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1 Abstract

People with a migration background account for about a fifth of the German population. The
number of elderly migrants in Germany and their share in the total German population grow
constantly. Although the people with a Russian background are the second largest group of
migrants in Germany, there is a lack of relevant knowledge about their health and its
determinants, particularly of the older ones.

Altogether 100 elderly men and women with Russian migration background from
Hamburg/Germany were interviewed based on a standardized questionnaire in Russian about
their subjective state of health, socioeconomic status, and other determinants of health. This
cross-sectional study was done in context of the Saglik project. It gave a possibility to
compare the results with the data obtained from the other Saglik participants (elderly with
Turkish or Polish background and the German control group). For analysis, descriptive,
bivariate, and multifactorial methods were used.

The results show, that the men and women with the Russian background rate their subjective
current state of health as relatively poor. This is possible cause by the following health related
factors. Firstly, an internal social discrepancy was found between components of
socioeconomic status (high educational level, but low professional level, and low individual
income). Secondly, insufficient use of social resources was found (partly poor social
networking). Thirdly, a risky health behavior was observed: high smoking rate, particularly
by the Russian men, probably insufficient level of physical activity with low attention to
sufficient physical activity, unhealthy nutrition (low fruit and vegetable consumption, high
meat consumption, rare consumption of low fat or fat free food, low attention to healthy
nutrition), and as a result a high prevalence of overweight and obesity. Fourthly, these
findings were accompanied by an inhomogeneous use of health services.

In spite of some limitations, this study supplies a valuable data base about health and certain
health related factors of the elderly of the second largest population of people with migration
background in Germany. These results, as well as the comparison between the four ethnic
groups, can be used to develop corresponding complex health promotion programs, not only
for the elderly people with a Russian background, but also for the other migrants, in order to

improve their state of health and strengthen their social networking.
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2 List of abbreviations

ANOVA
BMFSFJ
BMI
CDC
DEGS

DGE
GEDA
GSE
GNHIES
GP
HAG
NVS
RKI
SBOEWG
SD

SES
SPSS
WHO

Analysis of variance

Bundesministerium fuer Familie Senioren Frauen und Jugend

Body Mass Index

Centers for Disease Control and Prevention

Studie ,,Gesundheit Erwachsener in Deutschland* (German Health Interview and
Examination Survey for Adults)

Deutsche Gesellschaft fiir Erndhrung (German Nutrition Society)

Studie ,,Gesundheit in Deutschland aktuell* (German Health Survey actual)
General self-efficacy

German National Health Interview and Examination Survey

General practitioner

Hamburgische Arbeitsgemeinschaft fiir Gesundheitsforderung e.V.
Nationale Verzehrsstudie (National Consum Survey)

Robert Koch Institut

Sedentary Behaviour and Obesity Expert Working Group

Standard deviation

Socioeconomic status

Superior Performing Software Systems

World Health Organization
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3 Introduction

People with a migration background in Germany account for about a fifth of the German
population. The number of elderly people with a migration background in Germany and their
share in the total German population grow constantly. Currently the proportion of people with
a migration background in Hamburg is still significantly greater in younger age groups than
in older ones, but already in the near future the proportion of elderly people with a migration
background will be notably higher than today.

The process of ageing is naturally associated with the appearance of health problems, for
some people less, for some people more. And so the need for support, acute, long-term health
care, and social care for elderly people with a migration background in the near future will
increase. Maintaining physical and mental health of the elderly and using their potential
should have a high priority in social politics. The WHO has adopted the term “active ageing”
to promote the process of enhancing the quality of life of ageing people with a special focus
of their health (WHO 2002). According to the Advisory Council on the Assessment of
Developments in the Health Care System, health promotion and prevention of diseases for
elderly people has a high priority (Advisory Council on the Assessment of Developments in
the Health Care System, 2009).

In the research literature, the combination of migration, age, and health is rarely investigated.
The majority of available studies focuses either on the topic “health and age” or on the topic
“migration and health”. Although the people with a Russian migration background are the
second largest group of people with a migration background in Germany after the group of
people with a Turkish migration background, there is a lack of relevant knowledge about the
health and its determinants of people with a Russian migration background, particularly of the
older ones of them. Although there are some studies which investigated the objective state of
health of the Russian migrants, but they did not differentiate by age. Some other studies
investigated the subjective state of health and a narrow range of determinants of health of the
elderly Russian migrants, but only via qualitative analysis. That is why the elderly people
with a Russian migration background were chosen as a target group for this study. Their
subjective state of health and broad spectrum of health determinants were in this study

quantitative analysed.
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The study “Assessment of the socioeconomic status, other health related factors, and the
subjective health status of the elderly1 people with a Russian migration background in
Hamburg” is part of the interdisciplinary Saglik project run by the researchers of the
Department of Social Work and Health Sciences of the Hamburg University of Applied
Sciences in cooperation with local authorities and organisations.

The structure of the master thesis is the following: at first, a brief description of the Saglik
project is given. Then the theoretical part provides information about migration and people
with migration background. It also supplies information and the relevant scientific knowledge
about health and determinants of health of people with migration background. Certain
determinants of health (socioeconomic status (SES), health related resources, and health
behaviour, such as tobacco and alcohol consumption, physical activity and healthy nutrition,
as well as use of health services) are described more precisely because they are relevant to
this study. The available relevant data about people with Russian background are given
separately.

After that the objectives and hypotheses are stated. The preparation of the study/sampling,
data collection/interview of the participants and kinds of data analysis are described in the
methodical section.

The findings of the study are described precisely in a separate section. The results show the
demographic characteristics, components of SES, certain health factors and behaviour, use of
health services, and subjective state of health, as well as associations between them of the
elderly people with Russian background in Hamburg. In the following section the finding are
summarized and discussed. Additionally, limitations and advantages of the study are

identified. At the end recommendations for the future are given.

1«

elderly person” in the study means a person aged 60 years or older
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4 Brief description of the Saglik project

The study “Assessment of the socioeconomic status, other health related factors, and the
subjective health status of the elderly people with a Russian migration background in
Hamburg” is a part of the interdisciplinary Saglik project run by the researchers of the
Department of Social Work and Health Sciences of the Hamburg University of Applied
Sciences in cooperation with local authorities and organisations (Hamburgische
Arbeitsgemeinschaft fiir Gesundheitsforderung e.V. (HAG), Fachamt Kommunales
Gesundheitsforderungsmanagement des Bezirks Hamburg Altona, das Fachamt
Sozialraummanagement des Bezirks Hamburg Mitte, MiMi — Mit Migranten fiir Migranten®.
The precise information can be found on the website of the Saglik proj ect”.
The Saglik project “Promotion of healthy nutrition, physical activity, and social participation
in the community: community based health promotion for the elderly man and women with
Turkish background in Hamburg” started in May 2010, funded by the Federal Ministry of
Education and Research, and it will finish in December 2013. The main aim of this project is
the development and implementation of intercultural and interdisciplinary health programs
promoting healthy nutrition, physical activity, and social participation in the community for
the target group of the elderly men and women with a Turkish background. The project serves
to improve the quality of life and the resources for the target group. In order to achieve
sustainability and empower the elderly for healthy behavior, the micro- and meso-social
networks are built and strengthened with the support of key persons (multiplicators, medical
doctors etc.).
Through qualitative and quantitative methods this project collected and analyzed empirically

e how the elderly with a Turkish migration background perceive their health

status, including their quality of life and social participation,
e which barriers exist for the use of health promotion offers and for the

improvement of health and of quality of life, and

2 http://www.mimi-hamburg.de/

3 http://www.westenhoefer.de/forschung/projekte/saglik/
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e which resources are available to strengthen health promoting behavior and

improve the use of health promotion services.
Based on these analyses, an intervention program was developed, which was adapted to the
needs and demands of the target group of the elderly people with a Turkish background. It is

now being implemented.

The basic structure of the Saglik-project is the following:

Needs assessment and Interventions Evaluation and transfer

current status analysis of

existing health services

The objective of the needs assessment is to list the existing and the necessary resources for
improvement of the quality of life with a focus on health and social participation of the target
group and for strengthening their social networks and support structures.
The objective of the current status analysis of existing health services is to obtain an overview
of existing health promoting offers related to healthy nutrition, physical activity and social
participation in the selected communities including structural data of these offers, their
accessibility, and their extent of use.
The main objective of the intervention is to improve the participation in health promotion
programs of the elderly with a Turkish migration background by two strategies:
* improvement of the structure of the existing offers and services, and
® preparation, development and implementation the new health programs.
The aim of evaluation and transfer is
e to review the implemented processes for optimization, and - if necessary — to
optimized them;
® to develop recommendations for transference of the project results to other
regions of Germany or to other Hamburg regions where less people with Turkish
background live, and
e to help to transfer the project results by comprehensive publications
For the need assessment were selected two groups of the men and women with Turkish

migration background: the first group included only persons 60 years and older and the
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second group - over 50 years as potential future multiplicators in intervention programs. In
January - August 2011 100 persons of the first group who were not in care, were chosen from
four selected quarters4 of Hamburg (Altona-Nord, Altona-Altstadt, Billstedt, Wilhelmsburg).
They were questioned based on a standardized interview guided in Turkish. These quarters
were selected because of the high density of people with a Turkish migration background
(Statistikamt Nord 2012). The interviews were carried out by trained native speakers. The
potential participants were recruited by an active approach on the streets, at mosques, and in
cafés, and also by use of the snowball method. There was also a control group consisting of
100 persons without migration background and with the same inclusion criteria.

The questionnaire covered various health related topics like general health (e.g. primary care,
disabilities, subjective state of health, health related quality of live, physical and mental
limitations etc.), physical activity, tobacco and alcohol consumption, nutrition and eating
behavior (e.g. regularity, consumption of fruit and vegetables, consumption of meat, attitude
to the healthy diet, drinks, cooking and shopping), height and weight, self-efficacy,
deprivation and satisfaction in Germany, social networking (contacts, support, leisure) and
care of relatives. Furthermore, sociodemographic and socioeconomic data were collected.
The statistical evaluation of the data was carried out with Superior Performing Software
Systems (SPSS) Version 19 by t-test and analysis of variance (ANOVA).

The results of the survey provide evidence that the men and women with Turkish background
have a low income level, unfavorable housing conditions, as well as a low level of education
(Buchcik J. et al 2012). Among the women with Turkish background was found a high
prevalence of overweight and obesity. There was a significant correlation between lower
income and greater BMI. The Turkish participants consumed significantly low amounts of
fruit and vegetables, compared to the German national recommendations (Deutsche
Gesellschaft fiir Erndhrung (DGE) 2012), this consumption increases with higher incomes
however (Buchcik J. et al 2012). These findings could suggest the lack of information about
healthy nutrition or the wrong understanding of healthy diet which could lead to appearance
of health problems. This assumption is reflected in the self assessment of the health status:

two thirds of the Turkish men and women rated their health last year as fair or poor. Only a

4 = Stadtteil
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small percentage of the Turkish group participated in health promotion programs (Beyer A.,
Buchcik J. 2011). Further results have not been published yet.

The current status analysis of existing services shows that there are a lot of offers for elderly
people in the chosen quarters concerning nutrition, physical activity and social participation,
which are open for all people. However, these offers have met little response from the target
group. One of the reasons may be that the programs are often conducted in German, but many
of the Turkish people do not understand German. Another reason probably is that a lot of
these offers can be found only in the Internet, which is rarely used by the target group. These
facts show that existing facilities should by modified to the needs of the target group (Beyer
A., Buchcik J. 2011)

After the need assessment and the current status analysis an intervention program with health
courses was developed. The content of the courses and more detailed information is given on
the website of the Saglik projectS.

Until now, the health courses for elderly people with Turkish background with an average of
eleven participants were conducted in three quarters of Hamburg (Hamburg Altona-Nord,
Altona-Altstadt und Billstedt). A fourth health course will be conducted in Wilhelmsburg.

In 2012 additionally 100 people with Polish background were questioned with the same
inclusion criteria (age over 60, without care level, from the same four quarters of Hamburg)
in order to extend the knowledge about people with migration background in Hamburg and to

assess the need for the future intervention for another focus groups.

3 http://www.westenhoefer.de/forschung/projekte/saglik/interventionengesundheitskurse/
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5 Theoretical background

5.1 Migration

There is no internationally agreed definition of a migrant. The term “migrant” can be
interpreted in many ways. According to the definition of the German Federal Office for
Migration and Refugees “migration occurs when a person changes the location of their usual
place of residence. International migration occurs when this movement crosses national
boundaries” (Bundesamt fiir Migration und Fliichtlinge 2006). According to The Council of
Europe (Europarat 2005), “a migrant is any person, who lives temporarily or permanently in a
country where he or she was not born, and has acquired some significant social ties to this
country.” In recent years the term “people with a migration background” has been commonly
used in Germany as a collective term for the heterogeneous group of immigrants and their
descendants. The Federal Statistical Office has used this definition since the Mikrozensus
2005. According to the Mikrozensus, the population with a migration background in
Germany consists of all German residents who “have immigrated into the territory of today’s
Federal Republic of Germany after 1949, and of all foreigners born in Germany and all
persons born in Germany who have at least one parent who immigrated into the country or
was born as a foreigner in Germany” (Statistisches Bundesamt 2012). This study uses the
term “persons with a migration background” according to the definition the Mikrozensus, for
short sometimes the term “migrant” is used instead of the term*“persons with a migration
background”.

The profiles of migrants are very diverse: migrants represent different categories of people in
terms of origin, socioeconomic status, culture, religion, and reasons for migrating. Reasons
for migration can be divided into the following groups: push factors like war, poverty, hunger
etc drive the individual out of the country of origin, and pull factors like unfavourable
employment opportunities and political and religious freedom attract the individual towards

the recipient country.
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There are a lot of different migrant groups, such as refugees and asylum seekers, long term
labour migrants, family reunification migrants, return migrants, Aussiedlers6, irregular or
undocumented migrants, internationally displaced persons, trafficked people etc. (Nygren-
Krug 2003, Padilla and Pereira Miguel 2007; Mladovsky 2007). All of these groups have
different migration biographies: some migrants may not encounter radical changes, but others
may face many challenges. After their arrival, a lot of migrants experience new environments
conditions, such as language, culture, legal systems, working conditions, weather, eating
habits etc., while they also bring with them their own habits, traditions, beliefs and practices

(Padilla and Pereira Miguel, 2007).

5.2 People with migration background in Germany and in Hamburg

People with a migration background in Germany account for about fifth of the German
population. According to statistical data from Mikrozensus 2011, 81.75 million people live in
Germany and 15.96 million are people with a migration background. The main countries of
origin are Turkey (18.5%), the former Soviet Union (14.5%) and Poland (9.2%) (Statistisches
Bundesamt 2012"). The majority of persons, who came from Turkey, came to Germany
between 1960 and 1970 as labour workers because of acute labor shortage. The majority of
the Russian people from the former USSR (ethnic Germans or “Aussiedlers”) came to
Germany after the collapse of the Soviet Union in 1991.

By the end of January 2012 around 513 000 people with a migration background lived in
Hamburg, that is 29.2 percent of all Hamburg inhabitants. The largest group of people with a
migration background in Hamburg is the Turkish group (18.1%), the second one is the
Russian (14.0%), and the third one is the Polish group (13.1%) (Statistikamt Nord 2012).
Picture 1 shows the density of the population with a migration background in Hamburg by the
end of January 2012. The quarters® with the highest density (48% and more) are the
following: Billstedt, Billbrook, Rothenburgsort, Hammerbrook, Veddel, Wilhelmsburg,
Kleiner Grasbrook in the borough’ of Hamburg-Mitte, Jenfeld in the borough of Wandsbek,

6 . . . . .
Ethnic Germans as immigrants from Eastern Europe and the former Soviet Union

" here and further: data from Statistikamt Nord before the correction from 2. Juli 2013

http://www.statistik-nord.de/uploads/tx_standocuments/SI13_117.pdf

8 = Stadtteil

? = Bezirk
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Hausbruch and Harburg in the borough of Harburg, Neuallerm6he in the borough of
Bergedorf.

Anteil der Bevilkerung mit Migrationshintergrund
an der Bevdlkerung insgesamt

- unter 7.5 %

[ 7.5 % bis unter 21 %
[ ]z1snisunersan
[ ]s4snisuneraz
- 45 % und mishr

Landesdurchschnitt:
282%

Hummerere Staditaile
1 Hohslul-west
2 Hohelul-0Ost
3 Harveslehude
4 Slernschanze

5 Dulsberg
6 SL Paul

I Sidelstedt
i 7 MNeustad
&8 Hamburg-Alistadt

h TAL e 5 Borglelde

Quelle: Melderegister 28.01.2012 (nur Hauptweohnsitze) erganzt um
Schitzungen mit MigraPro durch das Stafistische Amt fir Hamburg und Schleswig-Holstein

& Statistisches Amt flir Hamburg und Schieswig-Holstein

Picture 1. Population with a migration background in Hamburg 28.01.2012 (Source:
Statistisches Amt fiir Hamburg and Schleswig-Holstein, 2012)

People with a migration background are usually very young. Studies in Hamburg show that
45% of people under 18 years have migration background, as compared to only 14% of
people older than 65 with migration background (Statistikamt Nord 2012). These figures
suppose that the proportion of the elderly people with migration background in Hamburg will

rise in the near future.
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5.3 Health, its determinants and migration

The World Health Organization defines health as a state of complete physical, mental, and
social well-being and not merely as the absence of diseases and infirmities (WHO
Constitution, 1948). The Ottawa Charter for Health Promotion states, that “health is not just a
state, but also a resource for everyday life, and not just the objective of living. Health is a
positive concept emphasizing social and personal resources, as well as physical capacities”
(WHO 1998).

Several indicators have been used to evaluate the general health status of people. These
indicators include, but are not limited to: the morbidity rate, mortality rate, and life
expectancy. Subjective lay concepts of health are based on interactions between health
perceptions of lay people and of professionals. Surveys of population health show that health

is most commonly associated with (Herzlich 1991, Schulze/Welters 1991, Faltermaier 1994):

e absence of illness, pain and discomfort,
e general well-being,

e general capacity to fulfil everyday tasks.

There is evidence, that self reported health (subjective state of health) is a powerful predictor
of future mortality and morbidity (Idler/Benyamini 1997, Bailis at al. 2003). That is why
subjective state of health is widely used for the measuring of perceived current health status
of the population (Fylkesnes/Forde 1992, Krause/Jay 1994, Farmer/Ferraro 1997,
Idler/Benyamini 1997).

The state of health deteriorates with age (e.g., Jette 1996; Steinhagen-Thiessen & Borchelt
1999).The subjective state of health is closely linked to the state of health measured by more
objective indicators (Pinquart, 2001). The link between objective and subjective state of
health tends to weaken with advancing age (Rodin/McAvay 1992, Hoeymans at al. 1999).
The widening gap between the state of health that is obviously worsening as the self
evaluation that describes the state of health as more or less stable, is seen in the literature as a

health satisfaction paradox (Brandtstiddter/Greve 1994, Borchelt et al. 1999).

Health depends on a combination of factors known as the determinants of health, such as
constitutional factors, social and community networks, living and working conditions,

environmental circumstances, socioeconomic and physical factors, individual behavior and
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life style, and health care systems (Padilla and Pereira Miguel, 2007). The following scheme
of social inequality and as a result health inequity from Mielck below (picture 2) shows the
relationships between social factors, health resources and risk factors, health behavior, use of

health care system and health.

Explanation Model*

Social Inequality
Differences in Knowledge, Power, Money, Prestige

\ 4 y

Differences in ) ) ) i
health-related _ Differences in Differences in use of,
risk factors physical & social resources, access to, and treatment
(e.g. work-, living coping strategies in
~conditi o’ns) and social integration the health care system

l v v

Differences in health attitudes and behavior

I |

Health Inequity
Differences in Morbidity and Mortality

* Mielck 2000 13

Picture 2. Explanation model of health inequity, according to Mielck, 2000

Mielck distinguishes two types of social inequality: vertical and horizontal. Vertical
inequality is defined by inequality in components of socioeconomic status: education,
professional level and income. Vertical inequality has an especially large impact on
population health (Richter/Hurrelmann 2006, S. 14). Horizontal social inequality can be
described by variety of characteristics such as age, gender, nationality, marital status, number
of children etc. (Mielck 2005, S. 8). Risk factors in the aforementioned scheme may be
unhealthy work- and living conditions, passive smoking. Resources may be social
networking, participation, high self efficacy. Risky behavior may be smoking, alcohol
consumption, social exclusion, unhealthy nutrition (Rosenbrock 2004). Health inequity can
be measured by the differences in morbidity and mortality as an objective parameter, and by
differences in subjective state of health as a subjective once. This scheme shows that social
factors such as knowledge, power, money and prestige have no direct impact on health

inequity (Mielk 2000).



Theoretical background 20

The next section treats the relationship between migration and health in general. The
following section describes in more detail those of health determinants, that are possible to be
evaluated based on the given questionnaire, namely:
e for social inequality: SES
e for social resources, coping strategies and social integration (in the following,
the short form “social resources” will be used of this long description): social
networking, self efficacy
e for health attitudes and behavior (in the following, the short form “health
behavior” will be used of this long description): smoking and alcohol
consumption, physical activity, eating behavior, Body Mass Index
e for use of, access to and treatment in the health care system (in the following,
the short form “use of health services” will be used of this long description):
visits of general practitioner, participation in health promotion programs

e for health inequity: subjective state of health

5.3.1 Migration and health

Caring for health of migrants is, in the first place, a matter of human rights and of tackling
unacceptable inequalities in health and health care (Mielck 2000, 2005). Social inequality and
health inequity and the interactions between them are important public health issue. The
different living conditions and circumstances in the host country influence the health of
migrants: they become exposed to new diseases and may carry some others illnesses that are
foreign to the host country. During their childhood in the country of origin migrants often
have been exposed to different health related factors. This can lead to different patterns in the
occurrence of chronic diseases in comparison to non-migrant majority population. In 1999
Marmot noted the importance of social determinants of health in vulnerable groups, such as
migrants. He provided evidence that the post-migration environment may be the root cause of
migrant health problems and, therefore, may be more relevant than other health determinants
such as genetic predisposition (Fernandes et. al., 2007). Czycholl noted that migration is a
social stressor, simultaneously positive and negative (Czycholl 1998). Migrants can have
specific health risks such as separation from family, language barriers, lack of knowledge
about health services in the new social context, discrimination and marginalization. But on

the other hand, migration may bring some resources and positive factors for health such as
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better living conditions or better chances for health care and treatment of different diseases
(RKI 2008).

Relative to the majority population, a lot of people with migration background are socially
and economically disadvantaged, therefore it can be expected that their state of health is
worse. It is known, that low SES increases the risk of diseases and premature death (Mielck
2000, 2005; Lampert et al. 2005; Richter und Hurrelmann 2006). However, adult migrants in
European countries and the USA present a lower mortality rate than the non-migrant majority
population (Abraido-Lanza et al., 1999, Swerdlow, 1991, Razum and Twardella, 2002, Singh
and Hiatt, 2006, Razum, 2006). This phenomenon is called “the healthy migrant effect”. In
view of the inverse relationship between SES and mortality, healthy migrant effect looks like
a paradox (Schenk, 2006). It has been suggested that (self-) selective migration may play a
role: migrants are often healthier and younger than the average population in their country of
origin (Syed /Vangen 2003, Mackenbach et al., 2005). But over time this effect may fade
because migrants may be exposed to different risk factors in the recipient country
(Lechner/Mielck 1998). Migration-related factors such as uncertain residency status,
unfavorable living and working conditions, unemployment, constrained financial resources,
and separation from family members could have an adverse (psychological) effect on health
(Siegrist/Mueller-Leimkuehler 2003, RKI 2010). These factors could increase risk of disease
in old age for people with a migration background (Dietzel-Papakyriakou/Olbermann 2001).

5.3.2 Determinant for social inequality: socioeconomic status

It is known that there is a close link between the SES of a person and his or her state of
health” (Mielck 2000, 2005, Richter/Hurrelmann 2006, Lampert at al. 2011). The SES is usu-
ally determined by education, occupational status, and income and specifies the individual
position of a person in the social hierarchy (Hradil, 2005, Lampert/Kroll 2009). People with
low SES have an increased risk for some certain chronic diseases (Mielck 2000, 2005;
Lampert et al. 2005a; Richter und Hurrelmann 2006, Geyer 2008). They tend to rate their
subjective state of health worse and to have health related problems more often than people
with high SES (Babitsch et al 2009, Lampert 2011). Low SES is associated with such risk
factors as physical inactivity, smoking, overweight, obesity or hypertension (Klein at al.
2001, Lampert 2010). Old age is associated with lower level of income (Berkman/Gurland
1998).
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In general, people with a migration background have the same health risks as people of the
host country living under comparable conditions (Razum at al. 2008). Low income, low level
of education and a job with low qualification requirements may increase health risks. This
can be verified for instance by a higher incidence, prevalence and mortality rate of chronic
diseases (Razum at al. 2008).

For assessment of SES across different studies in a standardized way, an aggregated index is
used. So, the Winkler and Stolzenberg Stratification Index was developed for the German
Cardiovascular Disease Prevention Study 1984-1991. For the study German Health Update
(Gesundheit in Deutschland actual (GEDA) and the German Health Interview and
Examination Survey for Adults (“Studie zur Gesundheit Erwachsener in Deutschland”,
DEGS), which was conducted by Robert Koch Institute in 2008-2011, this index was revised
(Lampert 2013). This new multi-dimensional aggregated index takes into account the level of
school and professional qualification, professional status and net equivalent household
income and is calculated as a total points score. Based on this index, SES is divided into three
groups: Low, Middle and High.

According to DEGS 2008-2011, which collected representative data about the population in
Germany, persons with a low SES have a subjective state of health which is worse than that
of persons with a medium or high socioeconomic status. Particularly, in the group of women
aged 65 years and older, who were asked about their subjective state of health, 54.9 % of
those with a low SES, 45.7 % of those with a middle SES, and only 28.4 % of those with a
high SES rated it as fair to very poor. The corresponding percentage for men aged 65 years
and older, who rated their subjective state of health as fair to very poor are: 48.8% with a low

SES, 40.6 % with a middle SES, and only 34.7 % with a high SES (Lampert 2013).

5.3.3 Determinants for social resources

As explained in the chapter 5.3., certain determinants for social resources, coping strategies
and social integration, namely social networking and self efficacy will be described now in

more detail.

5.3.3.1 Social networking
In the context of social resources, social networking usually involve the following areas:
frequency of social contacts, social support, spare time activities, social isolation, help in

household, help outside the home and with the basic activities of daily living and others.
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There are a lot of methods to measure social networking, e.g. Multidimensional Scale of
Perceived Social Support (Zimet at al.1988), Questionnaire for social support, short form (F-
SozU K-14) (Fydrich at al. 2009), Lubben Social Network Scale (Lubben et al. 1988), De
Jong Gierveld Loneliness Scale (De Jong Gierveld 1999a; 2000). GEDA 2009 used for the
measuring of social support Oslo-3-Items-Social-Support Scale, based on this scale three
levels of the social support - low, moderate and high support - can be distinguished (RKI
2010).

Social networking support has a strong impact on individuals. Social support is defined as
assistance from family, friends, neighbors and other community members and involves
“social transactions, the aims of which are to assist individuals in coping with everyday life
and particularly in responses to critical situations” (Pierce at al. 1990). The support we receive
from others (Cohen et al., 2000), the structure of social networking (Brissette at al. 2000), the
quality and quantity of social contacts (Kiecolt-Glaser/Newton 2001), and feelings of
isolation and loneliness (Cacioppo et al. 2002) are all identified as predictors of health and
wellbeing. Perceived social support is a crucial resource for coping with stress (Gadalla 2010)
and for individuals with limitations in daily living activities (Antonovsky 1979). High
frequency of social contacts is positively correlated with good subjective state of health and
mental well-being (Borgonovi 2010).

For the elderly people, social support could represent a main source of personal care and
well-being (Litwin/Landau 2000). A lack of support network and poor social contacts may be
crucial in later life. So, low social support and isolation determine social vulnerability which
increases with age. This could be a risk factor for morbidity and mortality (Andrew at al.
2008). Reduced social networking and social support are more frequently found among older
people with low SES (Weyers et al. 2008). There is the proven importance of social contacts
within family and of contacts with friend for healthy ageing (Thanakwang/Soonthorndhada
2011). It is confirmed that loss of functions and chronic stress in elderly people could be
alleviated by informal and formal social support (Muramatsu at al. 2010). High level of social
support is a protective factor in reducing vulnerability of elderly people (Melchiorre at al.
2013).

Some studies have discussed the relationship between immigration, ethnicity and social

isolation, and supposed that elderly people with migration backgrounds could be one of the
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most vulnerable risk groups for social isolation (Rao et al., 2006; Findlay and Cartwright,
2003).

Men are less likely to receive social support than women. An explanation for this could be the
fact that women have a more socially oriented life style: they are more concerned about
establishing social contacts (Dalgard et al. 2006).

The results of the GEDA 2009 show that a large part of the German population gets sufficient
social support. However, the proportion of the men and women without

adequate social support rise with age (RKI 2010).

5.3.3.2 Self-efficacy

In the context of coping strategies, self-efficacy (also colled “perceived self-efficacy”,
“personal efficacy”, “social self-efficacy”) can be investigated. The concept of perceived self-
efficacy was introduced by Bandura as a main aspect of his social-cognitive theory (Bandura,
1977). 1t is found that a strong sense of personal efficacy is related to better health and better
social integration (Bandura, 1977). Self-efficacy defined as a resource factor in stress
appraisal processes. A low sense of self-efficacy is associated with depression, anxiety, and
helplessness (Jerusalem/Schwarzer 1992).

The general self-efficacy-scale-questionnaire which was developed by Jerusalem and
Schwarzer (GSE-questionnaire) formerly with 20 questions is now a 10-item psychometric
scale that estimates self-beliefs to cope with critical live situations, such as success in solving
problems, achieving goals, behavior in unexpected or difficult situations. Results of the score
are presented as sum score between 10 and 40. The higher the sum score, the higher the
optimistic belief and confidence to cope with difficult situations. According to German norm
for general self-efficacy (GSE) (Bevolkerungsreprisentative Normierung der Skala zur
Allgemeinen Selbstwirksamkeitserwartung), normal GSE for the elderly man aged 60 and
above is about 29.82 (SD 5.71), for the elderly woman 27.62 (SD 5.54) (Schumacher 2001).
From an SPSS international data set that includes about 18 000 respondents (available for free

download at: http://www.selbstwirksam.de/) GSE could be calculated also for elderly

respondents aged 60 and above of certain migration background (Costa Rica, Germany, Great
Britain, Hungary, Korea, Netherlands, Russia and Swiss): GSE of women is 29.56 (SD 6.15)
and men is 30.48 (SD 5.78).
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5.3.4 Determinants for health behavior

As explained in the chapter 5.3., determinants of health behavior, such as tobacco
consumption, alcohol consumption, physical activity, nutrition and eating behavior, and BMI

will be described now in more detail.

5.3.4.1 Tobacco consumption

Smoking is a considerable risk factor for numerous chronic diseases, e.g. cardiovascular,
respiratory diseases and cancer (Ockene/Miller 1997, Centers for Disease Control and
Prevention (CDC) 2008, Institute of Medicine 2009). It is the most significant single health
risk factor and is the leading cause of premature mortality (US Department of Health and
Human Services 2004, International Agency for Research on Cancer 2004). The estimated
economic costs of treating diseases and health problems caused by smoking in Germany
amount to 7.5 billion € a year (Neubauer et al 2006). Smoking is also associated with poor
self rated health (California Health Interview Survey (CHIS) 2008, Wang at al. 2012).

