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INTRODUCTION

Currently, the major attention in many world countries as well as in Lithuania is paid
on public and social health and medicine. The main aim of medicine is to treat and maintain
human health, while in case of social health communication and relationship are important.
It is worth mentioning that social health is an integral concept and it is impossible to
determine it unambiguously, since it forms as the result of interaction of many factors and
has some latent characteristics, which might be both positive and negative in respect of
social development of health as common good, and affect the public health process. Social
health can be described as the link between what is happening among people, person and
public in health space by involving the importance of health care. It stimulates transfer from
theoretical to practical level, where medical and health issues are analyzed in social context.

Public health attempts to combine social and health maintenance and improvement
fields, since perception and justification of influence of health-determining social factors
determine the change of view towards health and other phenomena. Certain social ties are
formed, i.e., certain entirety of public organizing factors, which is very important for
maintaining relationships. The actions and selection of people depend on determinations,
which are based on their perceived motives, beliefs, value-related attitudes, and this makes
an advance potential of social action. Social ties are a certain instrument, relationship, which
helps to seek health and is closely related with formation of suitable health policy, its
efficiency and effectiveness. Therefore, identification of tie between health and social
factors is of major importance.

In fact, the relationship of health and sociology, social relations, etc., has been started
to be analyzed recently in Lithuania. Initially, the development of health sociology was
prevented by both social and economic conditions of soviet society, and various restrictions,
therefore, these factors hampered identification of certain social processes, which
determined variation of health conception, health policy and its origination. Consequently,
the role of health sociology in policy was insignificant, thus, causing various health care
problems. However, as independence was regained, as public become modern and

collaborating, and while implementing various programs at international level and learning



from them, the view towards health and social ties has been slowly changing. Recently,
public health research is focused on innovative fields as health quality, efficiency of health
services, solidarity and integrity of activity, introduction of health policy elements in all
fields of social and economic activity. Aging society, social, economic changes, penetration
of market elements in the sphere of health services change the nature of interaction between
public health condition and integral environment that influences it. These circumstances
also alter the assumptions of health policy effectiveness. The latter must be based on
information of scientific research. Unfortunately, there has been carried out small number of
research of similar direction in Lithuania. Hereby, we seek to explore systematically and
assess the differences of the main health and social factors, and the impact of their
interactions on public health condition and the emerging social structures of health. The
research analyzed the subjectively assessed health condition, morbidity (sickness rate),
prevailing health problems and mental health conditions. These aspects were examined in
different fields of influence of social factors as well as in their integral interaction. The

obtained results should serve for formation of more effective health policy.

Aim of paper:

To explore the peculiarities of ties between health and social factors.

Tasks of paper:
1. To explore the impact of social status on prevalence of health condition and health
problems.
2. To analyze the relation of the main social factors with subjectively assessed
morbidity.
3. To analyze the relation between social factors and mental health.

4. To explore the integral interaction between health and social factors.



Originality and relevance of paper:

Scientifically the originality of paper is the fact that a systematic, integral view
towards social interaction of health condition and dynamic social structures, which are
emerging during it, was realized, their differences and similarities, and possible changing
trends were assessed. Furthermore, this thesis is relevant, its results might be used for
further development of public health science, including integral ties of medicine, health and
other activity and life fields.

Practically the obtained results might be used for monitoring of public health and
health care system, improvement of intersectoral collaboration and while forming the
improvement of public health and social development, and developing new effective and
efficient policy, involving all participants: members, health care specialists, politicians,
business representatives, etc. The research presents new knowledge about situation of social
development of public health, following the interaction of the main factors of health system.
Various interactions of social and economic, environmental and health factors can be
successfully applied in different levels of health development, especially, while creating

new health policy strategies, improving human health and life quality.

OBJECT AND METHODOLOGY OF RESEARCH

2.1 Object of research

Target population — adult (18 year and older) Lithuanian residents. In order to
achieve sample representativeness and to address its results to general society, respondents
were selected at random. Thus, a possibility of each individual to get into sample, was
equal. However, seeking to avoid distorted subgroups (for example, between men and
women), the sample as additionally (also at random) quoted, according to gender, age and
place of residence. What is more, random sample was harmonized with subset quotas. As
possibility that survey for certain circumstances might be attended by not all respondents
had been anticipated, a larger sample was formed. 1620 persons were addressed during

research. 1223 respondents were surveyed, including 346 men, 877 women, 973 urban and
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250 rural residents. The response rate is 75,5 %.Questionnaire survey method was applied to
research. The survey took place at respondents’ home after contacting with respondents
personally or sending (and informing the resident) the informative letter about survey by
post. Only in case the selected respondent agreed to take part in survey, he/she was
surveyed. Data confidentiality and anonymity of respondents was guaranteed by encoding
the questionnaires.

Seeking to ensure the rights of surveyed respondents, documents were prepared and
permissions were obtained from State Data Protection Inspectorate and Lithuanian Bioethics
Committee for sample formation and validation, and data accumulation, collection and
storage. Data about Lithuanian residents were obtained from the Residents’ Register Office
under the Ministry of Interior of the Republic of Lithuania.

Research was a part of work, implemented by Department of Innovative Diagnostics,
Treatment and Health Monitoring Technologies of Centre for Innovative Medicine of State
Research Institute (hereinafter referred to as VMTI IMC). The employees of Department of
Information Modelling of Social and Aging Problems of VMTI IMC, familiarized with
aim, tasks of research, course and instructions of its implementation and trained to complete

a questionnaire survey, helped to carry out the present research.

2.2. Instrument and methodology of research

Seeking to examine the patterns of systemic interaction among the main social
factors and their significance to effectiveness of health policy, questionnaire “Systematic
Research on Health and Social Problems” was prepared. The questionnaire was formed,
following the fragments of questionnaires that are recommended by World Health
Organization and adapted in Lithuania. The following questionnaires were used: GHQ-28,
WHO environmental impact assessment questionnaire, WHO nutrition assessment
questionnaire, WHO social health assessment questionnaire. The research scheme included
a few blocks: analysis of social factors, their impact on health condition, analysis of health

condition and interaction (see Figure 1).
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Figure 1. Principal scheme of research

Data were analyzed by analysis of variance, factor and cluster analysis. Analysis of
variance was used for examination of impact of social factors on health. Health fields were
considered as depended variables, while social factors — as independent variables. General
health condition was assessed by five-point ranking scale, where higher point means better
health. Mental health fields were assessed by four-point scale, where higher point means
poorer health. In order to determinate the samples the averages of which differ
significantly, the averages of some samples of independent variables were compared. In
case of analysis of variance Levene’s criterion for checking the hypothesis, regarding
equality of variances, was followed. This criterion shows, whether p means differ from each
other: difference is significant, when p < 0,05, o = 0,05.

Factor analysis was used for analysis of interaction of social and health-identifying
factors and for emphasis of new latent factors that emerge in this interaction. Principal
component analysis was used for finding the factors by applying varimax rotation. The fact,

whether variables can be grouped by applying factor analysis, was assessed, according to
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Kaiser-Meyer-Olin criterion. As factors were found, it was assessed, what part of
information of general scale, present in variation of its patterns, is explained by found
factors.

The condition of mental health was examined with the help of GHQ-28
questionnaire. Calculation of Cronbach’s alpha coefficient shows the homogeneity of
questionnaire. In case of somatic disorders Cronbach’s alpha was 0,872, anxiety — 0,895,
social dysfunction — 0,874 and depression — 0,869 (Spearman-Brown: 0,873, 0,895, 0,875
and 0,885, respectively). Mental health conditions are identified in four groups: somatic
disorders (Al — A7), anxiety (B1 — B7), social dysfunction (C1 — C7), depression (D1 —
D7).

Presentation of research results

The results of statistical data analysis are presented in tables and figures. In case of
most of them the rate of response to questions (in percent) is assessed in different age
groups: according to gender, social and environmental conditions. Reliability level of
statistical hypothesis of results is p < 0,05. What is more, SPSS (Statistical Package for the

Social Sciences) software (SPSS 16.0) was used for data analysis.

