Burden of Disease Study 2019. The Lancet, 2021, no. 396,
issue 10258, pp. 1223-1249.

3. Pabst A, van der Auwera S., Piontek D., Baumeister S.E., Kraus L. Decomposing social inequalities
in alcohol consumption in Germany 1995-2015: An age-period-cohort analysis. Addiction, 2019,
vol. 114, pp. 1359-1368.

4. Zasimova L. Analysis of non-compliance with smoke-free legislation in Russia. International Journal
of Public Health, 2019, no. 64, p. 413.

5. Brainerd E. Mortality in Russia Since the Fall of the Soviet Union. Comp. Econ. Stud., 2021, no. 63,
pp. 557-576.

Becmnux CIT6I'Y. Meduyuna. 2022. T. 17. Boin. 3 199



10.

11.

12.
13.
14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

200

Data Resource Profile: The Russia Longitudinal Monitoring Survey — Higher School of Economics
(RLMS-HSE). Phase II: Monitoring the Economic and Health Situation in Russia, 1994-2013. Available
at: https://rlms-hse.cpc.unc.edu/wp-content/uploads/index-178.pdf (accessed: 01.08.2022).

Stefler D., Landstra E., Bobak M. Household availability of dietary fats and cardiovascular disease and
mortality: Prospective evidence from Russia. European Journal of Public Health, 2021, vol. 31, issue 5,
pp. 1037-1041.

Carolina Population Center, the University of North Carolina at Chapel Hill. The Russia Longitudinal
Monitoring Survey — Higher School of Economics. Available at: https://www.cpc.unc.edu/projects/
rlms-hse (accessed: 01.08.2022).

Radaev V., Roshchina Y. Young cohorts of Russians drink less: age-period-cohort modeling of alcohol
use prevalence 1994-2016. Addiction, 2019, vol. 114 (5), pp. 823-835.

The Russia Longitudinal Monitoring Survey — Higher School of Economics (RLMS-HSE) Project De-
scription. Available at: https://www.hse.ru/en/rlms/description (accessed: 01.08.2022).

Egorova A., Soshnikov S., Otstavnov S. Exploring age-sex-specific all-cause mortality in Russia using
the RLMS-HSE cohort study data. European Journal of Public Health, 2021, no. 31, Supplement 3,
pp. 165-185.

Gerry C.]J., Kaneva M. Adapting to the Challenges of Chronic Non-communicable Diseases: Evidence
from Russia. Applied Research Quality Life, 2021, no. 16, pp. 1537-1553.

Paul P, Nguemdjo U., Kovtun N., Ventelou B. Does Self-Assessed Health Reflect the True Health State?
International Journal of Environmental Research and Public Health, 2021, no. 18 (21), p. 11153.
Shartova N., Tikunov V., Chereshnya O. Health Disparities in Russia at the Regional and Global Scales.
International Journal for Equity in Health, 2021, no. 20, p.163.

Stefler D., Landstra E., Bobak M. Household Availability of Dietary Fats and Cardiovascular Disease
and Mortality: Prospective Evidence from Russia. European Journal of Public Health, 2021, no. 31,
Supplement 3, p. 128.

Tovar-Garcia E.D. The Associations of Different types of Sports and Exercise with Health Status
and Diseases: Evidence from Russian Longitudinal Data. Sport Sciences for Health, 2021, no. 17,
pp. 687-697.

Aleksandrova E., Bagranova V., Gerry C.J. The Effect of Health Shocks on Labour Market Outcomes
in Russia. Higher School of Economics Research Paper, 2020, no. WP BRP, p.237.

Jensen M.]. The Relationship between Education and Health in Russia. Does Younger School En-
rollment Improve Health Outcomes in Adulthood? UiT Munin. Available at: https://hdlLhandle.
net/10037/19476 (accessed: 01.08.2022).

Paul P. The Distributive Fairness of Out-of-pocket Healthcare Expenditure in the Russian Federation.
International Journal of Health Economics and Management, 2020, no. 20, pp. 13-40.

Proshin A. Impact of Child Subsidies on Child Health, Well-being and Parental Investment in Human
Capital: Evidence from Russian Longitudinal Monitoring Survey 2011-2017, HAL, 2020. Available at:
https://halshs.archives-ouvertes.fr/halshs-02652268/document (accessed: 01.08.2022).