For the assessment of tobacco consumption the following characteristics can be used:
smoking rate, distribution of “daily smokers”, “occasional smokers”, “ex-smokers”, “never
smokers” as well as “heavy smokers”, quite rate etc. (Lampert 2013). According to an esti-
mation made by the WHO, “heavy smokers” are defined as persons who smoke twenty or
more cigarettes per day (Latza at al. 2005).

According to the data of the Gesundheit Erwachsener in Deutschland (DEGS) 2008-2011,
29.7% of the 18- to 79-year-old population in Germany smokes tobacco: 26.9% of women
and 32.6% of men (Lampert 2013). The percentage of smoking women and men aged 65-79
in Germany is 8.9 and 11.6% respectively, which is a lower than in early and middle adult-
hood. The persons with a low SES smoke roughly twice as often as persons with a high SES
(Lampert 2013). According to Mikrozensus 2009, the smoking rate among Aussiedlers from
the former USSR is 23.4%, although there is no data about the elderly Aussiedlers. The actual
data about smoking rate of people 65 years and above in Russia show that smoking rate

accounts for the men 40.7% and for the women 2.9% (GATS Russian Federation 2009).

5.3.4.2 Alcohol consumption
Excessive alcohol use has immediate effects that increase the risk of unintentional injuries,
alcohol poisoning, violence (Smith at al. 1999, CDC 2012). Excessive alcohol consumption

for a long time can lead to the development of different chronic diseases, such as liver and
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pancreatic disorders, cancer, neurological problems, including dementia, stroke and
neuropathy, cardiovascular diseases, including myocardial infarction, cardiomyopathy, atrial
fibrillation and hypertension, psychiatric problems, including depression, anxiety, and suicide
(Castaneda 1996, Gerke at al. 1997, Corrao 2004, Rehm at al. 2003, CDC 2012). The estimated
economic cost of alcohol associated diseases was 26.7 billion euro for the year 2007
(Adams/Effertz 2011). “At-risk drinking” is defined as an average consumption of 10-12 g or
more of pure alcohol for women and 20-24 g or more of pure alcohol for men per day (Burger at
al. 2004). On the other hand, some studies show that light to moderate alcohol intake is
accompanied with a reduced risk of coronary heart disease, stroke and total mortality in middle
aged and elderly men and women (Doll 1997; Grobbee et al. 1999; Rimm et al. 1999). Alcohol
consumption may be divided into “light”, “moderate” and “heavy” levels, depending upon the
amount of alcohol consumed in terms of pure ethanol per day. A “light to moderate” alcohol
intake is usually defined as an intake of 1 to 2 alcoholic drinks (beer, wine or liquor) on average
per day (or <30 g per day), a ‘heavy drinking’ as three and more drinks per day (or >30 g per
day) (Dufour, 1999; Kalant and Poikolainen, 1999).

Alcohol consumption is often assessed in the self administered questionnaire with help of the
Alcohol Use Disorders Identification Test— Consumption (AUDIT-C) (Bush et al 1998). Three
questions of the Alcohol Use Disorders Identification Test-Consumption (AUDIT-C) were used
by DEGS 2008-2011 (Lampert 2013): about frequency of alcohol consumption per month,
about quantity of glasses per day, and about drinking six or more alcoholic drinks on a single
occasion at least once a month. The maximum total score of the AUDIT-C is 12, a score of >3 for
women and >4 for men were considered as “at-risk drinking”. Persons who drink six or more al-
coholic drinks on a single occasion at least once a month were considered as “heavy episodic
drinkers” (Gual et al 2002). According to DEGS, which present national German data, at-risk
drinking is most common among young persons aged from 19-29 year and becoming less
common from an age of 65 years. At-risk drinking is more prevalent in men (41.6%) than in
women (25.6%). Men are three times more likely to be heavy episodic drinkers than women.
Prevalence of at-risk drinking by elderly women is 18% and by elderly men is 34.4%.
Prevalence of heavy episodic drinking by elderly women is 7.5% and by elderly men is 22.5%
(Lampert 2013). There is a lack of knowledge about prevalence of alcohol consumption of
people with migration background and especially of elderly migrants. Strobl und Kiihne
could not detect any increase in alcohol consumption among interviewing ethnic German,

Turkish and German-Russian youth (Strobl/Kiihnel 2000: 151ff).



Theoretical background 27

5.3.4.3 Sport and physical activity

Physical activity is an important factor for prevention and treatment of many chronic diseases
(cardiovascular diseases, diabetes mellitus type 2, metabolic syndrome, cancer, mental, and
musculoskeletal diseases), for improvement of wellbeing, and for decrease of premature
mortality (Sallis/Owen 1999, CDC 1999). Physical activity includes a lot of following forms
of activities: everyday walking or cycling, work-related activity, playing active games, active
recreation, active play, dancing, gardening and organized and competitive sport (Department
of Health, Physical Activity, Health Improvement and Protect 2011). According to the
physical activity recommendations of the majority of European countries and the USA, for
adults, 30 minutes of at least moderate physical activity on at least 5 days a week helps to
prevent over a lot of chronic illnesses (Sedentary Behavior and Obesity Expert Working
Group (SBOEWG) 2010, CDC). Physical activity could give a more positive effect on health
by people with previously inactive (sedentary) life style (Mensink 1999, Fiaterone 1994). A
sedentary lifestyle could be a risk factor for overweight and obesity, cardiovascular disease,
raised blood pressure, breast and colon cancer and diabetes (WHO 2008, 2009). Sedentary
behavior is not only a lack of physical activity, it is defined by “the individual behaviors
where sitting or lying is the dominant mode of posture and energy expenditure is very low”
(SBOEWG 2010). Typical types of this behavior include screen-time (TV viewing, computer
use), driving a cars, sitting while reading, talking, doing homework, or listening to music.
Sedentary Behavior and Obesity Expert Working Group noted that some studies that have
used objective measures to assess the time adults spend sitting or lying, suggested that the
majority of adults and in particular older adults spend considerable proportions of the day in
sedentary position (SBOEWG 2010).

According to World Health Organization guidelines for adults aged 65 years and above, “in
order to improve cardiorespiratory and muscular fitness, bone and functional health, and
reduce the risk of non communicable diseases, depression and cognitive decline, the
following are recommended: at least 150 minutes of moderate-intensity aerobic physical
activity throughout the week, or do at least 75 minutes of vigorous-intensity aerobic physical
activity throughout the week, or an equivalent combination of moderate- and vigorous-
intensity activity”.

Physical activity can be measured by the following methods: objectives (e.g. submaximal

cycle ergometry test which was used for DEGS, cycle ergometer tests, spirometry to measure
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maximum oxygen uptake etc) and subjectives (by questionnaire, e.g. Physical Activity
Readiness—Questionnaire (PAR-Q etc.) (Finger 2013). German representative survey GEDA
2009 assessed physical activity by the question about the numbers of days with intensive
physical activity and about duration of physical activity per day. Respondents who had
intensive physical activity less than 2.5 hours per day were considered as physically inactive.
The results shows that 40% of the German women and 45% of the German men had intensive
physical activity, but only 20% of the German women and 23.3 % of the German men are
physically active and meet the CDC recommendation. The majority of elderly aged 65 years
and above in Germany physically inactive: 72% of the elderly women and 65.3% of the
elderly men (RKI 2010). Assessment of sports by GEDA 2009 was done via questions: “Did
you do sports during the last three month?”, “If yes, how many hours per week?”
Respondents who answered this question negatively were considered as sport inactive. The
results show that the doing sports decreases with age. About one half of the elderly people in
Germany do no sports, the elderly people with high SES do less sports than elderly people
with low SES (RKI 2010).

5.3.4.4 Nutrition and eating behavior

The composition of food has a significant impact on state of health. A healthy diet supplies
the body with essential nutrition components: fluid, proteins, carbohydrates, essential fatty
acids, vitamins, minerals, and adequate calories. Healthy nutrition may protect against weight
gain and related diseases such as coronary heart disease, hypertension, stroke, diabetes, and
some forms of cancer (WHO 2003, World Cancer Research Fund 2007). For healthy diet
WHO recommendations include the following statements: achieving energy balance between
energy consumed and energy that is “burnt off” and a healthy body weight, limit energy
intake from total fats with limit of “fast foods” and red meat consumption, prefer saturated
fats instead of unsaturated fats, increase consumption of fruits and vegetables, whole grains,

nuts and legumes, limit intake of free sugars, and limit salt intake (WHO 2004).

5.3.4.4.1 Fruit and vegetable consumption
High intake of fruit and vegetables has a lot of advantages, because fruit and vegetables are

important sources of vitamins, minerals, microelements, and dietary fibers. Moreover, fruit
and vegetables have relatively low calorie content. High fruit and vegetable consumption

could prevent various chronic diseases, such as hypertension, coronary heart disease, stroke,
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diabetes, certain cancer, and obesity (WHO 2003, World Cancer Research Fund 2007,
Buijsse et al. 2009).

According to the current guidelines of the German Nutrition Society (DGE), for adults
recommended amount of vegetables is at least 400 g and of fruit is 250 g every day that
correspond to the “5-a-day” campaign, which promotes to consume five portions of fruit and
vegetables per day (DGE 2012).

Representative national data about fruit and vegetables consumption show that these
recommendations have not been met by majority of the population (Max Rubner Institut
2008, RKI 2010, Mensink at al. 2013). According to DEGS, in Germany women consume on
average 3.1 and men 2.4 portions of fruit and vegetables per day. The percentage of men and
women, who consume at least three portions per day, tends to rise with rising SES. Only
15% of women and 7% of men reach the DGE recommendations. Fruit consumption
increases in both men and women up to the age of 60—69 years. Elderly women aged 60 and
above in Germany, on the average, consume more fruit and vegetables per day than elderly

men (3.5 and 2.7 portions correspondingly) (Mensink at al. 2013).

5.3.4.4.2 Meat consumption
High consumption of meat could be a risk factor for some chronic diseases, e.g. cancer, heart

diseases, and diabetes type 2 (Thorogood M at al. 1994). Some studies show that vegetarians
were about forty percent less likely to develop cancer compared to people who eat meat
(Chang-Claude J at al. 1993). It was determined that red meat (beef, pork, or lamb) and
processed meat consumption possibly increase risk for colorectal cancer (World Cancer
Research Fund/American Institute for Cancer Research, 2007).

The II national survey about food consumption in Germany (Nationale Verzehrsstudie II
(NVS)) showed that the men, irrespective of age, consume around twice as much meat and
meat based products as the women. For 65-80 year old people, an average consumption of

meat is 46g per day for women and 79g per day for men (Max Rubner Institut 2008).

5.3.4.4.3 Low fat or the fat free food consumption
High fat diet is associated with increased risk of several chronic diseases including obesity,

cancer, and heart diseases (Cerrato 1991, Sarwer at al. 2012). People can improve their health
by reducing the total amount of fat in their diet (Dietary Guidelines for Americans 2010). A

lot of health and nutrition organizations promote a “low fat” diet and have issued dietary
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recommendations that include reducing intake of total and saturated fat (e.g. US Department
of Health and Human Services, US Department of Agriculture 2005). Current public health
recommendations emphasize the importance of reducing total fat intake to no more than 30%
of total calories. It corresponds to 60 grams of fat per day in an 1800 calorie diet (Dietary
Guidelines for Americans 2010).

According to the National Consume Survey (NVS II), the national German level of the
average intake of fat is 92 g per day for the men and 68 g per day for the women (Max
Rubner-Institut 2008).

5.3.4.5 Body Mass Index

Body Mass Index (BMI) is used to detect overweight and obesity. In the last decades, an
extension of overweight and obesity has been observed in many countries worldwide (Ehrsam
et al. 2004, WHO 2005). BMI is defined as the ratio of weight in kilograms divided by the
square of the height in meters (kg/m?). The information about body weight and height could
be received on the basis of the questionnaire with self conducted measuring or, for more
objective results, on the basis on objective anthropometrical examinations conducted by
trained staff (e.g. for DEGS 2008-2011).

According to WHO, the underweight is determined, if BMI < 18.50, the normal weight by
BMI 18.50-24.99, the overweight by BMI 25.0-29.99 and the obesity, if BMI >30.0.
Overweight and obesity are associated with many chronic diseases: both of them can have
consequences for the social life of a person, mobility and quality of life (Sarwer at al. 2012,
Schienkiewitz at al. 2012). Obese people have an increased risk of cardiovascular diseases
(Hubert at al. 1983), diabetes mellitus type 2 (Wang et al 2005), and certain types of cancers
including pancreatic, kidney, breast, colon, and cervix cancer (Renehan et al 2008). It is
observed that the life expectancy of people who are obese is lower than that of people with
normal weight (Prospective Studies Collaboration 2009).

According to DEGS 2008-2011, 67.1% of men and 53.0% of women in Germany are
overweight; 23.3% of men and 23.9% of women are obese (Mensink at al. 2013). By
comparing BMI results of DEGS with results of German National Health Interview and
Examination Survey (GNHIES) 98, which was conducted in 1998, it can be noticed, that the
prevalence of overweight of people in Germany has not changed, but it has remained stable
on a high level, whereas the prevalence of obesity has risen substantially, especially among

men. The socioeconomic gradient in the prevalence of obesity also did not change in recent
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years: men and women with a low SES are still more often affected by obesity than men and
women with a high SES. The prevalence of overweight and obesity increases with age. So,
29.2% of women aged 60-69 years, 17.8 of women aged 70-79 years have normal weight,
70.7% of women aged 60-69 years and 80.3% of women aged 70-79 years are overweight.
15.9% of men aged 60-69 years, 17.5% of men aged 70-79 years have normal weight, 83.9%
of men aged 60-69 years, 82.5% of men aged 70-79 years are overweight (Mensink at al.
2013). Also according to GEDA 2009, 60.8% of women aged 65 and above and 71.3% of

men aged 65 and above in Germany were overweight and obese (RKI 2010).

5.3.5 Determinants for use of health services

For adequate supply the population with health care services, the representative information
about the utilization of different health services is needed (Sachverstindigenrat zur
Begutachtung der Entwicklung im Gesundheitswesen 2002). Use of health services
(outpatient and inpatient) depends on different factors (Andersen et al 1995), such as gender,
age and SES, access conditions (enabling resources): place of residence, type of health
insurance, and health status (Thode at al. 2005, Blumenstock et al 2009). For assessment of
utilization of health services, the routine data about payment, treatment or diagnosis from
different health insurers, as well as information about use of different health services from the
viewpoint of patients by questionnaires are of valued importance. (BARMER GEK 2011,
Riens at al. 2012).

DEGS 2008-2011 proved information about frequency of use and kinds of health services
over the last 12 months. The results show that in Germany 96.9% of participants aged
between 18 and 79 used medical services at least once over the last 12 months. Women
request most medical services more often than men. For almost all services, an increase in
utilization is recorded with increasing age. Self-rated state of health is a very strong in-
fluencing factor in use of outpatient medical services: respondents with good or very good
subjective state of health visited a medical practice 7.4 times in the past year, whereas
respondents with fair to very poor health had 15.0 contacts with their general practicioner
(GP). The respondents noted to have, on the average, 9.2 contacts with a physician during the
last 12 months. The number of contacts increases with age: women aged 60 and above had
12-13 contacts with their GP, men aged 60 and above had 10 to 11 contacts with their GP
during the last year (Rattay at al. 2013).
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A representative survey in Hamburg in 1998 found that 62.6% of the respondents with a
migration background medical received treatment due to illness (64.6% of the women, 61.5%
of the men), and only 46.5% of the German respondents received corresponding treatment.
The Turkish participants used health services more often than the other nationalities (Freie
und Hansestadt Hamburg Behoerde fuer Arbeit Gesundheit und Soziales 1998).

People with a migration background use many health services less often than the majority
population (RKI 2008). Cultural, linguistic and structural barriers can prevent people with a
migration background from adequate use of health services and participation in health
promotion programs. Many studies have shown the high need of health related programs for

migrants (Lampert/Voth 2009, RKI 2008, Saglik project).

5.3.6 Determinant for health inequity: subjective state of health

There is no data available of objective state of health for elderly people with migration
background (Robert Koch Institut (RKI) 2010). Some studies suppose a high prevalence of
chronic diseases (Bundesministerium fuer Familie Senioren Frauen und Jugend (BMFSFJ)
2000). According to Mikrozensus 2009, the percentage of ill elderly people with migration
background aged 65 and above was higher than that of elderly people without a migration
background (24.04% and 22.80% accordingly). (Statistisches Bundesamt 2010).

Subjective state of health or self reported state of health is widely used for measurement of
perceived current health status of a population (Fylkesnes/Forde 1992, Krause/Jay 1994,
Farmer/Ferraro 1997, Idler/Benyamini 1997). Subjective state of health has been measured in
various ways, using single questions or scales. A lot of studies used the proposed WHO
question: “How is your health in general?” with five possible answers from “very good” to
“very bad” (De Bruin 1996, Lampert 2013).

A comparative survey in Hamburg in 1998 found a higher rate of self reported age-related
diseases of respondents with a migration background (from Turkey, Poland, Yugoslavia,
Italy, Iran and Portugal) aged 55 years and older in comparison to the German respondents
aged 60 years and older, although, the average age of the German respondents was higher
than that of the respondents with a migration background. Cardiovascular diseases and
rheumatism was noted as the most frequent diseases. 54% of the respondents with a migration
background rated their state of health as poor and very poor compared to 23.9% of the

German participants. The Turkish participants rated their subjective state of health as poor
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and very poor more often than other participants (Freie und Hansestadt Hamburg Behoerde

fuer Arbeit Gesundheit und Soziales 1998).

5.3.7 Resume about migration and health

Summarizing the available information about state of health and determinants of health of the
people with migration background, it could be noticed that “there is a gap in the availability
of high quality information and research in the field of migration health” (IOM 2005),
particularly about health of elderly people with migration background: available information
is scattered and has not been gathered systematically. The health of migrants in the European
Union is underresearched (Mladovsky, 2007). Thus, there is an urgent need for systematic

research to be carried out, for the evidence based public health decision making.

5.4 Special case: people with Russian migration background

The migrants from the countries of the former Soviet Union can be divided in the following
groups: Aussiedlers (Russian Germans in the narrow sense, as a rule they possess the German
citizenship, because their ancestors had immigrated to Russia from Germany, they are a
numerous group), non-German family members, immigrants with Jewish origin (contingent
refugees), and other persons from the former USSR (who came to Germany due to study,
work, or marriage). The majority of them came to Germany after the dissolution of the former
Soviet Union in 1991.

The educational level of the Aussiedlers is significantly higher than that of the other people
with migration background (Statistisches Bundesamt (Destatis) und Wissenschaftszentrum
Berlin fiir Sozialforschung. 2011: 195). The Aussiedlers are significantly more often affected
by unemployment than the other people with migration background and the German
population. Aussiedlers with university degrees are even more affected by unemployment
than ethnic Germans without vocational training (Institut fiir Arbeitsmarkt- und
Berufsforschung der Bundesagentur fiir Arbeit. 2007: 1ff). The reasons probably are the
problem of the recognition of their qualifications by German authorities and lack of German
knowledge.

The current Hamburg population of citizens originating from Russia and the former Soviet
Union (Armenia, Aserbaidschan, Estonia, Kasachstan, Kirgistan, Lithuania, Latvia,

Moldavia, Tadschikistan, Turkmenistan, Ukraine, Usbekistan, Belorussia) amounts 71.725
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persons (14% of all people with migration background). This is the second largest population
of people with migration background in Hamburg next to the Turkish population. This
corresponds to the distribution of migrants in Germany (cf. chapter 5.2.). The proportion of
people with a Russian migration background aged 60 or above recently is about 14% of all
people with Russian migration background living in Hamburg, 60% of them are women and
40% are men (Statistikamt Nord 2012). But because of demographic change we will expect
an increasing amount of elderly people in the near future, including people with a Russian
migration background (Statistikamt Nord 2012).

The quarters with the highest density of elderly people aged 60 or above with a Russian
migration background are the following (Statistikamt Nord 2012) (corresponding percentage

of all people with migration background is given):

¢ Neuallermohe (44.9%), Lohbriigge (36.1%) and Bergedorf (28.8%) in the borough of
Bergedorf

e Hausbruch (45.7%) and Neugraben-Fischbek (46.0%) in the borough of Harburg
e Billstedt (12.4%) in the borough of Hamburg-Mitte.

There are no data available about the objective state of health for elderly people with a
Russian migration background (RKI 2010). Although there are some studies investigated the
objective state of health of the Russian migrants, but they did not differentiate by age. Some
other studies investigated the subjective state of health and a narrow range of determinants of
health of the elderly Russian migrants, but only via qualitative analysis.

Studies from a cohort of Aussiedlers from the former Soviet Union (34 393 Aussiedlers
studied from 1990 to 2002) showed a significantly lower mortality rate for Aussiedlers than
for the German population, particularly for cardiovascular diseases. However, non-natural
causes of death in the group of of Aussiedlers (e.g, suicide, acute accidents, ingestions of
psychotropic substances) were detected more frequently than in the German population. This
applies particularly to the male participants (Becher et al. 2007).

The follow up study of this cohort in 2009-2010, which investigated the risk factors for
cardiovascular and cerebrovascular diseases among ethnic Germans from the former Soviet
Union, showed that the commonly known risk factors for cardiovascular disease
(consumption of alcohol, smoking, diabetes, cholesterol and consumption of sweets) as
relevant also to the Aussiedlers. The prevalence of these risk factors was lower than that of

the German population. This study concluded that the reported lower prevalence of known
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risk factors in women such as alcohol consumption, high cholesterol, diabetes and smoking
could contribute to a lower risk of cardiovascular diseases (Kuhrs at al. 2012).

Some authors stated on a significantly high number of alcohol dependent Russian-speaking
migrants (Czycholl 2003: 159).

A qualitative study, which investigated health (information) behavior of elderly people with
Turkish or Russian background, found that those people have a fatalistic view about health.
For Turkish elderly, who lived in Germany longer than the Russian people, were health
services more familiar. The participants from both groups stated, that the social contacts and
the communication between people with the same background are of great importance.
(Lampert/Voth 2009)

Thus, as can be seen, the information about the health status and its determinants of the
people with Russian background is very scarce. There is a gap in representative knowledge

about the health of elderly Russian migrants.
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6 Study description and methods

6.1 Objectives and hypotheses

Till today there is a lack of reliable and valid data about the health status, SES and other
health related factors of Russian migrants in Hamburg (Lampert 2009). Our assumptions are:
e Jow SES
® poor subjective state of health
¢ high risk factor profile for chronic diseases: unhealthy eating behaviour, lack of
physical activity, high prevalence of smoking people, frequent alcohol
consumption, low consumption of fruit and vegetables
e poor social network, need of help in household, outside the home or with the
basic activities of daily living
¢ high need of health promotion programs
This master thesis is a result of the study “Assessment of the socioeconomic status, other
health related factors, and the subjective health status of the elderly people with a Russian
migration background in Hamburg”, which is based on the current interdisciplinary Saglik
project.
The main objective is the need, risks and resources assessment to get knowledge about
health and its determinants of elderly women and men with Russian background in Hamburg.
This knowledge can help in future to strengthen their social networks by developing of the

adequate, effective, complex health promotion programs.

6.1.1 Objectives

The specific objectives are following:
e Survey of the SES of the target group to increase knowledge about social
determinants of health.
e Survey of other certain health related factors (according to the listing in 5.3.
and 6.2.3) of the target group to increase knowledge about distribution and

frequencies.
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e Survey of the subjective state of health of the target group to enhance evidence
based decisions and interventions for the future.

¢ Comparison of certain health related factors (according to the listing in 5.3. and
6.2.3) and subjective state of health of the target group and of the corresponding
Saglik participants, that is the elderly persons with Turkish and Polish
background and the elderly members of the German control group in Hamburg,

to develop a joint strategy to battle health inequities.

6.1.2 Hypotheses

1.

The elderly men and women with Russian background in Hamburg have low SES, similar
to the Saglik participants with Turkish and Polish background and significantly different
from the members of the German control group
There are significant differences in other certain health related factors (according to the
listing in 5.3. and 6.2.3) between the Russian participants and other Saglik participants
The subjective state of health of the elderly Russian men and women in Hamburg is poor,
similar to the Saglik participants with Turkish and Polish background and significantly
different from the members of the German control group
There is a significant difference between the elderly Russian men and women concerning
SES, other certain health related factors (according to the listing in 5.3. and 6.2.3) and
their subjective state of health
Components of SES are associated with the subjective state of health of the Russian
participants:

a. Lower education, lower income, higher age are accompanied with a poorer

subjective state of health

b. Employment is accompanied with a rather better subjective state of health then the
state of not working, jobs with high qualification requirements are accompanied

with a better subjective state of health
c. Higher education is associated with jobs with higher qualification requirements and
with higher income

d. People with a high education who work in a job with lower qualification
requirements have a poorer subjective state of health than those who work in a job

with higher qualification requirements
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6. Components of SES are associated with social resources and health behavior of the

Russian participants:

a.

lower education, state of not working, lower individual income are more often

accompanied with nicotine consumption

lower education, state of not working, lower individual income are accompanied
with more frequent alcohol consumption

lower education, state of not working, lower individual income are accompanied
with lower fruit and vegetable consumption

lower education, state of not working, lower individual income are accompanied
with more frequently warm meals consumption

lower education, state of not working, lower individual income are accompanied
with higher meat consumption

lower education, state of not working, lower individual income are more often

accompanied with low fat or fat free food consumption

lower education, state of not working, lower individual income are more often

accompanied with deliberate reduction of food in order not to gain weight

lower education, state of not working, lower individual income are accompanied

with less attention to healthy nutrition

lower education, state of not working, lower individual income are accompanied

with less physical activity

. lower education, state of not working, lower individual income are accompanied

with less attention to sufficient physical activity

lower education, state of not working, lower individual income and higher age are

accompanied with a higher BMI

lower education, state of not working, higher age are accompanied with less

frequent social contacts

.higher age is accompanied with higher frequency of getting help, poorer social

support and poorer general self-efficacy

7. Social resources and health behavior are associated with the subjective state of health of

the Russian participants:



Study description and methods 39

a. nicotine consumption, more frequent alcohol consumption, lower fruit and
vegetable consumption, physical inactivity, higher meat consumption, less frequent
low fat or fat free food consumption, less frequent deliberate reduction of food in
order not to gain weight, and higher BMI are accompanied with a poorer subjective

state of health

b. less frequent social contacts are accompanied with a poorer subjective state of

health

c. more frequent team-activity, getting help compared to not getting help, social
support, higher self-efficacy are accompanied with a better subjective state of

health

8. Components of SES and the subjective state of health are associated with use of health
services of the Russian participants:
a. lower education, higher age are accompanied with higher frequency of visits of a
general practitioner
b. people with low education, people who are not working, people with low
individual income tend not to participate in health promotion programs
c. people with low education, people who are not working, people with low
individual income tend not to participate in spa treatment and rehabilitation
programs
d. the Russian participants with a poorer subjective state of health more frequently
visit their GP, participate in health promotion, spa treatment and rehabilitation

programs than the participants with a better subjective state of health

6.2 Methods

This study started in February 2013. It is divided into three phases: preparation, data

collection and data analysis.

6.2.1 Preparation of the project/Sampling

In February 2013 the preparation of the study started with an up to date, in depth and
complete literature research which lead to the adaptation of the Saglik project design to this

study.
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The 137 questions which have proven good for the Saglik project could be also used here. It
was translated from German into Russian, and 3 questions about rehabilitation care were
added (questions 138-140). The whole questionnaire is in given the appendix (in Russian).
The questionnaire covers the following areas:

Use of health care facilities and their quality (questions 1-11, 138-140)

State of health and health related quality of life (questions 12-47)

Physical activities and sports (questions 48-52)

Tobacco and alcohol consumption (questions 53-58)

Nutrition and eating behavior (questions 59-73)

Assessment of self-efficacy (questions 74-83)

Deprivation and satisfaction in Germany (question 84)

Social networking (questions 85-103)

A S S R e e

Socio-demographic data (questions 104-113)

[S—
=

. Housing conditions (questions 114-118)

—
—

. Education (questions 119-121)

—
[\

. Professional activity (questions 122-126)

[S—
98]

. Care of relatives (questions 127-129)

[
S

. Religious denomination (questions 130-131)

[S—
W

. Income (questions 132-135)
16. Ideas, initiatives, wishes (questions 136-137)
The Russian translation then was tested for validity and reliability via the reverse translation

into German. The questionnaire was approved by the ethics committee.

6.2.2 Data collection/Interview of the participants

The recruitment for the study took place in the three quarters of Hamburg with the highest
concentration of residency of the target group. How it was already noticed, the quarters with
the highest density of seniors with a Russian migration background in Hamburg are

(Statistikamt Nord 2012):
¢ Neuallermohe, Lohbriigge and Bergedorf in the borough of Bergedorf
¢ Hausbruch and Neugraben-Fischbek in the borough of Harburg

¢ Billstedt in the borough of Hamburg Mitte
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In order to have a possibility to compare the results with the other groups of the Saglik
project, it was decided to select the participants from the following quarters: Neuallermohe,
Neugraben-Fischbek and Billstedt.

Selected locations for the recruitment were Russian shops, Russian-German meeting points,
senior citizens meeting points, churches (after service), language courses, concerts and
exhibitions, public transport, offices of the general practitioners. An active approach as well
as the snowball effect was used to get in contact with the target group.

Interviewing of the participants lasted from March till the end of April 2013. Inclusion
criteria for the participation were an age above 60 years, current residency in one of the
selected quarters of Hamburg, a Russian migration background, no level of care yet, and the
informed consent with the private policy. Every candidate was given an explanation of the
current study and overview of the questionnaire. The intended sample size had to be at least a
hundred persons in order to be comparable to the other groups of the Saglik project (Turkish,
Polish and German group). 117 persons were asked to participate, a hundred from them
agreed.

As a native Russian speaker, I conducted all questionnaire guided interviews myself and
made sure participants were comfortable and understood the questions. I was responsible for
the high quality and completeness of the data collected.

An interview lasted about 45 minutes on average.

6.2.3 Data-Analysis

Since not all the questions were related to the objectives and helpful for the approval or
disproval of the hypotheses, not all questions were chosen for the analysis. The ones that
were chosen are listed in table 28 in the appendix. The numbers given there are the same as in
questionnaire. The groups of the variables were determined according to the explanation
model of social inequity (Mielck 2000) with demographic characteristics (according to the
listing in 5.3.):
1. Demographic characteristics (age, gender, ethnicity, country of birth, duration of living in
Germany, mother tongue, German knowledge, marital status, number of children, desired

place of living, living situation, religious denomination)
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2. Determinants of social inequality: components of SES (school education, tertiary
education, employment rate, reason for not working, occupation/profession, individual
income, housing conditions)

3. Determinants of social resources (social networking, general self efficacy)

4. Determinants of health behavior (tobacco and alcohol consumption, physical activities
and sports (physical activity, attention to sufficient physical activity), nutrition and eating
behavior (fruit consumption, vegetable consumption, frequency of warm meals, frequency
of meat consumption, low fat diet, deliberate reduction of food, attention to healthy
nutrition, height and weight), body mass index)

5. Determinants of use of health services (GP visits, participation in health promotion
programs, participation in spa treatment and rehabilitation programs)

6. Determinants of health inequity: subjective state of health (subjective state of health and

change of subjective state of health)

Relevant variables and the kind of statistic analysis are shown in table 29 in the appendix.
Since for the data evaluation the SPSS version 20 was used, the data were coded by entering
them into the system. For some cases new variables were developed (they also given in table
29 in the appendix). Some ordinal ranked variables for frequencies were converted into
interval variables, whereupon the week, the month or the year was chosen as time interval
and the value vas calculated from the mean value of the category, e.g. frequency of alcohol
consumption per month: 0 = never, 1 = 1x month or less, 3 = 2-4x month, 11 = 2-3x week, 17
= 4x week or more. Some other ordinal ranked variables were used as interval variables
because the differences between the intervals could be considered as equal, e.g. self
assessment of current state of health as 1 = excellent, 2 = very good, 3 = fair, 4 = poor, 5 =
very poor.