RESULTS

3.1. Characterization of research object

1233 Lithuanian residents took part in survey, including 28,3 % men and 71,7 %
women. Taking into account the place of residence, the survey was attended by 79,6 % (973
respondents) urban residents and 20,4 % (250 respondents) rural residents. The age of
respondents varied from 18 to 90 years. The average age was 43,11. While analyzing the
distribution of respondents, according to education, it was revealed that the major part of
those surveyed was persons with incomplete higher education — 39,8 %, incomplete
secondary — 23,6 % and secondary — 21,6 % education. The remaining respondents
distributed in the following way: have not studied at all — 1,3 %, primary education — 1,6 %,
advanced vocational education and training — 8,3 % , while 3,8 % had higher education. The

students, learning at higher school, stated that they have incomplete higher education. The
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major part of all respondents was married persons — 52,5 %. Single persons made 26,7 %,
widows — 9,8 %, divorced — 6,6 %, while those cohabitating — 4,4 %. During research the
amount of income per family member per month was analyzed. Maximum amount of
income per family member per month was LTL 5000, while minimum — LTL 100 (average
—LTL 994,1).

3.2 Aggregate social dissemination of health
3.2.1 Ties between general health condition and social status

Irrespective of gender, age, education, marital and financial status, as well as place of
residence, average (42,25 %) and good (42,17 %) level of assessment of general health
condition prevails. While analyzing, according to gender, the major part of all respondents
assessed their health as average or good. There were no significant differences among both
men and women. In case of women, 43,4 % of respondents assessed their health as average,
while in case of men 39,9 % of respondents assessed their health as average. 42,1 %
women and 41,9 % men think that their health is good. According to age groups, younger
and average-age respondents assessed their health better than older respondents and vice
versa, older people assessed their health poorer. What is more, the worse assessment of
health was tended to be made by people with low education, i.e., by those with primary
education (25 %) or those, who has not studied (56,3 %), those, who live in a village (11,2

%) and those, who receive low income (see Table 1).

Table 1. Social dissemination of general health condition of respondents

The General conditions of health (%)
2

eIe_ments of | Subgroups n Very Poor | Average | Good Very x°, df p

social status poor good
Male 346 2,6 5,2 39,9 41,9 10,4 10,106

Gender Female 877 | 19 | 68 | 434 | 421 | 57 | di=4 | 2%
18-29 345 1,2 0,9 21,7 59,1 17,1

Age 30-44 282 0,7 3,9 35,8 52,8 6,7 307,391 0.001

g 45-59 359 | 14 | 67 | 560 | 345 | 14 | di=12 |

>60 223 6,7 17,9 59,2 14,8 1,3
Incomplete

cducation secondary 325 34 10,2 41,5 38,2 6,8 65,967, 001
Secondary 264 19 6,4 56,1 33,7 1,9 df=12 ’
Incomplete 585 1,7 4,8 38,1 46,9 8,5
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higher

Higher 46 0 0 26,1 54,3 19,6
Worker 125 0,8 6,4 45,6 44,8 2,4
Unemployed | 45 2,2 4.4 28,9 48,9 15,6
Pensioner 164 79 22,6 58,5 9,8 1,2
Employment Homemaker | 15 0 6,7 33,3 60,0 0 226,966 0.001
Employee 337 1,2 45 46,9 41,4 6 df=28 '
Specialist 303 1,3 3,3 40,6 45,9 8,9
Manager 25 0 8,0 36,0 52,0 4,0
Other 196 15 0,5 26,5 58,7 12,8
Married 640 0,9 47 48,2 41,4 4,8
Unmarried 325 1,8 3,1 23,7 55,1 16,3
. Divorced 80 5,0 8,8 51,3 33,8 1,3 245,856
Marital status o ceny | 121 | 74 | 256 | 554 | 116 | 0 | df=16 | %001
Living 54 | 19 0 444 | 519 | 19
unmarried
Monthly Very low 6 2,6 4,8 48,3 37,4 7,0
household Low 8 3,2 7,3 46,8 38,7 4,0 47,478 0.001
income per Medium 6 2,4 10,0 38,2 43,0 6,4 df=12 '
member High 2 0,9 2,6 32,3 49,8 14,4
Place of Urban 973 1,8 6,0 421 422 7,8 6,814 0143
residence Rural 250 3,2 8,0 43,6 41,2 40 df=4 '

3.2.2  Social dissemination of health problems

The concept of health problems is uncommon in scientific literature, analyzing
health. However, this concept is very important, since it allows clearer understanding of
resources and risks of general health condition. The previous section showed that 84,4 %
of respondents assessed their health condition as average and good. Following the
aforementioned results, it is difficult to assess the health situation qualitatively. The research
revealed that individual elements of social status, e.g., age, gender, education, employment,
marital status, did not have any direct impact on production of health problems, however, a
significant impact was made by the following social interactions: gender-age, employment-

family, gender-age-family, gender-education-employment, age-education-employment (p <

0,05) (see Table 2).
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Table 2. Impact of social status factors and their interaction on health condition and dissemination of health
problems

Health conditions Health problems
Impact of social status Amount Amount
factors and their of of
interaction Quadra df F P Quadra df F P
tes tes
Gender 0144 | 1 | 0300 | 0584 | 0006 | 1 | 0031 | 0861
Age 3101 | 3 | 2152 | 0092 | 0937 | 3 | 1,620 | 0,183
Education 1916 | 3 | 1,329 | 0264 | 1272 | 6 | 1,099 | 0361
Employment 7399 | 6 | 2,567 | 0,018 | 2,003 | 7 | 1,483 | 0,169
Marital status 2067 | 4 | 1,076 | 0,367 | 1,306 | 4 | 1,693 | 0,149
Gender*age 5687 | 3 | 3946 | 0,008 | 2334 | 3 | 4032 | 0,007
Gender*education 0197 | 3 | 0137 | 0936 | 0638 | 5 | 0,661 | 0,653
Gender*employment 2,074 5 0,863 0,505 0,399 6 0,345 0,913
Gender*marital status 0799 | 4 | 0416 | 0,797 | 0155 | 4 | 0,201 | 0,938
Age*education 4739 | 9 | 1,096 | 0,363 | 3,680 | 12 | 1,590 | 0,089
Age*employment 5721 | 15 | 0,794 | 0685 | 3866 | 16 | 1,245 | 0,221
Age*marital status 6725 | 10 | 1,400 | 0175 | 1,398 | 10 | 0,725 | 0,702
Education*employment 7,201 16 | 0,937 | 0,526 5,848 24 | 1,263 | 0,179
Education*marital status 2446 | 9 | 0566 | 0,826 | 2,833 | 17 | 0,864 | 0,618
e
S'iglﬂ'soyme”t marital 8299 | 21 | 0,823 | 0,693 | 5903 | 20 | 1,530 | 0,064
Gender*age*education 0,562 7 0,167 | 0,992 0,797 8 0,516 | 0,845
Gender*age*employment 0,882 7 0,262 | 0,968 1,042 5 1,081 | 0,370
Gender*age*marital status | 8,161 3 5,663 | 0,001 2,071 3 3,579 | 0,014
* H *
izrr‘]fer education*employ | ) 40 | 19 | 0259 | 0989 | 1132 | 13 | 0451 | 0,050
_ ___
g:t”uier education*marital 1401 | 7 | 0417 | 0892 | 0495 | 8 | 0321 | 0,958
* * H
fsetgffsr employment*marita |, ces | 7 | 0763 | 0610 | 1232 | 5 | 1277 | 0272
* H *
ﬁtge education*employme |y /e | 14 | 0720 | 0,755 | 4215 | 13 | 1.681 | 0,060
- ___
nguseduca“o” marital 2753 | 10 | 0573 | 0837 | 1314 | 8 | 0852 | 0557
* * H
ggfusemp'oyme”t marital 7155 | 16 | 0931 | 0533 | 1,857 | 12 | 0,802 | 0,649
1 * *
Education*employment*mar | ¢ 1o | 14 | 0894 | 0565 | 3851 | 16 | 1.248 | 0225
ital status
Gender*age*education*empl | 5 550 | & | 1163 | 0324 | 1425 | 6 | 1231 | 0,288
oyment
* * *
Gender*age*employment* | 4 45 | 1 | 9067 | 0795 | 0008 | 1 | 0042 | 0837
marital status
Gender*education*employm | 59y | 5 | o406 | 0667 | 9104 | 2 | 0271 | 0,763
ent*marital status
* 1 *
Age*education®employment | g g0q | 3 | 0422 | 0737 | 0533 | 3 | 0922 | 0,430
marital status
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3.2.3 Social ties of subjectively assessed morbidity

Morbidity of chronic and other diseases, as well as various ailments not only have
negative effect on health, but also condition the worsening of social quality (i.e., influence
the emergence of differences among individual social groups). The research revealed that
according to gender the major part of all respondents suffered from high blood pressure (36
%), cardiovascular (24 %), stomach and gastrointestinal (35,4 %), eyes (22,5 %), joints
(25,7 %) diseases and bronchitis (20,8 %). In total, 12,3 % of respondents had chronic
diseases, while 5,5 % of those surveyed faced acute cases.

