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Abstract
It is an unanimously accepted fact that the communities’ health state in general and of
the individual’s in particular is determined and influenced by a cumulus of physicogeographical factors (natural and human), factors more difficult to quantify as a society’s
structure and functionality is more complex.
The starting hypothesis of our study focused on identifying the existence/absence of a
causality connection between the lifestyle of the communities in the upper basin of the
Moldavian Bistrita (Vatra Dornei town and other ten rural areas) and their health state.
If we can’t control the release of a storm, drought, landslide, volcano eruption,
tsunami, etc., we can’t say the same thing about our decisions regarding nutrition, weight
control and maintenance, physical and psychical hygiene, the quality of interpersonal
relationships, continuous self-development, the attitude towards stressful events, etc., aspects
upon which we can fortunately interfere.
Our case study confirms once again that the healthy persons’ lifestyle is significantly
different from that of a person suffering from different medical affections.
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1. Introduction
The starting hypothesis of our study
focused on identifying the existence/ absence of a
causality connection between the lifestyle of the
communities in the upper basin of the Moldavian
Bistrita (Vatra Dornei town and other ten rural
areas) (Figure No. 1) and their health state.
If the hydrologic and climateric factors
have been conferred, in time,a great significance in
explaining the epidemiology of different medical
affections, the attention focuses nowadays more and
more on the human factors, more precisely on the
lifestyle specific to an area or another. Does it mean
that
humidity,
precipitations
atmospheric
concentration, solar radiation or wind’s speed don’t
influence any more our health state or “psychical
comfort”? No way! The problem is related to the
capacity,degree and manner in which the present
society may affect them.Would it be easier and
more efficient “the transfer” of some human
communities from less favorable areas to those with
a high degree of favorability or trying to adapt to
the existing conditions through a lifestyle and
behavior meant to counterbalance the phenomena
and processes upon which society can’t have full
control.
In other words, if we can’t control (at least
not at the moment) the release of a storm, drought,
landslide, volcano eruption, tsunami,etc., we may
not say the same thing about our decisions
regarding lifestyle.
All these can be studied in the field of
medical/ health geography,which, as Bailly et al.
(1984) well stated, it implies the spacial analysis of
the population’s health quality in relation to their
physical, biological, economical, behavioural and
cultural environment, without which the
phenomenon’s comprehension is practically
unattainable.
The specialty literature is abundant in
research realised on the causality relations existent
between the individual’s lifestyle and his health
state. Moreover, there have been attempts in
evaluating the individuals’perception on their
health state, according to a series of physiological,
social, economical, psychological and behavioural
factors, evaluation generally realized through
transversal and longitudinal studies and which, with
the help of questionnaires, interviews, sample
surveys, the access to the national and international
data basis, etc., have managed to offer us a more
vivid image of the phenomenon in study.
One of the most used questionnaires in the
research, evaluation and explanation of the factors
that influence health state is KIDSCREEN. This is
a measuring instrument of teenagers’life quality
(children and teenagers between 8 and 18 years), in
three versions: with 52 questions, 27 and 10 items.
The 52 questions version covers ten dimensions of
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life quality: physical wellness, psychical wellbeing, mood and emotions; self-perception;
autonomy; the relation with the parents and family
life; social support and the peer relations;
educational environment; social integration;
financial resources (how does the child/teenager
feel under the conditions of being or not financially
dependent). Between 2005 and 2012 this
questionnaire
were used in 49 clinical and
epidemiological studies,most of them in European
countries,but also in Korea, Columbia, Uganda or
Kenia, among which Romania-the 10 and 27 items
version (Ravens-Siebereret al., 2013).
Another research instrument of health state
is BRFSS (The Behavioral Risk Factor Surveillance
System), which, through the 4HLCs index (a
healthy lifestyle indicator) the following indicators