The first data to be analyzed were the demographic data of the respondents with Russian
background as well as of the other ethnic groups of the Saglik project (the Turkish group with
100 participants, the Polish group with 103 participants, and the German group with 101
respondents), they were analyzed with the help of descriptive statistics. After that the
aforenamed health-related factors and subjective state of health of the respondents with
Russian background as well as of the other ethnic groups were evaluated with the help of

descriptive statistic and bivariate analysis (Chi-square) and two-factorial ANOVA.
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Then specially for the participants with Russian background the associations between the
components of SES and their subjective state of health, between the components of SES and
the aforenamed determinants of health resourses and behavior, between certain aforenamed
determinants of health resourses and behavior and the subjective state of health, between the
components of SES, certain aforenamed determinants of health behavior and the use of health
services were estimated with the help of bivariate analysis (Mann-Whitney U test, Spearman's
test, t-test, Chi-square). The difference between the elderly Russian men and women
regarding to their subjective state of health and health determinants was evaluated with the
help of Chi-square.

Usually for analysis of SES a multi-dimensional aggregated index is used, which takes into
account the level of school education, professional status and net equivalent income (Lampert
2013). For assessment of SES of the respondents of this project it was not possible to use this
index. First of all, the school education systems of the four countries are not easily to
compare. Secondly, professional status of the Russian participants in Germany often did not
correspond to the level of their Russian education. Furthermore a lot of the Russian
respondents did not work in Germany because they did not find a job or already received old
pension. Lastly, the Turkish data about household income was not reliable, so only individual
income could be used for statistical analysis. That is why for assessment of associations
between SES and other factors of this group the components of SES were used separately:
educational level, state of working (instead of professional status, because a lot of the Russian
respondents did not work in Germany) and individual income. “Employed people” or
“working people” are those who have currently a job, “unemployed people” or “not working
people” are the remaining people, those who do not work because of old age or other kind of
pension, who are looking for a job, and who stay at home as a housewife.

The used methods of statistical analysis will now be described more precisely.

Descriptive statistic of frequencies showed absolute frequency, percent frequency including
missing cases, percent frequency not including missing cases (valid percent) for all variables;
mean, standard deviation, minimum, maximum for continuous variables. Results are
presented in tables with valid percents (some table are presented in chapter 7 and the others
are places in the appendix), in figures in form of bar charts which supply valid percents or the

mean, and for the continuous variable age in the figure in form of a box plot with whiskers.



Study description and methods 44

Box plot with whiskers is a convenient way of graphically depicting groups of numerical data
by their quartiles. The bottom and top of the box are the first and fourth quartiles, and the
band inside the box consist of the second and third quartile (below and above the median), the
ends of the whiskers represent the minimum and maximum of the data (Weif3 2010).

Different kinds of bivariate and multifactorial analysis were conducted to test of the
relatonship between different variables.

To find the statistically significant association for nominal or ordinal data Pearson's Chi-
square test was used. The Chi-square test for independence, also called Pearson's Chi-square
test or the chi-square test of association, is used to find out whether there is a relationship
between two categorical variables (Weill 2010), e.g. the difference between the Russian
women and men concerning smoking. The level of significance was set to 95% (p=0.05). The
“no comment” cases and missing cases were excluded from the analysis. The results were
presented in form of bar chart.

To find the statistically significant interaction between two independent (categorical)
variables and their influence on one dependant variable (interval or ratio level) two-factorial
ANOVA was used, e.g. influence of nationality and gender on the subjective current state of
health and the interaction between gender and nationality. The level of significance was set to
95% (p=0.05). The results were presented in form of bar charts with estimated marginal
means, which show the mean response for each factor, adjusted for any other variables in the
model (Field 2009).

To investigate the difference between two independent groups (categorical binary variable)
concerning one dependant normally distributed variable (ordinal or continuous) independent
t-test was used. This test assumes that the difference between the samples is normality
distributed, or that the variances of the two populations are equal. Between two groups of the
same continuous, dependent variable it compares mean values (Wei3 2010). e.g. the
difference between gender concerning BMI. The level of significance was set to 95%
(p=0.05). The “not specified” cases were excluded from the analysis. The results in SPSS
output are to be interpreted in the following way: if the p-value for the Levene’s test for equality
of variance is below “significance level”, this implies that the variances cannot be assumed to be
equal. Therefore, the value of t-test result is given in the row “Equal variances not assumed”

(Field 2009).
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To investigate the difference between two independent groups (categorical binary variable)
concerning one dependant not normally distributed variable (ordinal or continuous) Mann-
Whitney U test was used. The Mann-Whitney U test evaluates whether the medians or mean
ranks of the dependent test variable differ significantly between two groups (Weil3 2010), e.g.
difference between the women and men concerning frequency of alcohol consumption. The
level of significance was set to 95% (p=0.05).

To measure the correlation between two ranked variables Spearman's correlation
coefficient was used. This non parametric test based on ranks, can be used for ordinal,
interval or ratio variables, e.g. correlation between age and self-efficacy. Spearman’s
correlation coefficient is a statistical measure of the strength of a monotonic relationship between
paired data, it can take values from +1 (a perfect positive correlation) to -1 (a perfect negative

correlation) (Weill 2010). The level of significance was set to 95% (p=0.05).
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7 Results

7.1 Demographic characteristics

Overall, data from 100 participants with Russian background (47 men and 53 women), aged
between 60 and 91, were evaluated. The participants were born in former USSR (68%),
Kazakhstan (13%), Ukraine (14%), Belorussia (4%) and Uzbekistan (1%).

The average age was 70.1 years with standard deviation (SD) 8.51 (Figure 1). Figure 1
illustrates the age of Saglik participants with Russian, Turkish and Polish background and the
members of the German control group in Hamburg. So, as can be seen, that the three groups
(Russian, Polish and German) have a similar mean age about 70 years, and the participants
from Turkish group are younger (their average age is 65.7 years). Overall, the Russian
participants have the highest age in comparison to persons from other Saglik groups: in the
Turkish group there are no participants who are older than 80, in the Polish and German

groups the percentage of these people is similar (12.6% and 13.9% accordingly).

100

Age

80

T T T T
Turkish Polish German Russian

Ethnicity

Figure 1. Box plot of the age of the Saglik participants with Russian, Turkish and Polish

background, and of the members of the German control group in Hamburg.
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As can also be noticed, the age difference between men and women with Russian background
is not significant: they both have the mean age of 70.1. The Turkish women a little younger
than Turkish men: the average age of the Turkish women is 64.3 years, of the Turkish men is
66.9 years. The Polish women a little older than Polish men: their average age is 69.3 years,
the average age of the Polish men is 68.4 years. The average age of men and women in
German group is rather different (average age of men is 67.3 and of women is 72.1 years).
The corresponding table is table 5 in the appendix.

Generally, all four groups have a relatively homogeneous age distribution, so it gives us the

possibility to compare them.

Table 1 shows data about the country of birth and the arrival time of participants to Germany.
As can be seen, the majority of people with Russian background (58.0 %) came to Germany
between 1981 and 2000 (actually, they came between 1991 and 2000, after the dissolution of
Soviet Union in 1991), the rest of them came after 2001. The Turkish and Polish participants
live in Germany for a longer time, the first persons already came before 1960 (2.0 to 3.0 %).
So, the majority of the Turkish group left their country of birth between 1961 and 1980 (87.0
%), the last participants came between 1981 and 2000. Most of the Polish participants left
Poland between 1981 and 2000, but about one quarter of them already lived in Germany
before 1980.

Table 1. Country of birth and time of arrival to Germany of the Saglik participants with

Russian, Turkish, Polish background, and of the members of the German control group in

Hamburg.
Arrival to Germany, % of participants
Ethnicity Country of birth 1940-1960 1961-1980 1981-2000 2001-2013
Russian USSR, Kazakhstan, Ukraine, 0.0 0.0 58.0 42.0
Uzbekistan, Belorussia
Turkish Turkey, Macedonia 24 84.6 13.0 0.0
Polish Poland, Upper Silesia, Germany 2.9 26.2 68.9 1.9
German Germany n/s* n/s* n/s* n/s*

*n/s — not specified
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As can be seen, there were three different immigration epochs:
e 1961 - 1980 — epoch of Turkish immigration, only a little more than 10%
came within the next 20 years
e 1981 - 2000 - epoch of Polish immigration, only about quarter of them came
in the period 20 years before 1981 and nearly no one of them came before
1961
e epoch of Russian immigration from 1991 to 2010.
The participants were asked about their mother tongue. Only few participants (16.0 %) of the
Russian group and one third (33.0 %) of the Polish group speak German as their mother
tongue. The remaining Russian and Polish participants, as well as all Turkish interviewees
(all of those have Turkish as their mother tongue) were asked about their German language
skills. The answers are very subjective, therefore it is difficult to compare group results.
Underestimation or overestimation of self-appraisal, which may be different for different
ethnic groups, will certainly influence the answers. For the real evaluation of German
knowledge the official test results could be more suitable. The majority of the Russian group
rated their German language skills as “fair” and “poor” (41.7 % and 42.9 % accordingly) and
only about 15% as “good” and “very good” (11.9% and 3.6% accordingly). This might be due
to the fact that the participants of the Russian group came to Germany in the age 40 and
older, so, their ability to learn foreign language was relatively reduced. In comparison to the
Russian group, the majority of the Turkish participants evaluate their German skills as “fair”
and “good” (62.0% and 19.0 % accordingly) and only 16% as “poor”. The Polish participants
assess their German skills as “fair” and “good” (both answer are 37.1%) and nearly one
quarter of them think of it as “very good”, the answer “poor” was given only by 7.9% of the

Polish participants.

Table 2 informs about the desired place, where the Saglik participants with Russian, Turkish,
Polish background and the members of the German control group would like to live in the
future. As can be seen, nearly three quarter of the Russian and German participants, as well as
three fifths of the Polish and only one quarter of the Turkish interviewees would like to stay
in Hamburg. More than one quarter of the Turkish and one sixth of the Polish interviewees
would like to move back to the country of birth. About one fifth of Russian and Polish

participants, as well as two fifths of the Turkish and one tenth of the German people would
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like to live in Hamburg and in the country of birth or in other country. One sixth of the
German interviewees, and even a small percentage of the Russian, and Polish participants
would like to live somewhere else (in Spain, Thailand, Greece, Costa Rica, India, Turkey, or

Bavaria).

Table 2. Desired place for living in the future of the Saglik participants with Russian,

Turkish, Polish background, and of the members of the German control group in Hamburg.

Percentage of the participants
Ethnicity
Desired place for living in the future Russian, % Turkish, % Polish, % German, %

Hamburg 78.0 27.0 58.3 72.3
Country of birth (or other country before 0.0 28.0 16.5 0.0
immigration)

Hamburg and country of birth (or other 19.0 42.0 18.4 9.9
country before immigration)

Other place 3.0 0.0 6.8 15.8
No comment 0.0 3.0 0.0 2.0
Total 100.0 100.0 100.0 100.0

Table 3 gives the information about marital status and the living situation (alone or with other
people) of the four Saglik groups. The majority of all participants are married (59.0 %
Russian, 53.0 % Turkish and 63.1 % Polish people), but only 38.6 % German interviewees
have a spouse. One third of the Russian, one third of the Polish and one third of the German
participants are widows or widowers, and only 14% of the Turkish participants are widowed.
The Turkish group has the highest percentage of persons, who live in non-marital partnership
(18.0%), the corresponding percentage of the German group is 12.9 %. For Russian and
Polish participants this percentage is very low (3.0 % and 1.0 % accordingly). The German
group has the highest percentage of people, who live alone (about one half of all), the
corresponding percentage of the Russian group is also high (more than one third). Nearly one
third of Turkish participants live together with other persons (29.0%), such as children,
grandchildren, parents and friends. For the other groups this percentage is very low (1.0% for

the Russian, 7.8% for the Polish and 3.0% for the German group).
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Table 3. Marital status and living situation of the Saglik participants with Russian, Turkish,

Polish background, and of the members of the German control group in Hamburg.

Marital status, %

Living situation, %

living in living

non- separated with

marital from with other
Ethnicity | single | partnership | married | partner divorced | widowed | alone partner | person
Russian 0.0 3.0 59.0 0.0 7.0 31.0 38.0 61.0 1.0
Turkish 3.0 18.0 53.0 2.0 10.0 14.0 16.0 55.0 29.0
Polish 0.0 1.0 63.1 1.0 4.9 30.1 29.1 63.1 7.8
German 5.0 12.9 38.6 2.0 8.9 32.7 48.5 48.5 3.0

94.0% of the Russian, 99.0% of the Turkish, 91.3% of the Polish and 78.2% of the German

interviewees have children. Figure 2 illustrates the number of children of the Saglik

participants with Russian, Turkish and Polish background, and the members of the German

control group in Hamburg. Two fifths of the Russian participants have one child and more

than one half of them have two children. Only a small number of them have three or more

children (7.4%). The Turkish interviewees have the more children, than the participants of the

other groups. Only one quarter of the Turkish interviewees have one or two children, two

fifths have three children, and the rest have even four and more children. Nearly one third of

the Polish and German participants have one child, a little more than two fifths of them have

two children, and about one quarter of them have three and more children.
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Figure 2. Number of children of the Saglik participants with Russian, Turkish and Polish

background , and of the members of the German control group in Hamburg.
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The data about religious denomination (table 4) show that most of the Russian interviewees
are atheists (42.0%). This may be due to the influence of living in the former Soviet Union.
The majority of remaining Russian participants are Russian Orthodox (35.0%), but there are
also Jewish (16.0%), Catholics (4.0 %) and Protestants (3.0%). All of the Turkish participants
are Muslims. The majority of the Polish interviewees are Catholics (94.2%). Most of the
German participants and Protestants (65.3%), about one quarter of them are atheists and some

are Catholics (8.9%).

Table 4. Religious denomination of the Saglik participants with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg.

Religious denomination, %
Russian No
Ethnicity atheist Muslim Catholic Protestant | Orthodox | Jewish comment
Russian 42.0 0.0 4.0 3.0 35.0 16.0 0.0
Turkish 0.0 100.0 0.0 0.0 0.0 0.0 0.0
Polish 39 0.0 94.1 1.0 0.0 0.0 1.0
German 248 1.0 8.9 65.3 0.0 0.0 0.0

7.2 Determinant for social inequality: socioeconomic status

7.2.1 Educational level

Figure 3 gives the information about school education in the four groups. This information is
difficult to evaluate because of the differences between the education systems in the four
countries involved. So, in the former USSR the school education system consisted of three
basic elements: primary school (3 years), incomplete secondary school (8 years) and
complete secondary school (10 years). After the incomplete secondary school students could
complete their education in a technical or other professional school. Students, who had
completed secondary school, could go on studying at certain institutes (college) or at a
university to get a higher education (tertiary education).

Nearly four fifths of the Russian participants attended school for 10 years (84.9% of women
and 72.0% of men) and the remaining one fifth of them went to school for 6 to 8 years. There

was nobody in this group with less than six years of school.
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A similar situation can be observed in the Polish group: there is also a high percentage of
persons, who attended school for more than 9 years (three quarter of all Polish participants),
the remaining participants went to school at least for six to eight years. In this group find a
high percentage of persons, who went to school for more than 12 years (58.8% of men and
39.1% of women).

Most of the participants of the German group also attended school for more than six years
(about 40% both for 6 to 8 years and for 9 to 11 years) and about 10% learned more than 12
years.

On the other hand, the majority of the participants of the Turkish group only have a poor
school education. More than half of them attended school only for one to five years, and 11.0
% of the Turkish participants did not go to school at all (14.8% of women and 6.5% of men).
Only one third of Turkish interviewees went to school more than 6 years (26.0 % of women
and 43.4% of men). As can be seen, there is a considerable difference between Turkish men

and women. More details can be found in table 6 in the appendix.
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Figure 3. School education by men and women of the Saglik project with Russian, Turkish,

Polish background, and the members of the German control group in Hamburg.

Figure 4 and - in more detail - table 7 in the appendix illustrates the next level of education or
professional training after finishing school (tertiary education). As can be seen, that nearly
three quarters of the Russian participants got a higher education at a special institute or
university, one quarter of them finished a technical or other professional school or received
vocational training. Only a small percentage of the Russian interviewees have no professional

degree.
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On the other hand, three fifths of the participants of the Turkish group have no professional
degree (without gender difference) and only 10% received some vocational training (15.2%
of the men and 5.6% of the women).

Nearly 60% of the Polish interviewees had some vocational training or finished a technical or
other professional school. One fifth of the Polish women have no professional degree and at
the same time there are no men without professional degree. The percentage of men, who
attended a technical or other professional school, is two times higher than that of women.
About one quarter of the Polish interviewees have a college or university degree.

The majority of the German participants have only some vocational training (72.3% of men
and 59.3% of women). There is also a high percentage of people without a professional
degree with a notable gender difference (33.3% of women and 8.5% of men). Only 3.8% of

the women and 10.6% of the men in this group have a college or university degree.
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Figure 4. Professional /higher school/ postgraduate (tertiary) education of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the members of

the German control group in Hamburg.
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7.2.2 Professional level

The Russian women worked in the former USSR in the following branches: production
(18.9% as engineers, a small percentage as chemists and mathematicians), public health (as
physicians, nurses, hospital attendants, and altogether 5.7%), education (15.1% as teachers).
In Germany they worked or work now as office-cleaner (17.0%), office staff (7.5% of all
Russian women), housemaids (7.5%), public health employees (nurses, hospital attendants,
altogether 5.7%).

The Russian men worked in Russia in the production field as engineers (19.1%) and in
education (4.3%). In Germany the majority of them worked or work now as common labor:
unskilled workmen (25.5%), technical workers: electrician, metalworker, welder, joiner
(altogether 19.1%), drivers (8.5%), and only 10.6% worked or work now in Germany
according to their higher education (as programmer, physicist, musician, artist).

All Russian participants with higher education had in former USSR jobs with higher
qualification requirements. And only 26.7% of the Russian participants with higher education
had in Germany corresponding jobs with higher qualification requirements. All Russian
participants without higher education have in Germany job with low or middle qualification
requirements. The more detailed data are shown in the table 7a in the appendix.

This discrepancy between their education from Russia and the working place in Germany can
only to a small degree be ascribed to the fact that they came to Germany when they were
already old and did not have sufficient knowledge of German. Mostly it is due to the fact, that
their Russian certificates often are not accepted by German authorities.

The professional level of the other Saglik participants mainly correspond to their educational
level: the Turkish, Polish and German participants who have low, middle and high education

had in Germany corresponding job with low, middle and high qualification requirements.

Figure 5 informs about the employment rate of Saglik participants. Nearly one quarter of the
Russian and Polish participants and about 14 to 16 % of the Turkish and German
interviewees have a job. The percentage of working men is higher than that of working
women in the Russian (29.8% of the men and 18.9% of the women are employed), Polish
(32.4% of the men and 18.8% of the women are employed) and German groups (19.1% of the
men and 9.3% of the women are employed), but in the Turkish group the percentages for

working men is a little lower than it for women (15.2% of the men and 16.7% of the women
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are employed). The main reason for not working for all four groups is the pension: old age
pension, early retirement pension, and disability pension (76.7% to 90.0%). Another reason
for not working is staying at home as a housewife. The percentage of participants, who work
full-time in their households, is higher in the Turkish group than in the other groups (12.8%
of the Turkish, 6.3% of the Polish, 4.4% of the German participants, nobody from the Russian
group). Unemployment is another reason for not working. The Russian group has the highest
percentage of unemployed person (10.5%), for the other groups this percentage is only about

one to four %. More details are given in table 8 in the appendix.
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Figure 5. Employment rate of the Saglik participants with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg.

7.2.3 Individual income

Figure 6 gives the information about the individual income by men and women from Saglik
project with Russian, Turkish, Polish background, and the members of the German control
group in Hamburg. The interpretation of this information can not be very reliable because
some people (especially a lot of the Russian participants) did not include the social benefits
(for instance, housing benefits) in their individual income.

So, it is conspicuous, that the individual income of the majority of the Russian participants is
lower than 500 euros (86.8% of women and 72.3% of men). The individual income lower
than 500 euros have also 22.2% of the Turkish women, 2.2% of the Turkish men, 30.4 % of
the Polish women, 2.9 % of the Polish men, 27.8% of the German women and 14.9% f the

German men.
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Figure 6. Individual income of the men and women of the Saglik project with Russian,

Turkish, Polish background, and of the members of the German control group in Hamburg.

The Turkish participants have the highest percentage of those, who have an individual income
between 500 and 1500 euros with large gender difference (55.6% of the women and 80.4% of
the men), only one half of the Polish and German participants, as well as 9.4% of the Russian
women and 17.0% of the Russian men have a similar income. 17.8% of the German
interviewees (13% of the women and 23.4% of the men) and 14.6 % of the Polish participants
(4.3% of women and 35.3% of men) have their individual income between 1501 and 2500
euro. For the other groups is this percentage very low. The precise information can be seen in

table 9 in the appendix.

The majority of the participants live in rented apartments (99.0 % of the Russian, 95.0 % of
the Turkish, 83.2 of the German and 77.7 % of the Polish people). Only a small percentage of
the interviewees live in rented houses (about 1-2 % of the German, Turkish, Polish and none
of the Russian participants). A small percentage of the interviewees (5.0 % of the German,
2.0 % of the Turkish, 1.0 % of the Polish and none of the Russian participants) live in their
own apartments. Some participants have their own houses (18.4 % of the Polish, 10.9 % of

the German, 1.0 % of the Russian and Turkish participants).
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7.3 Determinants for social resources

As explained in the chapter 5.3., social resources, coping strategies and social integration
were investigated by the health determinants “social networking”, which includes social
contacts, getting help in household, outside the home and with the basic activities of daily

living, social support; and “self efficacy”.

7.3.1 Social networking

7.3.1.1 Frequency of social contacts

Figure 7 and - in more detail - table 10 in the appendix show information about personal
social contacts of men and women of the Saglik project with Russian, Turkish, Polish
background, and of the members of the German control group in Hamburg.

About two thirds of the Russian, two thirds of the Turkish, and two thirds of the Polish
interviewees, as well as one half of the German participants have a daily contact with their
partners. Nearly one fifth of the Russian, three fifths of the Turkish, one third of the Polish,
and only a small percentage (6.9%) of the German participants see their children every day.
About one half of Russian, one half of Polish, and one half of German interviewees have a
contact with their children weekly or monthly.

Nearly two fifths of all participants have a weekly or monthly contact with their grand
children, and about one quarter of the Turkish people see their grand children every day. This
percentage for other groups is noticeably lower: between two and ten percent. A little more
than one tenth of the Turkish, a little more than one tenth of the German participants, and
only small percentage of the Russian and Polish interviewees have contact with their parents
more often than once a month, if they have any. About one quarter of the Russian, one quarter
of the German, one half of the Turkish, and one quarter of the Polish participants
communicate with other relatives weekly or monthly.

About 10 to 15% of the Russians, the similar percentage of the Turkish and Polish
respondents, as well as 5% of the German interviewees meet their friends every day. The
majority of all groups see their friends weekly or monthly. More than one quarter of the
Polish and more than one quarter of the German interviewees communicate with their
neighbors every day. The corresponding percentage for Turkish and Russian participants is
lower (14.0 and 3.0% accordingly), but nearly one half of them see their neighbors weekly or
monthly.



Results 58

A little more than one fifth of the Russian interviewees see their work colleges (inclusive the
former colleges) every day. The corresponding percentage for the other groups is noticeably
lower: between three and seven percent. But nearly one quarter of the Turkish, about one
seventh of the Polish, and about one seventh of the German participants have a weekly or
monthly contact with their work colleges. Almost one half of the Russian, nearly one third of
the German, one quarter of the Polish, and one sixth of the Turkish interviewees contact your
community members monthly or more often. About two fifths of the Russian, one third of the
German, one quarter of the Polish, and only one eighth of the Turkish participants contact the
guests of the meeting points monthly or more often. Three quarter of the Polish, two fifths of
the Turkish and about one fifth of the Russian, and about one fifth of the German participants

contact the visitors of the church monthly or more often.

Figure 7 summarized information about the frequency of personal social contacts per week by
men and women of the Saglik project. The Turkish men have the highest frequency of contact
with relatives (about fourteen times a week), tan the other respondents. The Turkish women
and the Polish men meet their relatives nearly ten times a week. The Polish women, the
Russian women and men, as well as the German men meet their relatives nearly eight times a
week. The German women meet their relatives only four times a week. A two-factorial
ANOVA found a highly significant difference regarding to contacts with relatives between
the four nationalities (F (3/396) = 21.77; p = 0.000), as well as highly significant difference
between genders: the Turkish, Polish and German men have more contacts with relatives than
the corresponding women, except of the Russian men, who have similar contacts with
relatives compared to the Russian women (F (1/396) = 10.69; p = 0.001). The interaction
between gender and nationality did not attain significance (F (3/396) = 1.91; p = 0.127).

All participants meet their friends about three or four times a week. A two-factorial ANOVA
did not find a significant difference regarding to contacts with friends between the four
nationalities (F (3/396) = 1.05; p = 0.370), as well as between genders (F (1/396) = 0.30; p =
0.587). The interaction between gender and nationality also did not attain significance (F
(3/396) = 0.14; p =0.937).

The Russian women and the Turkish men have the highest frequency of contacts with their
community (about five times a week) compared to the other participants. The Russian men,

the Polish men, and the Polish women meet their community members nearly four times a
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week. The German participants have contact with their community about three times a week.
The Turkish women have the poorest contact with their community (about two times a week)
compared to the other respondents. A two-factorial ANOVA found a significant difference
concerning contacts with the community between the four nationalities (F (3/396) =3.19; p =
0.024). The difference between genders is not significant (F (1/396) = 2.05; p = 0.153). The
interaction between gender and nationality attains significance (F (3/396) = 4.43; p = 0.004).
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Figure 7. Estimated marginal means of personal social contacts per week of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the members of

the German control group in Hamburg

The data of all social contacts (contacts with relatives, friends, and community) shows, that
the Turkish men have the highest social contacts (about twenty two times a week) compared
to the other respondents. The Turkish and the Polish women, the Polish men and the Russian
women have social contacts about seventeen times a week. The Russian and the German men
have social contacts about fifteen times a week. The German women have only about eleven
social contacts per week.

A two-factorial ANOVA found a highly significant difference regarding to all contacts
between the four nationalities (F (3/396) = 12.30; p = 0.000), as well as significant difference
between genders: the Turkish, Polish and German men have more contacts than the

corresponding women, except the Russian men, who have less social contacts than Russian
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women (F (1/396) = 6.88; p = 0.009). The interaction between gender and nationality also
attained significance (F (3/396) = 3.30; p = 0.020).

7.3.1.2 Spare time activity

Figure 8 and - in more detail - table 11 in the appendix shows the information about spare
time activity of the Saglik participants with Russian, Turkish, Polish background, and of the
members of the German control group in Hamburg.

As can be seen, nearly one half of the Russian participants pursue their hobby and one sixth
of them meet their fiends every day. One quarter of the Turkish interviewees meet their fiends
every day, small percentage of them pursue their hobby and visit the church services every
day. One sixth of the Polish participants pursue their hobby, a small percentage of them meet
their fiends and visit the church services every day. And only a small part of the German
interviewees meet their fiends and pursue their hobby every day. The majority of all
participants see their friends weekly or monthly. About two fifths of the Russian, two fifths of
the Polish, two fifths of the German interviewees, and only one sixth of the Turkish people
pursue their hobby weekly or monthly. Three fifths of the German, one half of the Turkish,
only about one quarter of the Russian, and about one quarter of Polish participants visit a
restaurant or café more often than ones a month, the remaining people visit it rarely or never.
About one quarter of the Russian, one ninth of the Turkish, and only a small percentage of the
Polish and German participants visit some courses and do it weekly or monthly. Nearly one
fifths of the Russian, one fifths of the German interviewees, a little more than one half of the
Turkish, and a little more than one half of Polish participants visit church services more often
than once a month. One third of the Turkish participants and only one tenth of other
interviewees help the neighbors more often, than monthly. The majority of the Russian
participants (about two fifths of them), only one eighth of the German, and a small percentage
of the Polish and Turkish participants visit cultural arrangements (concerts, theatre, cinema
etc) every week or every month. Nearly one third of the Russians, one third of the German
people, one seventh of the Turkish, and one seventh of the Polish participants visit senior
meeting points weekly or monthly. One quarter of the Russians, one eighth of the German
interviewees, only a small percentage of the Turkish and Polish participants visit a library
weekly or monthly. Only a small percentage of all respondents participate in some political

arrangements weekly or monthly.
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Figure 8 illustrates differences in spare time activity which was doing alone and with other
people per week by men and women from Saglik project.

As can be seen, the Russian participants spend their spare time alone about three or four times
a week. It is more often than the other participants do. The Polish participants spend their
spare time alone about one or two times a week, the Turkish and German interviewees spend
their spare time alone about one times a week. A two-factorial ANOVA found a highly
significant difference concerning spare time activity which was doing alone between the four
nationalities (F (3/396) = 36.42; p = 0.000). The difference between genders did not attain
significance (F (1/396) = 0.153; p = 0.696). The interaction between gender and nationality
also did not attain significance (F (3/396) = 1.48; p =0.219).
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Figure 8. Estimated marginal means of number of spare time activities per week of the men
and women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

The Turkish men have the highest frequency of spare time activities, which they do together
with other people (they do it, on the average, every day) compared to the other participants.
The Russian participants and the Turkish women spend their spare time together with other
people about four times a week. The remaining participants have this kind of activity about
two or three times a week. Generally, the Russian, Polish and German women spend their
spare time with other people more often than the corresponding men, except the Turkish

women. A two-factorial ANOVA found a highly significant difference concerning team
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activity between the four nationalities (F (3/396) = 16.25; p = 0.000). The difference between
genders did not attain significance (F (1/396) = 0.209; p = 0.648). The interaction between
gender and nationality attained significance (F (3/396) = 7.72; p = 0.000).

Generally, it can be seen, that the majority of the participants spend their spare time together
with other people more often than alone, except of the Russian men: they spend more often

their spare time alone.

7.3.1.3 Help in household, outside the home and with the basic activities of daily living

7.3.1.4 Figure 9, 10 - in more detail - table 12 in the appendix illustrate the information
about getting help in household, outside the home, help with the basic activities of daily
living, and the need in help of the Saglik participants.