Since morbidity by cardiovascular diseases is one of the greatest and most common
problems both in Lithuania and other foreign countries, it was decided to analyze what
factors influence the appearance of these diseases most. While examining the impact of
social status on morbidity of cardiovascular diseases, it was revealed that age, employment,

interaction of gender and age have statistically significant impact (p < 0,05) (see Table 3).

Table 3. Impact of social status factors and their interaction on morbidity of cardiovascular diseases

Impact of social status factors and their Amlz)/luonrtb(')?'ty of cardiovascular disease
interaction df F p
quadrates

Gender 0,699 1 1,265 0,261
Age 7,658 3 4,623 0,003
Education 0,941 3 0,568 0,636
Employment 8,557 6 2,583 0,017
Marital status 4,751 4 2,151 0,073
Gender*age 5,893 3 3,557 0,014
Gender*education 0,670 3 0,404 0,750
Gender*employment 4,321 5 1,565 0,167
Gender*marital status 1,841 4 0,833 0,504
Age*education 3,520 9 0,708 0,702
Age*employment 7,893 15 0,956 0,504
Age*marital status 7,841 10 1,420 0,166
Education*employment 4,614 16 0,522 0,937
Education*marital status 4,023 9 0,810 0,607
Employment*marital status 14,262 21 1,230 0,217
Gender*age*education 3,963 7 1,025 0,412
Gender*age*employment 5,498 7 1,422 0,192
Gender*age*marital status 3,630 3 2,191 0,088
Gender*education*employment 6,097 10 1,104 0,356
Gender*education*marital status 6,586 7 1,704 0,104
Gender*employment*marital status 0,364 7 0,094 0,999
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Age*education*employment 8,794 14 1,138 0,320
Age*education*marital status 2,555 10 0,463 0,914
Age*employment*marital status 8,091 16 0,916 0,551
Education.*employment*marital status 4,294 14 0,556 0,900
Gender*age*education*employment 2,867 6 0,865 0,520
Gender*age*employment*marital status 0,174 1 0,315 0,575
Gender*education*employment*marital status 0,037 2 0,034 0,967
Age*education*employment*marital status 2,012 3 1,215 0,303

Furthermore, age and family is significant for problem production (p < 0,05). Interaction of
age-family-employment (p = 0,08) and social interaction of age-education-employment-
family (p = 0,07) are statistically insignificant, however, they might have powerful

influence (see Table 4).

Table 4. Impact of social status factors and their interaction on morbidity of cardiovascular diseases

Morbldltydqf cardiovascular Morbidity problems
iseases
Impact of social status factors | Amount Amount
and their interaction of of
guadrat df F P guadrat df F P
es es
Gender 0,699 1 ]1265| 0,261 7,122 1 0,001 | 0,982
Age 7,658 3 | 4,623 | 0,003 0,627 3 |4,603 | 0,003
Education 0,941 3 10568 | 0,636 0,226 3 1,660 | 0,174
Employment 8,557 6 | 2583 | 0,017 0,214 6 1573 | 0,152
Marital status 4,751 4 | 2,151 | 0,073 0,331 4 2,433 | 0,046
Gender*age 5,893 3 | 3557 | 0,014 0,112 3 0,825 | 0,480
Gender*education 0,670 3 | 0,404 | 0,750 0,077 3 0,567 | 0,637
Gender*employment 4,321 5 | 1,565 | 0,167 0,094 5 0,692 | 0,629
Gender*marital status 1,841 4 | 0,833 | 0,504 0,040 4 0,294 | 0,882
Age*education 3,520 9 | 0,708 | 0,702 0,096 9 0,705 | 0,705
Age*employment 7,893 15 | 0,956 | 0,504 0,197 15 | 1,448 | 0,118
Age*marital status 7,841 10 | 1,420 | 0,166 0,124 10 | 0,911 | 0,522
Education*employment 4,614 16 | 0,522 | 0,937 0,114 16 | 0,837 | 0,644
Education*marital status 4,023 9 | 0,810 | 0,607 0,161 9 1,179 | 0,305
Employment*marital status 14,262 | 21 | 1,230 | 0,217 0,163 21 | 1,197 | 0,245
Gender*age*education 3,963 7 | 1,025 | 0,412 0,134 7 0,987 | 0,439
Gender*age*employment 5,498 7 | 1,422 | 0,192 0,168 7 1,235 | 0,280
Gender*age *marital status 3,630 3 | 2191 | 0,088 0,051 3 0,372 | 0,773
Gender*education *employment 6,097 10 | 1,104 | 0,356 0,097 10 | 0,714 | 0,712
Gender*education*marital status 6,586 7 | 1,704 | 0,104 0,130 7 0,957 | 0,461
* * H
g:t”udser employment*marital 0364 | 7 [0094| 0999 | 0009 | 7 | 0070 | 0,999
Age*education*employment 8,794 14 | 1,138 | 0,320 0,195 14 | 1,419 | 0,137
Age*education*marital status 2,555 10 | 0,463 | 0,914 0,127 10 | 0,934 | 0,501
*, * H
ngu:mp'oyme”t marital 8091 |16 [0916| 0551 | 0209 | 16 | 1,534 | 0,081
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Education*employment*marital
status
Gender*age*education*employm
ent
Gender*age*employment*marita
| status
Gender*education*employment.
*marital status
Age*education*employment*m
arital status

4,294 14 | 0,556 | 0,900 0,108 14 | 0,795 | 0,676

2,867 6 | 0,865 | 0,520 0,104 6 | 0,763 | 0,599

0,174 1 |0,315 | 0,5750 0,040 1 |0291 | 0,589

0,037 2 | 0,034 | 0967 0,023 2 | 0169 | 0,845

2,012 3 |1215| 0,303 0,312 3 2,299 | 0,076

A detailed research on morbidity of cardiovascular diseases revealed that 39,9 % of
respondents with no cardiovascular diseases have health problems that are caused by other
diseases and risk factors. However, in case of no other diseases, the prevalence of health
problems varies from 41 % to 69,9 %. Therefore, it might be stated hypothetically that
cardiovascular diseases can produce health problems up to 30 % (69,9-39,9=30) in certain

cases.

3.3 Social features of mental health

Mental health was examined by presenting certain blocks of questions (somatic
disorders (Al — A7), anxiety (B1 — B7), social dysfunction (C1 — C7), depression (D1 —
D7)) about general well-being during recent weeks. As it was determined that the major part
of surveyed respondents tend to assess their health more positively, individual fields of
mental health were also analyzed. After analyzing the subjective assessment of respondents’
well-being during recent weeks, according to the fields of mental health, the determined
trend is also positive or more positive. The question, whether respondent felt well during
recent weeks, was responded positively or more positively by 10 % and 67 % of all
respondents, respectively, while 21 % of respondents assessed their health condition more
negatively. 16 % of respondents felt more negatively or more than usually ailing, while 21,9
% of respondents felt exhausted, 19 % of respondents felt a continuous stress, 20,8 % of
those surveyed were edgy or in bad mood, while 19,1 % of surveyed people were not
satisfied with their work.

In addition, the influence of individual fields of mental health on health was analyzed

in respect of gender and place of residence. Average values were calculated, taking into
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account the subjective assessment of general well-being of respondents in scale from 0 to 3
points.

While exploring the dependence of fields of mental health and gender, it was
revealed that gender differences have significant impact on health condition in the fields of
somatic disorders and anxiety (p < 0,05). The average of somatic disorders was higher
among men than women. Meanwhile, the average of anxiety and depression was lower

among men than women. The average of social dysfunction is nearly equal (see Table 5).

