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1. OBJECTIVES AND ANTECEDENTS OF THE DOCTORAL THESI S

The objective of development, economic growth and aliogly competitivenessf a
region in a country is to improve the ,well-beingtandard and quality of life for
inhabitants. The central category of regional caitipeness in the pyramid model of
regional competitiveness by Lengyel (2003) is poziliincome (economic output)
which measures the economic growth of a regionh@lgh GDP is suitable for
measuring incomes deriving from production, butlaes not indicate what remains
from this income and how much is spent on the Wweilg of inhabitants in the region.
Naturally, both labour productivity and employmeiliriectly affects the quality of life
of the populationl{engyel,2003). Quality of life is a multidimensional coptavhich
includes physical, mental and social componentsheidlth statusQuality of life
connected to healthis a complex concepbf those physical and psychological
characteristics that determine how able an indaddwnsiders oneself to be and finds
joy in their activities or in leading their lif@&csy et al.2004).

The health condition of the populatiois highly unfavourableconsidering the
economic development in Hungary, taking internatlafata into account, with a low
level of health consciousness. Many are left outhaf labour market due to bad
health. Hungary ranks first in many illnesses aadses of mortality in international
statistics. This is due to a number of reasonsabuif these factors are related to the
lifestyle of the populationNetl). The most important risk factors are connected to
lifestyle. It was also revealed that numerous faitors are deeply rooted in society.
Lifestyle also reflects the personality of the wdual, the peculiarities of the given
community and social position in the social struetut is closely connected to the
characteristics of the individual, one’s perceptadriife and value system of society
(Piko, 2004).Kopp and associate€l999) found, based on survey data, that worse
social condition is accompanied by higher ratesillofesses. A worse social-
economic condition however, does not result in argtate of illnesses by itself but
rather through complex symptoms of depression. [Thasbjective view on
experiencing lagging behind is one of the most irtgpd health threatening factors
(Kopp and associates, 1999).



The health conditionand mortalityof the populationare determined by lifestyle,
economic, social and behavioural factors and carditof the physical environment
in a close and broad sense, as well as the qualdyaccessibility of health services.
Social-economic inequalities in the health conditiof the population also result
significant inequalities in the Hungarian regiomsKar et al.,2005).

My work is primarily focused on quality managementreparation and
implementation of projects funded by the Europeamohk. Consequently, | regularly
carry out surveys and satisfaction assessments,ibtie field of education and patient
care, as well as regarding the results of developaehieved through the use of project
funds. Over the years, when examining the patmtigfaction data, | found that 40-45%
of patients treated at the University of Debreddedical School and Health Science
Centre (UD-MSHSC) come from Debrecen, while the pegnarily come from other
cities and settlements of the region. | examinedttital, annual, regional distribution
of patients treated at the UD-MSHSC according ® @gying the assessments (patient
turnover, efficiency, sustainability) for variousopects. The obtained results were
only justified by regional treatment obligationsdagxplanations arising from iliness
rates relating to age to a certain extent. Differatio of the population sought help at
the UD-MSHSC as an institution of inpatient careading to age, gender and
residence.

The aim of my research was to examine whethereasil age and unemployment
influences the health condition of the populationd awhether the identified
relationships are present in the context of twéedgnt regions namely the North Great
Plain and Southern Transdanubia. To answer whyok&hhese two regions, | can
provide the following explanation: | live in the Nb Great Plain and work at the
University of Debrecen therefore | was interestedhe data and results concerning
my own residence. | rejected Central Hungary whéwoosing the regions for
comparison due to its unique and outstanding sima&and function. | wanted to
compare the eastern part of Hungary to the wegtarnof the country by choosing a
region which is in a similar economic-social coratitand plays a similar role, while it
also has a university center with a decisive reimjlarly to Debrecen. Consequently,
,only” Pécs and the region of Southern-Transdanudiaained as a choice.



2. RESEARCH METHODS

Prior to my examinations | presumed that if emplegihand human capital play an important
role to sustain and develop regional competitiventgen the population’s ability to work
influences the competitiveness of the region. Headnhdition has a significant impact on the
ability to work, health condition, however, is uréhced by lifestyldigure 1.).
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Figure 1.
Possible influencing factors of human capital whaigltermines the competitiveness of

regions
Source:Based on Lengyel, 2003, modelling of researchativies.

My examinations were aimed at identifying whetheere areegional differences
in the lifestyle, health culture and health comatitiof the populatiorand if so, what
these are, as well as identifying the relationsifk socio-economic status, financial
condition and employment opportunities. | sepayatkamined whether regional
university centers have an impact on the healttuilof the individual. | carried out
surveys in Debrecen and Pécs. | assessed the d#ta two affected regions, the
North Great Plain and Southern Transdanubia, priyndhe accessible HCSO
databases and studies published related to the {bjpjdu Ed. 2006;Baranyi,2008; Ed..