Vyalykh N. A., Bespalova A. A. Mental Programs and Models of Medical Care Consumption in a Mul-
ticultural Region of the South of Russia. Public Administration and Regional Management in Russia.
Cham, Springer, 2020, pp. 437-445.

Zasimova L., Kolosnitsyna M. Exploring the Relationship between Drinking Preferences and Record-
ed and Unrecorded Alcohol Consumption in Russian Regions in 2010-2016. International Journal of
Drug Policy, 2020, vol. 82, p.102810.

Kossova T., Kossova E., Sheluntcova M. Gender Gap in Life Expectancy in Russia: The Role of Alcohol
Consumption. Social Policy and Society, 2020, no. 19 (1), pp. 37-53.

Matytsin M., Popova D., Freije S. A Tool for Distributional Analysis in the Russian Federation. Policy
Research Working Paper. WPS. World Bank Group, 2019, no. 8994. Available at: https://publications.
hse.ru/pubs/share/direct/305153638.pdf (accessed: 01.08.2022).

Melnikov R., Margolin A., Ustenko V., Ginoyan A., Teslenko V., Turanova E. Evaluation of the effec-
tiveness of investments in human capital in modern conditions. Working Papers 041912, 2020. Russian
Presidential Academy of National Economy and Public Administration.

Patel H.P. The Effect of Early Life Economic Conditions on Child Health in Post-Soviet Russia. Doctoral
dissertation. Durham, 2019. Available at: https://sites.duke.edu/econhonors/files/2019/05/patelhe-
mal2019-2.pdf (accessed: 01.08.2022).

Paul P. The distributive fairness of out-of-pocket healthcare expenditure in the Russian Federation.
International journal of health economics and management, 2019, no. 23, pp. 13-40.

Becmnux CIT6I'Y. Meduyuna. 2022. T. 17. Boin. 3



28.

29.

Radaev V., Roshchina Y. Young cohorts of Russians drink less: age-period-cohort modelling of alcohol
use prevalence 1994-2016. Addiction, 2019, no. 114, pp. 823-835.

Sirotin V., Alexeeva K. Estimation of Fuzziness for Respondents’ Quantitative Data on Income. Ad-
vances in Computer Science Research (ACSR), 2019, no. 23, p. 85.

Received: August 23, 2022
Accepted: November 7, 2022

Authors’ information:

Sergey S. Soshnikov — PhD in Medicine, Professor; s.soshnikov@bsmi.uz
Alina N. Egorova — alina.egorova@phystech.edu

Alina I. Idrisova — MD; bidrisov@gmail.com

Andprej M. Grjibovski — MD, MPhil, PhD; andrej.grjibovski@gmail.com
Mashkhura A. Atoeva — PhD in Medicine; epid16@mail.ru

ITpodup KOropThI: TOHTUTIOKHOE UCCIeAOBaHMe PaKTOPOB pUCKa
HenH(peKIMOHHBIX 3abomeBannit B Poccun

C. C. Cownuxos!, A. H. Ezoposa?, A. . Vopucosa’,
A. M. Ipsmcubosckuii?, M. A. Amoesa’

1 Byxapckuii rocyapcTBeHHbBI MEIUIMHCKII MHCTUTYT,
Ys6exncran, 220011, Byxapa, yn. Hason, 1
2 MOCKOBCKMit (bU3MKO-TeXHIYEeCKUIT MHCTUTYT,
Poccwmiickasa Qenepanuns, 141701, MockoBckas 0671, [JonronpynHblit, VIHCTUTYTCKMit TIep., 9
3 bBamxupcknit rocymapcTBEHHBI MEAULMHCKII YHUBEPCUTET,
Poccwmiickasa Penepauns, 450008, Pecrrybnuka bamkoprocran, Yoa, yi. Jlenuna, 3
* CeBepHBIIT TOCY/lapCTBEHHDII MEANIMHCKII YHUBEPCUTET,
Poccnitckas Oepepans, 163069, Apxanrenbck, Tponnkmii p., 51

s qurupoBanus: Soshnikov S. S., Egorova A. N., Idrisova A. L, Grjibovski A. M., Atoeva M. A. Cohort
profile: The longitudinal study on the risk factors of non-communicable diseases in Russia // Bectank
Cankr-Iletepbyprckoro yauBepcureta. Meguunsa. 2022. T.17. B 3. C.191-202.
https://doi.org/10.21638/spbul1.2022.304