Table 5. Distribution of average values of mental health among men and women

Somatic disorders

Values Male Female t df p
n 346 877
an 4,65 3,69 4,006 1221 0,001
- 3,69 4,06
deviation
Anxiety
mean 3,89 4,93
Star_ldgrd 3,92 4,52 -3,76 1221 0,001
deviation
Social dysfunction
mean 7,56 7,76
Star_ldgrd 2,02 2.02 -1,08 1221 0,277
deviation
Depression
mean 1,71 1,91
Standard -1,01 1221 0,310
deviation 3,17 313

While analyzing the dependence of fields of mental health and place of residence
(Table 6), it was determined there are no statistically significant differences (p > 0,05). The
obtained results distribute unevenly as in case of distribution of average values of mental
health among men and women. The most different ones were the average values of urban
and rural residents in the field of depression: the average value of rural residents was higher
than the one of urban residents (1,81 and 2,01, respectively). Moreover, higher average
values of rural residents were obtained in all other fields, although the preponderance was

slight.
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Table 6. Distribution of average values of mental health among urban and rural residents

Somatic disorders
Values Urban Rural t df p
n 973 250
mean 2,33 204 0,742 1221 0,458
Standard 3.96 490
deviation ' '
Anxiety
mean 4,60 4,78
Standard -0,562 1221 0,574
deviation 4,36 4.49
Social dysfunction
mean 7,65 7,91
Star_wdgrd 2.90 3,01 -1,271 1221 0,204
deviation
Depression
mean 1,81 2,01
Star_wdgrd 3,07 3,41 -0,907 1221 0,364
deviation

Seeking to assess the prevalence of mental health among various-age respondents,
analysis of variance was applied to different age groups in individual fields of mental health
(see Table 7).

Table 7. Dependence of mental health structures on age groups

, Mean values of subgroups
Me”;?LQfa'th pevene's s?rt?;iﬁtr::* 18-29m. | 30-44m. | 45-59m. | 60<m.
n=284 n=350 n=363 n=226
Somatic 0.123 1 5,075 4,683

disorders ' 2 5,751 6,097
Anxiety 0,479 1 4,547 4,423 4,842 4,743

Social 0.012 1 7,630 7,316 7,804
dysfunction ’ 2 7,804 8,174

. 1 1,714 1,759 1,812
Depression 0,016 > 1,759 1812 2271

*0<0,05; a=0,05

Two structure subgroups were distinguished in the fields of somatic disorders, social
dysfunction and depression, while one subgroup was identified in the field of anxiety. The
average values of health structures increased with increase of age. The fields of social
dysfunction (p = 0,012) and depression (p = 0,016) were characterized by statistical
significance. The overlap is observed among structure subgroups in the fields of social
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dysfunction and depression, in age group from 45 to 59 year old, which shows that age can
have or have no influence on prevalence of certain conditions in this group of respondents.
The highest average values of subgroups, except the field of anxiety, were obtained in the
age group of 60 year old and older respondents. While comparing average values of
individual fields in different subgroups, it might be noted that the average values, which are
statistically different in all fields (structures) of mental health, were changing about 45 year
(they increased). It demonstrates that as age increases mental health deteriorates, older
people experience more somatic disorders, higher social dysfunction is felt among them,
they face depression. While looking at distribution of average values of subgroups in the
table, it is seen that average values in the field of anxiety were nearly equal in all subgroups
(from 4,423 to 4,842) and did not stand out, therefore, age had equal impact on respondents
in this field and was not significant.

The dependence of general health condition on mental health was also examined by
analysis of variance. The results are illustrated in Table 8. 3-4 structure subgroups were
identified during analysis: four subgroups of somatic disorders and three subgroups of

anxiety, social dysfunction and depression.

Table 8. Dependence of general health condition on mental health

Mean values of subgroups
Mental Levene’s Subset of Very
e « | Verypoor | Poor | Average | Good
health areas criterion structures =86 n=514 | n=519 n=78 gggg
1 2,236
Somatic 2 4,059
disorders 0,001 3 6,408
4 9,846 9,115
1 3,398 | 2,174
Anxiety 0,001 2 5,589
3 7,884 8,964
Social L 5,852
dysfunction 0,001 2 8,025 7,246
3 10,386 9,815
1 1,044 | 0,720
Depression 0,001 2 2,270
3 5,038 4,649

*<0,05; a=0,05
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The highest average values of subgroups, considering the different fields of mental
health, were obtained among respondents, who assess their health as very poor and poor,
while slightly lower average values were obtained among those, who assessed their health
as average. Taking into account the average values of subgroups, the greatest negative
impact is felt by respondents in the field of somatic disorders and social dysfunctions (p <
0,05). This distribution of average values among structure subgroups could be influenced by
various factors, for example, age, gender, social status, place of residence, etc.

The impact of gender and age on health and interaction of gender and age is
analyzed. Table 9 shows that gender affects the fields of mental health differently. Gender
more affects the fields of somatic disorders and anxiety, while it has no influence on social
dysfunction and depression. When assessing the interaction between gender and age, it
might be stated that it is also typical only for somatic disorders and anxiety. It is worth
mentioning that age influences the fields of somatic disorders and social dysfunction.
Meanwhile, income is significant for all fields of mental health. Moreover, interaction of
age, gender and income has no significant impact in any field. The field of social

dysfunction was affected by interaction of gender and income (see Table 9).

Table 9. Ties between impact of interaction of age and gender and impact of income on health

Factors l df | F [ P

Somatic disorders
Gender 1 14,270 0,001
Age 3 7,801 0,001
Income 3 4,290 0,005
Gender*age 3 2,839 0,037
Gender *income 3 2,495 0,059
Age*income 9 0,669 0,737
Age*gender *income 9 0,794 0,622

Anxiety

Gender 1 11,723 0,001
Age 3 1,745 0,152
Income 3 3,981 0,008
Gender*age 3 5,268 0,001
Gender*income 3 0,907 0,437
Age*income 9 1,062 0,389
Age*gender *income 9 0,418 0,926

Social dysfunction
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Gender 1 0,752 0,386
Age 3 4,019 0,007
Income 3 5,500 0,001
Gender*Age 3 0,970 0,406
Gender*income 3 3,139 0,025
Age*income 9 1,359 0,203
Age*gender *income 9 0,446 0,910
Depression
Gender 1 1,034 0,309
Age 3 1,800 0,145
Income 3 3,788 0,010
Gender*age 3 1,522 0,207
Gender *income 3 1,286 0,278
Age*income 9 0,373 0,948
Age*gender*incomes 9 0,479 0,890

Furthermore, the impact of income, education and place of residence on mental
health was analyzed (see Table 10). It was revealed that education (p = 0,013) and
interaction of place of residence and education (p = 0,045) have statistically significant
influence on the field of social dysfunction, while interaction of place of residence and
education (p = 0,025) had statistically significant impact on the field of depression. The rest

factors had no statistically significant influence on mental health.

Table 10. Ties between impact of income and interaction of place of residence and education on health

Factors [ df | F | p

Somatic disorders
Income 3 1,820 | 0,142
Place of residence 1 0,281 | 0,596
Education 6 1,110 | 0,355
Income*residence 3 1,374 | 0,249
Income*education 16 | 0,816 | 0,668
Place of residence*education 6 1,616 | 0,139
Income*place of residence*education 13 | 0,540 | 0,901

Anxiety

Income 3 1,423 | 0,235
Place of residence 1 0,257 | 0,613
Education 6 0,469 | 0,832
Income*place of residence 3 0,363 | 0,780
Income*education 16 | 1,442 | 0,115
Place of residence*education 6 0,532 | 0,784
Income*place of residence*education 13 | 1,008 | 0,441

Social dysfunction
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Income 3 0,105 | 0,957
Place of residence 1 0,545 | 0,461
Education 6 2,693 | 0,013
Income*place of residence 3 0,324 | 0,808
Income*education 16 | 0,901 | 0,569
Place of residence*education 6 2,155 | 0,045
Income*place of residence*education 13 | 0,895 | 0,558
Depression
Income 3 0,801 | 0,493
Place of residence 1 1,698 | 0,193
Education 6 1,258 | 0,274
Income*place of residence 3 1,237 | 0,295
Income*education 16 | 1,196 | 0,264
Place of residence*education 6 2,426 | 0,025
Income*place of residence*education 13 | 0,790 | 0,671

3.4 Integral interaction between health and social factors

After analyzing the results of research it should be noted that interaction of mental
health with social needs and value-related attitudes is not very strong, however, it does form
a certain mental health structure. The present research revealed that psychosomatic latent
factor prevails in the space of social ties of mental health, which shows that medically it is
sufficiently strong somatic component: people quite widely state that they are ailing, it
means that prevalence of somatic disorders is high (commonality of this variable is 67 %).
The aforementioned latent factor reflects a physical component of psychosomatic disorders.
The dimension of social health, which includes the needs of social health, social
dysfunction, anxiety and depression condition, can be further distinguished in our research.
The survey revealed that social dysfunction in environment concerned is produced by
complex of certain helplessness, mistrust, which even can be related with elements of social
phobia. The obtained empirical results show negative nature of social dysfunction. The
research highlighted quite high level of anxiety condition (9,2 % of total variance). In the
third place there is the element of spiritual health, which is formed by value-related
attitudes. The latter are important because of the fact that the problem of meaning of life,
which has increasingly been raised, is based on them. Moreover, mental health is almost

most related with spiritual condition of person, the basis of which consists of value-related
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attitudes and resultant meaning of life. Value-related attitudes are directly involved in

making and motivating the decisions.
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CONCLUSIONS

. Emphasis of indicator of social problems and its quantitative analysis is essential
integral characteristic of social quality of public health. Its value, obtained during
research and equal to 50,9 %, shows that every second person in surveyed population
has some subjectively assessed health problems. The research revealed that
individual elements of social status, e.g., age, gender, education, employment,
marital status, did not have any direct impact on production of health problems (p >
0,05), however, a significant impact is made by the following social interactions:
gender-age, employment-family, gender-age-family, gender-education-employment,
age-education-employment (p < 0,05).