2008) as well as processing completed questionnaires.
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Figure 2.
Three main methods of the research

Source:Own compilation.

The survey was carried out at the inpatient unitshe University of Debrecen,
Medical School and Health Science Center and thavdisity of Pécs. The head
nurses handed out the questionnaires to all ingatiever the course of a two-week
period, which was filled in voluntarily and anonyasty. The data were processed and
assessed by using Excel application, while intati@hships were evaluated by using
SPSS statistical software. The evaluation of regiaiifferences was done by Mann-
Whitney, Chi-square test and Anova evaluation.

| developed the Lisrel model to examine relatiopstamong the individual factors
(Joreskog and S6rbqm982,J6reskog, Karl and S6rbqra001).

The population used in our samples was from Sontfeansdanubia and the North
Great Plain. | developed the sample according  tiggions, with proportionately
layered, simple random sample taking.

The questionnaire included 59 questions, which Véhe following areas:

» demographic data,

» assessment of residence based on specific aspects,
* questions related to work and income,

» lifestyle, habits,

* questions related to health status,

» uestions related to health culture.



The numberof completed questionnaires the North Great Plain region was 791,
and 482 in the Southern Transdanubia region, tlatgy of which proportionately
fitted the population living the specific region.

| applied the Lisrel model (figure 3.), becauseainted to measure such variables as
health culture, health or lifestyle, which do nais¢ in reality (latent), while | also
wanted to reveal relationships among these itenfsrrhation of several observations

was aggregated into a fewer number of latent veasalyelationships of which were
easier to reveal with measured variables.

| COMPILATION OF SURVEY |

—S—
MEASUREMENT

DEEEEEE l l l lwlﬁsole l l l L L LT b

%F@ H g

...

5 MODELL

w0
=
]
=
wn
el
=]
=4

[l[s)/e]

FACTOR ANALYSIS
Health
Health

I‘HI
University
Sacio-
demogr
OIOIO)
Lifestyle
Finances
work

LISREL MODEL

FINDINGS

Figure 3.

Application of Lisrel model in research
Source:Own compilation.

The assessment focused on the following 5 mairc$opi

1. Relationship of social background with health cudtand financial possibilities
2. The role of university centers in health and healltlure

3. Relationship of lifestyle with health condition anelalth culture



4. Relationship of health condition with lifestyle afidances
5. Relationship of ability to work and health conditibehaviour

7 factors (health culture, health, university,difde, socio-demographic data, work,
finances) were chosen to assess relationshipsnwitite abovementioned topics. |
examined the following relationships in 5 modelsiniy the statistical processing:
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Figure 4.
Relationship of models used during the work (1&lgtionships of factors and their
assumed relationships. | indicated the relationshipypotheses) among specific

factors with arrows.

Source: Own compilation.



3. MAJOR FINDINGS OF THE THESIS

3.1. Regional comparison of economic-social condifis in the North Great Plain
and Southern Transdanubia regions

The North Great Plain region was ranked seventin 2004 and sixth in 2008 while the
Southern Transdanubia region was ranked fourth grif@regiongonsidering economic
conditions of the regionbased on GDP per capita. 4% of the enterprisds faieign
interest are located in the North Great Plain atingrto the capital distribution and 1% in
the Southern Transdanubia region. The employmenisr@elow average in both regions.

Table 1.
Regional comparative data
North Great Plain Southern
Indicators region Transdanubian region
Regional In the Regional In the
value | percentage value percentage
of national of national
value value
Number of registered enterprises, 2010 248747 15.0 146,350 8.8
Ratio of enterprises in correlation with 16.7 - 154
population, 2010, %
Number of employed, 2010, per thousand capita 4974 13.1 342.1 9.0
Employment rate, 2010, % 441 - 47 -
GDP, 2008, million HUF 2,499,135 9.3| 1,746,031 6.5
GDP per capita, , 2008, thousand HUF 1,657 62.2 1,825 68.5
Foreign capital per capita, 2008, thousand HUF 371 - 182 -

Source:Own compilation based on HCSO data.

Regarding the distribution of research-developniecitities, 11.2% are located in the
North Great Plain and 7.2% in Southern Transdaniibia Southern Transdanubian region
received some 253 billion HUF fund by the EU betw2604 and 2009, while the North
Great Plain region accessed nearly 556 billion HtuFunds form EU financial sources.
Southern Transdanubia has the lowest populatiositglen the nation, with the highest
number such small villages, where less than 50@lenets live. Regarding age, it is
characterised by a higher number of elderly peopiepared to the national average. The



North Great Plain is the youngest, second largedtsecond most populous region in
Hungary (figure 5.).
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Figure 5.
Age composition of Hungary, the North Great Plamd &outhern Transdanubian
region, 2007

Source:Own compilation based on HCSO data.