One half of the Russian women and two fifths of the Russian men get help in household. The
Polish participants have the highest percentage of those, who get help in household (82.4% of
the men and 62.3% of the women) compared to the other respondents. More than one half of
the German women, less than three fifths of the German men, one quarter of the Turkish
women, and about one third of the Turkish men get help in household. Nearly one half of the
Russian, one half of the Turkish, one half of the German, and three fifths of the Polish
participants get help in household from their partner. About one third of all interviewees get
help in household from their children. About one quarter of the Russian participants get this
help from professional staff. The remaining participants get some help from their neighbors
and friends.

About one third of all Russian participants, one third of Polish women, one quarter of the
Turkish, one quarter of the German women, two fifths of the Turkish men, one sixth of the
Polish men, and only small percentage of the German men get help outside their home. Two
fifths of the Russian, about one third of the Turkish, one third of the Polish, and one fifth of
the German participants get help outside their home from their partner. About three fifths of
all interviewees get help outside their home from their children. The remaining participants
get some help from their neighbors and friends.

About one eighth of all Russian participants, one sixth of the Turkish women, two fifths of
the Turkish men, and only small percentage of the Polish and German interviewees get help

with the basic activities of daily living care. They get it from their partners and children.
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The figure 9 shows the information about getting accumulating help in household, outside the
home and with the basic activities of daily living of the men and women of the Saglik project
with Russian, Turkish, Polish background, and of the members of the German control group
in Hamburg. There is a significant difference between the women within four ethnic groups
(Chi-Square = 12.9; df = 3; p = 0.005) and between men within four ethnic groups (Chi-
Square = 18.9; df = 3; p = 0.000). So, the Turkish women get more help (about 70 %) than
the Russian and German women (both about one half) and the Polish women (about one
third). The Russian men get more help than the men of the other groups. So, about 60 % of
the Russian men, one half of the Turkish, one third of the German and one fifth of the Polish
men get help in household, outside the home and with the basic activities of daily living. But
there is no significant gender difference between women and men. So, Chi-Square = 1.6; df =
I; p = 0.205 between the Russian women and men, Chi-Square = 3.5; df = 1; p = 0.060
between the Turkish women and men, Chi-Square = 3.7; df = 1; p = 0.052 between the Polish
women and men, and Chi-Square = 2.2; df = 1; p = 0.140 between the German women and

men.
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Figure 9. Getting help in household, outside the home and with the basic activities of daily
living of the men and women of the Saglik project with Russian, Turkish, Polish background,

and of the members of the German control group in Hamburg

The figure 10 and - in more detail - table 12 in the appendix show the information about
needed help and support by the Saglik participants in their everyday life, compared to what

they currently have.
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As can be seen, 10 to 23% of the respondents need additional help. The Russian interviewees
generally need less help than the participants of the other groups. It was also noticed, that all
participants with migration background who already get help need more help compared to
corresponding respondents who get no help. But the difference between the four nationalities
is not significant: Chi-Square = 2.6; df = 3; p = 0.447.

There is also no significant difference between the participants, who already get help and who
get no help within four ethnic groups. So, Chi-Square = 0.3; df = 1; p = 0.611 between the
Russian participants, Chi-Square = 0.8; df = 1; p = 0.362 between the Turkish participants,
Chi-Square = 0.1; df = 1; p = 0.717 between the Polish participants, and Chi-Square = 0.4; df
=1; p =0.509 between the German participants.
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Figure 10. Need in help of the men and women of the Saglik project with Russian, Turkish,

Polish background, and of the members of the German control group in Hamburg

7.3.1.5 Social support

Figure 11 illustrates the information about social support of the men and women of the Saglik
project.

As it can be seen, social support of the Turkish participants is higher than it of the other
participants: the Turkish participants they get exactly corresponding support of their friends
and relatives. The lowest social support get the Polish men: they get partly corresponding
support of their friends and relatives. The Russians, the German participants, and the Polish
women get a corresponding support. A two-factorial ANOVA found a highly significant
difference concerning social support between the four nationalities (F (3/396) = 19.08; p =

0.000). The difference between genders is not significant F (1/396) = 1.68; p = 0.199). The
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interaction between gender and nationality also did not attain significance (F (3/396) = 1.92;

p=0.125).
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Figure 11. Estimated marginal means of social support of the men and women of the Saglik
project with Russian, Turkish, Polish background, and of the members of the German control
group in Hamburg

S - “it is exactly right” (high support), 4 - “it is right”, 3 -“it is partly right”, 2 -“it is rather
not right”, 1 - “it is not right” (no support)

7.3.2 General self-efficacy

Figure 12 illustrates the information about general self-efficacy of the men and women of the

Saglik project.
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Figure 12. Estimated marginal means of general self-efficacy of the men and women of the
Saglik project with Russian, Turkish, Polish background, and of the members of the German

control group in Hamburg



Results 66

As it can be seen, GSE of the Russian, Turkish and Polish participants is higher than that of
the German participants. A two-factorial ANOVA found a highly significant difference
concerning GSE between the four nationalities (F (3/396) = 8.23; p = 0.000), as well as
between genders (F (1/396) = 17.73; p = 0.000): the men generally have higher GSE than the
women. The interaction between gender and nationality did not attain significance (F (3/396)

= 1.10; p = 0.346).

7.4 Determinants for health behavior

As explained in the chapter 5.3., as determinants of health behavior were investigated the
following factors: tobacco consumption, alcohol consumption, physical activity, nutrition and

eating behavior, and BML.

7.4.1 Tobacco consumption

The figure 13 and - in more detail - table 13 in the appendix illustrate the smoking habits of
the Saglik participants. About one quarter of the Russian and Turkish interviewees, a little
less than one third of the German and only about one sixth of the Polish participants are

smokers.
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Figure 13. Smoking rate of men and women of the Saglik project with Russian, Turkish,

Polish background, and of the members of the German control group in Hamburg

There is a significant gender difference as to smoking between the Russian women and men

(Chi-square = 6.4; df = 1; p = 0.012) and the Turkish women and men (Chi-square = 12.7; df
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= 1; p = 0.000). The gender difference between the Polish women and men (Chi-square

0.173; df = 1; p = 0.678) as well as between the German women and men (Chi-square

0.816; df = 1; p = 0.366) is not significant. There is also a significant difference between the
four ethnic groups as to percentage of smoking women (Chi-square = 8.3; df = 3; p = 0.039),
whereas the respective difference concerning the smoking men is not significant (Chi-square

=3.9;df =3; p=0.272).

7.4.2 Alcohol consumption

About one half of the Russian and about one half of the Polish participants, two thirds of the
German and nearly all Turkish interviewees consume alcohol less than once a month. More
than one third of the Russian participants, about one quarter of the Polish and German
respondents and only a few Turkish interviewees consume alcohol two to four times per
month. Only a small percentage of all participants consume alcohol more often than two to
three times per week (15.0% of Russian, 4.0% of Turkish, 18.5% of Polish and 14.9% of
German interviewees). The precise information is given in table 14 in the appendix.

If one looks at figure 14 and compare the frequency of alcohol consumption of the four
groups it is conspicuous that the Turkish interviewees drink alcohol much more seldom than
the other participants, for they drink alcoholic beverage only once a month or even less. The

participants of the remaining groups consume alcohol on an average of two to four times a

month.
— g
£ET23 B Women
=& 5
L O 27 O Men
< @ >
g =z i}
= %51
w oo 9
= E = B
Russian Turkish Polish German
Ethnicity

Figure 14. Estimated marginal means of frequency of alcohol consumption per month by the
men and women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg
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A two-factorial ANOVA found a highly significant difference between the four nationalities
(F (3/396) = 14.05; p = 0.000) and between genders (F (1/396) = 26.7; p = 0.000). Figure 14
also shows that the women reported consistently lower alcohol consumption than men. The
interaction between gender and nationality did not attain significance (F (3/396) = 0.44; p =

0.726).

7.4.3 Regular physical activity

As can be seen from the figure 15 and - in more detail - table 15 in the appendix, more than
one half of the Russian and more than one half of the Polish interviewees as well as one half
of the German participants and only about one quarter of the Turkish people usually do some
sports or physical activity.

Separated for gender there is a highly significant difference between the four ethnic groups,
for women (Chi-square = 21.7; df = 3; p = 0.000) and men (Chi-square = 10.2; df = 3; p =
0.017). There is no significant gender difference concerning physical activity for any of the
four ethnic groups (for the Russian men and women Chi-square = 2.273; df = 1; p = 0.132,
for the Turkish men and women Chi-square = 0.069; df = 1; p = 0.793, for the Polish men and
women Chi-square = 0.052; df = 1; p = 0.819, for the German men and women Chi-square =

0.818; df = 1; p = 0.360).
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Figure 15. Percentage of the men and women of the Saglik project with Russian, Turkish,
Polish background, and of the members of the German control group in Hamburg who

engage in regular physical activities.



Results 69

Gymnastics, jogging, cycling, walking and swimming were mentioned by the Saglik

participants as the most frequent types of physical activity.

The data about attention to sufficient physical activity between four groups from the figure
16 show, that the Turkish and Russian interviewees pay less attention to the sufficient
physical activity (they both pay moderate or little attention) than the Polish and German
participants (they both pay moderate or strong attention to the sufficient physical activity). A
two-factorial ANOVA found a highly significant difference between the four nationalities (F
(3/396) = 8.8; p = 0.000), but not between genders (F (1/396) = 0.74; p = 0.389). The
interaction between gender and nationality also did not attain significance (F (3/396) = 0.12;

p = 0.947).
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Figure 16. Estimated marginal means of paying attention to sufficient physical activity of the
men and women of the Saglik project with Russian, Turkish, Polish background, and of the
members of the German control group in Hamburg

1 = very strong, 2 = strong, 3 = moderate, 4 = little, 5 = not at all.

Table 16 in appendix show more detailed data. So, more than one third of the German and
Polish participants pay a strong or a very strong attention to the sufficient physical activity
(36.6% and 42.7% accordingly). On the contrary, relatively small percentage of the Russian
and the Turkish interviewees pays a strong or a very strong attention to the sufficient physical
activity (17.0% and 12.0% accordingly). The majority of all participants pay a moderate
attention to the sufficient physical activity: about one third of the Russians, one third of the
Polish people, and about one half of the Turkish and about one half of the German

interviewees. Nearly one half of the Russian participants pay a little attention or do not pay
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attention to the sufficient physical activity. The corresponding percentage of the remaining

groups is lower: about 20 to 30%.

7.4.4 Nutrition and eating behavior

Nutrition and eating behavior were investigated by fruit and vegetable consumption, warm
meals and meat consumption, low fat or the fat free food consumption, deliberate reduction of

food in order not to gain weight, and attention to healthy nutrition.

7.4.4.1 Fruit and vegetable consumption

On the average, the Russian women consume 1.38 + 0.60 portions of fruit and 1.74 + 0.68
portions of vegetables, the Russian men consume a little less fruits and vegetables
(accordingly 1.21 + 0.59 and 1.62 + 0.57). The majority of the Russian interviewees eat, on
the average, one portion of fruit and two portions of vegetables per day.

The Turkish participants, on the average, consume 1.58 + 0.98 portions of fruit and 1.62
+1.15 portions of vegetables per day. The Polish interviewees eat, on the average, 1.88 + 1.07
portions of fruit and 1.33 +0.83 portions of vegetables. The German participants consume, on
the average, 1.64 + 1.03 portions of fruit and 1.75 £ 0.88 portions of vegetables per day.

These precise results are shown in the tables 17 and 18 in appendix.

Figure 17 shows the information about the average consumption of fruit and vegetable of the
Saglik interviewees. As it can be seen, all participants consume about 2.8 to 3.8 portions

fruits and vegetables per day.
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Figure 17. Estimated marginal means of the consumption of fruit and vegetable per day in
portions of the men and women of the Saglik project with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg
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A two-factorial ANOVA did not find a significant difference between the four nationalities (F
(3/392) = 1.02; p = 0.385). But it was found a significant difference between genders (F
(1/392) = 6.85; p = 0.009): the women reported consistently higher fruit and vegetables
consumption than the men. The interaction between gender and nationality did not attain
significance (F (3/392) = 0.68; p = 0.567).

Generally, for the majority of the Saglik participants the consumption of fruit and vegetable is
not enough according to the recommendations given by the German Nutrition Society
(Deutsche Gesellschaft fiir Erndhrung (DGE)). DGE recommend a consumption of five
portions of fruits and vegetable per day (DGE 2012). Only a small percentage of the
participants corresponds to the foregoing recommendations: only 20% of the German, 17.5%
of the Turkish, 16.5% of the Polish, and 6.0% of the Russian interviewees eat five or more
portions of fruits and vegetable per day. More than four fifths of all participants consume, on

the average, only about 3 portions of fruits and vegetables per day.

7.4.4.2 Consumption of warm meals

As can be seen from figure 18, the Russian participants, on the average, consume warm meals
significantly more often than the other respondents. About one half of the Russian
participants consume warm meals more often than once per day and about the other half once
per day. Only one third of the Turkish and only a small part of the Polish and of the German
participants consume warm meals more often than once per day. Most of the Turkish, Polish
and German interviewees eat warm meals once per day. About one third of the German group

consumed warm meals only several times per week.
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Fugure 18. Estimated marginal means of the frequency of warm meals consumption per
month of the men and women of the Saglik project with Russian, Turkish, Polish background,

and of the members of the German control group in Hamburg
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A two-factorial ANOVA found a highly significant difference concerning warm meals
consumption between the four nationalities (F (3/396) = 31.89; p = 0.000). The difference
between genders is not significant (F (1/396) = 0.08; p = 0.776). The interaction between
gender and nationality also did not attain significance (F (3/396) = 0.16; p = 0.920).

7.4.4.3 Meat consumption

As can be seen from figure 18, the Russian participants, who eat meat nearly every day, on
the average, consume meat significantly more often than the other respondents. The Turkish
and the German respondents eat meat less often than the Polish participants, but still they eat
meat about several times a week. These detailed data are shown in the table 19 in appendix.

A two-factorial ANOVA found a highly significant difference concerning meat consumption
between the four nationalities (F (3/396) = 7.72; p = 0.000) and between genders (F (1/396) =
7.27; p = 0.007). On average, men consumed more meat than women (except the Russian
participants). The interaction between gender and nationality did not attain significance (F

(3/396) = 1.88; p =0.134).
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Figure 19. Estimated marginal means of the frequency of meat consumption per month of the
men and women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

7.4.4.4 Low fat or fat free food consumption

One third of the Russian participants always or often consume low fat or fat free food. About
one sixth of them do it sometimes and about one half of them do it rarely or never. The
participants from the Turkish group keep to a free fat diet more often than the Russian
respondents. About two fifth of the Turkish respondents do it always or often, nearly one half

of them do it sometimes, and about one fifth do it rarely or never. The Polish group has the
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highest percentage of those, who keep to a free fat diet always or often (about three fifths of
all Polish participants) compared to the other groups. About one quarter of them do it
sometimes and only one sixth of them do it never or rarely. About two fifth of the German
interviewees eat fat free food always or often, one fifth of them do it sometimes, and about
one third of them do it rarely or never. The detailed results are given in tables 20 in the
appendix.

Generally, as can be seen from figure 20, the Russian participants, on the average, consume
low fat or fat free food more rarely than the other groups. The frequency increases from the
Russian group over the German and the Turkish group to the Polish group. A two-factorial
ANOVA found a significant difference concerning the low fat consumption between the four
nationalities (F (3/396) = 11.49; p = 0.000) and between genders (F (1/396) = 6.16; p =
0.014). On the average, women keep to a free fat diet more often than the men. The
interaction between gender and nationality did not attain significance (F (3/396) = 0.47; p =

0.703).
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Figure 20. Estimated marginal means of the frequency of application of low fat or fat free
diet of the men and women of the Saglik project with Russian, Turkish, Polish background,
and of the members of the German control group in Hamburg

1 = always, 2 = often, 3 = sometimes, 4 = rarely, 5 = never

7.4.4.5 Deliberate reduction of food in order not to gain weight

Only small percentage of the Russian participants limits their food intake always or often
(13%), one third of them did it sometimes, and a little more than one half of them do it rarely
or never. The similar situation was noticed in the German group, but the percentage of those,
who limit their food intake always or often was a little bit higher (24,8%). On the contrary,
nearly two fifths of the Turkish and nearly two fifths of the Polish participants limit their food
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intake always or often. About one third of them do it sometimes and one fifth of them do it
rarely or never. The precise results are shown in the table 21 in appendix.

Generally, the Russian participants limited their food intake in order not to gain weight, on
the average, significantly less often than the other participants. The frequency of the
limitation of food intake in order not to gain weight increases for the four groups in the same
order as the frequency fat or fat free food consumption. A two-factorial ANOVA found a
highly significant difference concerning the reduction of food between the four nationalities
(F (3/396) = 16.67; p = 0.000) and between genders (F (1/396) = 9.16; p = 0.003). On
average, the women limit their food intake in order not to gain weight significantly more
often than the men. The interaction between gender and nationality did not attain

significance (F (3/396) = 0.44; p = 0.728).
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Figure 21. Estimated marginal means of frequency of deliberate reduction of food in order
not to gain weight of the men and women of the Saglik project with Russian, Turkish, Polish
background, and of the members of the German control group in Hamburg

1 = always, 2 = often, 3 = sometimes, 4 = rarely, 5 = never

7.4.4.6 Attention to healthy nutrition

Data about attention to healthy nutrition from figure 22 show, that the Russian participants,
on the average, pay less attention to healthy nutrition than the other participants (they pay
moderate or little attention). The German participants pay, on the average, moderate attention
to the healthy eating. The Turkish and Polish participants pay moderate and strong attention
to the healthy diet. The more detailed date can be seen in table 22 in appendix.

A two-factorial ANOVA found a highly significant difference concerning attention to the
healthy diet between the four nationalities (F (3/396) = 15.57; p = 0.000).The difference



Results 75

between genders was not significant (F (1/396) = 3.03; p = 0.083). The interaction between
gender and nationality also did not attain significance (F (3/396) = 1.81; p = 0.145).
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Figure 22. Estimated marginal means of paying attention to healthy nutrition of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the members of
the German control group in Hamburg

1 = very strong, 2 = strong, 3 = moderate, 4 = little, 5 = not at all.

7.4.5 Body Mass Index

As can be noticed from the figure 23, which illustrates the data about BMI, about one quarter
of the Russian women and one third of the Russian men have normal weight. One third of the
Russian women and more than one half of the Russian men are overweight. The remaining
one third of the Russian women and one tenth of the Russian men are obese. There is a
significant gender difference (Chi-square = 8.75; df = 2; p = 0.013): the Russian women have
a higher BMI than the Russian men.

A little less than one half of the Turkish women and men are overweight, two fifths of the
Turkish women and one sixth of Turkish men are obese. There is a significant gender
difference (Chi-square = 10.86; df = 2; p = 0.004): the Turkish women have a higher BMI
than the Turkish men.

One half of the Polish women and two fifths of the Polish men are aoverweight, nearly one
quarter of all Polish participants have obesity. There is no significant gender difference (Chi-
square = 4.85; df = 3; p = 0.183). About one half of the German interviewees are overweight,
one sixth of the German women and one third of the German men are obese. There is no
significant gender difference (Chi-square = 4.30; df = 2; p = 0.117). The more detailed

information can be seen in table 23 in appendix.
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Generally, only nearly one quarter of all Saglik participants have normal weight, the
remaining people are overweight or obese (except 2.9% of the Polish men, who have
underweight). A two-factorial ANOVA did not find a significant difference concerning BMI
between the four nationalities (F (3/394) = 0.31; p = 0.819). But the interaction between
gender and nationality attained significance (F (3/396) = 6.12; p = 0.000): the Russian and the
Turkish women have a higher BMI than the corresponding men, but the Polish and the

German men have higher BMI than the corresponding women.
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Figure 23. Percentage of the Saglik participants with Russian, Turkish, Polish background,
and of the members of the German control group in Hamburg who have underweight,
normal weight or overweight or obesity according to "International Classification of adult

underweight, overweight and obesity according to BMI"

7.5 Determinants for use of health services

As explained in the chapter 5.3., use of health services was investigated by the frequency of
visiting the general practitioner, participation in health promotion programs, and, especially

for the Russian respondents, by participation in spa treatment and rehabilitation programs.

7.5.1 Visits of a general practitioner
Results about the number of visits of a general practitioner during the last 2 years are shown

in the figure 24 and - in more detail - in table 24 in the appendix.
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More than three fifths of the Turkish participants visit their GP more often than monthly
(64.0%). The corresponding percentage for the Russian, Polish, and German groups is
significantly lower: 23.0%, 26.3% and 36.7% accordingly. About one half of the Russian and
one half of the Polish interviewees visit their GP quarterly. This percentage for the Turkish
and German group is 22.0% and 37.6% accordingly.

One quarter of the Russian interviewees, one fifth of the Polish, one fifth of the German
participants, and only 6% of Turkish people visit their GP less than quarterly or do not visit
GP. The small percentage of the Turkish, Polish and German participants have no GP (3 to
6%).

As can be seen from the figure 24, generally, the Turkish participants visit their GP more
often than the other interviewees: the Turkish respondents visit their GP, on the average, once
per month. The German participants visit their GP about 7 times a year, the Russian and the
Polish participants do it quarterly.

A two-factorial ANOVA found a significant difference the four nationalities (F (3/396) =
14.03; p = 0.000). The difference between genders (F (1/396) = 0.37; p = 0.546) is not
significant. As well as the interaction between gender and nationality did not attain

significance (F (3/396) = 0.24; p = 0.868).
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Figure 24. Estimated marginal means of visits of a general practitioner per year during the
last 2 years of the men and women of the Saglik project with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg

7.5.2 Participation in health promotion programs

The figure 25 and - in more detail - table 25 in appendix illustrate data about the participation

in health promotion programs during the last year of the Saglik participants. As can be seen,
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about one third of the Russian and one third of the Polish interviewees participated in some
health promotion programs during the last year. For the German and Turkish participants the
corresponding percentage is lower (25.7% and 12.0% accordingly) compared to the Russian
and Polish respondents.

It was noticed a significant difference between the women within four ethnic groups (Chi-
Square = 14.3; df = 3; p = 0.003). The difference between the men within four ethnic groups
was not significant (Chi-Square = 3.9; df = 3; p = 0.276).
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Figure 25. Participation rate in health promotion programs during the last year of the men
and women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

The Russian interviewees mention their participation in the following health promotion
programs during the last year: gymnastics, water gymnastics, fitness, physiotherapy, massage.
The Saglik interviewees of the other groups additionally mentioned their participation in
programs about healthy nutrition and weight reduction programs. The Turkish, Polish, and
German interviewees additionally notice their participation in some rehabilitation programs.
All Saglik participants were also asked about a change of their state of health after these
programs. Nearly 90% of the Russian and nearly 90% of the Polish, about 80% of the Turkish
and about 80% of the German interviewees, who participated in health promotion programs,

notice a positive improvement of their state of health.
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7.5.3 Participation in spa treatment and rehabilitation programs

The Russian interviewees were additionally asked about their participation in spa treatment
and rehabilitation programs. About one third of them participate in such programs last 10
years (19.0% once and 10.0% twice and more often). All of them notice a positive
improvement of their state of health after these programs. As a reason of spa treatment, a
general strengthening of health state and a presence of some chronic diseases, such as
osteochondrosis, arthrosis, psoriasis, chronic obstructive pulmonary disease were indicated.

As a reason of the rehabilitation, trauma, operation or chronic disease was noticed.

7.6 Determinant for health inequity: subjective state of health

Figure 26 and - in more detail - table 26 in the appendix, illustrate the subjective current
state of health of the men and women of the Saglik project.

By comparing the subjective current state of health of the four groups one can see that the
Turkish interviewees evaluated their health worse than the other participants: about one
quarter of them rated their health as “poor” or “very poor”, three fifths as “fair” and only one

tenth as “good”.
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Figure 26. Estimated marginal means of subjective current state of health of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the members of
the German control group in Hamburg

(1 = excellent, 2 = very good, 3 = fair, 4 = poor, 5 = very poor).

One sixth of the Russian participants valued their health as “good” (16.0%), the majority of
them as “fair” (70.0%), and the rest of them as “poor” (14.0%). The self assessment of health
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status by the Polish participants is very similar to that of the Russian interviewees, but some
of the Polish interviewees evaluated their health not only as “good” (15.5%) but also as
“excellent” (2.9%).

On the other hand, one third of the German participants estimate their health as “good”, one

half as “fair” (51.5%), and the remaining part as “poor” or “very poor” (15.9%).

Thus, the subjective current state of health of the men and women from the Saglik project
with migration background is generally relatively poor, it is worse than that of the German
Saglik participants. A two-factorial ANOVA found a significant difference between the four
nationalities (F (3/396) = 4.7; p = 0.003) and between genders (F (1/396) = 5.6; p = 0.019).
As one can see from Fig. 7, the women reported consistently worse subjective health than
men. The interaction between gender and nationality is not significant (F (3/396) = 0.27; p =

0.848).

Figure 27 and - in more detail — table table 27 in the appendix shows the change of the
subjective current state of health of the men and women from the the Saglik project within
the last year. About 50 percent of all participants rated their health status now the same as a
year ago (for the Russian interviewees this percentage was a little higher — 65.0%). One third
of the Russian group assessed this change as “somewhat worse and much worse now than a
year ago”, and more women evaluated this change as “somewhat worse” in comparison to
men (35.8% and 27.7% accordingly). And only 2.0% of the Russian participants noticed a
positive change in their health during the last year. 44.0% of the Turkish group rated a
negative change in their health status. This is the highest percentage: only 33.0% of the
Russian, 23.3% of the Polish and 30.7% of the German participants noticed the same change.
The highest percentage for a positive change of the subjective current health state was found
with the Polish participants (about 25%), for the German and the Turkish interviewees this
percentage was 15.9% and 12.0% accordingly.

By comparing the results of the genders, one can see from figure 27, that more Russian,
Turkish and German women noticed a negative change in their health during the last year
compared with the Polish women, while more Russian and Turkish men recorded a negative
change in their health during the last year compared with the Polish and German men. But the
two-factorial ANOVA did not find a significant difference between genders (F (1/396) = 2.9;

p = 0.09). On the other hand, it found a significant difference between the four nationalities
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(F (3/396) = 3.5; p = 0.015). Thus, the Turkish and the Russian participants more often
reported a negative change in their health than the German and Polish ones. The interaction

between gender and nationality is not significant (F (3/396) = 0.61; p = 0.610).
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Figure 27. Estimated marginal means of change of subjective current state of health of the
men and women of the Saglik project with Russian, Turkish, Polish background, and of the
members of the German control group in Hamburg

(1 = much better now than a year ago, 2 = somewhat better now than a year ago, 3 = about

the same, 4 = somewhat worse now than a year ago, 5 = much worse now than a year ago.

7.7 Ideas and expressed wishes

The Russian interviewees were asked about desired additional information about healthy
nutrition, sport activities and social networking.

About one tenth of them would like to know more about healthy nutrition. One tenth would
like to know about sport activities (particularly about gymnastics and water gymnastics) in
their communities in Russian language. More than one third of the Russian respondents
would like to know about Russian meetings points in their communities, cultural
arrangements for Russian people in Hamburg, about early retirement pension, spa treatment
and rehabilitation programs, Russian speaking doctors, care assistance, German language

course, cheap shops in their quarters).
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7.8 Association between the subjective state of health and health

determinants of the elderly people with a Russian migration background

7.8.1 Components of SES and the subjective state of health

a) Lower education, lower income, higher age are accompanied with a poorer

subjective state of health

On the contrary, the Russian participants without a high education have a better subjective
state of health, but there is no significant difference between the participants without high
education and the participants with high education in regards to their subjective state of health
(U = 1015 ; p = 0.888). There is no significant gender difference between both groups in
regards to education (Chi-square = 1.1; df = 1; p = 0.295). There was also no significant
gender difference in regards to the subjective state of health (U = 1158; p = 0.451).

The Russian participants with lower income have a poorer subjective state of health, there is a
statistically significant difference between the Russian participants who have an income of
less than 500 euros per month and who earns 500 euros and more in regards to their
subjective state of health (U = 549 ; p = 0.003). But this difference is significant only due to
the Russian women: there is no statistically significant difference between the Russian men
with a monthly income of less than 500 Euros and those with an income higher than 500
Euros in regards to their subjective state of health (U = 157 ; p = 0.064). There is a
statistically significant difference only among the Russian women, between those with a
monthly income less than 500 Euros and those who earn 500 euros and/or more in regards to
their subjective state of health (U = 109 ; p = 0.025).

There is no statistically significant correlation between the age of the Russian participants and
their subjective state of health (Spearman's rho = 0.151; p = 0.134). There is also no
significant difference between gender in regards to age (t = 0.018; df = 98; p = 0.986).

b) Employment is accompanied with a rather better subjective state of health
then the state of not working, jobs with high qualification requirements are
accompanied with a better subjective state of health

The employed Russian participants have a better subjective state of health in comparison to
the not working participants. There is a statistically significant difference between the
working and not working Russian participants in regards to their subjective state of health (U

= 676; p = 0.018). But this difference is significant only due to the Russian men: there is no
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statistically significant difference between the working and not working Russian women in
regards to their subjective state of health (U = 189; p = 0.446). There is a statistically
significant difference only between the working and not working Russian men (U = 150; p =
0.021). There is no significant gender difference between both groups in regards to
employment (Chi-square = 1.6; df = 1; p = 0.202).

Jobs with high qualification requirements are accompanied by a better subjective state of
health: there is a significant low positive correlation between the professional level of the
Russian participants in Germany and their subjective state of health (Spearman's rho = 0.369;
p = 0.004), although this correlation can be seen only among the the Russian women: there is
a significant moderate correlation between the professional level of the Russian women in
Germany and their subjective state of health (Spearman's rho = 0.506; p = 0.008), for the
Russian men there is no correlation between the professional level in Germany and their

subjective state of health (Spearman's rtho = 0.324; p = 0.066).

c¢) Higher education is associated with jobs with higher qualification

requirements and with higher income

Despite their higher level of education, the Russian participants could only find jobs with
middle or low qualification requirement in Germany: there is a significant difference between
their educational level and their profession level in Germany (Chi-square = 8.9; df = 1; p =
0.003).
There is no significant difference between the participants without higher education and the
participants with higher education in regards to their income based on Chi-Square test (Chi-
square = 1.0; df = 1; p = 0.301). There is also no significant gender difference in regards to
education (Chi-square = 1.1; df = 1; p = 0.295). There is no significant difference between
gender in regards to income (Chi-square = 2.4; df = 1; p = 0.124).

d) People with a high education who work in a job with lower qualification

requirements have a poorer subjective state of health than those who work

in a job with higher qualification requirements

People with high education who work in a job with lower qualification requirements have a
poorer subjective state of health than those who work in a job with higher qualification

requirements, but the statistically significant difference was not found (U = 50; p = 0.068).
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7.8.2 Health behavior, social resources and components of SES

a. lower education, state of not working, lower individual income are more

often accompanied with nicotine consumption

Low education is accompanied with nicotine consumption: there is a significant difference
between the Russian participants without higher education and the participants with higher
education in terms of nicotine consumption (Chi-square = 7.1; df = 1; p = 0.008). But this
association can only be attributed to the men: there is a significant difference between the
men without higher education and the men with higher education in regards to nicotine
consumption (Chi-square = 10.4; df = 1; p = 0.001). The difference between the Russian
women without higher education and the Russian women with higher education in regards to
nicotine consumption is not significant (Chi-square = 0.226; df = 1; p = 0.635).