. 24 % of respondents have cardiovascular diseases. 39,9 % of those surveyed have
some health problems that are caused by other diseases and risk factors. The
prevalence of health problems varies from 41 % to 69,9 %, what shows that
cardiovascular diseases can produce health problems up to 30 % in certain cases.

. Age, employment, interaction of gender and age have statistically significant impact
(p < 0,05) on morbidity of cardiovascular diseases (p < 0,05). Furthermore, age and
family is significant for problem production (p < 0,05). Interaction of age-family-
employment (p = 0,08) and social interaction of age-education-employment-family
(p = 0,07) are statistically insignificant, however, they might have powerful influence
. The social factors gender, age, income, education, place of residence and their
integrated impact affect the fields of mental health differently. Gender, age, income
and interaction of gender-age had the greatest influence on somatic disorders, while
gender, income, interaction of gender-age had the greatest influence on the field of
anxiety. Furthermore, age, income, education and interactions of gender-income and
place of residence-education had the greatest impact on social dysfunction, while
income and interaction of place of residence-education had the greatest influence on
the field of depression (p < 0,05).

. Expression of latent factor psychosomatics (59 %), social dysfunction (52,2 %),

anxiety condition (58,4 %), health needs (50,4 %) and depressive condition (71,4 %)
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in society was more negative, thus, showing a high level of psychosomatic morbidity
in surveyed population and strong impact of latent factors in society. Meanwhile, the
expression of value-related orientations (51,6 %) — more positive one. Latent factor
of depressive condition more affected men (p = 0,012), while the rest latent factors

more affected women (p < 0,05).
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SANTRAUKA

Siuo metu, daugelyje pasaulio $aliy, o taip pat ir Lietuvoje, didZiausias démesys
skiriamas visuomenés ir socialinei sveikatai bei medicinai. Pagrindinis tikslas medicinoje —
gydyti ir iSsaugoti zmoniy sveikatg, o socialinei sveikatai svarbus yra bendravimas ir
santykiai. Socialiné sveikata yra integrali sgvoka ir vienareikSmiskai jos nustatyti
nejmanoma, ji formuojasi kaip daugelio veiksniy tarpusavio sgveikos rezultatas ir turi
visuminiy latentiniy bruozy, kuri gali biti tiek pozityvis, tiek ir negatyviis sveikatos
socialinés plétros, kaip bendro gério, atzvilgiu ir atitinkamai veikti visuomeneés sveikatos
procesa. Socialing sveikata galima jvardyti kaip rySj tarp to, kas socialiai vyksta tarp
Zmoniy, asmens ir visuomenes sveikatos erdveje jtraukiant sveikatos priezitiros svarbg. Visa
tai skatina pereiti nuo teorinio lygmens prie praktinio, kur medicinos ir sveikatos problemos
nagrinéjamos socialiniame kontekste.

Visuomenés sveikata bando sujungti socialing ir sveikatos palaikymo, gerinimo
sritis, nes sveikatg lemianciy socialiniy veiksniy jtakos suvokimas ir pagrindimas lemia
pozitrio j sveikatg keitimg bei kitus reiSkinius. Formuojamas socialinis saitas, t.y., tam
tikra, visuomeng organizuojanciy veiksniy, visuma, kuri labai svarbi tarpusavio santykiams
palaikyti. Zmoniy veiksmai ir pasirinkimas priklauso nuo apsisprendimy, kurie remiasi jy
suvoktais motyvais, jsitikinimais, vertybinémis nuostatomis. O tai sudaro iSankstinj
socialinio veikimo potencialg. Socialinis saitas — tai tam tikras instrumentas, santykis, kuris
padeda siekti sveikatos ir kuris taip pat glaudziai susijes su tinkamos sveikatos politikos
formavimu, jos veiksmingumu ir efektyvumu. Todél sveikatos ir socialiniy veiksniy rysio
nustatymas yra labai svarbus.

Lietuvoje tik labai neseniai buvo pradéta analizuoti sveikatos santykis su sociologija,
socialiniais santykiais ir pan. Pradzioje sveikatos sociologijos plétotei trukdé tiek savitos
sovietinés visuomenés socialinés ir ekonominés salygos, tiek ir jvairiis apribojimai, todél
buvo sudétinga identifikuoti tam tikrus socialinius procesus, kurie 1émé sveikatos sampratos
bei sveikatos politikos atsiradimg ir Kitimus. Dél Sios priezasties, sveikatos sociologijos

vaidmuo politikoje buvo labai nedidelis, todél kilo jvairiy sveikatos prieziiiros problemy.

27



Taciau atgavus Nepriklausomybe, modernéjant visuomenei bei bendradarbiaujant, vykdant
tarptautinio lygio programas bei mokantis i$ jy, poziiiris j sveikatg ir socialinj rysj po truputj
keitési. Pastaruoju metu visuomenés sveikatos tyrimai orientuojasi j tokias inovatyvias sritis
kaip sveikatos kokybe, sveikatos paslaugy efektyvumas, veiklos solidarumas, integralumas,
sveikatos politikos elementy diegimas visose socialinés ir ekonominés veiklos srityse.
Visuomenés sen¢jimas, socialiniai, ekonominiai pokyciai, rinkos elementy skverbimasis 1
sveikatos paslaugy sferg keicia visuomeneés sveikatos biiklés ir integralios aplinkos sgveikos
pobidj. Sios aplinkybés keiGia ir sveikatos politikos veiksmingumo prielaidas. Jos turi
remtis moksliniy tyrimy informacija. Deja, Licetuvoje néra daug atlikta panaSios krypties
moksliniy tyrimy. Siuo tyrimu mes sickiame sistematiskai istirti ir jvertinti svarbiausiy
sveikatos ir socialiniy veiksniy bei jy tarpusavio sgveiky poveikio visuomenés sveikatos
biiklei skirtumus ir tuo pagrindu besiformuojancias sveikatos socialines strukttiras. Tyrimo
metu analizuota subjektyviai vertinama sveikatos buklé, sergamumas, vyraujancios
sveikatos problemos ir psichikos sveikatos buklés. Visa tai buvo nagrinéta skirtingose
socialiniy veiksniy, bei jy integralios tarpusavio sgveikoS jtakos srityse. Gauti tyrimo

rezultatai turéty pasitarnauti veiksmingesnés sveikatos politikos formavimui.

Darbo tikslas:

Istirti sveikatos ir socialiniy veiksniy sgsajy ypatumus.

Darbo uzdaviniai:
1. Istirti socialinio statuso poveikj sveikatos biiklés ir sveikatos problemy paplitimui.
2. ISanalizuoti svarbiausiy socialiniy veiksniy ry$] su subjektyviai vertinamu
sergamumu.
3. ISanalizuoti socialiniy veiksniy ir psichikos sveikatos santykj.

4. Tstirti sveikatos ir socialiniy veiksniy integralig sgveika

Darbo naujumas ir aktualumas:

Moksliniu poZiiriu darbo naujuma rodo tai, kad buvo realizuotas sistemiskas,
integralus pozitris ] sveikatos biiklés socialing sgveika ir jos metu besiformuojancias
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dinamiskas socialines strukttiras, jvertinti jy skirtumai ir panasumai bei galimos kitimo
tendencijos. Darbas aktualus, jo rezultatai gali biti panaudoti Siuolaikinés visuomenés
sveikatos mokslo tolimesnei plétotei, apimant medicinos, sveikatos ir kity veiklos ir

gyvenimo sri¢iy integralias s3sajas.