30% of Germans and close to 30% of Croatians livimgHungary reside in
Southern Transdanuhid he demographic conditions of both regions afecsfd by
the ratio of roma population. Significant partshaith regions are outside the 15- or
30-minute vicinity of the motorway network, whick a disadvantageous influencing
factor regarding the accessibility of settlemefitse least number of people were
employed in the North Great Plain (43.1%) followiNgrthern Hungary considering
the regional employment conditions. The situationSouthern Transdanubia is not
much better as employment rate was 46.1%.

Both regions ranked above average considering #te of those who have
completed or less than 8 years in elementary emucawvhen examining the
distribution of levels of education among the unkayed. The rate of inactive people,
between the age of 25-64 is the highest (51%) enNbrth Great Plain and Southern



Transdanubia region in a nationwide context. ThetiNdsreat Plain ranks last
regarding the annual income of households peraapit

The amount of free time at one’s disposal also cidfdifestyle as a factor
influencing health conditionMany studies have confirmed that Hungarian women
spend almost twice as much time doing housework tinan therefore, they have
much less free time. When examining the health itond of the Hungarian
population it can be seen that only the data oftidwn Hungary are worse compared
to the other two examined regions regarding thee dkpectancy at birth of men. The
mortality rate due to cancerous illnesses is alsotle rise in all regions when
examining the causes of mortality. The rate of aldyt due to diseases of the
circulatory system must also be highlighted inNweth Great Plain region (51.9%).
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Both regions have a university center with tradisiavhich do not only represent a
research potential and employment institution bisb gplay a significant role as
intellectual centers in the life of the regions.



3.2. Evaluation of the questionnaire data using Ligl model

Model 1: Relationship of social background with heaculture and financial
circumstances.
1.1. My hypothesis was that financial circumstariz@sed on objective indicators and
self-assessment is in relationship with socio-epooatatus and shapes health culture.
1.2. | assumed that socio-economic status hasfect e the activity of individuals
in areas related to health culture.

Parameter estimates of model 1.

Table 2.
Parameter estimates of model 1.

Linear relationship Parameter Standard

Dependent<--Independent variable estimate error Significance

Hculture <--- Sociodem -0.138 0.065 0.032
K2 — age <--- Sociodem 4.468 0.403 0.000
K5 - residence <--- Sociodem 0.235 0.029 0.000
K3 — education <--- Sociodem 0.592 0.043 0.000
K8- foreign language skills <--- Sociodem -0.326 0.024 0.000
K42 — participation in screening <--- Hculture 0.095 0.012 0.000
K44 — awareness of screening <--- Hculture -0.148 0.026 0.000
ErSOC:e_c trir;(;)]ney spent on health < Heulture -0.662 0.039 0.000
K51 — health protection <--- Hculture 0.487 0.029 0.000
K52 — healthy nutrition <--- Hculture 0.459 0.034 0.000
K54 — programs related to healtk<--- Hculture 0.425 0.028 0.000

Source:Own compilation based on data of questionnaireesur

The latent variable,Financial circumstances; is determined by questions k18, k19,
k21-23 which cover real estate, average monthlyneeime and whether the person has a
car, computer and how the individual gets by fimahc every month. The positive
direction of the Finances latent variable is causednly two questions, k21 and k23 with
parameter values of 0.481 and 0.265. Both are @ated) variables and the lower value
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indicates whether the individual has a computeB)kar if the individual gets by easier
financially every month (k21). The higher valuesofirse indicate that the person finds it
more difficult to get by financially and has no qauter at home. If the respondent gave a
higher value for these two answers, then it infagsnthe value of the financial factor
positively. Question k18, namely the type of restate has no role (p=0.072 > 0.05),
guestion k19 and k22 regarding car ownership iglalyhsignificant financial factor. The
high values of the parameter (-0.609; -0.407) midizate this. These financial factors are
responsible for the negative direction of the factine higher the respondent’s value to
these questions, the more favourable is the regmbsdfinancial circumstances (has
higher salary and even owns a car), and the mgatiue the value of the Finances factor
is. To sum up, the negative direction of the fimmndactor means good financial
circumstances, its positive direction indicatesaumatirable financial circumstances. The
type of the real estate is not a decisive faciganding financial circumstances (taBlg

Age plays an important role imeasuring social backgrour{#2), education (k3), and
residence (k5), as well as the number of spokeyuiges (k8). Age has the most impact on
the values of the factor, followed by educatiorhvgiss impact. Only the question regarding
the number of spoken foreign languages influer@e$actor negatively, its positive direction
is caused by older age or lower levels of educatiahthe person does not live in a city but
in a parish, village or farmstead. Based on thesan be said that a lower value of the factor
indicates a more favourable social background.hidfiger (positive) the value of the factor,
the more unfavourable the respondent’s social lbagkg is.