are evaluated: smoking, weight index, fruits and
vegetables consumption and physical activity.The
sum of the values of the parameters evaluated, led
to a numbering from 0 to 4 and the prevailance of
each index’parameter is also estimated according to
the individual’s age, gender, nationality, education,
income and self-perception of health state
(Reeves& Rafferty, 2005).
By using the data of the adults between
1987 and 2000, through BRFSS, Cristopher J.Ruhm
(2005) discovered that smoking and excessive
weight/overweight get
lower in economic
recession,while the physical activity gets higher in
leisure time.
QoL-HALex can also be mentioned
(Instrument for measuring the relation health-life
quality-QoL, through the scores obtained after
evaluating the index Activity-HALex, used, for
example by P.Erikson (1998).
One’s perception on health state according
to certain parameters, has been studied, in time, by
several researchers, with more or less unitary
results, thus: Kaplan et al. (1976) by establishing
some correlations between health state selfperception and wellness Index; Miilunpalo et al.,
(1997) realized a sample survey study in Finland,
resulting a reversed correlation between health
state self- perception and the number of medical
check-ups per year; Kennedy et al., (1998) noticed
statistical connections between health state
autoevaluation and income level, as well as the
respondent’s socio-economical status; Kawachi et
al, (1999) proved that individual factors(such as
income, lower education level and smoking) are
strongly correlated to a poor/ unfavourable health
state self-perception; or Dunn et al., (1998, 1999)
about lifestyle and long-term effects.
Moreover, it is a true fact that those who
live in areas with a high social level tend to
autoevaluate their health state as good or even very
good, comparatively to those living in areas or
neighbourhoods with a low social security and who
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autoevaluate health state as poor or bad (Kawachi et
al., 1999).
The phenomenon is also studied by
Eriksson et al.(2001) who brings into discussion the
use of more types of questionnaires and analysis
instruments for the evaluation of subjective health
state perception,according to the type of the study
(for example longitudinal); Contoyannis & Jones
(2004), whose researches showed that the rest
period and sleep quality, physical activity and not
being a smoker,have a great positive impact on the
later health state autoevaluation; DeSalvo et
al.(2006) regarding the unfavourable health state
autoevaluation and the high risk of mortality or
Molarius et al.(2007) who showed that an
unfavourable health state autoevaluation is specific
to socially excluded persons, who faced economic
difficulties,lacking social support or who retired
earlier,with a low education level(only men’s case),
to obese people or with little physical activity, those
accusing unsatisfactory working conditions or the
fear of losing one’s job.
As for the potential risk factors implied in
the evolution of health state, these were brought
into discussion and studied by several specialists,
among who we mention: King (1990) on the
demographic transition with direct implications
regarding the population’s health state;Vita et al.
(1998) illustrated the fact that the persons exposed
to a lower number of risk factors, not only do they
live longer, but also with disabilities appear towards
the end of life; Mozaffarian et al. (2009) who state
that lifestyle must be considered the main risk
factor for heart disease; Simmonds et al.(2014),
about cancer incidence and prevailance (estimating
a rise of 22 millions at international level until
2030), but a percentage of 25-30% of the most
common types of cancer can be prevented, it seems,
through nutrition, food and physical activity.
The physical activity characterizing a
sedentary or active lifestyle has been one of the
most studied factors for the evaluation and
prediction of health state. We mention thus the
studies realized by Tudor-Locke et al. (2012),in
which the question was how many steps should we
take every day, showing that less than 5000 steps a
day is associated to a sedentary lifestyle.
Also,
Tremblay et al. (2010),
demonstrated the high degree of association
between the prevailance of a lot of major health
problems and sedentary behavior; LeBlanc et al.
(2012) analyzed the relation between the time spent
watching TV and health indicators in the early
years;Sigmundova et al., (2013) studied the obesity
trend in Czeck Republic;or the studies of Laditka&
Laditka (2014) which concluded that education is
also associated to a long life and a low number of
medical affections.
But most of the studies(the case of our
study too), focus on the identification and analysis