Praktiniu poZidriu — gauti rezultatai gali biiti panaudoti visuomenés sveikatos ir
sveikatos prieziliros sistemos stebésenai, tarpsektorinio bendradarbiavimo stiprinimui bei
formuojant visuomenés sveikatos ir socialinés plétros gerinimg ir kuriant nauja veiksmingg
bei efektyvig politika, jtraukiant visus dalyvius: visuomene, sveikatos prieziliros
specialistus, politikus, verslo atstovus ir t.t. Atliktas tyrimas duoda naujy ziniy apie
visuomenes sveikatos socialinés plétros situacijg remiantis svarbiausiy sveikatos sistemos
plétros veiksniy tarpusavio sgveika. Socialiniy ir ekonominiy, aplinkos ir sveikatos veiksniy
jvairios sgveikos gali biiti sekmingai taikomos jvairiuose sveikatos plétros lygiuose, ypac
kuriant naujas sveikatos politikos strategijas, gerinancias zmoniy sveikatg ir gyvenimo

kokybe.

TYRIMO OBJEKTAS IR METODIKA

Tiksliné populiacija — suauge (18 m ir vyresni) Lietuvos gyventojai. Siekiant imties
reprezentatyvumo, kad pagal jos rezultatus biity galima spresti apie generaling visuma,
tyrimui respondentai buvo atrinkti atsitiktinés atrankos btidu. Tokiu budu, kiekvieno
individo tikimybé patekti | imtj buvo vienoda. Taciau siekiant iSvengti iSkreipty pogrupiy
(pavyzdziui, tarp vyry ir motery), imtis buvo papildomai (taip pat atsitiktinés atrankos biidu)
kvotuota pagal lytj, amziy ir gyvenamgja vieta. Taip buvo suderinta atsitiktiné¢ imtis su
poaibiy kvotomis. Tyrimo metu i§ anksto numatyta tikimybe, kad dél tam tikry aplinkybiy
tyrime galés dalyvauti ne visi tiriamieji, buvo suformuota didesné respondenty imtis.
Tyrimo metu kreiptasi j 1620 asmeny. Apklausti 1223 respondentai. IS jy 346 vyrai, 877
moterys, i§ kuriy 973 sudaré miesto ir 250 kaimo gyventojai. Atsako lygis — 75,5 %.
Tyrimui naudotas anketinés apklausos interviu metodas. Tiriamyjy apklausa vyko jy
namuose, prie$ tai susisiekus su respondentais asmeniskai arba nusiuntus informacinio
pobidzio laiska, (perspéjantj respondentg) apie vykdoma tyrimg pastu ir tik tuomet, jeigu
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atrinktas tiriamasis sutiko dalyvauti apklausoje, jis buvo apklausiamas. Duomeny
konfidencialumas ir respondenty anonimiskumas buvo uztikrintas koduojant anketas.

Siekiant uztikrinti tiriamy respondenty teises, imties formavimui ir jteisinimui beli
duomeny kaupimui, rinkimui ir saugojimui buvo parengti dokumentai bei gauti leidimai i$
Valstybiné duomeny apsaugos inspekcijos ir Lietuvos bioetikos komiteto. Lietuvos
gyventojy duomenys gauti i§ Gyventojy Registro Tarnybos prie LR VRM.

Tyrimas buvo Valstybinio Moksliniy Tyrimy Instituto Inovatyvios Medicinos Centro
(toliau - VMTI IMC) Inovatyviy diagnostikos, gydymo ir sveikatos stebésenos technologijy
skyriaus vykdomo darbo dalis. Tyrimg padé¢jo atliktt VMTI IMC, Sveikatos socialiniy ir
senéjimo problemy informacinio modeliavimo skyriaus darbuotojai, kurie buvo supazindinti
su tyrimo tikslu, uzdaviniais, tyrimo vykdymo eiga ir instrukcijomis bei apmokyti vykdyti
anketing apklausa.

Siekiant istirti svarbiausiy socialiniy veiksniy sisteminés sgveikos désningumus bei
ju reikSme sveikatos politikos veiksmingumui, buvo parengtas klausimynas ,,Sveikatos ir
socialiniy problemy sisteminis tyrimas®. Anketa sudaryta remiantis Pasaulinés sveikatos
organizacijos rekomenduojamy ir Lietuvoje adaptuoty klausimyny fragmentais. Panaudoti
klausimynai: GHQ-28, PSO aplinkos vertinimo klausimynas, PSO mitybos klausimynas,
PSO socialinés sveikatos klausimynas. Tyrimo schemg sudaré keli blokai: socialiniy
veiksniy, jy poveikio sveikatos biiklei, sveikatos biiklés ir sgveikos.

Duomenys analizuoti dispersinés, faktorinés bei klasterinés analizés metodais.
Dispersiné analizé naudota tirti socialiniy veiksniy poveikj Sveikatai. Priklausomais
Kintamaisiais imtos sveikatos sritys, nepriklausomais — socialiniai veiksniai. Bendra
sveikatos biikle vertinta penkiy baly rangine skale ir didéjant balui buklé vertinta kaip
ger¢janti, o psichikos sveikatos sritys — keturiy baly skale ir did¢jant balui sveikata vertinta
kaip prastéjanti. Analizés metu buvo lyginami nepriklausomy kintamyjy keliy imciy
vidurkiai siekiant nustatyti reikSmingus skirtumus. Analizuojant duomenis dispersinés
analizés metodu, naudotas Livyno kriterijus, kuris buvo skirtas hipotezei apie dispersijy
lygybe tikrinti. Sis kriterijus parodo ar p reik§més skiriasi viena nuo kitos: skirtumas

reik§mingas kai p < 0,05, o = 0,05.
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Faktoriné analizé naudota integraliai socialiniy ir sveikatg identifikuojanciy veiksniy
sgveikai analizuoti ir Sioje sgveikoje susiformuojantiems naujiems latentiniams veiksniams
iSryskinti. Veiksniams surasti naudotas pagrindiniy komponenc¢iy metodas taikant sukimg
varimax metodu. Ar kintamuosius galima sugrupuoti taikant faktoring analize jvertinta
pagal Kaizerio-Mejerio-Olkino (KMO) kriterijy. Buvo jvertinama kokia dalj bendros skalés
informacijos, glidincios jos poZymiy variacijoje, paaiSkina surastieji veiksniai.

Psichikos sveikatos buklé buvo tirta GHQ-28 klausimynu. Crombach‘o alpha
koeficiento skai¢iavimas rodo anketos homogeniskumg. Somatiniy susirgimy sriciai
Cronbach‘o alpha nustatyta 0,872, nerimo — 0,895, socialinés disfunkcijos — 0,874 ir
depresijos — 0,869 (atitinkamai Spearman-Brown‘o: 0,873, 0,895, 0,875 ir 0,885). Psichikos
sveikatos biisenos yra identifikuojamos keturiomis grupémis: tai somatiniai susirgimai (A1l
— A7), nerimas (B1 — B7), socialiné disfunkcija (C1 — C7), depresija (D1 — D7).

Statistinés duomeny analizés rezultatai pateikiami lentelése ir paveiksluose.
Daugumoje jy vertinamas atsakymy ] anketos klausimus daznis (procentais) skirtingose
amziaus grupése: pagal lyti, socialines ir aplinkos salygas. Rezultaty statistiniy hipoteziy
patikimumo lygmuo — p < 0,05. Duomeny analizei naudota SPSS (Statistical Package for
the Social Sciences) programa (SPSS 16.0).