Health culture factoris mostly determined by the amount of money spant
preserving the respondent’s health. The more thevidual spends, and the more
informed the person is, the more negative the vafuthe factor is (as -0.662;-0.148
the estimated parameters). If the individual isslesformed, or spends less on
preserving health, the value of the factor is i@floed positively. At the same time, the
positive direction of the factor is influenced biglter categories marked for questions
k51, k52 and k54 which indicates, that the persoesdnot really care about health
preservation and is not interested in such pubdinatand programs.

Following the evaluation of factors let us toucloaphe assessment of relationships
among factors. The positive direction of financfattors indicates unfavourable
financial circumstances, and the positive directibrsocial background also indicates

11



unfavourable condition. As there is positive sigraiht relationship between the two
factors, (1.129), we can say that bad financiauriistances unfavourably influence
social condition (1.1. hypothesis). The positiveediion of the health culture also
indicates unfavourable condition, i.e. the perso@sthot care about health, spends less
on preservation and makes less effort to stay mméak. As there is positive significant
relationship between the finances and health aculactor (0.470), it is confirmed that
bad financial circumstances unfavourably influehealth culture (1.2. hypothesis).

Model 2: The role of university centers in healtiddealth culture
2.1. | assumed that regional university centers aavnfluence in areas of health culture.
2.2. My hypothesis was that health culture hasfetton the health condition and
health behaviour of individuals.

Parameter estimates of model 2.

As | have given a detailed introduction of healtliture factor in connection with
model 1 and | received similar parameter estimitethe factor within the framework
of model 2, therefore no further detail needs todilosed. The health factor
however, requires thorough examination. The nunalbelays spent as paid sick days
by the individual played no role in establishing flactor, all the other factors (table)
however did. The negative direction of the headttidr are caused by factors defined
in questions k46 and k47, these have a negativaatrgn the factor (-0.281;-0.040).

The fact that medicine is taken regularly or whetihe medicine is taken based on
doctor’'s recommendation shifts the value of thethdactor in the negative direction,
indicating a more health conscious lifestyle. Rasitlirection is caused by factors that
contribute with a positive impact on the formatwathe factor value (k35-37, k39, k40,
k48). These data indicate bad health condition elsag the amount of money spent by
the respondent on medicine. If lower category iskewh by the respondent for questions
k35-37, k39, k40, k48 i.e. the health status ism@red to be good, then it also decreases
the value of the factor. The number of visits ® dloctor per year has the greatest impact
on the factor (0.842). Overall, positive valuesicate worse health condition while
negative or lower positive values indicate beteslth conditior{table 3).
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Table 3.

Parameter estimates of model 2.

Linear relationshi Parameter| Standard |.. ..
Dependent<—-|ndeppendent variable estimate error Significance
Hculture <---  University 0.467 0.052 0.000
k55 — participation in university < University 0.205 0.036 0.000
events

k56 — reading university publicatior<---  University 0.233 0.029 0.000
k57 — information given at clinic  <---  University 1.210 0.067 0.000
k58 — publication received at a clini<---  University 0.564 0.032 0.000
k59 — judgement of university’s role<---  University 0.262 0.023 0.000

Source:Own compilation based on questionnaire survey.

The university influence factas made up of questions k55-59, all of which shift
the value of the factor into a positive directi@@uestions k57-58 have the greatest
impact on determining the factor, i.e. whether itifermation has been provided on
healthy lifestyle or things of this nature durimgatments at the clinics. The questions
are structured in such a way that higher valuegoateindicates that the respondent
did receive such information leaflet or handoutd diot read any university
publications and does not consider the role of emsiies important in shaping
individual lifestyle. Therefore, higher values bétfactor mean, that the individual has

not received such information or was not interegtatl and does not consider the role

of universities important in shaping one’s healifgstyle.
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If someone is less informed, spends less on hpdlifection or cares less about her
or his own health, it projects an unfavourable thea&ulture. This is in positive
relationship (0.467) with the university influen@etor, which means that universities
play no significant role in the development of alkiey lifestyle or did not received an
information leaflet (or was not interested in sugfues), then this is accompanied by
an unfavourable health culture. The opposite is tlse, i.e. if someone considers the
role of the university to be important and was rnes¢ed and received such
information, then the individual also spends mamnehealth and is more informed (the
value of health culture is lower). This also protagpothesis 2.1.

The negative values of health factor also add égpibsitive values of health culture
due to the inverse relationship (-0.350). The niegavalues of the health factor
indicate a more favourable health condition white positive values of the health
culture indicate an unfavourable condition. Basadle above, it can be said that if
someone does not care about her or his own healthealth protection (unfavourable
health culture), does so because she or he redgemdelf/himself to be healthier.
Those with worse health condition deal more witkirtiown health and spend more on
protecting their health. In this sense, healthuralthas an effect on health condition
and behaviour (hypothesis 2.2.).

Model 3: Relationship of health with health cornalitiand health culture

3.1. | expected that lifestyle influences healthdibon and health behaviour.

3.2. | presumed that the activity of the individbals an effect on lifestyle through
areas related to health culture.