of several factors implied in the evolution of health
state, thus: Pender et al. (1990) noticed that the
employees with a healthy lifestyle proved to be
more competent in solving problems; Fried et al.
(1998) illustrated numerous correlations between
mortality and physical functionality; Glanz et al.
(1998) on choosing the type of food, influenced,
apparently, at first, by taste and secondly by its
cost, the nutritive value, etc.; Wilkinson (2006) on
the social insecurities, the big differences in
incomes, the poor social support and the precarious
health state or Adler & Ostrove (1999) about
socioeconomic status and health.
Morimoto (2000) also talks about the
lifestyle that can increase the risk of cancer
occurrence and circulatory affections; Toda&
Morimoto (2000) about the Ramadan holiday and
the growing number of illnesses in this period
among the Muslim population; Pronk et al. (2004)
have studied the relation between health state and
numerous lifestyle factors; Balia & Jones (2007)
whose results show that the individual’s lifestyle
has a greater role in increasing mortality rate than
the socio-economical status does.
Darmon & Drewnowski (2008) are worth
mentioning, too. They noticed that a high quality
diet is associated to a high socio-economical status
and vice versa; Schutte et al.(2013) studied the
correlation between health state perception and the
socio-demographical, psychosocial, material and
occupational factors
or Greenwood’s studies
(2014) in which he discusses the Placebo effect of
vaccines and the fact that medicines/ vaccines
orally administrated are generally less efficient in
the countries with a precarious hygiene,than in the
more economically developed countries.
At national level, the studies regarding the
influence of geographical factors (physical and
especially human) on the population’s health state,
as well as the identification and explanation of the
disparities occurring from one geographical area to
another,tend to increase more and more lately.
We mention thus the important theoretical
and methodological approaches realized by
Teodoreanu (2004) and Ionac (2000) on the relation
between environment factors and the person’s
health state, Burlea & Muntele (2013, 2012) on the
influence of economic development on the
disparities connected to health state;or the studies
of Dumitrache & Armas (1998) on lifestyle as a
health state determinant and health state in Romania
in the transition period.
2. Materials and methods
The approach method of the analysed
concept-lifestyle-is both transdisciplinary (medical,
social geography, of the population and
communities) and interdisciplinary (psychology,
social psychology, sociology) with the desire to
capture as many of the “constitutive” and
explanatory elements of the phenomenon in study,
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without taking the rights to get to know it in its
completion and complexity (“in corpore”).
The main research instrument used in this
approach is “The Questionnaire for the
geographical study of the population”, which
contains 53 items and was applied during the period
October 2013-January 2014 on a sample of about
600 persons from the upper basin of the Moldavian
Bistrita.
Considering the great number of variables
in research,the dissemination of the results has been
realized in stages, in order not to “overcharge” the
contents of the articles and presentations with too
many information, following, however, a continuity
in exposing the results.
The materials, methods and techniques
used were presented in detail in the first article
(Cruceanu et al., 2014), therefore we will make just
a short review. Thus, the sampling was realized
according to Cohrand formula with an assumed
error of under 5% (about 4% for the number of 600
respondents from a total population of about 40000
inhabitants) and after pretesting the questionnaire,a
value of the Alpha Cronbach coefficient of o,604
was obtained (the test can be, therefore, reproduced
by anybody else in similar conditions).
The analysis and interpretation of the data
was realized through parametrical and nonparametrical tests and methods of the descriptive
and inferential statistics,more precisely the
statistical correlation obtained through the software
application of the statistical programme SPSS14.
The
research
hypotheses
focused
especially on the establishing/identification of some
statistical correlations between the individual’s
health state(real or perceived) and different socioeconomical,
physiological,
psychological
determinants and of lifestyle (predominantly),
specific to the communities in study.
Therefore, for the present approach we
focused on the following aspects/elements:
Research hypothesis 1.Which are the
lifestyle’s variables which correlate with the
person’s health state and health state
perception?
Research
hypothesis
2.Does
the
residential area(urban/rural) impose a different
lifestyle,susceptible
of
influencing
the
appearance of certain medical affections?