There is no significant difference between the working and not working Russian participants
in regards to nicotine consumption (Chi-square = 0.001; df = 1; p = 0.982). There is also no
significant difference between gender in these both groups regarding to employment (Chi-
square = 1.6; df = 1; p = 0.202). But there is a significant difference between the women and
the men regarding to nicotine consumption (Chi-square = 6.4; df = 1; p = 0.012): the men
smoke more than the women.

There is no significant difference between the Russian participants with a monthly income of
less than 500 Euros and those who earn 500 Euros or more in regards to consumption of
nicotine (Chi-square = 0.126; df = 1; p = 0.722). There is also no significant difference
between gender in regards to income (Chi-square = 2.4; df = 1; p = 0.124).

b. lower education, state of not working, lower individual income are

accompanied with more frequent alcohol consumption

The Russian participants without higher education consume alcohol more often, but there is
no significant difference between the participants without higher education and the
participants with higher education in regards to the frequency of alcohol consumption (U =
917; p = 0.355). There is also no significant difference between genders in these both groups
in regards to education (Chi-square = 1.1; df = 1; p = 0.295). But there is a highly significant
difference between the women and the men in regards to the frequency of alcohol
consumption (U = 759; p = 0.000): the men consume alcohol more often than the women.

On the contrary, the working Russian participants consume alcohol more often than not

working respondents: there is a statistically significant difference between the working and
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not working Russian participants in regards to the frequency of alcohol consumption (U =
585; p = 0.004). But this association is only due to the men: there is a statistically significant
difference between the working and not working Russian men in regards to alcohol
consumption (U = 134; p = 0.016). The difference between the working and not working
Russian women in regards to the frequency of alcohol consumption is not significant (U =
170; p = 0.230).

On the contrary, the Russian participants who earn 500 euros and more per month, consume
alcohol more often than those who have an income of less than 500 euros: there is a
statistically significant difference between the Russian men and women who have a monthly
income of less than 500 euros and those who earn 500 euros or more regarding to the
frequency of alcohol consumption (U = 449; p = 0.000). There is no significant difference
between gender in these both groups regarding to income (Chi-square = 2.4; df = 1; p =

0.124).

c. lower education, state of not working, lower individual income are

accompanied with lower fruit and vegetable consumption

There is no significant difference between the participants without higher education and the
participants with higher education concerning in regards to fruits and vegetable consumption
(U = 1005; p = 0.846). There is also no significant difference between gender in regards to
education (Chi-square = 1.1; df = 1; p = 0.295). There is also no significant difference
between gender in regards to fruits and vegetable consumption (U = 1059; p = 0.178).

On the contrary, the not working Russian participants consume more fruits and vegetable than
the working respondents, but there is no statistically significant difference between the
working and not working Russian participants in regards to fruits and vegetable consumption
(U =787; p = 0.292). There is also no significant difference between gender in regards to
employment (Chi-square = 1.6; df = 1; p = 0.202).

There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to the
fruits and vegetable consumption (U = 696; p = 0.236). There is no significant difference
between gender in these both groups (Chi-square = 2.4; df = 1; p = 0.124).

d. lower education, state of not working, lower individual income are

accompanied with more frequently warm meals consumption
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There is no significant difference between the participants without higher education and the
participants with higher education regarding to the frequency of warm meals consumption (U
= 954; p = 0.513). There is also no significant difference between gender regarding to
education (Chi-square = 1.1; df = 1; p = 0.295). There is also no significant difference
between gender regarding to frequency of warm meals (U = 1194; p = 0.684).

The not working Russian participants consume warm food more often than the working
respondents: there is a statistically significant difference between the working and not
working Russian participants in regards to the frequency of warm meals consumption (U =
598; p = 0.004), although this association can be seen only for the Russian men: the not
working Russian men consume warm food more often, than employed Russian men (U =
111; p = 0.002). The difference between the working and not working Russian women in
regards to the frequency of warm meals consumption is not significant (U = 189; p = 0.499).
The Russian participants who have a monthly income of less than 500 euros consume warm
food more often than those who earn per month 500 euros and more: there is a statistically
significant difference between the Russian participants who have a monthly income of less
than 500 euros and who earns per month 500 euros and more in regards to the frequency of
warm meals consumption (U = 489; p = 0.001), although this association can be seen only for
the Russian men: the Russian men who have a monthly income of less than 500 euros
consume warm food more often than men who earn per month 500 euros and more (U = 111;
p = 0.003). The corresponding difference between the Russian women in regards to the

frequency of warm meals consumption is not significant (U = 128; p = 0.139).

e. lower education, state of not working, lower individual income are

accompanied with higher meat consumption

There is no significant difference between the participants without higher education and the
participants with higher education in regards to their intake of meat (U = 922; p = 0.365).
There is also no significant difference between gender in regards to education (Chi-square =
1.1; df = 1; p = 0.295). There is also no significant difference between gender in regards to
intake of meat (U = 1190; p = 0.669)

There is no statistically significant difference between the working and not working Russian
participants in regards to their meat consumption based on Mann-Whitney U test (U = 883; p
= 0.796). There is also no significant difference between gender in regards to employment

(Chi-square = 1.6; df = 1; p = 0.202).
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There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
meat consumption (U = 820; p = 0.929). There is no significant difference between gender
regarding to income (Chi-square = 2.4; df = 1; p = 0.124).

f. lower education, state of not working, lower individual income are more

often accompanied with low fat or fat free food consumption

There is no significant difference between the participants without higher education and the
participants with higher education in regards to low fat or fat free food consumption (U =
861; p = 0.186). There is also no significant difference between gender in regards to
education (Chi-square = 1.1; df = 1; p = 0.295). There is also no significant difference
between gender in regards to low fat or fat free food consumption (U = 1023; p=0.113)
There is no statistically significant difference between the working and not working Russian
participants in regards to low fat or fat free food consumption (U = 821; p = 0.447). There is
also no significant difference between gender in regards to employment (Chi-square = 1.6; df
=1;p=0.202).

There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
low fat or fat free food consumption (U = 720; p = 0.336). There is no significant difference

between gender regarding to income (Chi-square =2.4; df = 1; p = 0.124).

g. lower education, state of not working, lower individual income are more
often accompanied with deliberate reduction of food in order not to gain

weight

There is no significant difference between the participants without higher education and the
participants with higher education in regards to deliberate reduction of food in order not to
gain weight (U = 939; p = 0.474). There is also no significant difference between gender in
regards to education (Chi-square = 1.1; df = 1; p = 0.295). There is also no significant
difference between gender in regards to deliberate reduction of food in order not to gain
weight (U = 1099; p = 0.290).

There is no statistically significant difference between the working and not working Russian
participants in regards to deliberate reduction of food in order not to gain weight (U = 730; p
= 0.126). There is also no significant difference between gender in regards to employment

(Chi-square = 1.6; df = 1; p = 0.202).
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There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
deliberate reduction of food in order not to gain weight (U = 681; p = 0.190). There is no
significant difference between gender regarding to income (Chi-square = 2.4; df = 1; p =

0.124).

h. lower education, state of not working, lower individual income are

accompanied with less attention to healthy nutrition

On the contrary, The Russian participants without higher education pay more attention to
healthy nutrition, but there is no significant difference between the participants without
higher education and the participants with higher education regarding to their attention to
healthy nutrition (U =997 ; p = 0.790). There is also no significant difference between gender
regarding to education (Chi-square = 1.1; df = 1; p = 0.295). But there a significant gender
difference concerning the attention to healthy nutrition: the Russian women pay more
attention to healthy nutrition than the Russian men (U = 894; p = 0.009).

The not working Russian participants pay less attention to healthy nutrition, but there is no
statistically significant difference between the working and not working Russian participants
regarding to their attention to healthy nutrition (U = 845 ; p = 0.560). There is also no
significant difference between gender regarding to employment (Chi-square = 1.6; df = 1; p =
0.202).

There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
their attention to healthy nutrition (U = 821; p = 0.938). There is no significant difference
between gender regarding to income (Chi-square =2.4; df = 1; p =0.124).

i. lower education, state of not working, lower individual income are

accompanied with less physical activity

There is no significant difference between the participants without higher education and the
participants with higher education in regards to physical activity (Chi-square = 0.020; df = 1;
p = 0.889). There is also no significant difference between gender in regards to education
(Chi-square = 1.6; df = 1; p = 0.202). There is also no significant difference between in
regards to physical activity (Chi-square = 2.3; df = 1; p=0.132).

There is no significant difference between the working and not working Russian participants

in regards to physical activity (Chi-square = 0.094; df = 1; p = 0.759). There is also no
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significant difference between gender in regards to employment (Chi-square = 1.6; df = 1; p =
0.202).
There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
physical activity (Chi-square = 0.830; df = 1; p = 0.362). There is no significant difference
between gender regarding income (Chi-square = 2.4; df = 1; p = 0.124).

j- lower education, state of not working, lower individual income are

accompanied with less attention to sufficient physical activity

On the contrary, the Russian participants without higher education pay more attention to
sufficient physical activity than the high educated respondents, but there is no significant
difference between the participants without higher education and the participants with higher
education regarding to their attention to sufficient physical activity (U = 939 ; p = 0.473).
There is also no significant difference between gender in regards to education (Chi-square =
1.1; df = 1; p = 0.295). There is also no significant difference between gender regarding to the
attention to sufficient physical activity (U = 1227; p = 0.891).

There is no statistically significant difference between the working and not working Russian
participants regarding to their attention to healthy sufficient physical activity (U = 879; p =
0.781). There is also no significant difference between gender regarding to employment (Chi-
square = 1.6; df = 1; p = 0.202).

There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
their attention to healthy sufficient physical activity (U = 783; p = 0.681). There is no
significant difference between gender regarding to income (Chi-square = 2.4; df = 1; p =

0.124).

k. lower education, state of not working, lower individual income and

higher age are accompanied with a higher BMI

The Russian participants without higher education, on the average, have higher BMI than the
high educated respondents, but there is no statistically significant difference between the
Russian participants without higher education and the participants with higher education
regarding to their BMI (t = 0.822 df = 98; p = 0.413). There is also no significant difference
between gender regarding to education (Chi-Square = 1.1; df = 1; p = 0.295). There is also no
significant difference between gender regarding to BMI (t = 1.155 df = 98; p = 0.251).
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On the contrary, the working Russian participants, on the average, have higher BMI than the
not working respondents, but there is no statistically significant difference between the
working and not working Russian participants regarding to their BMI (t = 1.250; df = 98; p =
0.214). There is no significant difference between gender regarding employment (Chi-Square
=1.6;df =1; p =0.202).

There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to
their BMI (t = - 0.412; df = 98; p = 0.681). There is no significant difference between gender
in these both groups concerning income (Chi-Square = 2.4; df = 1; p = 0.124).

There is no statistically significant difference between the age of the Russian participants and
their BMI (Spearman's rho = - 0.176; p = 0.079). There is also no significant difference
between gender regarding to age (t = 0.018; df = 98; p = 0.986).

I.  lower education, state of not working, higher age are accompanied with

less frequent social contacts

On the contrary, the Russian participants without higher education have more frequently
social contacts than the high educated respondents, but there is no significant difference
between the participants without higher education and the participants with higher education
regarding to their social contacts (U = 824; p = 0.117). There is also no significant difference
between gender regarding to education (Chi-Square = 1.1; df = 1; p = 0.295). There is no
significant difference between the women and the men regarding to their social contacts (U =
1123; p = 0.397).

The not working Russian participants have poor social contacts, there is a statistically highly
significant difference between the working and not working Russian men and women
concerning their social contacts (U = 318 ; p = 0.000). There is no significant difference
between gender concerning employment (Chi-square = 1.6; df = 1; p = 0.202).

Higher age accompanied by poorer social contacts: there is a highly significant low negative
correlation between age and frequency of social contacts (Spearman's rho = -0.396; p =
0.000), although the correlation can be seen only for the Russian women: there is a highly
significant moderate negative correlation between age and frequency of social contacts of the
Russian women (Spearman's rho = 0.530; p = 0.000). The corresponding correlation between

the Russian men is not significant (Spearman's rho = - 0.252; p = 0.082).
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m. higher age is accompanied with higher frequency of getting help, poorer

social support and poorer self-efficacy

On the contrary, higher age is accompanied by lower frequency of getting help: there is a
highly statistically significant difference between the Russian participants who get help and
who get no help regarding to age (U = 541; p = 0.000). There is no significant difference
between gender regarding to age (t = 0.018; df = 98; p = 0.986) and between gender regarding
to getting help: (Chi-square = 1.7; df = 1; p = 0.205).

There is no significant correlation between age and social support (Spearman's rho = - 0.077;
p = 0.448). There is no significant difference between gender regarding to age (t = 0.018; df =
98; p = 0.986) and between gender regarding to social support (U = 1053; p = 0.520).

There is no significant correlation between age and general self-efficacy (Spearman's rho = -
0.084; p = 0.405). There is no significant difference between gender regarding to age (t =
0.018; df =98; p = 0.986). But there is a highly significant difference between the women and
men concerning self-efficacy (U = 679; p = 0.000): the Russian men have higher GSE in

comparison to the Russian women.

7.8.3 Health behavior, social resources and the subjective state of health

a. nicotine consumption, more frequent alcohol consumption, lower fruit
and vegetable consumption, physical inactivity, higher meat
consumption, less frequent low fat or fat free food consumption, less
frequent deliberate reduction of food in order not to gain weight, and

higher BMI are accompanied with a poorer subjective state of health

The smoking Russian participants have a poor subjective state of health, but there is no
statistically significant difference between nicotine consumption and the subjective state of
health (U = 727; p = 0.280). There is no significant difference between gender regarding to
the subjective state of health (U = 1158; p =0.451).

On the contrary, more frequently alcohol consumption is accompanied by a better subjective
state of health: there is a significant positive week monotone correlation between frequency
of alcohol consumption and the subjective state of health (Spearman's rho = 0.313; p =
0.002). There is no significant difference between gender regarding to the subjective state of

health (U = 1158; p = 0.451). But there is a significant difference between the women and
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men regarding to the frequency of alcohol consumption (U = 759; p = 0.000): the men
consume alcohol more often than the women.

There is no significant correlation between fruit and vegetable consumption and the
subjective state of health (Spearman's tho = 0.106; p = 0.296). There is also no significant
difference between gender regarding to fruit and vegetable consumption (U = 1059; p =
0.178). There is no significant difference between gender regarding to the subjective state of
health (U = 1158; p=0.451).

Physical activity is not associated with the subjective state of health: there is no statistically
significant difference between the physically active and the physically inactive Russian
participants regarding to their subjective state of health (U = 1094; p = 0.405). There is also
no significant difference between gender concerning physical activity (Chi-square = 2.3; df =
I; p = 0.132). There is no significant difference between gender regarding to the subjective
state of health (U =1158; p=0.451).

There is no significant correlation between frequency of meat consumption and the subjective
state of health (Spearman's rho = - 0.062; p = 0.543). There is also no significant difference
between gender regarding to intake of meat (U = 1190; p = 0.669).

There is no significant correlation between frequency of low fat or fat free food consumption
and the subjective state of health (Spearman's tho = 0.078; p = 0.118). There is also no
significant difference between gender regarding to low fat or fat free food consumption (U =
1023; p=0.113).

There is no significant correlation between frequency of deliberate reduction of food in order
not to gain weight and the subjective state of health (Spearman's rho = - 0.001; p = 0.984).
There is also no significant difference between gender regarding to deliberate reduction of
food in order not to gain weight (U = 1099; p = 0.290).

There is no significant correlation between the BMI and the subjective state of health
(Spearman's tho = 0.011; p = 0.910). There is also no significant difference between gender

regarding to BMI (t = 1.155 df =98; p = 0.251).

b. less frequent social contacts are accompanied with a poorer subjective

state of health

Less frequent social contacts are accompanied by poorer subjective state of health: there is a

significant positive week correlation between frequency of social contacts and subjective
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state of health (Spearman's rho = 0.219; p = 0.028). There is no significant difference

between the women and men regarding to social contacts (U = 1123; p = 0.397).

c¢. more frequent team-activity, getting help compared to not getting help,
social support, higher self-efficacy are accompanied with a better

subjective state of health

More frequent team activity is accompanied with a better subjective state of health: there is a
significant week positive correlation between frequency of team activity and the subjective
state of health (Spearman's rtho = 0.199; p = 0.047). There is no significant difference
between the women and men regarding to team activity (U = 1007; p = 0.096).

The Russian participants who get help have a better subjective state of health than those who
get no help. There is a statistically significant difference between the Russian participants
who get help and who get no help regarding to their subjective state of health (U =988 ; p =
0.032). There is no significant difference between gender regarding to getting help (Chi-
square = 1.6; df = 1; p = 0.205).

There is no significant correlation between social support and the subjective state of health
(Spearman's rho = 0.059; p = 0.560). There is no significant difference between gender
regarding to social support (U = 1053; p = 0.520).

There is also no significant correlation between general self-efficacy and the subjective state
of health (Spearman's rho = 0.138; p = 0.172). But there is a high significant difference
between the women and men regarding to social self-efficacy: the Russian men have higher

GSE than the Russian women.

7.8.4 Components of SES, use of health services and the subjective state of health

a. lower education, higher age are accompanied with higher frequency of

visits of a general practitioner

The Russian participants without higher education visited their GP more often than high
educated respondents, but there is no significant difference between the participants without
higher education and the participants with higher education in regards to the frequency of
visit of GP (U =995 ; p = 0.772). There is also no significant difference between gender in
regards to education (Chi-square = 1.1; df = 1; p = 0.295). There is also no significant
difference between gender in regards to the frequency of visiting their GP (U = 1222; p =
0.857).
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Higher age is accompanied by higher frequency of GP visits: there is a significant positive
week correlation between age and frequency of GP visits (Spearman's rho = 0.337; p =
0.001). There is no significant difference between gender in regards to age (t = 0.018; df = 98;
p =0.986).

b. people with low education, people who are not working, people with low

individual income tend not to participate in health promotion programs

Low education is accompanied with low participation in these programs, but difference
between the participants without higher education and the participants with higher education
in regards to participation in these programs is not significant (Chi-square = 3.7;df = 1; p =
0.055). There is no significant difference between the women and men in regards to education
(Chi-square = 1.1; df = 1; p = 0.295). There is also no significant difference between gender
in regards to the participation in these programs (Chi-square = 1.1; df = 1; p = 0.303).
On the contrary, state of not working is accompanied with high participation in health
promotion programs: there is a significant difference between the working and not working
Russian participants concerning their participation in health promotion programs (Chi-square
= 7.0; df = 1; p = 0.008). But this association is significant only due to men: the working
Russian men participate in these programs more often than the not working Russian men
(Chi-square = 4.9; df = 1; p = 0.027). There is no significant difference between the working
and not working Russian women in regards to their participation in health promotion
programs (Chi-square = 2.0; df = 1; p = 0.159).
There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to the
their participation in these programs (Chi-square = 3.0; df = 1; p = 0.085). There is no
significant difference between gender in these both groups regarding to income (Chi-square =
24;df =1;p=0.124).

c. people with low education, people who are not working, people with low

individual income tend not to participate in spa treatment and

rehabilitation programs

Low education is accompanied by low participation in spa treatment and rehabilitation
programs: there is a significant difference between the participants without higher education
and the participants with higher education regarding to participation in these programs (Chi-

square = 6.9; df = 1; p = 0.009). But this association is significant only due to women: there is
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a significant difference between the Russian women without higher education and the women
with higher education regarding to participation in spa treatment and rehabilitation programs
(Chi-square = 8.6; df = 1; p = 0.003). The corresponding association of the Russian men is
not significant (Chi-square = 0.3; df = 1; p = 0.588).
There is no significant difference between the working and not working Russian participants
regarding to their participation in these programs (Chi-square = 0.25; df = 1; p = 0.620).
There is also no significant difference between gender regarding to employment (Chi-square
=1.6; df = 1; p = 0.202). There is also no significant difference between gender regarding to
the participation in spa treatment and rehabilitation programs (Chi-square = 1.3; df = 1; p =
0.246).
There is no statistically significant difference between the Russian participants who have a
monthly income of less than 500 euros and those who earn 500 euros or more regarding to the
their participation in spa treatment and rehabilitation programs (Chi-square = 2.8; df = 1; p =
0.085). There is no significant difference between gender in these both groups regarding to
income (Chi-square =2.4; df = 1; p = 0.124).
d. the Russian participants with a poorer subjective state of health more
frequently visit their GP, participate in health promotion, spa treatment
and rehabilitation programs than the participants with a better subjective

state of health

A negative weak correlation was found between the subjective state of health and frequency of
GP visit of the Russian respondents: the Russian participants with a poorer subjective state of
health visit their GP more frequently than those who have a better state of health (Spearman's
rho = - 0.286; p = 0.004). There is also no significant difference between gender regarding to
the frequency of visiting their GP (U = 1222; p = 0.857).

The Russian participants with a poorer subjective state of health significantly more often
participate in such programs, than those who have a better state of health (U = 854; p =
0.011). There is also no significant difference between gender regarding to the participation
in health promotion programs (Chi-square = 1.1; df = 1; p = 0.303).

The association between participation in spa treatment and rehabilitation programs and
subjective state of health was not significant (U = 920; p = 0.305). There is also no
significant difference between gender regarding to the participation in these programs (Chi-

square = 1.3; df = 1; p = 0.246).
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8 Discussion

8.1 Discussion of the results and methods

In this study the differences in health status were investigated through different health
determinants according to the explanation model of health inequity by Mielck (Mielck
2000)(see chapter 5.3). As the main health indicator the subjective current state of health was

used in this study.

8.1.1 Determinant of health inequity: subjective state of health

The results show that the subjective current state of health of the men and women with
Russian background as well as of the other participants of the Saglik project with migration
background is generally relatively poor. It is significantly worse than that of the German
Saglik participants. So, 89% of the Turkish, 84% of the Russian and 82% of the polish
respondents rated their health as fair to very poor, compared to 67% of the German
interviewees. The women reported consistently significantly worse subjective health than the
men. The self related state of health of the Russian and other migrants is noticeably below the
German national level as found by DEGS 2008-2011 (Lampert 2013). Moreover, the Russian
and the Turkish participants reported a negative change in their health significantly more
often than the German and Polish ones. The possible reasons are discussed later in
connection with the health determinants.

The association between age of the Russian participants and subjective state of health did not
attain significance. With relatively homogeneous age distribution (between 60 and 91) of the
Russian group this finding could be probably explained by the health satisfaction paradox

(Brandtstadter/Greve 1994, Borchelt et al. 1999) as well as relatively small sample size.

8.1.2 Determinants of social inequality: socioeconomic status

The data about socioeconomic status showed a noticeably difference between the Russian
respondents and the other Saglik participants. Usually for analysis of SES, a multi-
dimensional aggregated index is used, which takes into account the level of school education,

professional status and net equivalent household income (Lampert 2013). For assessment of
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SES of the respondents of this project it was not appropriate to use this index because of little
overlap of these three factors. First of all, the school education systems of the four countries
are not easy to compare and the applied question about school education was not appropriate
for the satisfying comparison. Secondly, professional status of the Russian participants in
Germany often did not correspond to the level of their Russian education. Furthermore a lot
of the Russian respondents did not work in Germany because they did not find a job or
already received old pension. Lastly, the Turkish data about household income was not
reliable (Buchcik at al. 2012), so only individual income could be used for statistical analysis.

That is why the components of SES were evaluated separately.

8.1.2.1 Educational level

The first component investigated was the level of education. The majority of the Russian
participants have a high secondary and tertiary education. Nearly three quarters of the
Russian participants received a tertiary education at a special institute or at university, one
quarter of them finished a technical or other professional school or received vocational
training. Only a small percentage of the Russian interviewees have no professional degree.
Compared to the other Saglik participants, the Russian respondents have the highest
percentage of the people with higher education. The lowest educational level have the
Turkish participants: three fifths of the participants of the Turkish group have no professional
degree.

It is known that poor education, job with low qualification requirements, and low income are
associated with poor health (Mielck 2000, 2005, Razum at al. 2008). In this study the
association between the level of education of the Russian participants and the subjective state
of health on the other hand did not attain significance. The reason for it could be the fact that
the majority of the Russian respondents have a high educational level. A bigger sample size

could help to investigate this relationship in a future research.

8.1.2.2 Professional level
The second component investigated was the professional level. The majority of the Russian
respondents are pensioners, most of them because of old age. Only about one quarter of the
Russian participants are employed. It was found that in comparison to the Russian men who
are not working, the employed Russian men have a significantly better subjective state of

health. This agrees to the results that can be found in the literature (Mielck 2000, 2005,
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Razum at al. 2008). This association for the Russian women, however, was not significant.
The reason may be the small sample size.

It was also found, that all Russian participants with a higher tertiary education, who did not
work in Germany, had in the former USSR jobs with higher qualification requirements. In the
former USSR they worked according to their education in the following branches:
production, public health, education. This group was not investigated further.

Only 26.7% of the Russian participants with a higher education, who worked or still work
now in Germany, had a job with higher qualification requirements. And the others had or
have jobs with lower or middle qualification requirements: this is a significant difference
between educational level and professional level in Germany. In Germany the Russian
women worked or work now as office-cleaner, low qualified office staff, and housemaids,
whereas the men worked or work now as common labor: unskilled workmen, technical
workers: electrician, metalworker, welder, joiner, drivers. Only very few of the Russian
participants worked or work now in Germany according to their higher education (as
programmer, physicist, musician, artist). This discrepancy between their education from
Russia and the working place in Germany can only to a small degree be ascribed to the fact
that they came to Germany when they were already old and did not have sufficient
knowledge of German. Mostly it is due to the fact, that their Russian certificates often are not
accepted by German authorities. This fact can also confirm the finding, that high education of
the Russian respondents was not associated with high income: there was no significant
difference between the Russian participants without higher education and the participants
with higher education concerning their income.

Having a job with higher qualification requirements is accompanied by a better subjective
state of health for the Russian women: there is a significant moderate correlation between
their professional level and subjective state of health. For the Russian men the correlation was
not found. The reason could be a small number of people who have a job with higher
qualification requirements.

Especially the Russian participants with high education who have or had a job with lower
qualification requirements, have a poorer subjective state of health than those who work in a
job with higher qualification requirements, but the difference was statistically not significant.

The reason probably is the very small number of the high educated Russian participants who
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have a job with higher qualification requirements. That is why a sufficiently big sample size
can help to investigate this question in the future.

In contrast to the professional level of the Russian respondents, the professional level of the
other Saglik participants mainly corresponds to their educational level: the Turkish, Polish
and German participants who have low, middle and high education have corresponding job

with low, middle and high qualification requirements in Germany.

8.1.2.3 Individual income
The third component of SES is the income. The individual income of the Russian participants
is very low and noticeably lower than that of the other Saglik respondents: the majority of the
Russian participants earn less than 500 euros per month. The majority of the other Saglik
respondents have an individual income between 500 and 1500 euros, about two fifths of the
Polish and German men earn even more than 1500 euros per month. But the interpretation of
this information can not be very reliable because some people of the Russian group did not
include the social benefits (for instance, housing benefits) in their individual income. The
higher income is usually associated with better state of health (Mielck 2000, 2005, Razum at
al. 2008). Compatibly to that, the Russian women with an income less 500 euros per month
have significantly poor subjective state of health than those who earn 500 euros and more.
The association between income and subjective state of health of the Russian men was not
significant. The reason could be the generally low income and a relatively small sample size.
For further research the household equivalent income should be calculated based on the

number of persons in the household.

8.1.2.4 Resume for the Russian group
Generally, it was noticed that the components of SES of the Russian elderly men is similar to
that of the Russian elderly women: high educational level, professional level in former USSR
according to their educational level and in Germany not according to their educational level,
and low individual income. This reveals an internal social discrepancy within the Russian
group. The components of SES of the participants with Russian background in Hamburg are

noticeably different from those of the other Saglik respondents.
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8.1.3 Determinants of social resources

As explained in the chapter 5.3., social resources, coping strategies and social integration
were investigated by the health determinants “social networking”, which includes social
contacts, getting help in household, outside the home and with the basic activities of daily

living, social support; and “self efficacy”.

8.1.3.1 Social networking
It is known, that the support we receive from others (Cohen et al., 2000), the structure of
social networking (Brissette at al. 2000), the quality and quantity of social contacts (Kiecolt-
Glaser/Newton 2001), and feelings of isolation and loneliness (Cacioppo et al. 2002) are all
identified as predictors of health and wellbeing. This study also confirms that less frequent
social contacts are accompanied by a poorer subjective state of health: there was found a
significant week positive correlation between the frequency of social contacts and the

subjective state of health of the Russian participants.

The findings about social contacts show, that the Russian and the other Saglik participants,
on average, have relatively frequent social contacts, but with significant differences between
nationalities and gender. It is conspicuous, that the participants with migration background
have noticeably more social contacts than the member of the German control group. It could
be explained via cultural differences and by the nature of migration itself. Still the Russian
respondents, on average, have less social contacts than the Turkish and Polish participants. It
was also found that even about one seventh of the Russian participants have very poor social
contacts. This group may be liable to suffer for isolation. The Russian men have less social
contacts than the Russian women. An explanation for this could be the fact that women have
a more socially oriented life style, they are more concerned about establishing social contacts
(Dalgard et al. 2006). But this fact distinguishes the Russian group from the other Saglik
participants: the Turkish, Polish and German men of have significantly more social contacts
than the women.

The not working Russian participants have significantly poorer social contacts than the
working Russian participants. A significant association between education and frequency of
social contacts was not found. It is known that the frequency of social contacts decrease with
age (Andrew at al. 2008). The study also confirms this fact: for the Russian women there was

found a significant moderate negative correlation between age and frequency of social
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contacts in the Russian women: the Russian women with higher age have less social contacts.
For the Russian men a corresponding correlation was not found. This could be ascribed to the
fact that the Russian men have less social contacts.

It was found that the Russian group — of all other Saglik groups with migration background -
has the highest percentage of people who live alone (about two fifth of all). This percentage
for the German control group is even higher (about one halve of all). Persons who live alone
can have a risk of isolation, for them the social networking is very important. Since isolation
was investigated in the study not directly, but by the question of living alone, by frequency of

social contacts, and by the spare time activity, there could be a limitation of the study.

The results about the spare time activities show that the Russian participants, on average,
spend their spare time alone about as often as with other people, whereas the other Saglik
respondents spend their spare time more often with other people. In general, the Russian
participants spend their spare time alone significantly more often than the other participants.
This fact could also be a risk factor for isolation for those Russian participants with less
frequent team activities than the average Russian, especially if they live alone and have less
social contacts.

The study confirms the knowledge that more frequent team activity is accompanied by better
subjective state of health (Borgonovi 2010): there was found a significant week positive
correlation between frequency of team activity and subjective state of health of the Russian
participants.

Methodically, it should be noticed that the instrument for social contacts and spare time
activity was not sufficient. As an extreme example there may be a person whose brother — at
the same time — his friend, his neighbor and his colleague, whom he sees every day, and who
has very few other social contacts. If he answers every time that he sees daily his family
members, his friend, his neighbor, and his colleague, then he gives the impression of a lot of
social contacts, although there is only one person, whom he sees as often as one a day.