Parameter estimates of model 3.

Lifestyle was introduced as a new factor into thedel, the definition of the other
two factors (health and health culture) was exgldim the introduction of previous
models.

The lifestyle factor is made up of questions k24aRd k34. Alcohol consumption

(k26) of these was not significant, while the otherere. Questions include holiday,
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sports, smoking, theatre and cinema visits. If itmdividual has been on holiday
(domestic, abroad), visited the theatre or cineegularly or a few times, rarely or
hardly ever smokes and does sports regularly ca daily basis, then this shifts the
value of the lifestyle factor into a positive ditien. Negative direction is caused by
the opposite of all thegeable 4).

Table 4.

Parameter estimates of model 3.

Linear relationship : Parameter Standard —
Dependent<--Independent variable : Significance
estimate error

Lifestyle <--- Hculture -0.409 0.056 0.000
Health <--- Lifestyle -1.075 0.121 0.000
Health <--- Hculture -0.915 0.118 0.000
k24 — holiday <--- Lifestyle 0.389 0.028 0.000
k25 — smoking <--- Lifestyle 0.101 0.024 0.000
k26 - alcohol consumption <--- Lifestyle -0.029 0.017 0.107
k27 — sports <--- Lifestyle 0.393 0.025 0.000
k34 — cinema, theatre <--- Lifestyle 0.527 0.037 0.000
k35 — frequency of visits to doctc<--- Health 0.573 0.041 0.000
ti?t?hvgt:j%rég?es the individual < Health 0.417 0.033 0.000
k37 — hospital treatment <--- Health 0.572 0.052 0.000
k38 — time spent as paid sick day<--- Health 0.049 0.289 0.863
k39 — judgement of health < Health 0512 0.034 0.000
condition

k40 — health condition compared<___ Health 0391 0.028 0.000
age peers

k46 — taking medication <--- Health -0.193 0.014 0.000
k47- prescribed medication <--- Health -0.027 0.006 0.000
k48 — money spent on medicatio <--- Health 0.417 0.030 0.000
k42 - participation in screening <--- Hculture 0.098 0.013 0.000
k44 — awareness of screening  <--- Hculture -0.138 0.027 0.000
kS0 - money spent on health . . o 0.778 0.038 0.000
protection

k51 - health protection <--- Hculture 0.495 0.028 0.000
k52 — healthy nutrition <--- Hculture 0.467 0.034 0.000
k54 — programs related to health<--- Hculture 0.418 0.027 0.000

Source:Own compilation based on questionnaire survey.

As the positive value of the lifestyle factor ingies a more health conscious
lifestyle and because it has opposite relations¥ith the health factor (-1.075), the

negative health factor values pair up with positifestyle factor values. As the value
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of health factor is negative, or indicates a healtbondition in case of lower positive
values, it can be stated that a more health consdifestyle (more regular sport
activities, entertainment, rare smoking) also iathe a healthier condition, thus |
proved my hypothesis 3.1.

As the positive value of the health factor indisagegative view on health cultyre
and as it has an opposite relationship (-0.409) th lifestyle factor, therefore negative
factor values pair up with positive health cultdiaetor values. As the factor value of
lifestyle is negative, and indicatesless health conscious lifestyath lower positive
values, it can be stated that a negative view gitiheculture results in a less health

conscious lifestyle (lack of sports, frequent smgketc.), | proved my hypothesis 3.2.

Model 4: Relationship of health condition with $ifgle and finances

4.1. | assumed that the financial circumstancesadit/iduals shape the lifestyle of
the individual.

4.2. Financial circumstances determine the healtidition and health behaviour of
individuals.

A positive value of the lifestyle factor indicatasmore health conscious lifestyle
based on what has been previously said. A posralge of the health factor indicates
a worse health condition, a negative or lower pasivalue indicates a better health
condition of the respondent. The negative directibrthe finances factor indicates
good financial circumstance, while its positive edfion indicates unfavourable
financial circumstance. The type of real estatena$ decisive regarding financial
circumstances (tabl).

Based on the evaluation of the relationships antbedactors, as the positive value
of the finances factor indicates unfavourable feiaihcircumstances and because there
IS an opposite relationship with the lifestyle fac(-1.494), it can be stated that
unfavourable financial circumstance is accompanigda less health conscious
lifestyle (lack of sports, frequent smoking, ettherefore | proved my hypothesis 4.1.
As there was no significant relationship betweenfthances and health factor, | could
not support my hypothesis 4.2 by statistical toddecording to this, financial

circumstance does not necessarily influence healtkition and health behaviour.
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Parameter estimates of model 4.