3. Results and discussions
Research hypothesis 2.Which are the
lifestyle’s variables in correlation with the
person’s health state and health state
perception?.
Our research results showed both
similarities and differences regarding the variables
determining health state and its perception. More
precisely, if variables such as gender, height and
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weight, practicing sport, the satisfaction degree
with the present job and one’s life, the optimism
level etc., are, apparently common elements to the
two dependent variables (declared and perceived
health state), this doesn’t apply to variables like
age, marital status, education level, alcohol and
tobacco consumption, the relationship with the
family and peers, the resting period etc., variables
differently correlated with health state (see the
following Table No. 1).
There is an obvious externalization of the
factors which determine the individual’s health
state (phenomenon used in psycho-analysis under
the term of projection).
That is, if the variables in the first situation
(for the declared health state) show us that the
presence or absence of disease is more connected to
the socio-economical characteristics and the
individual’s behavior, the variables in the second
category indicate that we tend to perceive/evaluate
our health state as being better when our personal,
family, professional relations etc., are the same and
vice versa.
We didn’t find in our study any significant
statistical correlations between dependent variables
(declared and perceived health state) and
independent variables such as residential area
(urban/rural), philanthropic or volunteering
activities, the resting period, showing one’s feelings
or the relation with spirituality.
Research
hypothesis
2.Does
the
residential area (urban/rural) impose a different
lifestyle, susceptible of influencing the
appearance of certain medical affections?
There were no significant correlations
regarding the residential area (urban/rural) between
this variable and health state or its perception.
There were, though, statistical relations
between the residential area and certain socioeconomical characteristics and individual’s
lifestyle, more precisely the items: II.3 When you
have health problems, where and at what distance
do you have to go?; II.4 For major medical
problems (surgeries, complex investigations etc.),
what hospital, in which town/city did you choose or
would you choose?; III.4 What type of dwelling do
you own? (reversed correlation); III.5 How many
rooms does your present house have?; III.6 How
many persons live in it?; III.7 How many of your
family members have a paid activity?; III.8 Your
present monthly income is about.;IV.3 Do you
smoke?; IV.7 What kind of physical activities do
you practice?; IV.8 What kind of food do you most
frequently eat?; IV.9 What kind of meat do you
most frequently eat?; IV.18 How lucky do you
think you are?
Different graphics, through the software
application SPSS 14 were realized for this working
hypothesis.
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The residential area, health state and
choosing the hospital, town/city, respectively for
the treatment of different medical affections
(Figure No.2)
As we mentioned in the previos paper
(Cruceanu et al., 2014), the results show that the
order of hospitals or towns chosen for major
medical problems are those in Vatra Dornei,
followed by those in Cluj, Targu Mures, Iasi,
Bistrita and Bucharest. A significant number of
respondents declared that they would choose “more
than one”, depending on the type of affection. At a
closer look we can observe some differences
between the two residential areas, regarding their
options.
Therefore, if the hospital in Vatra Dornei
is the option of the inhabitants in the rural area
(both the healthy ones and those with medical
affections), the hospitals in Suceava, Targu Mures,
Bucuresti are predominantly the option of the
inhabitants in the urban area. The hospitals in Cluj
are, it seems, trustworthy in the opinion of the
healthy respondents in the urban area, but we can’t
predict exactly if, in case of a possible medical
problem, the individual’s option is influenced or not
by
other
considerents,
such
as
the
distance/proximity, transport and treatment costs
etc.
The residential area, health state and
the predominant type of physical activity (Figure
No. 3)
We can observe from the table that in
general, a healthy person practices more physical
activities, comparatively to the other category, with
some differences according to the residential area
and the type of activity.
Thus, the healthy respondents (especially
those in the urban area) declared, in a superior
proportion, that they work out at the gym, practice
aerobics, fitness etc., comparatively to those less
healthy.
The presence, of course, in the urban area,
of the fitness clubs/gyms imposed a greater number
of answers of the respondents in the urban area, but
it is important to mention that, among them, those
who choose to practice a regular physical activity
are still those not suffering from any medical
affection.
A less easier fact to explain is if the
persons are healthier because they work out
regularly or they work out because they are in a
good physical shape?
The residential area,health state and
meat consumption (Figure No.4).
As we stated in another article, meat
consumption is, apparently, specific to the healthy
persons and vegetables and fruits consumption to
the less healthy persons. A combined diet (both
fruits/vegetables and meat) was chosen especially
by the persons who don’t suffer from any medical