Also the question about spare time activities gives only indirect possibility to assess isolation
because only two questions about hobby and library visits. For the future research the use of
other instruments (e.g. Lubben Social Network Scale (Lubben et al. 1988), De Jong Gierveld
Loneliness Scale (De Jong Gierveld 1999a; 2000) to investigate social contacts and isolation

could be helpful.
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The results about getting help show that the Russian participants who get help have
significantly better subjective state of health than those who do not get help. The findings
about getting help in household, outside the home and with the basic activities of daily living
show that 20 to 70% of the respondents get this help. There were found significant
differences between four nationalities, both for men and women. So, the Russian men get
help more often than the other participating men, the Turkish women get help more often than
the other participating women. The results about need in help and support by the Saglik
participants in their everyday life, compared to what they currently have, show that 10 to 23%
of the respondents need additional help. The Russian interviewees generally need less help
than the participants of the other groups. This could be explained by cultural differences and
by a possible lack of awareness of social facilities. It was also noticed, that all participants
with migration background who already get help need more help compared to corresponding
respondents who get no help. This result is difficult to assess without the further research
investigations.

It was found, that in the Russian group higher age was accompanied by lower frequency of
getting help: there is a statistically significant difference in age between the Russian men and
women getting help and getting no help. This fact probably can be explained by a loss of
social contacts with increasing age.

The assessment of the results about getting help is difficult, because selection bias of the
convenient sample selection method: persons in need help in household, outside the home and
with the basic activities of daily living are rarely seen in public and therefore mostly not
included in the study. Random sampling in future researches can prevent this selection bias.
Results about the social support show, that on the average, the Russian and the other Saglik
participants receive strong to moderate social support from their relatives and friends. The
highest social support was found for the Turkish participants, only a little higher than for the
German respondents. Social support from their relatives and friends is significantly lower for
the Russian and the Polish group. There was found no significant correlation between age and

social support in the Russian group.

8.1.3.2 Self efficacy
It is known that a strong sense of personal self-efficacy is related to better health and better

social integration (Bandura, 1977). In this study, however, a significant association between
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GSE and the subjective state of health of the Russian respondents was not found. Possible
reason could be the relatively similar GSE values of the Russian participants with relatively
small deviation from the mean value as well as a small sample size. Also the correlation

between age and general self-efficacy did not attain significance in the Russian group.

The level of general self-efficacy is relatively high for the participants of all four groups. GSE
of the Russian, Turkish and Polish participants is significantly higher than that of the German
participants. The GSE of the Russian women is lower than that of the women with Turkish
and Polish background. The men generally have significantly higher GSE than the women.
Scholz et al. (2002) try to explain this difference by the culturally defined gender roles, which

seem to reflect such a difference.

8.1.3.3 Resume for the Russian group
Generally, the Russian respondents have fewer social contacts and lower social support than
the other participants with migration background; they spend their spare time alone
significantly more often than the other participants; in the Russian group the percentage of
people who get help, as well as the frequency of their social contacts, decrease with age.
These findings could indicate that the Russian respondents do not sufficiently use social
resources as a protective factor for health. This conjecture is supported by the fact that more
than one third of the Russian respondents would like to know more about social networking
in their community (Russian meetings points, cultural arrangements for Russian people in
Hamburg, information about early retirement pension, care assistance, German language
course). There really seems to be a need for strengthening of the social networks of the

Russian migrants by adequate programs.

8.1.4 Determinants of health behavior

As determinants of health behavior were investigated the following factors: tobacco, alcohol
consumption and BMI as a risk factor, physical activity and eating behavior as possible

protective factors for health.

8.1.4.1 Tobacco consumption
Smoking is usually associated with poor state of health. It is considerable risk factor for

numerous chronic diseases. Moreover it is usually associated with poor self-rated health
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(CDC 2008, CHIS 2008, Wang at al. 2012). This study did not found a significant association
between smoking and subjective state of health among the Russian respondents. The reason
for it could be generally high smoking rate and the relatively small sample size. There was
found a significant difference between the Russian men without higher education and the men
with higher education concerning nicotine consumption: the low educated Russian men
smoke more than the higher educated men. This difference between the Russian women was
not significant. The association between state of working and income on the one hand and
nicotine consumption on the other hand also did not attain significance. The possible reason

for it could be also the relatively small sample size.

The results about tobacco consumption show the relatively high smoking rate in the Russian
group as well as in the other Saglik participants: that about one quarter of the Russian and
Turkish interviewees, a little less than one third of German and only about one sixth of Polish
participants are smokers. There was a significant gender difference between the Russian
women and men and the Turkish women and men: the men smoke more than the women.
These findings could be explained by culture differences. For example, the results of the
Russian group tend to the current results of smoking rate of the elderly people in the Russian
Federation (GATS Russian Federation 2009).

The gender difference between the Polish women and men as well as between the German
women and men was not significant. It was also noticed the significant difference between
the smoking women within four ethnic groups: the German women smoke significantly more
the women from the other groups. The difference between the smoking men within four
ethnic groups was not significant. For the future research could be useful to investigate the
quantity of smoked cigarettes per day in order to find the heavy smokers.

By comparison the results to the national German level made by DEGS 2008-2011 it can be
noticed the noticeably higher smoking rate of all Saglik participants (Lampert 2013). For the
future research the distribution on “daily smokers”, “occasional smokers”, ‘“ex-smokers”
“never smokers”, “heavy smokers”, as well as quite rate could be useful to get more
differentiated information about this risk factor influencing health and have a possibility to

compare the data with the national level.
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8.1.4.2 Alcohol consumption
It is well known that alcohol misuse and abuse can lead to the development of different
chronic diseases (Rehm at al. 2003, CDC 2012), but some studies show that light - moderate
alcohol intake is accompanied with a reduced risk of coronary heart disease, stroke and total
mortality in middle-aged and elderly men and women (Doll 1997; Grobbee et al. 1999; Rimm et
al. 1999). This study found a significant positive week correlation between frequency of
alcohol consumption and subjective state of health of the Russian men and women. With
relative low frequency of alcohol consumption this finding can suppose the positive effect on
health. Although the further research about the quantity of consumed alcohol is needed to
clarify this result.
There was also found a statistically significant difference between the working and not
working Russian men concerning the frequency of alcohol consumption: the working Russian
men consume alcohol more often than not working men. The difference between the working
and not working Russian women concerning alcohol consumption was not significant. Also
educational level was not associated with frequency of alcohol consumption. But the low
individual income was significantly accompanied with less frequently alcohol consumption of
the Russian men and women.
The findings of the four ethnic groups show the relatively low frequency of alcohol
consumption. So, The Russian, Polish and German participants consume alcohol on an
average of two to four times a month. It is conspicuous that the Turkish interviewees on
average drink alcohol significantly much more seldom than the other participants, for they
drink alcoholic beverage only once a month or even less. The women consistently reported a
significantly less frequently alcohol consumption than the men. These results can probably be
explained by cultural differences, habit and religious statements.
Generally, the finding was difficult to assess because of lack of precise information about the
quantity of alcohol consumed. Moreover, because of self reporting the reporting bias can
appear: systematic, deliberate underreporting of frequency of alcohol consumption. For a
future research should be evaluated the quantity of alcohol consumption - in grams of pure

alcohol per day could be investigated.

8.1.4.3 Physical activity
Lack of physical activity has a negative impact on health, and regular physical activity can

prevent from different chronic diseases (Mensink 1999, Fiaterone 1994, WHO 2008). In the
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Russian group in this study a significant association between physical activity and subjective
state of health was not found. A significant difference between education, state of working
and individual income concerning physical activity was also not found. The reason could be
insufficient instrument for measuring physical activity, the similar level of physical activity
of the Russian respondents, as well as the relatively small sample size.

The results show the relative shortage of physical activity by all Saglik participants with a
significant difference between the four ethnic groups, for women and men: only three fifths
of the Russian and three fifths of the Polish interviewees, as well as one half of the German
participants and only about one quarter of the Turkish people usually do some sports or
physical activity. By comparing the attention to sufficient physical activity between the four
ethnic groups a significant difference was found: the Russian and the Turkish interviewees
pay less attention to sufficient physical activity than the Polish and German participants.
Nearly one half of the Russian participants pays a little or no attention or no to sufficient
physical activity.

These findings can not be compared with the national data received by GEDA 2009 (RKI
2010) because the used instrument for investigation physical activity in this study was not
sufficient. For a future research the duration of physical activity, intensive physical activity
and sports per week could be investigated. More objective results about physical activity can
be achieved via e.g. submaximal cycle ergometry test which was used for DEGS (Finger
2013). Also order to investigate the risk of the sedentary life style, objective data about as the
whole activities per day in hours (particularly with sitting or lying) could be collected

(SBOEWG 2010).

8.1.4.4 Characteristics of nutrition and eating behavior
Nutrition and eating behavior were investigated by fruit and vegetable consumption, warm
meals and meat consumption, low fat or the fat free food consumption, deliberate reduction of

food in order not to gain weight, and attention to healthy nutrition.

8.1.4.4.1 Fruit and vegetable consumption
High fruit and vegetable consumption could helps to prevent from various chronic diseases

(WHO 2003, World Cancer Research Fund 2007). In this study a significant association
between the quantity of fruit and vegetable consumption and the subjective state of health in

the Russian group was not found. Also differences in fruit and vegetable consumption by the
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Russian elderly with different educational level, state of working, and income level were not
significant. The reason could be that the fruit and vegetable consumption, for the Russian
participants in general is low, and the rather small sample size.

The results show that the fruit and vegetable consumption is relatively low not only for the
Russian participants, but also for the other Saglik respondents. The Saglik participants
consumed on average of about 2.8 to 3.8 portions fruits and vegetables per day without a
significant difference between the four nationalities. The women reported consistently higher
fruit and vegetable consumption than the men. Generally, for the majority of the Saglik
participants the consumption of fruit and vegetable is not enough according to the
recommendations given by the German Nutrition Society (Deutsche Gesellschaft fiir
Erndhrung (DGE)): five portions of fruits and vegetable per day (DGE 2012). Only a small
percentage of the participants is corresponding to the foregoing recommendations: 20% of the
German, 17.5% of the Turkish, 16.5% of the Polish and only 6.0% of the Russian
interviewees. The received results about the fruit and vegetable consumption are similar to
the result of DEGS 2008-2011, which stats that elderly women aged 60 or above in Germany,
on the average, consume more fruit and vegetables per day than elderly men (3.5 and 2.7

portions correspondingly) (Mensink at al. 2013).

8.1.4.4.2 Meat and warm meals consumption
In this study a significant association between the frequency of meat consumption and the

subjective state of health was not found in the Russian group. Also the differences in meat
consumption by the Russian elderly with different educational level, state of working, and
income level were not significant. The reason could be relatively high meat consumption of
nearly all of the Russian respondents, an insufficient instrument for investigating meat
consumption, and the small sample size. Further research should use other instruments, which
will help to investigate the kind of meat products (red or white meat), the quantity of meat
consumption in grams per day, etc. to compare the findings with national data. The
investigation of fish consumption could also be useful to assess the possible risk and
protective factors.

The results show that the Russian participants, who eat meat nearly every day, on the average,
consume meat significantly more often than the other groups. The Turkish and German
respondents eat meat less often than the Polish participants, but still they eat meat about

several times a week. The differences could be explained by cultural and differences between
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the four ethnic groups. On the average, men consumed more meat than women (except the
Russian participants: the Russian men and women consume meat with similar frequency).
This finding about the gender difference in the Turkish, Polish and German is similar to the
results of the II national survey about food consumption in Germany (Max Rubner Institut

2008).

To get more knowledge about the eating habits of the four nationalities, also the frequency of
warm meals consumption was investigated.

The not working Russian men consume warm food significantly more often than the
employed Russian men. The Russian men with an income less than 500 euros per month
consume warm food significantly more often than men with an income 500 euros per month
or more. State of working and income level of the Russian women, as well as educational
level of all Russian participants were not associated with the frequency of warm meals.

The Russian participants, on the average, consume warm meals significantly more often than
the other groups. About one half of the Russian participants consume warm meals more often
than once per day and about the other half once per day. Only one third of the Turkish and
only a small part of the Polish and of the German participants consume warm meals more
often than once per day. Most of the Turkish, Polish and German interviewees eat warm
meals once per day. About one third of the German group consumed warm meals only several
times per week. These differences between the four ethnic groups reflect the differences of
the eating habits in the countries of origin. These findings could be useful for the planning of
the future health promotion programs concerning healthy nutrition for the different

nationalities.

8.1.4.4.3 Low fat or fat free food consumption and limitation of food intake in
order not to gain weight
It is known that people can improve their health by reducing the total amount of fat in their

diet (Dietary Guidelines for Americans 2010). A significant association between the
frequency of low fat or fat free food consumption and the limitation of food intake in order
not to gain weight and the subjective state of health in the Russian group was not found.
Differences between education, state of working, and individual income concerning low fat or
fat free food consumption, and deliberate reduction of food in order not to weight also did not

attain significance among the Russian participants. The reason for it could be the relatively
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low frequency fat or fat free food consumption (on the average, sometimes or rarely) of the
majority of the Russian respondents and the small sample size. However, there is a significant
difference of the frequency of low fat or fat free food consumption between the four groups:
the frequency increases from the Russian group over the German and the Turkish group to the
Polish group. On average, women kept to a free fat diet significantly more often than men.

Similar results were found for the limitation of the food intake in order not to gain weight.
Generally, the Russian participants limited their food intake in order not to gain weight, on
the average, significantly less often than the other participants. The frequency of the
limitation of food intake in order not to gain weight increases for the four groups in the same
order as the frequency fat or fat free food consumption. On the average, the women limit their

food intake in order not to gain weight significantly more often than the men.

8.1.4.4.4 Attention to healthy nutrition
Data about the attention to healthy nutrition show that the Russian participants, on the

average, pay significantly less attention to the healthy nutrition than the other participants
(they pay on average moderate or little attention). Educational level, state of working, and
individual income of the Russian participants also have no association with attention to
healthy nutrition in this group. The reason could be relatively low attention to healthy
nutrition of nearly all of the Russian respondents and the small sample size. The attention to
healthy nutrition significantly increases from the Russian participants over the German

respondents to the Turkish and Polish participant.

8.1.4.5 Body mass index
The BMI indicates the prevalence of overweight or obesity and could be used as objective
indicator of health status, if weight and height were measured properly. In this study the BMI
was calculated based on self reported weight and height. High BMI is considered as a risk
factor for certain diseases (Hubert at al. 1983, Wang et al 2005, Renehan et al 2008).
Reporting bias is one of the limitations of this study. Measuring height and weight properly
will be useful in future research.
In this study it was found that three quarters of the respondents with Russian background
were overweight or obese. The educational level, the state of working, the individual income,
and age of the Russian participants were not significantly associated with their BMI. These

findings can probably be explained by the relatively small sample size and the low dispersion
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of the BMI of the Russian participants. Further research would be needed to investigate these
associations.

The findings about BMI of the four ethnic groups show that only nearly one quarter of all
Saglik participants have normal weight, the remaining people are overweight or obese (except
2.9% of the Polish men, who have underweight). There was no significant difference between
the four nationalities. By comparing the genders significant differences were found: the
Russian and the Turkish women have a higher BMI than the corresponding men, but the
Polish and the German men have higher BMI than the corresponding women. Although the
Russian women pay significantly more attention to healthy nutrition than the Russian men,
keep to a free fat diet significantly more often than the men, and limit their food intake in
order not to gain weight significantly more often than the men, they have a higher BMI than
the men. This finding could reveal insufficient knowledge about the healthy diet.

The results about BMI do not correspond to the German national level (DEGS, GEDA). By
comparing the percentage of participants with overweight with the corresponding percentage
determined by DEGS and GEDA, it was found, that it was smaller for the Russian men,
similar for the Russian women, for the German men, for the German women, and for the
Polish men, smaller for the Polish women and for the Turkish men, and higher for the Turkish
women (RKI 2010, Mensink at al. 2013). These findings could be explained by cultural and

genetic factors, as well as differences in health behavior.

8.1.4.6 Resume for the Russian group
Generally, it can be noticed that the Russian respondents have behavior which could have a
negative influence their state of health and lead to chronic diseases: high smoking rate,
particularly by the Russian men, probably insufficient level of physical activity, low attention
to sufficient physical activity, low fruit and vegetable consumption, high meat consumption,
rare consumption of low fat or fat free food, rare limitation of food intake in order not to gain
weight, low attention to the healthy nutrition. The high prevalence of overweight and obesity
in the Russian participants, especially by the Russian women, also confirm these findings.
These results show the need of health promotion programs in the area of healthy nutrition and
sufficient physical activity. The Russian interviewees themselves already expressed the wish
for additional information about healthy nutrition and sport activities (particularly about

gymnastics and water gymnastics) in their communities in Russian language.
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8.1.5 Determinants of use of health services

The use of health services was investigated by the frequency of visiting the general
practitioner, participation in health promotion programs, and, especially for the Russian
respondents, by participation in spa treatment and rehabilitation programs.

It is known that people with poor subjective state of health use the outpatient medical services
more often that people with good subjective state of health (Rattay at al. 2013). Also in this
study a negative weak correlation was found between the subjective state of health and
frequency of GP visit of the Russian respondents: the Russian participants with poorer
subjective state of health visit their GP more frequently than the participants with a better
state of health. There was also found a significant positive week correlation between age and
frequency of GP visits for the Russian participants: the older Russian participants visited their
GP more frequently, than the younger ones. This finding corresponds to the result of DEGS
(Rattay at al. 2013).

The results for the four ethnic groups show that the Russian respondents visit their GP about
five times a year. This is, on the average, significantly less often than the other Saglik
participants. It is also significantly less often than the German national level (Rattay at al.
2013). The Turkish participants visited their GP more often than the other interviewees: on
the average, once per month, which is above the national level and similar to the findings of
the survey in Hamburg in 1998 (Freie und Hansestadt Hamburg Behoerde fuer Arbeit
Gesundheit und Soziales 1998). The German participants visited their GP about seven times a

year, the Polish participants about six times a year. The gender difference was not significant.

The results about participation in health promotion programs show that the Russian
participants with a poorer subjective state of health participate in such programs significantly
more often than those with better state of health. It was also found that the working Russian
men participate in health promotion programs significantly more often than those who are not
working. The reason could be that fact that the working Russian men have less time for such
programs than those who are not working. The state of working of the Russian women, as
well as the education, and the income level of all Russian participants was not associated with
their participation in health promotion programs. Further research with an adequate sample

size could be helpful to investigate these associations.
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The findings show that about one third of the Russian and of the Polish interviewees
participated in some health promotion programs during the last year, for the German and
particularly for the Turkish respondents this percentage was lower. Nearly 90% of the
Russian and Polish as well as about 80% of the Turkish and the German interviewees who
participated in health promotion programs noticed a positive improvement of their state of

health.

The association between participation in spa treatment and rehabilitation programs and the
subjective state of health of the Russian respondents was not significant, although about one
third of the Russian respondents participated in such programs during the last ten years, and
all of them noticed a positive change of their state of health after these programs. The Russian
women without higher education participated in spa treatment and rehabilitation programs
significantly less often than the Russian women with higher education. This finding could
reflect a lack of information about health and health promotion programs. The educational
level of the Russian men, the state of working, and individual income of all Russian
participants were not associated with their participation in these programs. In order to find the

reason for that further research is needed.

Summarizing the findings, it can be noticed that the participants with Russian migration
background use health care facilities insufficiently: with relatively low frequency of GP visits
and rather low participation in health promotion, spa treatment and rehabilitation programs
their subjective state of health is relatively poor. These findings could illustrate insufficient
knowledge about health and diseases as well as problems related to access to the health
services: poor German knowledge, lack of doctors speaking Russian, need of accompaniment
for visiting a doctor etc. Also the fact, that the Russian migrants come to Germany noticeably
later than other interviewees with Turkish or Polish migration background, leads to the
assumption that the Russian respondents still are not as well integrated in Germany and not as
familiar with the German health care system as the other respondents with migration
background (Lampert/Voth 2009). Moreover, some of the Russian respondents expressed
their demand for information about health promotion and rehabilitation programs and Russian
speaking doctors in their quarter. But the findings could also indicate that the health

promotion, spa treatment and rehabilitation programs for the target group are not adequate:
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not very effective or too broad to cover the special needs. This fact shows the necessity of

health promotion programs that are adapted to the needs of the different target groups.

8.2 Limitations of the study

Summarizing, the following limitations should be taken into account by the interpretation of

the study results:

Cross-sectional design gives no possibility to establish causal relationships between
variables

Selection bias: for the study a convenience sampling selection was used (an active
recruitment of people in the public together with snowball sampling). This leads to
selection bias, because persons, who are not seen in public, are not included in the
study, except may be for some, who were recruited by the snowball method
Generalization of the results is not possible because of selection bias

Relatively small sample size give no possibility to properly investigate some variables
Sample size influences the precision of the results: for small samples the results are
less precise

Reporting bias (because of self reporting): possible deliberate underreporting, e.g.
about the frequency of alcohol consumption or about the weight

Recall bias: the frequency of consumption of fruit, vegetable, meat was asked

retrospectively, there is the risk of recollection errors

8.3 Strengths of the study

In spite of the above mentioned limitations this study has a lot of strengths:

The first substantial data base (cross-sectional data) of various aspects of SES, other
health related factors, and subjective state of health of elderly people with Russian
background

In the context of the Saglik project, the possibility to compare the results of
components of SES, other health related factors, and subjective state of health of
elderly people with Russian background with the results of the other Saglik
participants with migration background (of the Turkish and the Polish respondents)
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e [t allows to analyze the inconsistency of the socioeconomic status of the Russian
migrants

¢ The questionnaire guided interview is beneficial to a study with a relatively small
sample size, because it gives the possibility to collect the data with high quality and
completeness.

e The questionnaire guided interviews was conducted by a native Russian speaker, who
could give necessary explanation of some questions and help elderly people who had
problems with reading and writing

* Minimizing missing data by very careful data collection

¢ Findings could be used by clinician and researchers as a data base for comparing the
results of future researches in the field “migration-age-health”, and particularly for
investigations of health and health related factors of people with a Russian migration
background

¢ Findings could be used by policy makers and public health authorities for the planning
of activities and intervention programs, which aim to promote healthy behavior of

elderly migrants and especially for elderly people with Russian background

8.4 Recommendations

The results of the study give reason to the following recommendations.

8.4.1 For further research

e Extensive longitudinal research is needed to explore causality and direction of the
relation found

e Deeper research of certain health related factors in migration population (more
elaborate and extensive questions for more precise and reliable results)

e Assessment of other health related factors e.g. mental factors (stress, depression etc.),
other aspects of eating behavior, e.g. sweet consumption etc.

¢ Random sampling instead pf convenience sampling

e (Getting more objective data, e.g. objective measuring of the anthropometric data
(height and weight) for calculation of BMI or measuring of the Hip-Waste-Ratio

¢ Investigation of objective state of health of migrants (e.g. mortality)
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8.4.2 For further health promotion

Current status analysis of existing services for the Russian migrants should be done in
order to obtain an overview of existing health promoting offers related to healthy
nutrition, physical activity, and social participation in the selected communities in
Hamburg, including structural data of these offers, their accessibility, and their extent
of use

Health promotion programs should be goal-oriented: e.g. courses for healthy nutrition
(with collective cooking and a Russian speaking instructor), physical activity
programs (Nordic walking, cycling, gymnastics, water gymnastics) in small groups
for Russian speaking people

Adaptation of the Saglik intervention to the target group of people with a Russian
migration background

Strengthening the social contacts between the Russian people, as well as between the
Russians, other migrants, and German population in communities (senior meetings
points, choirs, concerts, dancing-party, walking or traveling together etc.)

Use the resources of existing institutions and programs (MiMi, HAG, senior meetings

points etc.)

8.4.3 For policy

Strengthening the health care services for migrants and especially for the Russian
people (translating services etc.)

Public information about social and medical services in the Russian language
Increasing the quantity of courses of the German language for the Russian elderly

Easier acceptance of Russian certificates by German authorities

8.5 Conclusion

The thesis study aimed to assess the subjective health status and certain determinants of health

of elderly women and men with Russian background in Hamburg.

The results show that the elderly people with Russian background have relatively poor self

reported state of health. Their subjective state of health is similar to the Saglik participants

with Turkish and Polish background and significantly worse compared to that of the members
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of the German control group. Assessment of health related factors detected possible reasons
for it.

Firstly, an internal social discrepancy was found between components of socioeconomic
status (high educational level, but low professional level and low individual income).
Secondly, insufficiently use of social resources as was found (partly poor social networking:
fewer social contacts and lower social support than by the other participants with migration
background, possible increased risk for isolation for certain subgroups).

Thirdly, a risky health behavior was observed: high smoking rate, particularly by the Russian
men, probably insufficient level of physical activity, low attention to sufficient physical
activity, unhealthy nutrition (low fruit and vegetable consumption, high meat consumption,
rare consumption of low fat or fat free food, rare limitation of food intake in order not to gain
weight, low attention to healthy nutrition) and as a result a high prevalence of overweight and
obesity.

Fourthly, these findings ere accompanied by inhomogeneous use of health services (relatively
low frequency of GP visits, rather low participation in health promotion, spa treatment, and
rehabilitation programs).

These findings demonstrate the high need in corresponding target oriented health promotion
programs in the areas of healthy nutrition, physical activity, and social networking, which aim
to improve the state of health of elderly women and men with Russian background in
Hamburg and strengthen their social resources in the future.

In spite of some limitations, this study supplies a valuable data base about health and certain
health related factors of the second largest population of people with migration background in
Germany. It allows to analyze the inconsistency of the socioeconomic status. It also gives the
chance to differentiate between groups of migrants. The results can be used to develop
corresponding complex health promotion programs in order to improve the state of health and
strengthen social networks of the elderly people with a Russian background. The findings
can be also used for the further more profound research in the area Migration-Health-Age as a
data base for comparison of the results. Knowledge about comparison of the certain health
related factors and behaviour, SES and subjective health status of the Russian respondents
with that of the participants with Turkish and Polish background and the elderly members of
the German control group in Hamburg can help to develop a joint strategy to battle health

inequities.
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10.2 Tables

Table 5. Age of the men and women of the Saglik project with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg

Age
Number of Std.
Ethnicity Gender participants Mean Deviation Minimum Maximum
Russian women 53 70.1 8.2 60.0 91.0
men 47 70.1 9.0 60.0 90.0
Total 100 70.1 8.5 60.0 91.0
Turkish women 54 64.3 39 60.0 71.0
men 46 66.9 5.1 60.0 79.0
Total 100 65.6 4.7 60.0 79.0
Polish women 69 69.3 74 60.0 83.0
men 34 68.4 7.1 60.0 82.0
Total 103 69.0 7.3 60.0 83.0
German women 54 72.1 74 60.0 89.0
men 47 67.3 6.6 60.0 87.0
Total 101 69.9 74 60.0 89.0

Table 6. School education of the men and women of the Saglik project with Russian,

Turkish, Polish background, and of the members of the German control group in

Hamburg
School education in years, %
12  years | No
Ethnicity Gender 0 years 1- 5 years 6-8 years 9-11 years | and more comments
Russian women 0.0 0.0 15.1 84.9 0.0 0.0
men 0.0 0.0 27.7 72.3 0.0 0.0
Total 0.0 0.0 21.0 79.0 0.0 0.0
Turkish women 14.8 59.3 16.7 7.4 1.9 0.0
men 6.5 50.0 21.7 17.4 43 0.0
Total 11.0 55.0 19.0 12.0 3.0 0.0
Polish women 0.0 0.0 30.4 30.4 39.1 0.0
men 0.0 0.0 17.6 23.5 58.8 0.0
Total 0.0 0.0 26.2 28.2 45.6 0.0
German women 0.0 19 50.0 37.0 9.3 19
men 0.0 0.0 44.7 404 12.8 2.1
Total 0.0 1.0 475 38.6 10.9 2.0
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Table 7. Professional /higher school/ postgraduate (tertiary) education of the men and

women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

Professional / Higher school / Postgraduate education, %

professional school,

no technical school other
professio vocational training | (Fachschule/Meister- college degree education
nal (Lehre, /Technikerschule/Berufs | (Fachhochsch universit , no
Ethnicity | Gender | degree Berufsausbildung) -/Fachakademie) ulabschluss) y degree comment
Russian | women 3.8 1.9 18.9 434 32.1 0.0
men 2.1 10.6 21.3 31.9 34.0 0.0
Total 3.0 6.0 20.0 38.0 33.0 0.0
Turkish women 64.8 5.6 0.0 0.0 1.9 27.8
men 63.0 15.2 6.5 0.0 22 13.0
Total 64.0 10.0 3.0 0.0 2.0 21.0
Polish women 20.3 39.1 14.5 13.0 43 8.7
men 0.0 412 353 11.8 8.8 29
Total 13.6 39.8 21.4 12.6 5.8 6.8
German | women 333 59.3 3.7 1.9 1.9 0.0
men 8.5 72.3 8.5 0.0 10.6 0.0
Total 21.8 65.3 59 1.0 5.0 1.0

Table 7a. Educational level according to profession/job of the Saglik participants with

Russian background in Hamburg

level

in Germany In the former USSR
Profession/job Profession/job
with low and with low and
middle with high middle with high
Educational level concerning to qualification | qualification qualification | qualification
profession requirement | requirement | Total | requirement | requirement Total
educational | without Count 29 0 29 0 0 0
level higer %  within 100.0% 0.0% | 100.0% 0.0% 0.0% 0.0%
education | education
higher Count 22 8 30 0 41 41
education | %  within 73.3% 26.7% | 100.0% 0.0% 100.0% 100.0%
educational
level
Total Count 51 8 59 0 41 41
%  within 86.4% 13.6% | 100.0% 0.0% 100.0% 100.0%
educational
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Table 8. Reasons for not working of the Saglik participants with Russian, Turkish,

Polish background, and of the members of the German control group in Hamburg

Reason for not working, %
Old age, disability, early other reasons, no
Ethnicity | full-time in household retirement pension unemployment comment
Russian 0.0 89.5 10.5 0.0
Turkish 12.8 76.7 35 7.0
Polish 6.3 90.0 1.3 25
German 44 90.0 44 1.1

Table 9. Individual income of the men and women of the Saglik project with Russian,

Turkish, Polish background, and of the members of the German control group in

Hamburg
Individual income, %
more than 2.501
Ethnicity | Gender until 500 € 500-1500 € 1.501-2.500 € € No comment
Russian women 86.8 9.4 3.8 0.0 0.0
men 723 17.0 43 6.4 0.0
Total 80.0 13.0 4.0 3.0 0.0
Turkish women 222 55.6 6.0 0.0 16.7
men 22 80.4 6.5 0.0 10.9
Total 13.0 67.0 6.0 0.0 14.0
Polish women 30.4 56.5 43 0.0 8.7
men 29 52.9 353 59 29
Total 214 553 14.6 1.9 6.8
German | women 27.8 53.7 13.0 0.0 5.6
men 14.9 46.8 234 6.4 8.5
Total 21.8 50.5 17.8 3.0 6.9




Table 10. Frequency of personal social contacts of the participants of the Saglik project with Russian, Turkish, Polish background, and of the members

of the German control group in Hamburg

Personal social contacts, %
Frequency of Guests of
Ethnicity personal Partner Children Grand Parents Other Friends Neighbors Colleagues Community the meeting Visitors of
children relatives (incl.former) members the church
contacts points