Table 5.
Parameter estimates of model 4.
Linear relationship zaertz-r Standard Signifi-
Dependent<--Independent variable estimate error cance

<--- Lifestyle| -0.370 0.082
k24 — holiday <--- Lifestyle 0.267 0.031 0.000
k25 — smoking <--- Lifestyle 0.040 0.015 0.006
k26 — alcohol consumption <--- Lifestyle| -0.032 0.011 0.003
k27 — sports <--- Lifestyle 0.182 0.022 0.000
k34 — cinema, theatre <--- Lifestyle 0.374 0.043 0.000
k35 — frequency of visits to doctor  <--- Health 0.730 0.035 0.000
I;iitgrwhen does the individual visitt_ 0 0.550 0.031 0.000
k37 — hospital treatment <--- Health 0.752 0.055 0.000
k38 — time spent as paid sick days <--- Health 0.057 0.383 0.881
k39 — judgement of health condition <--- Health 0.700 0.027 0.000
k40 — health condition comparedtoa____ i 0.535 0.025
peers 0.000
k46 — taking medication <--- Health -0.248 0.012 0.000
k47 — prescribed medication <--- Health -0.034 0.008 0.000
k48 — money spent on medication <--- Health 0.535 0.025 0.000
k18 - real estate <--- Finance§ -0.088 0.041 0.031

Source:Own compilation based on questionnaire survey.

Model 5: Relationship of ability to work and hdmttondition/behaviour
5. 1. Employment opportunities and work condititvave an effect on the health
condition and behaviour of the population.

Parameter estimates of model 5.

Questions k12-16 play a role in determining the kwfactor, i.e. whether there are
employment opportunities at the place of residetioge required to get to work, time

spent at work, the individual has a side job amtspent on working at home. Side job
and daily work hours were not significant factofslese. The most influential factors
were the time spent on working at home and whehbieze are employment opportunities
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at the place of residence. Questions k13 and kiti&cithe value of the work factor into a
positive direction. This means, that the more tsneequired to get to work every day for
the respondent and that the respondent works a¢ Iseneral hours a day. Question k12
causes a negative direction in the value of theofa€his happens, when the respondent
marks a higher category as a response for thidignel the respondent is not affected
by the issue of local employment opportunity asgbeson is entrepreneur or a private
farmer, then this shifts the work factor into a atdge direction. If there are no
employment opportunities or there are no oppoigsitmatching the person’s
gualification, then it reduces the value of thédato a lesser extent.

Table 6.
Parameter estimates of model 5.

Linear relationship Parameter Standard
Dependent<--Independent variable . Significance
estimate error
\Work <--- Health 0.214 0.056 0.000
K12 — employment at place of _ . 0.000
P — <--- Work 0.500 0.074
K13 —time required to get to woi<--- Work 0.162 0.027 0.000
K14 — time spent at work <--- Work -0.007 0.027 0.808
K15- side job <--- Work 0.034 0.025 0.163
K16 — time spent working at hon<--- Work 0.341 0.052 0.000
K35 — frequency of visits to 0.000
doctor <--- Health 0.878 0.036
K_3§— when does the |nd|V|duaI<___ Health 0.645 0.034 0.000
visit the doctor
K37 — hospital treatment <--- Health 0.883 0.061 0.000
K38 — time spent as paid sick - Health 0.158 0.449 0.724
days
K39 — judgement of health 0.000
condition <--- Health 0.797 0.025
K40 — health condition compare____ .t 0.613 0.026 0.000
to age peers
K46 — taking medication <--- Health -0.295 0.013 0.000
K47 — prescribed medication <--- Health -0.042 0.010 0.000
K48 — money spent on medicati<--- Health 0.634 0.026 0.000

Source:Own compilation.

Relationship with the health factor:
As the positive value of the health factor indisaterse health condition, and because it
has an identical direction with the work factor2(), therefore positive work factor

values pair up with positive health factor valuéthe value of the work factor is positive
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or has lower positive values, it indicates thédkies more time for the respondent to get to
work or has to spend more time working at homerasimore difficult work conditions
(no employment opportunities). All of these areremted to health condition, since it can
take more time to get to work and housework coldd #gake longer, or there are no
employment opportunities as a result. The modatateld significant relationship with
work and health factors therefore | could provehygothesis 5.1.

| could prove all hypotheses except for one comukttie model above (sdagure 7).
Upon comparing the factor values according to diffie aspects | found that financial
circumstances are better in Southern Transdanpbaple lead a healthier lifestyle and
are characterised by a relatively healthier comwlitSignificant differences were detected
among city and village residents when examiningufaial opportunities and lifestyle.
The health condition of people is better in citiean in villages or small settlements. |
proved that those with a university or college adion have different views on regarding
health culture than those with lower qualificatioas they devote more attention and
financial resources to their health.

University

Health
culture

Socio-demographic
situation

Finances g

figure 7.

Proved hypotheses

Source:Own compilation.
3.3. Comparison of regions based on questionnairersey

The rate of those with a full-time employment wtawé a secondary school or tertiary
education is over 90% and there were no people witlower than elementary
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education who had a full-time job in either regiof&elatively more people can
communicate in a foreign language in Southern Tangbia. 5% more stated that
there are no jobs suited for their qualificationsSSouthern Transdanubia. Respondents

of the Southern Transdanubian region regard themntial situation and health

condition more positively (figure 8.; tables 7-8.)