affection, fact that “infringes” the theories which
recommend a rather vegetarian diet for a good
health state.
The explanation can be, of course, the diet
rich in fruits and vegetables, recommended by the
doctors to some ill persons, or the behavioural
“pattern“ characterizing especially the inhabitants
in the mountainous or cold areas.
Returning to the preferences for a certain
type
of
meat,
we
can
observe
the
respondents’preference (both healthy and with
some affections) for chicken, comparatively to
those in the rural area, who chose rather pork or a
combined diet.
The options for beef and mutton were
specific especially for the healthy respondents in
the rural area and those with certain medical
affections in the urban area. As for the fish,there’s a
reversed situation,that is,this time fish was chosen
predominantly by the healthy respondents in the
urban area and those less healthy in the rural area.
The residential area, health state and
the type of medication (Figure No.5).
The sedatives or the medicines for
different pains seem to be used more by the
respondents in the urban area, suffering or not from
any affection. The medicines for cold and flu are
widely used by the respondents in the rural area.
Taking vitamins is a frequently met
situation in the case of healthy persons (especially
those in the urban area). There were no cases in
which healthy persons (from both residential areas)
declared they had taken medicine for chronical
disease and in general, the frequency of the answers
“I haven’t taken medicines” is a lot greater in their
case.
Also, the persons suffering from certain
medical affections declared in a higher degree, than
those not suffering from any disease, that they have
taken medicines either for chronical disease or for
other many affections.
4. Conclusions
There is a correlation between the
individual’s declared health state and the way in
which one perceives it.
Regarding the health state perception,there
were no significant variations between the two
residential areas (urban/rural), due to the access to
education, food and services of the same kind, as
well as the accessibility to the medical services and
practices for both residential areas.
There is a correlation (with different
intensity degrees) between the person’s lifestyle
and his/ her health state, but with similarities and
differences between health state (presence or
absence of disease) and lifestyle’s numerous
variables.
We tend to perceive/evaluate our health
state as being much better when our personal,
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family, professional relations are better and vice
versa.
The
healthy
persons’lifestyle
is
significantly different from that of a person
suffering from different medical affections.
5. Acknowledgements
This work was supported by strategic
grand POSDRU 159/1.5/133391, Project ”Doctoral
and Post-doctoral programs of excellencefor highly
qualified human resources training for reserch in
the field of Life sciences, Environement and Earth
science ” cofinanced by the European Social Fond
with the Sectorial Operational Program Human
Resource Development 2007-2013
6. Bibliography
[1] Adler, N., & Ostrove J., (1999), Socioeconomic
Status and Health: What We Know and What
We Don't, Annals of the New York Academy of
Sciences, Volume 896, pp. 3-15.
[2] Bailly, A., Boumaza, N., & Gay, F.J., (1984),
Les concepts de la géographie humaine, pp.151152, Editura Masson, Paris, France.
[3] Balia, S. & Jones, A., (2007), Mortality,
lifestyle and socio-economic status, Journal of
Health Economics. Volume 27, Issue 1, pp. 1–
26.
[4] Burlea, A-M. & Muntele, I., (2013), Geographic
and socio-economic health inequalities in
Neamț Country, Present Environment &
Sustainable Development, Vol. 7 Issue 1, pp.
57-70.
[5] Burlea, A-M. & Muntele, I., (2012), Geographic
perspective of a multidimensional phenomenon:
local disparities in infant mortality rate in
Neamț Country, Annals of the University of
Oradea, Geography Series / Analele
Universitatii din Oradea, Seria Geografie .
Jun2012, Vol. 22 Issue 1, pp. 37-47.
[6] Contoyannis, P. &Jones, A., (2004), Socioeconomic status, health and lifestyle, Journal of
Health Economics, Volume 23, Issue 5,
September, pp. 965–995.
[7] Cruceanu A., Muntele, I., & Cozma D-G.,
(2014), Health – an autoevaluation predictor of
personal
life
quality,
Cross-Cultural
Management Journal, Volum XVI, Isuue 1(5),
pp.67-78.
[8] Darmon, N. &Drewnowski, A., (2008) Does
social class predict diet quality?, American
Society for Clinical Nutrition, vol. 87 no. 5, pp.
1107-1117.
[9] DeSalvo, K., Bloser, N., & Reynolds (2006),
Mortality Prediction with a Single General SelfRated Health Question. A Meta-Analysis,
Journal of General Internal Medicine, Volume
21, Issue 3, pp. 267–275.
[10] Dumitrache, L. & Armas I., (1998), The health
state of the Romanian population during the