B manHOM mccefoBanmy paspaboTaH HOBBIL MOAXOM K aHAIN3Y CMEPTHOCTY M CBSI3aHHBIX
¢ Heil (aKTOPOB PUCKA B POCCUIICKOI MOMY/IALMIL. MBI IPefoCTaBUIN CIIOCO0 MCIIONb30BATh
BTOPUYHbIE JaHHbIC U3 CYIIECTBYIOLIETO HAJIe)KHOTO Habopa MCCIefOBATeTbCKUX TaHHBIX.
Jlst aToro Mbl paccuntany GakTOpbl PUCKA CMEPTH ¥ OLIEHVIN BIIMSHIE OTHETbHBIX (ak-
TOPOB pycKa. PaHee 3Ty HAOOPBI JAHHBIX VCIIO/Ib30BAINCD J/Is1 COLMATBHO-9KOHOMUYECKIX
MCCNeNoBaHMil. B 9T0li cTaThe IpefcTaBIeH MOAXO, i1 U3YYEeHM A CMEPTHOCTY U CBSA3aHHBIX
¢ Heil aKTOPOB PUCKA C MCHO/NIb30BAHMEM BTOPUYHBIX HaHHbIX /IS OLIEHKM CMEPTHOCTH OT
6071e3Hell Ha OCHOBE BTOPUYHO U3B/ICYEHHOI KOTOPTHL. [I/1s1 06pabOoTKM JaHHBIX M pac4eTOB
OTHOCHUTE/IbHBIX PUCKOB UCIO/Ib30Ba/I0Ch IPOrpaMMHOe ofecredenue R ¢ OTKpbITO MuIieH-
3ueil. VIHCTpyMeHTa/IbHble U3MEPEHNA B 3TOM MCC/IEJOBaHMY He IPOBOJMINCH, ¥ BCE TO-
KasaTe/ny OCHOBAHBI Ha OTBETaX PECIOHMIEHTOB U MX POJCTBEHHMKOB Ha [IBa BOIIPOCHMKA.
JlaHHbIe OBIIM HOMy4eHbI U3 POCCMIICKOTO JOITOCPOYHOTO MOHMTOPMHTIA BbICIIeil IIKOIbI
9KOHOMMKM. ITO JJaHHbIE IOHTUTIONHOTO PeIpe3eHTaTUBHOTO ONPOCa OT/eNMbHBIX NI U 1O-
MOox03s11cTB ¢ 1990 mo 2021 r. MbI u3B/Iek/n faHHbIe 0 4063 cay4dasx cMepT (2214 My>XuuH
n 1699 XEHIIVH) Cpey PECIOHIEHTOB [/l Ja/lbHeNIIero aHaan3a. [JaHHble O JleTanbHbIX
MCXOfaX M3 BOIPOCHNMKOB JOMOXO3SIVICTB M 3alMCell MMEIT CTAaTyC BepOaspHOI ayToIl-
cum pecrioHfieHTa. B ompoce ¢ 1994 mo 2019 1. 3a 24 roga HaOMIOAEHNIT IPUHSIIN y9acTue
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32023 gomoxossiicta (okomo 150 335 yern.). Hanbornee gacTbIMy DpyYHAMY CMEPTH OBLIN
crepyomye: 974 neTaNbHbIX CIy4asd OT Liepe6pOBacKy/IAPHOI 60/e3HN (MHCY/IbTA), 934 fte-
TaJIbHBIX UCXO/A OT O0JIe3HelT cepaLa 1 756 eTanbHBIX MICXOH0B OT HOBOOOpasoBaHmit. 1o
nony: 1372 ciry4das 3aperucTpupoBaHO Cpefy >KeHIMH, 1978 cny4aeB — cpeny My >K4uH.

Kmiouesvie cnosa: HemHEKIMOHHDIE 3a007eBaHMsA, TPOGIUIb KOTOPThI, CMEPTHOCTD, OTHO-
IIEHNs PUCKOB, (GaKTOPbI PIUCKa.

CraThs IOCTYNWIA B pefakipo 23 aBrycTta 2022 r;
peKOMeH/[0BaHa K medaTn 7 Host6pst 2022 1.
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