REZULTATAI

Tyrime dalyvavo 1223 Lietuvos gyventojai, 1§ kuriy 28,3 % sudaré vyrai ir 71,7 %
moterys. Atsizvelgiant j gyvenamajg vietg, apklausoje dalyvavo 79,6 % (973 respondentai)
miesto gyventojy ir 20,4 % (250 respondenty) — kaimo. Respondenty amzius sieké nuo 18
iki 90 mety. Bendras amziaus vidurkis — 43,11. Analizuojant respondenty pasiskirstyma
atsizvelgiant pagal iSsilavinimg, nustatyta, jog didesn¢ dalj tiriamyjy sudaré asmenys
turintys nebaigta aukstaj; — 39,8 %, nebaigtg vidurinj — 23,6 % bei vidurinj - 21,6 %
iSsilavinimg. Didesne¢ dalj, tyrime dalyvavusiy visy respondenty, sudaré susituoke asmenys
— 52,5 %. Tyrimo metu, taip pat buvo analizuojamas pajamy kiekis tenkantis vienam Seimos
nariui per ménes]. Maksimalus pajamy kiekis tenkantis vienam Seimos nariui per ménes]

siecké 5000 Lt, minimalus — 100 Lt (vidurkis — 994,1).
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Nepriklausomai nuo lyties, amziaus, iSsilavinimo Seimyninés ir finansinés padéties
bei gyvenamosios vietos, vyravo vidutiniSkas (42,25 %) ir geras (42,17 %) savo sveikatos
bendros biuklés vertinimo lygis. Analizuojant pagal lytj, didesné dalis visy tyrime
dalyvavusiy respondenty, savo sveikatg vertino kaip vidutinis$ka ir kaip gera. Tiek vyry, tiek
motery tarpe, ryskiy skirtumy nebuvo. Motery tarpe vidutiniSkai savo sveikatg vertino 43,4
% tiriamyjy, tuo tarpy vyry — 39,9 %. Kaip gera savo sveikatg jvertino 42,1 % motery ir
41,9 % vyry. Vertinant pagal amZiaus grupes, jaunesnio ir vidutinio amziaus respondentai
savo sveikatg vertino geriau nei vyresnio amziaus respondentai ir atvirksciai, savo sveikatg
pras¢iau vertino vyresnio amziaus zmonés. Taip pat prasciausiai savo sveikatg buvo linke
vertinti asmenys turintys zema issilavinima, t.y., pradinj (25 %) arba nesimoke (56,3 %),
gyvenantys kaime (11,2 %) ir gaunantys mazas pajamas. Taigi 84,4 % respondenty savo
sveikatos biiklg jvertino vidutiniSkai ir gerai. Remiantis $iais rezultatais sunku kokybiniu
pozitiriu jvertinti sveikatos situacijg. Atlikto tyrimo metu nustatéme, kad atskiri socialinio
statuso elementai, kaip lytis, amzius, i$silavinimas uzimtumas, Seimos padétis tiesioginio
poveikio sveikatos problemy produkavimui neturéjo, taCiau reikSmingg poveikj turéjo
tokios socialinés sgveikos kaip: lytis-amZius, amzZius-iSsilavinimas, uZimtumas-Seima, lytis-
amzius-Seima, lytis-i§silavinimas-uzimtumas, amzius-i$silavinimas-uzimtumas (p < 0,05).

Sergamumas létinémis ar kitomis ligomis, bei jvairiis negalavimai, veikia sveikatg ne
tik neigiamai, bet ir sglygoja socialinés kokybés prastéjima (t.y., jtakoja skirtumy, tarp
atskiry socialiniy grupiy, atsiradimg). Atlikus tyrimg, nustatéme, kad atsizvelgiant  lytj,
didesne¢ dalj tyrime dalyvavusiy visy respondenty vargino padidéj¢s kraujospiidis (36 %),
Sirdies ir kraujagysliy (24 %), skrandzio ir vir§Skinimo (35,4 %), akiy (22,5 %), sgnariy (25,7
%) sistemy ligos ir bronchitas (20,8 %). Viso létiniai susirgimai vargino 12,3 %
respondenty, Gmus atvejai pasireiské 5,5 % tiriamyjy. Kadangi sergamumas Sirdies ir
kraujagysliy ligomis yra viena didZiausiy ir dazniausiy problemy tiek Lietuvoje, tiek ir
kitose uzsienio Salyse, nusprendéme panagrinéti, kokie veiksniai labiausiai lemia Siy ligy
atsiradimg. Analizuojant socialinio statuso poveikj sergamumui Sirdies kraujagysliy ligomis
nustatéme, kad statistiSkai reik§mingos jtakos turi respondenty amzius, uzimtumas, lyties ir

amziaus sgveika (p < 0,05). Problemy atsiradimui reik§més turi amzius ir Seima (p < 0,05).
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StatistiSkai nereikSmingos, bet svarbios reik§més gali turéti amziaus-Seimos-uzimtumo
sgveika (p = 0,08) bei amzZiaus-iSsilavinimo-uzimtumo-§eimos socialin¢ sgveika (p = 0,07)
(zr. 4 lentele). Detalizuotas sergamumo Sirdies kraujagysliy ligomis tyrimas parodé¢, kad
39,9 % neserganciy Sirdies kraujagysliy ligomis respondenty turi sveikatos problemy, kurias
sukelia kitos ligos ir rizikos veiksniai. Taciau nesergant kitomis ligomis, sveikatos problemy
paplitimas svyruoja nuo 41 % iki 69,9 %. Todél hipotetiskai galima teigti, kad kai kuriais
atvejais, Sirdies kraujagysliy ligos gali produkuoti sveikatos problemy iki 30 % (69,9-
39,9=30).

Psichikos sveikata buvo tirta pateikiant atitinkamus klausimy blokus apie bendra
savijautg pastarosiom savaitémiS. Nustacius, kad didesné dalis tyrime dalyvavusiy
respondenty subjektyviai savo sveikatg yra linke wvertinti pozityviau, atskirai buvo
paanalizuotos psichikos sveikatos sritys. ISanalizavus respondenty savijautos pastarosiomis
savaitémis subjektyvy vertinimg, atsizvelgiant j psichikos sveikatos sritis, nustatyta
tendencija yra taip pat pozityvesné arba daugiau pozityvesné. | klausimg ar respondentas
gerai jautési pastarosiomis savaitémis pozityviai ar daugiau pozityviai atitinkamai atsaké 10
% ir 67 % visy tyrime dalyvavusiy respondenty, o 21 % respondenty savo sveikatos biiseng
vertino daugiau negatyviai. Labiau nei paprastai pasiligojusiy buvo 16 %, iSseke jautési 21,9
%, 19 % respondenty jauté nuolatine jtampa, 20,8 % buvo sudirge ar blogos nuotaikos, o
19,1 % nebuvo patenkinti savo darbu.

Panagrin¢jome atskiry psichikos sveikatos sriciy jtaka sveikatai, atsizvelgiant i lytj ir
gyvenamgja vieta. Tiriant psichikos sveikatos sri¢iy ir lyties priklausomybe, nustatéme, kad
lyties skirtumai turi reikSmingg poveikj sveikatos biiklei somatiniy susirgimy ir nerimo
srityse (p < 0,05). Vyry tarpe, somatiniy susirgimu vidurkis yra didesnis nei motery. Tuo
tarpu nerimo ir depresijos atveju mazesnis. Socialinés disfunkcijos srityje, vidurkis
pasiskirsto apylygiai. Analizuojant psichikos sveikatos sri¢iy ir gyvenamosios vietos
priklausomybe, nustatyta, kad statistiSkai reikSmingy skirtumy néra (p > 0,05). Gauti
vidurkiai kaip ir vertinant psichikos sveikatos vidutiniy reik§miy pasiskirstyma tarp vyry ir

motery, taip pat pasiskirsto nevienodai. Labiausiai iSsiskyré¢ miesto ir kaimo gyventojy
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vidurkiai depresijos srityje. Kaimo didesnis nei miesto (atitinkamai 1,81 ir 2,01). Kitose
srityse, nors ir neZymia persvara, taip pat didesni vidurkiai gauti tarp kaimo gyventojy.

Siekiant jvertinti psichikos sveikatos paplitimg tarp jvairaus amziaus respondenty,
dispersinés analizés budu buvo tiriamos amziaus formuojamos gyventojy grupés atskirose
psichikos sveikatos srityse. Somatiniy susirgimy, socialinés disfunkcijos ir depresijos srityse
18siskyré po du struktiiry pogrupius, nerimo — vienas. Sveikatos struktiiry vidutinés reikSmeés
didéjo did¢jant amziui. ReikSmingai iSsiskyré socialinés disfunkcijos (p = 0,012) ir
depresijos (p = 0,016) sritys. Amziaus grupéje nuo 45 iki 59 m, socialinés disfunkcijos ir
depresijos srityse tarp struktiiry pogrupiy stebimas vidutiniy reikSmiy sutapimas, kuris rodo,
kad Sioje respondenty grupéje, amzius gali turéti ar neturéti jtakos tam tikry biseny
paplitimui. Didziausios pogrupiy vidutinés reikSmes, i§skyrus nerimo sritj, gautos 60 m ir
vyresniy amziaus grupéje. Lyginant atskiry sriiy vidutines reikSmes skirtinguose
pogrupiuose, matyti, kad visose psichikos sveikatos srityse (struktiirose) statistisSkai
reik§mingai besiskiriancios vidutinés reikSmés kito apie 45 m (jos didéjo). Tai parodo, kad
didéjant amziui, prastéja psichiné sveikata, vyresnio amziaus zmonéS patiria daugiau
somatiniy susirgimy, tarp jy jauciasi didesné socialiné disfunkcija, slegia depresija.
Zvelgiant | pogrupiy vidutiniy reik§miy pasiskirstyma lentel¢je matyti, kad nerimo srityje
vidutinés reikSmeés visuose pogrupiuose buvo apylygés (nuo 4,423 iki 4,842) ir per daug
neiSsiskyré, tod¢l amzius Sioje srityje respondentus veiké vienodai ir didelés reikSmés
neturéjo.