Russian daily 62.0 21.0 11.0 1.0 2.0 15.0 3.0 21.0 1.0 0.0 0.0
weekly+monthly 4.0 47.0 42.0 2.0 21.0 72.0 42.0 5.0 43.0 38.0 22.0
rarely+never 34.0 32.0 47.0 97.0 77.0 13.0 55.0 74.0 56.0 62.0 78.0
No comments 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Turkish | daily 68.0 58.0 24.0 0.0 0.0 15.0 14.0 3.0 3.0 0.0 5.0
weekly+monthly 0.0 35.0 46.0 12.0 45.0 63.0 50.0 23.0 14.0 13.0 37.0
rarely+never 30.0 5.0 23.0 76.0 49.0 18.0 35.0 67.0 65.0 81.0 54.0
No comments 2.0 2.0 7.0 12.0 6.0 4.0 1.0 7.0 18.0 6.0 4.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Polish daily 66.0 29.1 11.7 0.0 0.0 10.7 20.4 7.8 0.0 0.0 5.8
weekly+monthly 29 48.5 44.7 6.8 19.4 56.3 22.3 12.6 22.3 19.4 65.0
rarely+never 31.1 214 42.7 92.2 80.6 33.0 57.3 79.6 71.7 80.6 29.1
No comments 0.0 1.0 1.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

German | daily 49.5 6.9 2.0 0.0 1.0 5.0 26.7 5.0 0.0 1.0 0.0
weekly+monthly 2.0 58.4 40.6 11.9 24.8 81.2 33.7 13.9 36.6 31.7 17.8
rarely+never 48.5 347 57.4 88.1 74.3 13.9 39.6 81.2 63.4 67.3 82.2
No comments 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
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Table 11. Spare time activity of the participants of the Saglik project with Russian, Turkish, Polish background, and of the members of the

German control group in Hamburg

Spare time activity, % of the participants who do the following activities
Cultural Senior Political
Ethnicity Frequency of Meeting Hobby Restaurant/ Courses Church Neighbor arrange- meeting Library arrange-
activity friends Café visit services help
ments points ments
Russian daily 16.0 45.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
weekly+monthly 75.0 47.0 26.0 23.0 23.0 8.0 61.0 30.0 24.0 6.0
rarely+never 9.0 8.0 74.0 71.0 71.0 92.0 39.0 70.0 76.0 94.0
no comments 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Turkish daily 21.0 7.0 10.0 0.0 6.0 2.0 0.0 0.0 0.0 0.0
weekly+monthly 70.0 16.0 41.0 12.0 48.0 31.0 4.0 15.0 7.0 5.0
rarely+never 9.0 71.0 49.0 84.0 44.0 63.0 92.0 80.0 89.0 91.0
no comments 0.0 100.0 0.0 4.0 2.0 4.0 4.0 5.0 4.0 4.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Polish daily 5.8 17.5 0.0 0.0 39 1.9 0.0 0.0 0.0 0.0
weekly+monthly 59.2 43.7 28.2 4.9 56.3 12.6 9.7 13.6 1.9 1.0
rarely+never 35.0 38.8 71.8 94.2 39.8 85.4 90.3 86.4 98.1 99.0
no comments 0.0 0.0 0.0 1.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
German daily 1.0 59 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
weekly+monthly 66.3 43.6 65.3 8.9 18.8 9.9 13.9 26.7 12.9 1.0
rarely+never 32.7 50.5 34.7 91.1 81.2 90.1 86.1 723 87.1 99.0
no comments 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0




Table 12. Getting help in household, outside the home and with the basic activities of

daily living of the men and women of the Saglik project with Russian, Turkish, Polish

background, and of the members of the German control group in Hamburg

Getting help in household, outside the home and with the basic activities of daily living, %

Ethnicity
Getting Russian Turkish Polish German
help women, men, % Total, women | men, % Total, women | men, % Total, women | men, % Total,
% % % % % % % %
in 50.9 38.3 45.0 24.1 37.0 30.0 62.3 82.4 68.9 53.7 68.1 60.4
household
outside 37.7 36.2 37.0 27.8 41.3 34.0 34.8 17.6 29.1 25.9 8.5 17.8
the home
with the 13.2 10.6 12.0 16.7 37.0 26.0 0.0 2.9 1.0 5.6 2.1 4.0
basic
activities
of daily
living
need of 20.8 43 13.0 25.9 10.9 19.0 24.6 11.8 20.4 25.9 14.9 20.8
help
Table 13. Smoking rate of the men and women of the Saglik project with Russian,
Turkish, Polish background, and of the members of the German control group in
Hamburg
Smoking rate, %
Ethnicity
Russian Turkish Polish German
Smoking
women, % men, Total, | women,% men, Total, women, % men, Total, women, % men, Total, %
% % % % % % %
yes 11.3 31.9 21.0 7.4 37.0 21.0 14.5 17.6 15.5 25.9 34.0 29.7
no 88.7 68.1 79.0 90.7 63.0 78.0 85.5 824 84.5 72.2 63.8 68.3
no 0.0 0.0 0.0 1.9 0.0 1.0 0.0 0.0 0.0 1.9 2.1 2.0
comment
Total 100.0 100.0 | 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
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Table 14. Frequency of alcohol consumption of the men and women of the Saglik

project with Russian, Turkish, Polish background, and of the members of the German

control group in Hamburg

Frequency of alcohol consumption, %

Ethnicity
Frequency
Russian Turkish Polish German
of alcohol
. women, men, % | Total, % women, men, % Total, women | men, % Total, women, men, % Total,
consumption
% % % % % % %
never 0.0 2.1 1.0 98.1 82.2 90.8 20.3 11.8 17.5 31.5 21.3 26.7
Ix month or 62.3 25.5 45.0 0.0 44 2.0 40.6 29.4 36.9 44.4 27.7 36.6
less
2-4x month 32.1 46.8 39.0 1.9 44 3.1 24.6 324 27.2 16.7 27.7 21.8
2-3x week 5.7 21.3 13.0 0.0 44 2.0 10.1 14.7 11.7 74 17.0 11.9
4x week or 0.0 43 2.0 0.0 44 2.0 43 11.8 6.8 0.0 6.4 3.0
more
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Table 15. Percentage of the men and women of the Saglik project with Russian,
Turkish, Polish background, and of the members of the German control group in
Hamburg who engage in regular physical activities.
Participants who engage in regular physical activities, %
Ethnicity
Doing sports
Russian Turkish Polish German
or physical
activity women | men, % Total, % women, | men, % | Total, women, men, Total, % | women, | men, % Total,
% % % % % % %
yes 67.9 53.2 61.0 259 28.3 27.0 59.4 61.8 60.2 53.7 44.7 49.5
no 32.1 46.8 39.0 74.1 71.7 73.0 40.6 38.2 39.8 46.3 553 50.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0




Appendix

145

Table 16. Paying attention to sufficient physical activity of the men and women of the

Saglik project with Russian, Turkish, Polish background, and of the members of the

German control group in Hamburg

Paying attention to sufficient physical activity, %

Paying Ethnicity
attention Russian Turkish Polish German
to Women, Men, Total, % Women Men, Total, Women, Men, Total, Women, Men, Total,

sufficient % % % % % % % % % % %

physical

activity
very much 1.9 0.0 1.0 3.7 22 3.0 43 11.8 6.8 74 6.4 6.9
much 94 23.4 16.0 74 10.9 9.0 40.6 26.5 35.9 25.9 34.0 29.7
moderate 39.6 29.8 35.0 40.7 56.5 48.0 34.8 353 35.0 46.3 34.0 40.6
little 37.7 23.4 31.0 29.6 15.2 23.0 14.5 17.6 15.5 13.0 25.5 18.8
not at all 11.3 23.4 17.0 11.1 6.5 9.0 1.4 8.8 3.9 3.7 0.0 2.0
No 0.0 0.0 0.0 74 8.7 8.0 43 0.0 2.9 3.7 0.0 2.0
comment
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Table 17. Fruit consumption of the men and women of the Saglik project with Russian,

Turkish, Polish background, and of the members of the German control group in

Hamburg
Fruit consumption, %
Ethnicity
Fruit
Russian Turkish Polish German
consumption
. K ‘Women, Men, % Total, ‘Women, Men, Total, ‘Women, Men, Total, Women Men, Total,
in portions
% % % % % % % % , % % %

no portion 1.9 6.4 4.0 39 6.5 52 2.9 59 39 3.8 19.1 11.0
1 portion 62.3 68.1 65.0 58.8 52.2 55.7 30.4 44.1 35.0 30.2 46.8 38.0
2 portions 32.1 234 28.0 17.6 239 20.6 40.6 38.2 39.8 41.5 21.3 32.0
3 portions 3.8 2.1 3.0 17.6 10.9 14.4 18.8 8.8 15.5 18.9 10.6 15.0
4 portions 0.0 0.0 0.0 0.0 6.5 3.1 5.8 0.0 39 5.7 0.0 3.0
5 portions 0.0 0.0 0.0 2.0 0.0 1.0 14 0.0 1.0 0.0 2.1 1.0
more than 5 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
portions
no comment 0.0 0.0 0.0 0.0 0.0 0.0 0.0 29 1.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mean 1.38 1.21 1.30 1.57 1.59 1.58 1.99 1.68 1.88 1.92 1.32 1.64
(number of
portions)
Std. 0.60 0.59 0.59 0.96 1.00 0.98 0.99 1.20 1.07 0.94 1.04 1.03
Deviation
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Table 18. Vegetable consumption of the men and women of the Saglik project with

Russian, Turkish, Polish background, and of the members of the German control group

in Hamburg
Vegetable consumption, %
Ethnicity
Vegetable
Russian Turkish Polish German

consumption

. . ‘Women, Men, Total, ‘Women, Men, Total, Women, Men, Total, Women, Men, Total,

in portions

% % % % % % % % % % % %

no portion 19 42.6 1.0 39 15.2 9.3 43 59 49 0.0 2.1 1.0
1 portion 34.0 53.2 38.0 51.0 50.0 50.5 68.1 73.5 69.9 39.6 48.9 44.0
2 portions 52.8 43 53.0 19.6 19.6 19.6 17.4 17.6 17.5 45.3 34.0 40.0
3 portions 11.3 0.0 8.0 21.6 22 124 5.8 0.0 39 94 10.6 10.0
4 portions 0.0 0.0 0.0 39 10.9 7.2 2.9 2.9 29 3.8 4.3 4.0
5 portions 0.0 0.0 0.0 0.0 0.0 0.0 14 0.0 1.0 1.9 0.0 1.0
more than 5 0.0 0.0 0.0 0.0 22 1.0 0.0 0.0 0.0 0.0 0.0 0.0
portions
no comment 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mean 1.74 1.62 1.68 1.71 1.52 1.62 1.39 1.21 1.33 1.83 1.66 1.75
(number of
portions)
Std. 0.68 0.57 0.63 0.99 1.31 1.15 0.89 0.69 0.83 0.89 0.87 0.88
Deviation

Table 19. Intake of warm meals and meat by the participants of the Saglik project with

Russian, Turkish, Polish background, and the members of the German control group in

Hamburg
Intake of warm meals, % Intake of meat, %
Ethnicity Ethnicity
Frequency of intake Russian Turkish Polish German Russian Turkish Polish German
more than 1x day 50.0 29.0 12.6 5.0 11.0 5.0 8.7 7.9
1x day 46.0 66.0 73.8 64.4 36.0 21.0 25.2 8.9
several times x week 4.0 5.0 10.7 30.7 51.0 45.0 51.5 49.5
1x week 0.0 0.0 1.9 0.0 1.0 23.0 12.6 23.8
less than 1x week 0.0 0.0 1.0 0.0 0.0 6.0 1.9 5.0
never 0.0 0.0 0.0 0.0 1.0 0.0 0.0 5.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
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Table 20. Application of low fat or free fat diet of the men and women of the Saglik

project with Russian, Turkish, Polish background, and of the members of the German

control group in Hamburg

Application of low fat or free fat diet, %

Frequency Ethnicity
of Russian Turkish Polish German
consuming women, men, Total, women, men, % Total, women, men, % Total, women, men, % Total,
of low fat % % % % % % % % %
or free fat
food
always 1.9 2.1 2.0 16.7 13.0 15.0 17.4 20.6 18.4 16.7 10.6 13.9
often 34.0 234 29.0 27.8 17.4 23.0 435 29.4 38.8 37.0 213 29.7
sometimes 20.8 14.9 18.0 35.2 52.2 43.0 26.1 26.5 26.2 14.8 27.7 20.8
rarely 26.4 31.9 29.0 16.7 15.2 16.0 72 17.6 10.7 20.4 19.1 19.8
never 17.0 27.7 22.0 3.7 22 3.0 5.8 5.9 5.8 11.1 213 15.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Table 21. Deliberate reduction of food in order not to gain weight of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the
members of the German control group in Hamburg
Deliberate reduction of food in order not to gain weight, %
Frequenc Ethnicity
y of Russian Turkish Polish German
deliberate | women | men, % | Total, % women, men, % | Total, % women, men, % | Total, % women, men, % Total,
reduction % % % % %
of food
always 0.0 2.1 1.0 14.8 10.9 13.0 10.1 17.6 12.6 1.9 2.1 2.0
often 17.0 6.4 12.0 31.5 15.2 24.0 36.2 235 32.0 29.6 14.9 228
sometimes 37.7 29.8 34.0 333 45.7 39.0 37.7 26.5 34.0 38.9 25.5 32.7
rarely 15.1 34.0 24.0 18.5 21.7 20.0 10.1 14.7 11.7 14.8 234 18.8
never 30.2 27.7 29.0 1.9 6.5 4.0 5.8 17.6 9.7 13.0 34.0 22.8
No 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.9 0.0 1.0
comment
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 | 100.0
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Table 22. Paying attention to healthy nutrition of the men and women of the Saglik
project with Russian, Turkish, Polish background, and of the members of the German

control group in Hamburg

Paying attention to healthy nutrition, %

Paying Ethnicity
attention Russian Turkish Polish German
to healthy women, | men, % Total, women, men, % Total, % women, men, % Total, women, men, % Total,
nutrition % % % % % % %
Very much 1.9 2.1 2.0 74 17.4 12.0 7.2 17.6 10.7 74 8.5 79
Much 13.2 43 9.0 352 17.4 27.0 42.0 235 359 44.4 36.2 40.6
Moderate 49.1 27.7 39.0 37.0 54.3 45.0 37.7 41.2 38.8 33.3 29.8 31.7
attention
A little 28.3 59.6 43.0 18.5 10.9 15.0 11.6 14.7 12.6 14.8 17.0 15.8
Not at all 7.5 6.4 7.0 19 0.0 1.0 1.4 29 19 0.0 43 2.0
No 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 43 2.0
comment
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Table 23. Percentage of the Saglik participants with Russian, Turkish, Polish
background, and of the members of the German control group in Hamburg who have
underweight, normal weight or overweight or obesity according to "International
Classification of adult underweight, overweight and obesity according to BMI" (WHO,
BMI classification)
Body Mass Index, %
Ethnicity
BMI Russian Turkish Polish German
women,% | men, % Total, women,% | men, % Total, women, % men, Total, women, % men, Total,
% % % % % %
<18,50 0.0 0.0 0.0 0.0 0.0 0.0 0.0 29 1.0 0.0 0.0 0.0
(underweight)
18,50-24,99 264 34.0 30.0 12.8 39.5 25.6 33.8 17.6 284 30.2 19.1 25.0
(normal
range)
25,0-29,99 37.7 55.3 46.0 46.8 44.2 45.6 38.2 50.0 422 52.8 46.8 50.0
(overweight)
>30,0 (obese) 35.8 10.6 24.0 40.4 16.3 28.9 27.9 29.4 28.4 17.0 34.0 25.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0




Appendix

149

Table 24. Number of visits of a general practitioner during the last 2 years of the

participants of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

Number of visits of a general practitioner during the last 2 years, %

Ethnicity
Number of visits Russian, % Turkish, % Polish, % German, %
Weekly and more often 0.0 7.0 1.0 3.0
every 2-3 weeks 5.0 20.0 39 9.9
1x month 18.0 37.0 214 23.8
1x quarter 51.0 22.0 48.5 37.6
less than 1x quarter 26.0 6.0 17.5 20.8
no visit (last 2 years) 0.0 0.0 1.9 1.0
no visit (no GP) 0.0 5.0 5.8 3.0
No comment 0.0 3.0 0.0 1.0
Total 100.0 100.0 100.0 100.0

Table 25. Participation in health promotion programs during the last year of the

participants of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

Participation in health promotion programs during the last year, %

Participation in Health promotion

programs Ethnicity
Russian, % Turkish, % Polish, % German, %
yes 35.0 12.0 34.0 25.7
no 65.0 87.0 66.0 74.3
no comment 0.0 1.0 0.0 0.0
Total 100.0 100.0 100.0 100.0
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Table 26. Subjective current state of health of the men and women of the Saglik project
with Russian, Turkish, Polish background, and of the members of the German control

group in Hamburg

Subjective current state of health, %

Subjective Ethnicity

current state Russian Turkish Polish German

of health women, % men, Total, women, % men, Total, | women,% | men, Total, | women,% men, Total,

% % % % % % % %

Excellent 0.0 0.0 0.0 0.0 22 1.0 29 29 29 0.0 0.0 0.0
Good 13.2 19.1 16.0 9.3 10.9 10.0 11.6 23.5 15.5 31.5 34.0 32.7
Fair 71.7 68.1 70.0 59.3 67.4 63.0 71.0 64.7 68.9 48.1 553 51.5
Poor 15.1 12.8 14.0 24.1 17.4 21.0 11.6 8.8 10.7 18.5 8.5 13.9
Very poor 0.0 0.0 0.0 74 22 5.0 29 0.0 1.9 1.9 2.1 2.0

Table 27. Change of subjective state of health within the last year of the men and
women of the Saglik project with Russian, Turkish, Polish background, and of the

members of the German control group in Hamburg

Change of subjective state of health within the last year, %

Ethnicity
Change of

Russian Turkish Polish German
subjective

women, % men, Total, | women,% men, Total, | women,% men, Total, | women,% men, Total,

% % % % % % % %

state of health

Much  better 0.0 0.0 0.0 0.0 22 1.0 43 59 49 1.9 2.1 2.0
now than a

year ago

Somewhat 19 2.1 2.0 13.0 8.7 11.0 13.0 17.6 14.6 9.3 19.1 13.9
better now
than a year

ago

About the 60.4 70.2 65.0 38.9 50.0 44.0 62.3 47.1 57.3 53.7 532 535

same

Somewhat 35.8 27.7 32.0 44.4 39.1 42.0 17.4 26.5 204 25.9 234 24.8
worse now
than a year

ago

Much  worse 1.9 0.0 1.0 3.7 0.0 2.0 2.9 2.9 2.9 9.3 2.1 5.9
now than a

year ago




Number of

the question

Table 28. Applied questions from the questionnaire

Question Possible answers
from the
questionnaire
0.0 Month and year of birth open question, if unknown: “until 1950, “about 19507, “after 1950
0 Gender “female”,“male”
If you think about the last two years - how often do you visit your general practitioner | “weekly and more often”, “every 2-3 weeks”, “monthly”, “quarterly”, “less than once per quarter”, “no visit”, “not
2 (GP) (without acute illnesses or operations)? (Borsch-Supan/Hank 2009): specified”
There are many health promotion programs, which are offered by different institutions,
for healthy nutrition or physical activity. Some of these programs are paid for by
insurance companies. Have you participated in health promotion programs during the
8 last 12 months? “yes”, “no”, “not specified”
Which health promotion programs did you participate in during the last 12 months?
(multiple answers possible): “weight loss”, “healthy nutrition”, “gymnastics”, “coping
9 with stress”, “fitness”, “smoking refusal”, “other” “yes”, “no”, “not specified” for every possibility
10 Do you think your state of health improved after participating in these programs? “yes”, “no”, “not specified”
12 In general, would you say your health is: (SF-36) “excellent”, “good”, “fair”, “poor” and “very poor”
“much better now than a year ago”, “somewhat better now than a year ago”, “about the same”, “somewhat worse
13 Compared to a year ago, how would your rate your health in general now? (SF-36) now than a year ago”, “much worse now than a year ago”.
50 Do you usually do some sports or physical activity? “yes”, “no”, “not specified”
52 In general, how much do you pay attention to sufficient physical activity?” “very much”, “much”, “middle”. “a little”, “not at all”.
53 Do you smoke now, regularly or from time to time? (RKI, Gesundheitsfragebogen 65 +) | “yes”, “no”, “not specified”
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Number of

the question

Question Possible answers
from the
questionnaire
“never”, “one time a month or less”, ‘2-4 times a month”, “2-3 times a week”, “4 times a week and more” , “not
56 How often do you drink alcoholic beverages? (Audit-C) specified”
“more than once a day”, “once a day”, “several times a week” “once a week”, “less than ones per week”, “never”,
60 How often do you usually eat warm meals? “not specified”
61 How many portions of fruit and vegetables do you usually eat per day? “07, “17,727,737,74”.°5”, “more than 57, “not specified”
“more than once a day”, “once a day”, “several times a week” “once a week”, “less than ones per week”, “never”,
62 How often do you usually eat meat? “not specified”
63 Do you deliberately eat the low fat food or do you keep to a diet without fat? “always”, “often”, “sometimes”, “rarely” “never”, “not specified”
64 Do you limit consciously your food intake, in order not to gain weight? “always”, “often”, “sometimes”, “rarely” “never”, “not specified”
66 In general, how much do you pay attention to healthy nutrition?” “very much”, “much”, “middle”. “a little”, “not at all”.
67 Could you please tell your height and weight? open question, “not specified”
I can always manage to solve difficult problems if I try hard enough.
74 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
If someone opposes me, I can find the means and ways to get what I want.
75 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
For me, there are no difficulties to realize my goals and intentions.
76 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
I am confident that I could deal effectively with unexpected events.
77 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
Thanks to my resourcefulness, I know how to handle unforeseen situations.
78 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
79 For every problem, I can usually find a solution. (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
I can remain calm when facing difficulties because I can rely on my coping abilities.
80 (Schwarzer/Jerusalem 1999) Lit’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
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Number of

the question

Question Possible answers
from the
questionnaire
When I am confronted with a problem, I can usually find several solutions.
81 (Schwarzer/Jerusalem 1999) ,.it’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
When I am confronted with a new question I know how to deal with it.
82 (Schwarzer/Jerusalem 1999) ,.it’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
83 I can usually handle whatever comes my way. (Schwarzer/Jerusalem 1999) ,.it’s exactly right”, “it’s rather true”, “it’s rather not true”, and “it’s not true”
a. “Partner”, ‘Children”, “Grandchildren”, “Parents”, “Other relatives”, “Friends”, “Neighbors”, “Colleagues (incl.
former colleagues), “Community members”, “GP”, “Guests of the meeting points”, “Visitors of the church”, “Other
a. What people do you communicate with and person”
85 b. how often do you see them? b. “once a day”, “once a week”, “once a month”, “rarely”, “never”
86 I always find someone to take care of my apartment when I am not there. (F-SozU K-14) | “itis exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
87 There are people who take me as I am without restriction.(F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
88 Other persons give me the feeling of understanding and security.(F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
There are persons whom I can trust and whose help I always can count on. (F-SozU K-
89 14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
90 If necessary, I can borrow something from my friends. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
I have friends / relatives who are there, when I need them and listen, when I need it. (F-
91 SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
I know many persons together with whom I can do something in my spare time. (F-
92 SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
93 I have friends / relatives who can embrace me. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
94 When I'm sick, I can ask my friends / relatives for help immediately. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
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Number of
the question . .
Question Possible answers
from the
questionnaire
95 In case I feel depressed, I know whom to appeal to. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
96 There are people who share joy and sorrow with me.(F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
97 Tofether with some friends / relatives I can entirely relax. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
98 I have a confidant, together with whom I feel well and free. (F-SozU K-14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
There is a group of people, to which I belong and with which I often meet. (F-SozU K-
99 14) “it is exactly right”, “itis right”, “it is partly right”, “it is rather not right”, “it is not right”
a. Is there somebody who helps you in household, e.g. with cooking, shopping or
cleaning?
b. who helps you outside your home, e.g. with accompaniyng you to a doctor or to an
institution?
100 c. who helps you with the basic activities of daily living? a, b, c: “yes”, “no”, “not specified”
If you get help in your household, outside your home or with the basic activities of daily | “partner”, ‘children”, “grandchildren”, “sisters/Brothers”, “other relatives”, “friends”,
101 living, from whom do you get it? help”, “cleaner staff”, “paid professional social help”, “other person”.
In your opinion, do you need more help and support in your everyday life, than you now
102 have? “yes”, “no”, “not specified”
a. “meeting friends”, “hobby”, “visiting a restaurant/ café visit”, “tacking courses (language, cooking etc)”,
of the church services”, “helping to the neighbors”, “cultural ivents (concert, theatre, cinema etc)”,
a. Which activities do you engage in your spare time, meeting points”, “visiting a library”, “political meetings”, “others”
103 b. and how often? (modified by Richard et al. 2008) b. “once a day”, “once a week”, “once a month”, “rarely”, “never”
104 In which country were you born? open question
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Number of

the question

Question Possible answers
from the
questionnaire
105 How long have you lived in Germany? “from birth”, “since ___ ", “not specified”
108 What is your mother tongue? open question
109 If German is not your mother tongue, how do you classify your German knowledge? “very good”, “good”, “fair”, “poor”
“single”, “living in non-marital partnership”, “married”, “living separated from partner”, “divorced”,
110 What is your marital status? “widowed”, “not specified”
111 Do you have children? “yes”, “if yes - number of children”, “no”, “not specified”
“in Hamburg”, “in your country of birth (or other country before immigration)”, “in Hamburg and in your country of
113 Where would you like to live in a few years? birth (or other country before immigration)”, “in some other place”
114 With whom do you live now? “alone”, “with partner”, “with other person” “not specified”
115 ‘What are your housing conditions? You live ... “in a rented apartment”, “in your own apartment”, “in a rented house”, “in your own house”, “other”
119 How many years did you attend school? “0 years”, “1-5 years”, “6 - 8 years”, “9 - 11 years”, “more than 12 year”, “not specified”
“no professional degree”, “vocational training” (Lehre, Berufsausbildung), “professional school, technical school”
(Fachschule/Meister-/Technikerschule/Berufs-/Fachakademie),  “college  degree”  (Fachhochschulabschluss),
121 What level of education or professional training after finishing school do you have? “university degree”, “other education”, “not specified”
122 Do you currently work? / Are you currently employed? “yes”, “no”, “not specified”
“staying at home as a housewife”, “living on old age pension”, “living on early retirement pension”, “living on
124 If you do not work what do you currently do? disability pension”, “looking for a job”, “not working due to other reason”, “not specified”
If you work now or worked in the past, what is (was) your occupation? (in USSR or in
125 Germany) open question
130 What is your religious denomination? “no religious denomination”, “Muslim”, “Christian”, “other, namely”
“less than 500 euros”, “500-750 euros”, “751 — 1000 euros”, “1001 — 1500 euros”, “1501 — 2000 euros”, “2001 —
2500 euros”, “2501 — 3000 euros”, “3001 — 3500 euros”, “3501 — 4000 euros”, “4001 — 4500, “more than 4500
132 What is your monthly income (net, after taxes and insurance), (approximate value)? euros”
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Number of

the question

Question Possible answers
from the
questionnaire
If you think over all the questions you have answered, do you have any further
136 comments? Which topics interest you most? open question
There are many spa treatment and rehabilitation programs, which are offered by
different institutions. Some of these programs are paid for by insurance companies.
138 Have you participated in such programs during the last 10 years? “yes, once”, “yes, two times and more”, “no”, “not specified”
If yes, in which spa treatment and rehabilitation promotion programs did you participate
139 during the last 10 years? open question
140 Do you think your state of health improved after participating in these programs? “yes”, “no”, “not specified”

Table 29. Variables and applied kinds of statistic analysis
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X . X New variables, if Type of new i A .
Variable Question Type of variable X Kind of statistic analysis
necessary variable

1. Demographic characteristics

Age Month and year of birth interval no no mean, standard deviation,
minimum, maximum, Spearman's
test, t-test

Gender Gender nominal binary no no valid percent, Chi-square, two-
factorial ANOVA

Ethnicity Ethnicity nominal no no valid percent, Chi-square, two-
factorial ANOVA

Country of birth In which country were you born? nominal no no valid percent

Living in Germany How long have you lived in Germany? nominal no no valid percent

Mother tongue ‘What is your mother tongue? nominal no no valid percent

German knowledge If German is not your mother tongue, how do you classify your German | ordinal ranks no no valid percent

knowledge?

Marital status ‘What is your marital status? nominal no no valid percent

Children Do you have children? nominal; discrete no no valid percent

Desired place of living Where would you like to live in a few years? nominal no no valid percent

Living situation With whom do you live now? nominal no no valid percent

Religious denomination What is your religious denomination? nominal no no valid percent

2. Determinants for social inequality: SES

Scool education How many years did you attend school? ordinal ranks no no valid percent

After scool education What level of education or professional training after finishing school do | ordinal ranks higher education | nominal binary valid percent, Chi-square

you have? (college and

university degree) /
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Variable

Question

Type of variable

New variables, if

necessary

Type of new

variable

Kind of statistic analysis

no higher education
(no professional
degree, vocational
training, professional
and technical school,

other education)

Employment rate

Do you currently work? / Are you currently employed?

nominal binary

no

no

valid percent, Chi-square

Reason for not working

If you do not work what you currently do?

nominal

no

no

valid percent

Job/profession

If you work now or worked in the past, what is (was) your occupation? (in

the USSR or in Germany)

nominal

1. job with low,
middle or  high
qualification

requirement in
Germany and in
USSR, 2. job with
low-middle and high
requirement in
Germany and in the

USSR

1. ordinal ranks,
interval

2. nominal binary

descriptive, Spearman's rho, Chi-

square

Individual income

What is your monthly income (net, after taxes and insurance), (approximate

value)?

ordinal ranks

individual income
binary: less than 500
euros/ 500 euros and

more

nominal binary

valid percent, Chi-square

Housing conditions

What are your housing conditions? You live ...

nominal

no

no

valid percent

3. Determinants for social resources
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Variable

Question

Type of variable

New variables, if

necessary

Type of new

variable

Kind of statistic analysis

3.1. Social networking

Frequency of social contacts

a. What people do you communicate with and

b. how often do you see them?

ordinal ranks

1.contact with
relatives (partner,
children, grand
children, parents,
other relatives)/
friends (friends,
neighbors,
colleagues)/
community
(community
members, GP, guests
of the meeting points,
visitors of the church,
other person),

2. all contacts (with
relatives, friends,

community)

interval

valid percent, two-factorial
ANOVA, Mann-Whitney U test,

Spearman's test

Spare time activity

a. Which activities do you engage in your spare time and

b. how often? (modified by Richard et al. 2008)

ordinal ranks

spare  time alone
(hobby, visiting a
library)/spare  time
together with other
people  (remaining

activities)

interval

valid percent , two-factorial
ANOVA, Mann-Whitney U test,

Spearman's test
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Variable

Question

Type of variable

New variables, if

necessary

Type of new

variable

Kind of statistic analysis

Help in household, outside the
home and with the basic activities

of daily living

a. Is there somebody who helps you in household, e.g. with cooking,
shopping or cleaning?

b. who helps you outside your home, e.g. with accompaniyng you to a
doctor or to an institution?

c. who helps you with the basic activities of daily living?

nominal binary

accumulating  help

(sum of a,b,c)

nominal binary

valid percent, Chi-square

Supporting person If you get help in your household, outside your home or with the basic | nominal no no valid percent
activities of daily living, from whom do you get it?
Need of help In your opinion, do you need more help and support in your everyday life, | nominal binary no no valid percent
than you now have?
Social support 1 I always find someone to take care of my apartment when I am not there. | ordinal ranks social support (sum | interval two-factorial ANOVA, Mann-

(F-SozU K-14)

Social support 2

There are people who take me as I am without restriction.(F-SozU K-14)

ordinal ranks

Social support 3

Other persons give me the feeling of understanding and security.(F-SozU

K-14)

ordinal ranks

Social support 4

There are persons whom I can trust and whose help I always can count on.