Table 7.

Judgement of own financial situation accordingrtoame categories in the North

Great Plain region, %

Source:Own compilation based on questionnaire survey.

Table 8.

Income Carefree Managesiio = Barely | Financial Indigent Total
get by gets by | problems
< 50 th HUF 11.37 46.92 29.38 12.32 100.00
50-100 th HUF 3.31 28.84 55.08 11.11 1.65 100(00
100-150 th HUF 6.90 51.72 39.08 1.15 1/15 10Q.00
150-200 th HUF 12.5( 57.50 25.00 5.00 100.00
200-250 th HUF 21.43 57.14 21.43 100,00
250-300 th HUF 50.0( 50.00 100.00
300 th HUF < 16.67 66.67 16.67 100.P0
Total 4.05 29.33 48.17 14.16 4.30 100.00

Judgement of own financial situation accordingrtoame categories in the Southern

Transdanubian region, %

Income Carefree ManagestolfBarely 3 [Financial Indigent Total
get by gets by | problems
< 50 th HUF 0.91 15.45 53.64 23.64 6.36 100.00
50-100 th HUF 2.69 37.31 49.28 8.85 1.92 100/00
100-150 th HUF 7.25 52.1y 39.13 1.45 100[00
150-200 th HUF 33.33 33.38 23.81 9.62 100.00
200-250 th HUF 20.0( 40.00 40.00 100,00
250-300 th HUF 42 .86 42.8p 14.29 100,00
300 th HUF < 66.67 16.67 16.67 100.p0
Total 6.00 34.16 46.58 10.77 2.48 100.00

Source:Own compilation based on questionnaire survey.

The ratio of those who regularly take and spendenoor medication is higher in the
North Great Plain region. The ratio of those whel that they make, in some cases a
lot of, efforts to preserve their health is higlethe Southern Transdanubian region.
The majority of those with a lower than elementaducation are not interested in
publications, programs and events dealing withdbee of health-illness.
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Own judgement of health condition

Source:Own compilation based on questionnaire survey.
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Figure 9.

Distribution of participation in university evenedling with health-illness according

to level of education, %

Source:Own compilation based on questionnaire survey.

Higher ratio of respondents participated in uniitgrevents dealing with health-
illness and more read such university publicationghe Southern Transdanubian
region. The ratio of those who were unaware of suiiversity events or have not

come across such university publications is higlt§@%) in both regions.
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When examining the qualification of the respondergscan see that while mostly those
who have a higher level of education consider the of universities to be important in
shaping the healthy lifestyle of population in t&®uthern Transdanubian region,
respondents in the North Great Plain region congideportant regardless of education.

3.4. Evaluation of factor values with parametric méhods

| constituted subsamples along the provided cat@ender, qualification, region, place of
residence, marital status), then | used the Maniri&$rmethod from the non-parametric
methods to compare the averages of specific faataes according to subsamples in case
of two subsamples and | applied the Kruskal-Watfisthod in the case of several
subsamples. | used the Mann-Whitney test to shdfsreinces according genders and
regions, and the Kruskal-Wallis evaluation to idgntdifferences according to
gualification, place of residence and marital statBarameter evaluations (t-probe;
variance analysis) could not be used, becauseotieatfity of any of the factors could not
be proved at 5% significance level with a Kolmoge8mirnov normality test.

Evaluation of factor values according to regions

Cells marked with yellow indicate which factor vesudiffered significantly in specific
regions. Based on these, it can be said that theredifferences in the finances,
lifestyle and health factors. There are better rfai@ circumstances in Southern
Transdanubia, healthier lifestyle, and the lowesifpee value of the health factor
indicates relatively better health conditiotes{e9.).

Table 9.

Evaluation of factor values according to regions
Region HCULTURE FINANCEBWORK | LIFESTYLE| UNIVERSITY|HEALTH
gﬁéﬂf Great 0.037 0.079] -0.128 -0.021 0.115 1.029
Southern 0.057 -0.145| -0.059 0.089 0.053 0.565
Transdanubia
Total 0.044 -0.008] -0.099 0.021 0.092 0.864
Significance 0.51 0.001] 0.270 0.021 0.494 0.007

Source:Own compilation based on questionnaire survey.
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4. NEW SCIENTIFIC RESULTS OF THE THESIS

1. This was the first comparative, complex, topedfic examination, theoretical and
empirical evaluation regarding health on the factdhat influence regional

competitiveness, using established scientific nma#gh@and up-to-date scientific
methods of statistics, in regional dimensionswia,tfrom many aspects similar, large,
disadvantaged regions from an social-economic amgleyment aspect, which are at
the same time, similarly outstanding in tertiaryueation, innovation and health
potential in the region of the North Great Plainl &outhern Transdanubia.