Dispersinés analizés buidu taip pat buvo tirta sveikatos bendros buklés priklausomybé
nuo psichikos sveikatos. Analizés metu buvo isskirti nuo 3 iki 4 struktiiry pogrupiai: keturis
somatiniy susirgimy ir po tris nerimo, socialinés disfunkcijos ir depresijos. Didziausios
pogrupiy vidutinés reikSmes atsizvelgiant | skirtingas psichikos sveikatos sritis,
apskaiCiuotos tarp savo sveikatg labai prastai ir prastai vertinusiy respondenty, Siek tiek
mazesnés — tarp sveikatg vertinusiy vidutiniSkai. Atsizvelgiant | pogrupiy vidutines
reikSmes, daugiausiai neigiamo poveikio tyrime dalyvavusieji respondentai patiria

somatiniy susirgimy, ir socialinés disfunkcijos srityse (p < 0,05). Tokiam vidutiniy reikSmiy
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pasiskirstymui tarp struktiiry pogrupiy galéjo turéti jvairts veiksniai, pavyzdziui, amzius,
lytis, socialiné padétis, gyvenamoji vieta ir panasiai.

Analizuojamas lyties ir amziaus poveikio sveikatai didumas bei lyties ir amziaus
tarpusavio sgveika. Atsizvelgiant j gautg p reik§me, matyti, kad lytis psichikos sveikatos
sritis veikia nevienodai. Lytis daugiau veikia somatiniy susirgimy bei nerimo sritis, o
socialinés disfunkcijos (p < 0,05) ir depresijos sritims reik§més neturi. Vertinant lyties ir
amZiaus sgveikai ji budinga taip pat tik somatiniams susirgimams ir nerimui. Amzius jtakos
turi somatiniy susirgimy ir socialinés disfunkcijos sritims. Tuo tarpu pajamos reikSmingos
visoms psichikos sveikatos sritims (p > 0,05). Amziaus, lyties ir pajamy tarpusavio sgveika,
visose srityse, sveikatai reikSmingos jtakos neturéjo. Socialinés disfunkcijos sriciai jtakos
turi lyties ir pajamy tarpusavio saveika. Taip pat analizuotas pajamy, iSsilavinimo ir
gyvenamosios vietos poveikis psichikos sveikatai. Nustatéme, kad statistiskai reikSmingai
socialinés disfunkcijos sriciai jtakos turi iSsilavinimas (p = 0,013) bei gyvenamosios vietos
ir i8silavinimo tarpusavio sgveika (p = 0,045). Depresijos sriciai — gyvenamosios vietos ir
i§silavinimo sgveika (p = 0,025). Likusieji veiksniai psichikos sveikatos sritims reik§mingos
jtakos netur¢jo.

Tyrimo rezultatus pazymétina, kad psichikos sveikatos sgveika su socialiniais
poreikiais ir vertybinémis orientacijomis néra labai stipri, bet vis tik formuoja tam tikrg
psichikos sveikatos struktiirg. Miusy atliktas tyrimas parod¢, kad psichikos sveikatos
socialinio saito erdveje vyrauja psichosomatinis latentinis veiksnys, kuris rodo, kad
medicininiu pozitriu yra pakankamai stiprus somatinis komponentas: zmon¢és pakankamai
placiai jvardina save pasiligojusiais, tai reiSkia, kad somatiniy susirgimy paplitimas didelis
($io kintamojo bendrumas 67 %). Sis latentinis veiksnys atspindi fizing psichosomatiniy
sutrikimy komponentg. Antroje vietoje miisy tyrime galima iSskirti socialinés sveikatos
dimensijg, kuri apima socialinius sveikatos poreikius, socialinés disfunkcijos, nerimo ir
depresijos busenas. Miusy tyrimas parod¢, kad socialing disfunkcijg tirtoje aplinkoje
produkuoja tam tikro bejégiSkumo, nepasitik¢jimo kompleksas, kurj galima sieti net su
socialinés fobijos elementais. Gauti empiriniai rezultatai rodo socialinés disfunkcijos

negatyvy pobidj. Tyrimas i8ryskino pakankamai didelj nerimo biisenos lygj (9,2 % bendros
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dispersijos). Trecioje vietoje miisy tyrime buvo dvasinés sveikatos elementas, kurj formavo
vertybinés orientacijos. Vertybinés orientacijos svarbios tuo, kad jomis remiasi pastaruoju
metu vis dazniau keliama gyvenimo prasmeés problema. Psichikos sveikata bene labiausiai
susijusi su Zzmogaus dvasine biisena, kurios pagrindg sudaro vertybinés orientacijos ir i$ to
plaukianti gyvenimo prasmé. Vertybinés orientacijos betarpiSkai dalyvauja priimant

sprendimus ir juos motyvuojant.

ISVADOS

1. Sveikatos problemy indikatoriaus iSskyrimas ir jo kiekybiné analizé yra svarbi
integruota visuomenés sveikatos socialinés kokybés charakteristika. Tyrimo metu
gauta jos reikSme 50,9 % rodo, kad kas antras tirtos populiacijos zmogus turi
subjektyviai vertinamy sveikatos problemy. Nustatyta, kad atskiri socialinio statuso
elementai, kaip lytis, amzius, iSsilavinimas uZimtumas, Seimos padétis tiesioginio
poveikio sveikatos problemy atsiradimui neturi (p > 0,05), taciau reikSminga poveikj
turi tokios socialinés sgveikos kaip: lytis-amzius, amzius-i§silavinimas, uzimtumas-
Seima, lytis-amzius-Seima, lytis-iSsilavinimas-uzimtumas, amzius-i$silavinimas-
uzimtumas (p < 0,05).

2. Sirdies ir kraujagysliy ligomis serga 24 %, respondenty. 39,9 % turi sveikatos
problemy, kurias sukelia kitos ligos ir rizikos veiksniai. Sveikatos problemy
paplitimas svyravo nuo 41 % iki 69,9 %, o tai parod¢, kad tam tikrais atvejais, Sirdies
ir kraujagysliy ligos, sveikatos problemy gali sudaryti iki 30 %.

3. Sirdies ir kraujagysliy ligy sergamumui statistikai reik§mingos jtakos turi
respondenty amzius, uZimtumas, lyties ir amziaus sgveika, (p < 0,05). Problemy
atsiradimui reik§més turi amzius ir Seima (p < 0,05). StatistiSkai nereik§mingos, bet
turinCios jtakos reikSmés gali turéti amziaus-Seimos-uzimtumo sgveika (p = 0,08) bei
amziaus-i$silavinimo-uzimtumo-$eimos socialiné sgveika (p =0,07).

4. Socialiniai veiksniai lytis, amzius, pajamos, iSsilavinimas, gyvenamoji vieta ir jy

tarpusavio integruotas poveikis psichikos sveikatos sritis veikia nevienodai.
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Somatiniy susirgimy sri¢iai didziausig jtakg turéjo lytis, amzius, pajamos bei lyties-
amziaus tarpusavio sgveika, nerimo sri¢iai — lytis, pajamos, lyties-amziaus sgveika,
socialinés disfunkcijos — amzius, pajamos, iSsilavinimas ir lyties-pajamy bei
gyvenamosios vietos-issilavinimo tarpusavio sgveika, depresijos sri¢iai — pajamos ir
gyvenamosios vietos-issilavinimo tarpusavio sgveika (p < 0,05).

. Latentinio veiksnio psichosomatikos (59 %), socialinés disfunkcijos (52,2 %),
nerimo busenos (58,4 %), sveikatos poreikiy (50,4 %) ir depresinés biisenos (71,4 %)
raiSka visuomenéje buvo labiau negatyvi, tai rodo auks$tg psichosomatinio
sergamumo lyg] tirtoje populiacijoje ir stipry latentiniy veiksniy poveiki
visuomenéje, o vertybiy orientacijy (51,6 %) — labiau teigiamg. Depresinés biisenos
latentinis veiksnys, labiau palieté vyrus (p = 0,012), o likusieji latentiniai veiksniai

labiau veiké moteris (p < 0,05).
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