510

transition period, GeoJurnal, Volume 44, Issue
2, pp. 151-160.
[11] Dunn, A., Marcus, B.H., Kampert, J.B., &
Garcia, M.E., (1999), Comparison of Lifestyle
and Structured Interventions to Increase
Physical Activity and Cardiorespiratory Fitness
- A Randomized Trial FREE, JAMA; 281(4), pp.
327-334.
[12] Dunn, A., Andersen, R. & Jskicic, J., (1998),
Lifestyle physical activity interventions:
History, short- and long-term effects, and
recommendations, American Journal of
Preventive Medicine, Volume 15, Issue 4, pp.
398–412.
[13] Eriksson, I., Undéna, A-L. &Elofssonb, S.,
(2001), Self-rated health. Comparisons between
three different measures. Results from a
population
study,
Oxford
Journals,
International Journal of Epidemiology, Volume
30, Issue 2, pp. 326-333.
[14] Erikson, P., (1998), Evaluation of a
population-based measure of quality of life: the
Health and Activity Limitation Index (HALex),
Quality of Life Research, pp. 101-114.
[15] Fried, L., Kronmal, R., Newman, A., Bild, D.,
Mittelmark, M., Polak, J., Robbins, J., &
Gardin, J.,(1998), Risk Factors for 5-Year
Mortality in Older AdultsThe Cardiovascular
Health Study FREE, JAMA The Journal of the
American Medical Association, February 25,
Vol 279, No. 8, pp. 585-592.
[16] Glanz, K., Basil, M., Maibach, E., & Goldberg,
J., (1998), Why Americans Eat What They Do:
Taste, Nutrition, Cost, Convenience and Weight
Control Concerns as Influences on Food
Consumption, Journal of the American Dietetic
Association, Volume 98, Issue 10, October, pp.
1118-1126.
[17] Greenwood, B., (2014), The use of a placebo
in vaccine trials, The Lancet, Volume 383, Issue
9935, pp. 2101 – 2102.
[18] Ionac N., (2000), Mictratat de geografie
medicală (Small disseration of medical
geography), Editura Universității din București.
[19] Kaplan, R.M., Bush, J.W., & Berry, C.C.,
(1976), Health status: types of validity and the
index of well-being, Health Service Researche,
11(4), pp. 478–507.
[20] Kawachi, I., Kennedy, B. & Glass, R., (1999),
Social capital and self-rated health: a contextual
analysis. Glass American Journal of Public
Health, Vol. 89, No. 8, pp.1187-1193.
[21] Kennedy, B.P., Kawachi, I., & Glass, R.,
(1998), Income distribution, socioeconomic
status and self rated health in the United States:
multilevel analysis, BMJ; 3, 317 (7163), pp.
917-921.
[22] King, M., (1990), Health is a sustenable state,
The Lancet, Volume 336, Issue 8716, pp. 664667.

SEA - Practical Application of Science
Volume II, Issue 2 (4) /2014

[23] Laditka, S.&Laditka, J., (2014),
More
Education May Limit Disability and Extend
Life For People With Cognitive Impairment,
American Journal of Altheizemer's disease and
other dementias, January, 29 (5).
[24] LeBlanc, A.G., Spence, J.C., & Carson, V.,
(2012), Systematic review of sedentary
behaviour and health indicators in the early
years (aged 0–4 years), Applied Physiology,
Nutrition, and Metabolism, 37(4), pp. 753-772.
[25] Miilunpalo, S., Vuori, I., Oja, P., & Pasanen
(1997), Self-rated health status as a health
measure: The predictive value of self-reported
health status on the use of physician services
and on mortality in the working-age population,
Journal of Clinical Epidemiology, Volume 50,
Issue 5, pp. 517-528.
[26] Molarius A., Berglun, K., & Eriksson,
C.,(2007), Socioeconomic conditions, lifestyle
factors and self-rated health among men and
women in Sweden, European Journal of Public
Health, 17 (2), pp. 125-233.
[27] Morimoto, K., (2000), Lifesyle and health,
Environmental Health and Preventive Medicine
4, 224-227
[28] Mozaffarian, D., Wilson, P. & Kannel, W.,
(2009), Beyond established and novel risk
factors. Lifestyle risc factor for cardiovascular
disease,
Contemporary
Reviews
in
Cardiovascular medicine, 117, pp. 3031-3038.
[29] Pender N.J., Walker, S.N., & Sechrist, K.R.,
(1990), Predicting Health-Promoting Lifestyles
in the Workplace, Predicting Health-Promoting
Lifestyles in the Workplace, Volum 39, Issue 6.
[30] Pronk, N., Anderson, L.H., Crain, A.L.,
Martinson,
B.C.,
(2004),
Meeting
recommendations for multiple healthy lifestyle
factors: Prevalence, clustering, and predictors
among adolescent, adult, and senior health plan
members, American Journal of Preventive
Medicine, pp. 25–33.
[31] Ravens-Sieberer, U., Herdman M., Devine, J.,
& Otto, C., (2013),The European KIDSCREEN
approach to measure quality of life and wellbeing in children: development, current
application and future advances, Quality Life
Research, 23, pp.791-803.
[32] Reeves, M. & Rafferty, A., (2005), Healthy
Lifestyle Characteristics Among Adults in the
United States, JAMA INTERNAL MEDICINE,
Vol. 165, No. 8, pp. 854-857.