2. The hypothesis, that significant aspects inamgji competitiveness, determine the
guality of human resources, including health celfuhealth condition of the
population, lifestyle and issues that had so fanbeeglected in scientific thinking
which influence the quality of life, were provedasesult of empirical research.

3. The scientific evaluation concerning the Northre@ Plain and Southern

Transdanubia region proved that the economic, bacid cultural relationships, as

well as the financial situation based on objeciivéicators and self-assessment is
closely linked the socio-economic status of theviidial and directly shapes health
culture similarly in both regions.

4. Empirical examinations carried out at the at theversity of Debrecen, Medical
School and Health Science Centre and inpatientsuait University of Pécs
unequivocally proved that large university centeas play a significant role in the
health culture of the population, thus they couldntobute to disseminating
information and public acceptance of the importanica healthy lifestyle, as well as
to the practical implementation of such needs.

5. Close relationships were proved through the $ssnpf the North Great Plain and

Southern Transdanubia in regional dimensions antibagrevailing social-economic
conditions, the disadvantageous situation and eynmat problems and the increased
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need for a healthy lifestyle, training contentshwé positive influence on health
culture and the need for harmonizing activities.

6. The specific experience and deduction was aleeegl as a result of the research
that the population of the Southern Transdanulgareis characterised by a generally
healthier lifestyle and more promising life prosggethan in the North Great Plain
region regarding the relationship of the two regio@onsequently, application of the
Lisrel model proved in regional context that a moealth conscious lifestyle means a
healthier physical and mental condition, while loviealth consciousness is paired
with less conscious health behaviour. This conoluslso focuses attention to the
most important future tasks.

7. Result of the empirical (questionnaire) survpsgviding the basis for scientific
evaluations, also proved that the Lisrel model isudable and reliable method for
testing and validating concepts regarding healdalth culture and lifestyle as latent

variables.

8. Finally, the scientific research also called Hteention to new challenges that
require continuous and efficient health marketingl gpropaganda, action, health
training and dissemination beyond the healthcareiasand education institutions to
handle issues of health culture.
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5. PRACTICAL UTILIZATION OF RESULTS

Theoretical and empirical examinations carriediouhe thesis could raise awareness
about the importance of the quality of human resesifrom the aspect of regional
competitiveness, and directly highlight health wrdt health condition of the
population, lifestyle, and factors influencing tpgality of life which have so far been
relatively neglected in everyday and scientifioking.

The results of the research also unequivocally icoefl previous scientific
hypothesis that the similar and at the same tinféerdnt economic and social
characteristics of the examined regions signifigamfluence lifestyle and thus
directly or indirectly the health condition of thecal population. As a result,
significant regional differences were detectedapid specific relationships as well.
The Northern Great Plain but from many aspectsetian the Southern Transdanubian
region also belongs to the poorer and more disddgad regions of Hungary. It can
be clearly concluded regarding the future, that sogial-economic action aimed at
ensuring equal opportunities can only reach itgioal objective if it is practically
applied rather than just in the form of written wkdions or statistics, effectively
prevailing in everyday life.

An important condition of implementing equal oppmity requirements in practice
Is to set up and expand personal and infrastrdctaraditions needed for achieving
this goal. It is essential that government andl @wanisations pay attention to the
dissemination of equal opportunity approaches, @iy through oriented and
efficient human resource planning. The role of muland higher education is a
fundamentally decisive factor, which was also higjfted in the thesis regarding the
future.

Experiences of empirical (questionnaire) examimegtiacarried out among the
clinical patients of the University of Debrecen anaiversity of Pécs could promote a
more significant impact on the health culture of fpopulation, contribute to wider
dissemination and acceptance of issues regardialghlgdifestyle based on revealed
theoretical and empirical knowledge as well ashgractical implementation of such
needs, even more so than previously. Therefores &n important deduction that
University centers, such dake University of Debrecen and the University of Bécs
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contribute to the improvement of the quality ogldénd strengthening social cohesion
through their role in cultural life, range of inflace and involvement in social affairs.

Education and qualificatiorare decisive differentiating factons influencing
unemploymentBased on demographic data, both the Northern tGhéain and
Southern Transdanubian regions require specialtaiteto ensure equal opportunities
to those at disadvantage. At the same time, thetidimaénsional nature of
disadvantaged conditions have to be considered whieg European Union funds for
such purposes, because only a funding programstligisigned to treat the situation in
a complex manner could contribute to enhancingogheortunities of disadvantaged
regions and ensuring their development.

Last but not least, the thesis highlighted thosev rehallenges that require
continuous and efficient health marketing and pgapala, action, health training and
dissemination beyond the efforts of healthcarejasand education institutions to
handle health culture issues. Scientific researokldc provide theoretical and
methodical foundations for deepening the healthucel development and related
health education of the population in the future.
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