[33] Ruhm, C., (2005), Healthy living in hard
times,Journal of Health Economics, Volume 24,
Issue 2, pp. 341–363.
[34]Schütte, S, Chastang, J.F., & Parent-Thirion,
A., (2013), Association between sociodemographic, psychosocial, material and
occupational factors and self-reported health
among workers in Europe, Journal Public
Health, 36 (2), pp. 194-204.
[35] Sigmundová, D., Sigmund, C., & Hamrik, Z.,
(2013), Trends of overweight and obesity,
physical activity and sedentary behaviour in
Czech schoolchildren: HBSC study, European
Journal of Public Health, June.
[36] Simmonds, A., Mitrou, P., & Wiseman, M.J,
(2014), Food, nutrition, physical activity and
cancer
–
keeping
the
evidence
current:WCRF/AICR
Continuous
Update
Project, British Nutrition Bulletin, Volume 39,
Issue 1, pp.126–131.
[37] Teodoreanu E., (2004), Geografie medicală
(Medical Geography), Editura Academiei
Române, București.
[38] Toda M. & Morimoto, K., (2000), Effects of
Ramadam Fasting on the Health of muslims,
Environmental Health and Preventive Medicine,
4, 224-227, Japanese Journal of Hygiene,
Vol.54, No 4
[39] Tremblay, M.S, Colley, R.C., & Saunders,
T.J., (2010), Physiological and health
implications of a sedentary lifestyle, Applied
Physiology, Nutrition, and Metabolism, 35(6),
pp. 725-740.
[40] Tudor-Locke, C., Craig, C.L., & Thyfault, J.P.,
(2012), A step-defined sedentary lifestyle
index:<5000 steps/ day, Applied Physiology,
Nutrition, and Metabolism, 38(2), pp. 100-114.
[41] Vita, A.J., Terry, R.B., & Hubert, H.B.,
(1998), Aging, Health Risks, and Cumulative
Disability, New England Journal of Medicine,
338, pp. 1035-1041.
[42] Wilkinson R., (2006), Health, Hierarchy and
Social Anxiety, Issue Annals of the New York
Academy
of
Sciences,
Volume
896,
Socioeconomic status and health in industrial
nations: social, psychological, and biological
pathways, pp. 48–63.

511

SEA - Practical Application of Science
Volume II, Issue 2 (4) /2014

ANNEXES
Figure No.1: Superior Bistrita River Basin

Figure No. 2 The residential area, health state and choosing the hospital
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Figure No. 3 The residential area, health state and the predominant type of physical activity
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Figure No. 4 The residential area, health state and meat consumption
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Figure No. 5 The residential area, health state and the type of medication
Health status
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Table No.1 Which are the lifestyle’s variables in correlation with the person’s health state and health state
perception?
Health state
(presence/absence of disease)
distinct
correlations/statistical
relations with variables such as:
- age
- marital status
- activity field
- level of studies
- type of residence
- the number of persons in the
house
- present income
- smoking
- rest

514

correlations/statistical relations in
common with variables such as:
- gender
- height
- weight
- physical activity
- type of physical activity
- the presence of
emotional
problems
- the satisfaction with the present
job
- the satisfaction with present life
- how lucky one thinks to be
- if one loves life
- optimism level
- the number of rooms/house

Health
state
perception/autoevaluation
distinct
correlations/statistical
relations with variables such as:
- alcohol drinking
- the relationship with the family
- the relationship with the peers
- the relationship with the superiors
- the relationship with the
neighbours
- intellectual activities
- the sense of humour
- responsibility
- self-confidence
- self-control
- friends’support