(F-SozU K-14)

ordinal ranks

Social support 5

If necessary, I can borrow something from my friends. (F-SozU K-14)

ordinal ranks

Social support 6

I have friends / relatives who are there, when I need them and listen, when I

need it. (F-SozU K-14)

ordinal ranks

Social support 7

I know many persons together with whom I can do something in my spare

time. (F-SozU K-14)

ordinal ranks

Social support 8

I have friends / relatives who can embrace me. (F-SozU K-14)

ordinal ranks

of social support 1-

14)

Whitney U test, Spearman's test
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Variable Question Type of variable Kind of statistic analysis
necessary variable
Social support 9 When I'm sick, I can ask my friends / relatives for help immediately. (F- | ordinal ranks
SozU K-14)
Social support 10 In case I feel depressed, I know whom to appeal to. (F-SozU K-14) ordinal ranks
Social support 11 There are people who share joy and sorrow with me.(F-SozU K-14) ordinal ranks
Social support 12 Tofether with some friends / relatives I can entirely relax. (F-SozU K-14) ordinal ranks
Social support 13 I have a confidant, together with whom I feel well and free. (F-SozU K-14) | ordinal ranks
Social support 14 There is a group of people, to which I belong and with which I often meet. | ordinal ranks
(F-SozU K-14)
3.2. Self-efficacy
Self-efficacy 1 I can always manage to solve difficult problems if I try hard enough. | ordinal ranks self-efficacy (sum of | interval two-factorial ANOVA, Mann-

(Schwarzer/Jerusalem 1999)

1999)

Self-efficacy 2 If someone opposes me, I can find the means and ways to get what I want. | ordinal ranks
(Schwarzer/Jerusalem 1999)

Self-efficacy 3 For me, there are no difficulties to realize my goals and intentions. | ordinal ranks
(Schwarzer/Jerusalem 1999)

Seltf-efficacy 4 I am confident that I could deal effectively with unexpected events. | ordinal ranks
(Schwarzer/Jerusalem 1999)

Self-efficacy 5 Thanks to my resourcefulness, I know how to handle unforeseen situations. | ordinal ranks
(Schwarzer/Jerusalem 1999)

Seltf-efficacy 6 For every problem, I can usually find a solution. (Schwarzer/Jerusalem | ordinal ranks

GSE 1-10)

Whitney U test, Spearman's test
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New variables, if Type of new
Variable Question Type of variable Kind of statistic analysis
necessary variable
Self-efficacy 7 I can remain calm when facing difficulties because I can rely on my coping | ordinal ranks
abilities. (Schwarzer/Jerusalem 1999)
Self-efficacy 8 When I am confronted with a problem, I can usually find several solutions. | ordinal ranks
(Schwarzer/Jerusalem 1999)
Self-efficacy 9 When I am confronted with a new question I know how to deal with it. | ordinal ranks
(Schwarzer/Jerusalem 1999)
Self-efficacy 10 I can usually handle whatever comes my way. (Schwarzer/Jerusalem 1999) | ordinal ranks
4. Determinants for health behavior
4.1.Tobacco and alcohol consumption
Smoking rate Do you smoke now, regularly or from time to time? (RKI, | nominal binary no no valid percent, Chi-square
Gesundheitsfragebogen 65 +)
Frequency of alcohol | How often do you drink alcoholic beverages? (Audit-C) ordinal ranks Frequency of alcohol | interval valid  percent, two-factorial
consumption consumption ANOVA, Mann-Whitney U test,
Spearman's test
4.2. Physical activity
Physical activity Do you usually do some sports or physical activity? nominal binary no no valid percent, Chi-square
Attention to sufficient physical | In general, how much do you pay attention to sufficient physical activity?” ordinal ranks Attention to | interval valid percent , two-factorial
activity sufficient  physical ANOVA, Mann-Whitney U test
activity
4.3. Nutrition and eating behaviour
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divided by the square
of the height in

meters)

New variables, if Type of new
Variable Question Type of variable Kind of statistic analysis
necessary variable
Fruit consumption How many portions of fruit do you usually eat per day? discrete fruit and vegetable | interval valid  percent, two-factorial
consumption (sum of ANOVA, Mann-Whitney U test,
Vegetable consumption How many portions of vegetables do you usually eat per day? discrete fruit and  vegetable Spearman’s test
consumption)
Frequency of warm meals How often do you usually eat warm meals? ordinal ranks Frequency of warm | interval valid  percent, two-factorial
meals ANOVA, Mann-Whitney U test
Frequency of meat consumption How often do you usually eat meat? ordinal ranks Frequency of meat | interval valid  percent, two-factorial
consumption ANOVA, Mann-Whitney U test
Low fat diet Do you deliberately eat low fat food or do you keep to a diet without fat? ordinal ranks Low fat diet interval valid  percent, two-factorial
ANOVA, Mann-Whitney U test
Deliberate reduction of food Do you limit your food intake consciously, in order not to gain weight? ordinal ranks Deliberate reduction | interval valid  percent, two-factorial
of food ANOVA, Mann-Whitney U test
Attention to healthy nutrition In general, how much do you pay attention to healthy nutrition? ordinal ranks Attention to healthy | interval valid percent , two-factorial
nutrition ANOVA, Mann-Whitney U test
Height and weight Could you please tell your height and weight? nterval (independent | BMI (the ratio of | interval valid percent, Chi-square, two-
category) weight in kilograms factorial ANOVA, t-test,

Spearman's test




participation in spa treatment and

rehabilitation programs

programs?
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X . X New variables, if Type of new i A .
Variable Question Type of variable X Kind of statistic analysis
necessary variable
5. Determinants for use of health services
GP visits If you think about the last two years - how often do you visit your general | ordinal ranks GP visits interval valid  percent, two-factorial
practitioner (GP) (without acute illnesses or operations)? (Borsch- ANOVA, Mann-Whitney U test,
Supan/Hank 2009) Spearman's test
Participation in health promotion | There are many health promotion programs, which are offered by different | nominal binary no no valid percent, Chi-square
programs institutions, for healthy nutrition or physical activity. Some of these
programs are paid for by insurance companies. Have you participated in
health promotion programs during the last 12 months?
Health promotion programs Which health promotion programs did you participate in during the last 12 | nominal binary no no valid percent
months? (multiple answers possible): “weight loss”, “healthy nutrition”,
“gymnastics”, “coping with stress”, “fitness”, “smoking refusal”, “other”
Health improvement after the | Do you think your state of health improved after participating in these | nominal binary no no valid percent, descriptive
participation in health promotion | programs?
programs
Participation in spa treatment and | There are many spa treatment and rehabilitation programs, which are | nominal binary no no valid percent, Chi-square
rehabilitation programs offered by different institutions. Some of these programs are paid for by
insurance companies. Have you participated in such programs during the
last 10 years?
Spa treatment and rehabilitation | If yes, in which health promotion programs did you participate during the | nominal no no valid percent, descriptive
programs last 10 years?
Health improvement after the | Do you think your state of health improved after participating in these | nominal binary no no valid percent, descriptive
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New variables, if Type of new
Variable Question Type of variable Kind of statistic analysis
necessary variable
6. Health status
Subjective state of health In general, would you say your health is: (SF-36) ordinal ranks Subjective state of | interval valid  percent, two-factorial
health ANOVA, Mann-Whitney U test,
Spearman's test
Change of subjective state of | Compared to a year ago, how would your rate your health in general now? | ordinal ranks Change of subjective | interval valid  percent, two-factorial
health (SF-36) state of health ANOVA
7. Ideas, expressed wishes
Wishes If you think over all the questions you have answered, do you have any | nominal no no descriptive

further comments? Which topics interest you most?
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YyacTtHuk Ne

FamGyprckui YHMBepCcUTET NPUKNaAHbIX HayK B HacTosilee BpeMs NpoBOAUT Hay4HO-
uccnegosatenbckui npoekT SAGLIK. Mbl XOTMM M3yunTh MMeloWwmecs NpeanoXeHns Ans NoXunbIx
nogen TypeuKoro, NofibCKOro U pycCKoro NpoucxoXxaeHusi ¢ MUrpauMOHHbIM NPOLLSIbIM, YTOObI
ynyywuTb KayecTBo Balwen xu3Hm B oTHoweHuun 3aopoBbs. Mbl Hy)xxaaemcs B Bawen nogaepxke wu,
ocob6eHHO, B Bawmnx 3HaHusX, NOTOMY 4TO Bbl, KOHEYHO, NyyLle BCeX MOXeTe paccKka3aTb O COCTOSHUU
Bawero 3gopoBbs u Bawmnx notpebHoCTAX.

MeHs 30ByT AHa Ky3HeuoBa, ctyaeHTka Nambyprckoro YHuBepcuTeTa NpuKNagHbIX HayK, paboTato B
nNpoeKkTe B Ka4ecTBe Hay4YHOro COTpyAHUKa, n xotena o6bl 3aaatb Bam Heckonbko BonpocoB. Bawwu
oTBeTbl OyayT KOH(UAeHUNaNbHLIMU U aHOHMMHbIMU, BaM He HYXXHO Ha3bIiBaTb cBoe ums. Kpome
TOro, Bce Bawu oTBeThbI ABNAKOTCA AOOPOBONbLHLIMU: ecnu Bbl He XxO0TUTe OoTBeYyaTb He BONpPOC, 3TO He
oyneT nmetb Ans Bac HUKakux nocnencTBui.

MbI 6yaem 6narogapHbl 3a nodyro uHopmaumio, n 1 bnarogapto Bac yxe cenuac

3a Bawy nomMmoub!

> Yka3aHue 9ons UHmMepebroepa:. npu daHHOM cumeoJie nped.nomumb coomeemcmeyrouwyro Kapmo4Ky

HasoBuTe, noxanyncra, mecsiy U rog Bawero poxageHus > g

> Yka3aHue 95151 uhnmepebtoepa: mati 1946 > 03 46

Mecsay [lon

Ecnn HeusBecTHO: go 1950 |:|
npumepHo 1950 ]
nocrnie 1950 |:|

Bes ykasaHuit [ ]

> Yka3aHue A5 uHmepebioepa: o roJsie He crnpawueams, MosJbLKO ommemums!
Mon  >xeHckuit [ |

My>KCKom []



SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

| CocTtosiHne 300poBbA — BpayebHoe o6CnyXnBaHue n ero KayecTtBo

CHauana s xoTena 6bl 3ag4aTb HECKONbKO BOMPOCOB O Bpauye6HOM 06Cny)XXUBaHUMN.
1. Y Bac ecTb CBOM fevalumi gomallHui BpaY, kK KoTopoMy Bbl obpallaetecb Npy BO3HUKHOBEHUM MPoGriem

co 3nopoBbem?

1 U [l 2 panee k Bonpocy 2
[ [ [] = Janee K Borpocy 4
Bes ykasaHwii ................. [l 2 panee k Bonpocy 4

2. Ecnu Bbl nogymaete o nocnegHux 2-x rogax — kak Yacto Bbl nocewanv Bawero gomaluHero Bpada? (6e3

OCTPbIX COCTOSHMI UMW onepawuii) X g

1 11 6ONEE Pa3 B HEAETHO ... []

KaXKIBIE 2-3 HEOEMM v, []

1 PA3 B MECSILL .o eeeeree e e []

1 PA3 B KBAPTAM.v.eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenenns []

Pexe, YeM Pa3 B KBAPTAM .....cveveeeeeeeereeeeeeeeanan []

HE MOCELLUAM «..v e eee e eeee e e eee e, []

BE3 YKABAHMIM - []
3. Kak yacto npoucxoaut, yto Baw gomaliHmmn Bpay > g

a)l(ﬂbll)‘l pas | nHorga HUKOrga

a...crnpalunBaeT, Kak 4acTo Bbl 3aHumaeTecb (bM3V|L|eCKV|MV| yI'Ipa)KHeHVIFIMVI? I:' |:| |:|
b...roBOpUT Bam, 4To Bbl AOMKHbI PErYSPHO 3aHUMATLCS (U3MYECKUMM ynpaxHeHnsmy || L] L]
C...CrnpallnBaetT, J1erko nn Bbl TepdeTe paBHoOBecue u I'Ia,Cl,aeTe? I:‘ I:' I:'
d...KOHTpONMpyeT, ecTb Nn y Bac npobrnembl Npy XoXAeHUN UMK NoAaepXaHnem [] [] []

Bonpocbi 1-3: Bérsch-Supan/Hank 2009
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paBHoBecUs?

Kaabli pa3 | nHorga HWKoraa
€...KoHTponupyeT Baw Bec? L] ] ]
f...cnpawwBaert, npyHuMaeTe nu Bel MegukamMeHThl, KOTopble Bam nponvcan gpyromn |:| |:| |:|
Bpad, unu Bel kynunu 6e3 peuenta?

4.UmeeTte nu Bbl MHBanugHocTbL?

D8 e, [] 2 panee«kBonpocy5, 6u7
HET o, |:| 2 fanee Kk Bornpocy 8
be3 ykaszaHum ................. |:| 2 fanee Kk Bornpocy 8

5.Kakyro cteneHb MHBanugHocTu Bbl umeete?

He U3BECTHO ..ovevvevenn. []

be3 ykaszaHum ................. |:|

6.Y Bac ecTb cBugeTenbLcTBO 06 MHBaNMAHOCTU?

)= T |:| 2 npusHak:
HET oo, []
Bes ykasaHWii ................. []

7.Yem obGycnoBneHa Bawa nHBanMaHocThL ?

)yKa3aHUH ons UHMepebroepa: damb 803MOXHOCMb omeemumab, Ujiu ymo4YHumsb

BnusHue BpegHbix hakTopoB Ha paborTe.... ]

HecuyacTtHbIn crniydai Ha paboTe ................. |:|
MHBamNUA AETCTBA.....uceeeeeeeeeeeeeeeeeeveeenn []
3aboneBaHne NOXUIOro Bo3pacTa ............. |:|
XpoHuyeckoe 3aboneBaHue ....................... |:|
Opyroe:

Bes ykasaHWii .................. I
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8.CywecTByeT MHOXECTBO MeponpusaTUA U NporpamMmm Mo YKpensneHuio 340pPOBbs, KOTOPble NPOBOAATCSA
PasnNUYHbIMU YyYpeXAEeHUAMU, Hanpumep, ANA paspsaaku, 340POBOro NUTaHUA U ABUraTeNnbHOWM
aKTMBHOCTU. YacTU4YHO Takue NpeanoXeHusi ONfayvyMBaloTCs CTPaxoBbIMU KOMMNAHUSAMU. YYyacTBOBanu nu

Bbl B Takon nporpamme 3a nocrnegHue 12 mecsiueB?

D8 e, [ ] 2 paneekBonpocy 9110
HET oo, [] 2 panee k Bonpocy 11
Bes ykasaHWii ................. [] 2 panee k Bonpocy 11

9.Kakue MepornpuaTnusa no ykpensfieHU 300poBbs Bbl nocewanu 3a nocnegHue 12 mecsueB? (BO3MO)KHO

HEeCKOJIbKO OTBeTOB)

Bug dunHaHcMpoBaHus

[a, yqyacTBoBan 3a OnnauyvBan OnnauyvBan
nocnegHue 12 MOJTHOCTbIO YaCTU4HO
mMecdueB CaMOCTOATENbHO CaMOCTOATENIbHO

Mo cHwkeHuio Beca

Mo 300pOBOMY MUTAHWUIO

'MMHacTuka

Paspsgka n 6opbba co ctpeccom

duTHEC UNK cHanaHcUpPoBaHHbIA CnopT

OTBbIKaHVe OT KypeHus

oo
oo
oo

Opyroe, a UMeHHO...

10.Kak Bam kaxeTcs, Bawe camoyyBcTBUE Unu coctosiHne Balero 340poBbs yny4luunoch nocrne y4yacTtus

B 3TUX Nporpammax?
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11.Ecnn Bbl xoTUTe y3HaTb 4YTO-NMMGO O 340pOBLE (PEKOMEHAAUUXN MO NevYeHUIo, AOMALIHUX Jle4ebHbIX

cpencrtBax), K komy Bbl o6pallaeTech, M Kak 4acTo 3TO NpoucxoguT?

> YkazaHusi Onss uimepebroepa: damb 603MOXHOCMb 0OMeemMumMb, Ujiu yMOYHUMb g
>

> YkasaHue 9Onst uHmepebtoepa: pagha «He nodxodums, ecsu Hanp., Hem demeu

BCerga | Yyacto | MHorga |pedoko [HUKorga [He noaxoauT

K cynpyry unv napTHepy/cynpyre unu naptHepLue

K netsm

K BHykam

K poautenam

K Apyrum poacTtBeHHUKam

K Opysbsam

K 3HakombIim

K cocepsam

K Bpauy

K antekapto

K paboTHMKY MecTa BCcTpey

K nocetutento mecta BCTpeY

K coTpyaHuWKy pyccKkoin OBLUMHBI

K nocetutento pycckom o6LuHbI

K paboTHuKy LiepkBu

K nocetutento LlepKBU

OO0 ddoooddooddooddn
OO ddbodddooddooddn
OO ddbodddooddooddn
OO ddbodddooddooddn
OO ddbodddooddooddn
OO ddbodddooddooddn

K opyromy yenosexky...

£ HM y KOro He crnpalumBato coBeTa I:‘

MpodosmkeHue Ha credyrouwieli cmpaHuye
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£ HaxoxXy UHDOPMaLMIo B APYroM MecTe, HanpuMep ...

Bcerga 4acTo nHoraa penko HUKoraa

B nHTepHeTe

B kHurax/6Gpolutopax

3BOHI0 B CTpaxoByko KOMNaHUO

Opyroe:

O O 04
O O 0O O
O O 04
O O 0O O
O O 04

Il KauecTBO XN3HKN, onpeaensieMoe COCTOSIHUEM 340POBbA 2

12.B uenom kak 6bl Bbl oleHMnu coctosiHue Ballero 340poBba? > g

OTInn4yHoEe

O4YeHb XopoLluee

yooBNeTBOPUTESIbHOE nrnoxoe O4YeHb njoxoe

L]

L]

L] L] L]

13.Kak 6b1 Bbl B LLleriloM OLeHUNN CBOe 3A40POBbLE Ceryac No CpaBHEHUIO C TeM, YTO ObISIO rog Hasaa? > g

3HauYnTeNbHO
nydie,

4YeM rog Hasap

Heckonbko
nyuuwe,

4YeM rog Hasap

Heckonbko lopasgo
MpumepHo Tak
Xyxe, XyXe, Yem
Xe, Kak rog Hasag
YeM rof Hasag rog Hasag

L]

L]

[] L] L]

Cneayrowme BonNpockl KacaroTcs (PM3NYeCKUX Harpy3ok, ¢ KOTopbiMu Bbl, BO3MOXHO, CTankusaeTechb B

Te4yeHue CBOEero o6bLIYHOro gHs. OrpaHM‘-IVIBaeT nv Bac cocTtosiHue Bawiero 3400pPOBbA B HACTOsILL,ee BpeMA

B BbIMOJIHEHUN NepevncneHHbIX Hmke hmanyecknx Harpy3ok? Ecnu ga, To B Kakon cteneHn? >
[a, 3HaunTenbLHo [a, HemHoro Hert, coBcem
orpaHuymnBaet orpaHuymBaet He orpaHu4vBaet

BngamMmu cnopra.

14. Taxenble hn3nyeckne Harpy3ku, Takme kak ber,
NOAHATUE TSHKECTEN, 3aHATUE CUITOBLIMUA

[] [] []

15. YMepeHHble hm3ndeckue Harpysku, Takme Kak
nepeaBnHyTb CToN, NopaboTaTh NbINecocoM,

L O O

SF-36v. 2

lpodosmkeHue Ha cnedyrouwield cmpaHuuye...




SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

cobupaTtb rpubsbl Unu Arogsbi.

16. MMoaHATb UM HECTU CYMKY C MPOAYKTaMM.

L]

L]

L]

[a, 3HaunTenbLHo

orpaHmn4mBaeT

[a, HemHoro

orpaHun4mBaeT

Hert, coBcem

He orpaHmn4mnBaeTt

17.NMogHATBCSA NELKOM Mo JIECTHULIE HA HECKOINBbKO
NposeToB.

L]

L]

L]

18.MogHATLCA NELIKOM NOo NIECTHULLE Ha OOUH NPOSET.

19.HaknoHnTbCA, BCTaTb Ha KOMEHW, NPUCECTb Ha KOPTOYH

20.MpowiTn paccTosiHMe Gonee 04HOroO KUMoMeTpa.

21.lpowTun paccTosiHMe B HECKOMbKO KBapTanos
(Heckonbko COT METPOB).

22.Mpovitn pacctosiHue B oanH kBapTan (100 m).

23.CaMoCcToATENBHO BbIMbITLCS, OAETLCA

OO (Ood

OO (Ood

OO (Ood

Kak yacTto 6biBano 3a nocnegHve 4 Hegenwu, 4Yto Bawe CbVI3M‘leCKoe COCTOsiIHUEe Bbi3biBaJio

L

3aTpyaHeHus B Bawewn pabote unu gpyrom o6614HON NOBCEeAHEBHOWN AEATEeNIbHOCTU, BCIeACTBUE Yero:

Bceraa

4acTto

nHoraa

peaKo

HUKorga

24.TpunLwnocb COKpaTUTb KONMYECTBO BPEMEHMH,

3aTpayvMBaemMoe Ha paboTy unv gpyrue gena.

L]

L]

L]

L]

L]

25.BbINONHUNN MEHbLLIE, YEM XOTESNN.

L

L]

L]

L]

L

26.BbI 6bI1nn OorpaHn4eHbl B BbINOJIHEHUN Kakoro-nnbo

onpeaeneHHoro Buaa paboT unun apyron AesiTenbHOCTY.

27.Bbinu TPyQHOCTM NPV BbIMOMHEHMN CBOEN paboThbI
unu apyrux gen (HanpvMMep, oHu noTpeboBanm

[OMNOINHUTESNBHBIX YCUINIA).

[

[l

[l

[l

Kak yacTo 6biBano 3a nocnegHuve 4 Heaenwu, Yyto Bawe aMmoUMoOHanNnbHOe COCTOsIHUE Bbi3biBasrio

3aTpyaHeHus B Bawewn pabote unu gpyrom o6614YHOM NOBCEeAHEBHOW AeATENbHOCTU, BCIeACTBUE Yero:

L
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Bceraa

4acTo

nHorga peako

HUKorga

28.MMpurwnock cokpaTUTb KONIMYECTBO BPEMEHH,

3aTpaymMBaemoro Ha paboty unu apyrve gena.

L]

L]

L] L]

L]

29. BbINONHWUNU MEHbLUE, YEM XOTENN.

L

L]

L] L]

L]

30.BbinonHsanu ceoto paboty unu gpyrue gena

He TaK akKKypaTHO, Kak 00ObIYHO.

[

[l

[] []

31.Hackonbko Balue ¢pu3anyeckoe n aMoLMOHaNbLHOe COCTOsIHUE B Te4eHMe nocrnenHux 4 Heaenb M

Bam npoBoguThL BpeMsi C CeMbeu, APY3bAMU, COCEAsIMU UNU B KONNeKTuBe?

L

OyeHb cUnbHO CunbHoO

YmepeHHO

HemHoro

CoBceM He meluano

L] L]

L

L

32.Hackonbko cunbHylo hmnsnyeckyro 6onb Bbl ncnbitbiBanu 3a nocnegHue 4 Hegenu?

L

OueHb CUMbHYIO CUMbHYH0

YMEpEHHYH0

cnabyto

o4yeHb crnabyto

COBCEM He ucnbITbiBan (a)

L] L]

L]

L

L

33.B kakoun cteneHn 6onb B TeyeHUe nocriegHux 4 Hegenb Mewana Bam 3aHumarbca Bawen

HOpMarnbHoOW paboTon (BKNoYasa paboTy BHe JoMa Uiy no gomy)?

L

O4YeHb CUINbHO CUnbHO

yMepeHHo

HEMHOro

coBceM He mellana

L] L]

L]

L]

L]

Cneaylowme BONpocCkl KacaloTcs Toro, kKak Bbl cebs yyBCcTBOBanu u Kakum 6bino Balue HacTpoeHue B

TeyeHue nocrniegHux 4 Heaenb. Noxanyncra, Ha KaXAblM BONPOC AanTe OAUH OTBET, KOTOPbIN

Haubonee cooTBeTCTBYeT Bawwum owyweHusam.
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Bcerga 4acTo nHoraa penko HUKorga
Kak yacto 3a nocnegHme 4 Hepgenu Bbl

YyBCTBOBanu cebs...

34. ...60apbIM (01)?

35. ...CMINbHO HepBHMYanmn?

36. ...Takum (o) MoAaBEHHbIM (O1) YTO

HMYTO He morno Bac B36ogpnTh?

37....CNOKOMHbIM (O) N YMUPOTBOPEHHBLIM (01)?

38...nonHbIM (01) cun n aHeprumn?

39. ...ynaBWwnM (01) AyXOM 1 nevanbHbIM(on)?

40. ...n3My4eHHbIM (01n)?

41. ...cyactnuBbIM (0n)?

Dodoodd [Oo
Oodoodgd [ Oo
Dodoodd [Oo
Dodoodd [Oo
Oodoodgd [ Oo

42. ...yctaBwmnm(en)?

43. Kak yacto 3a nocneaHue 4 Heaenu Bawe cusnyeckoe nnm amoumoHanbHoOe COCTOsiHUE MeLuano

Bam akTMBHO o6LWaTLCA € NALMU (HaBewaTb Apy3en, POACTBEHHUKOB U T. N.)? > g

Bceraga 4acTo nHoraa penko HUKorga

[] [] [] L] L]

Hackonbko BEPHbIM nnu HEBEPHbLIM npeactaBnsitoTcsi No oTHOLWeHUIO K Bam kaxaoe u3 g
HUXe NepeyYnCcrieHHbIX YTBepPXXAeHUn? >
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DnpeneneHHo

BEPHO

B ocHoBHOM

BEPHO

He 3Hato

B ocHoBHOM

HEeBEpPHO

OnpeneneHHo

HeBEepHO

44. MHe kaxeTcs, YTo 9 bonee

CKIIOHEH K BonesHsiM, Yem gpyrve

45. Moe 300poBbe He XyXe, YeM y

BONbLUMHCTBA MOUX 3HAKOMbIX

46. A oxunpato, YToO MO€e 340POBbLE

YXYALUUTCS

oo g o

47. Y MeHs OTNNYHOE 340pOBbE

oo g o

oo o

oo g o

oo o

lll ABuxeHue — pusnyeckasa akTMBHOCTb U CNOPT

B cnepyloweM pasgerne pedb uaet o Bawei puamyeckoinn akTMBHOCTU U criopTe.

48. BcnomHuTe O BYepalHeM AHe - (AeHb Hepenu) — cKkonbko BpemeHu Bbl 3aHMManuch cnepyiowen

[eATenbHOCTLI?®

> YkasaHusi Onss uimepebroepa: oueHUmMsb 8 Yyacax, 8 cyMme OOJKHO 6bimb 24 yaca

CoH n nexaHue, B 4yac.

CupaeHue, B 4yac.

L

Jlerkas gsuratenbHasi akTMBHOCTb: NPpUroToBJiiEHNE NULLN, NOKYMNKW, yXO4 3a TeJ10OM, NpOorysrk

BblTPpaHue nbifin, B 4ac.

Cpe,u,H;m asurarternibHasa akTUBHOCTb: y60p|<a KBapTUpPbI, BENOMNporyrka, niasaHune, B 4ac.

Hal'lpﬂ)l(eHHaFl AaBuratenbHasa akTUBHOCTb: nepenBuXeHne TaXXenbixX npeamMeToB, TSHKEnNbIn

cafoBbIN Tpya, 6eiCcTpbIn 6er, konka ApoB, B Yac.

|:| 0e3 ykasaHum

B npwmBsi3ke k Mensink 2003
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

49. OTHOcuTenbHO Balen ¢puanyeckom akTMBHOCTU — BYepa 6bin 06bI4YHbIN UNU HEOObIYHbIN AEeHb?

HOPMANBHBIN ......eveeeeeiiieeeeeeeeeeeeeeeee e |:|
MoBbILLEeHHas! pU3NYecKkast aKTUBHOCTb............... []
MOHWKeHHas usnyeckast akTUBHOCTb................ []
BE3 YKABAHMI ... []

50. Bbl 06bI4HO 3aHMMaeTeCb CNOPTOM UIU BbINONHAeTe (pu3nyeckne ynpaxHeHma?

)= T [ ] 2 paneex Bornpocy 51
HET oo, [] 2 panee k Bonpocy 52
be3 ykaszaHumM ................. [ 1 < panee kBonpocy 51

51. Kakum cnopToMm Bkl 3aHMMaeTecb UNu Kakue ynpaxHeHusA BbIMNOoJIHAeTe U KakK yacto?

> YkazaHusi Onss uimepebroepa: damb 603MOXHOCMb 0OMeemMumMb, Ujiu yMOYHUMb

MeHee yem 1

Bua cnopta, Bua oBvXKEHUN

4Yyac B Hepgesnwo

perynsipHo 1-2

Yaca B Heaento

PerynspHo 2-4

Yaca B Hefenwo

PerynsipHo 6onee

yeM 4 yaca B Hegerno

L]

L]

L]

L]

L]

L]

L]

L]

[

[

[l

[

bes ykazaHun

[

52. B obuwem 1 uenom, HaCKoONbKO CUNbHO Bkl o6palwjaeTe BHUMaHMe Ha AOCTAaTOUYHYHO (hM3UYECKYHD

aKTUBHOCTbL?

L

O4YeHb CUNbHO

CUNbHO

yMepeHHo

HEeMHOro

coBCceM HeT

L]

L]

L]

L]

L]

bes ykasaHui

L

11



SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

IV YnoTpebneHune tabaka 4 / ankorons s

53. Kypute nu Bbl B HacTosilee BpeMs, B T.4. BpeMeHamMmun?

)= T |:| > [anee Kk Bonpocy 54 n 55
HET oo [l 9o panee k Bonpocy 56
be3 ykasaHum ............uee... |:| 2 fanee Kk Boripocy 56

54. Kak yacTto Bbl Kypute B cpeaHeM? (BO3MOXHO HECKONIbKO BapUaHTOB)
> Yka3aHusi Onss uimepebroepa: 0amb 803MOXHOCMb OMeemumab, UJIU YyMOYHUMb: KOJTU4eCmeo 8

Hedento unu e 8eHb 8bIYUCIUMbBb CaMOCMOsIMesIbHO

KonnyectBo B CyTKK KonunyectBo B Hegento

curapeTtbl

curapbl

TpyOky

KallbAH

Opyroe:
Bes ykasaHwii []
55. Bbl xo0TUTE BPOCUTL KYpUTL?
HeT, HE MMEI0 MMAHOB .......ccoviiveieeeeieee e []
[, 51 AYMAI0 06 STOM ....veveeeeieceeeeeeeeeeeeeenan []
113, 51 TBEPHAO PELUMM. c..eeeeeeeeeeeseeee e ee e []
BE3 YKAZAHUM ...t []
56. Kak yacTto Bbl ynoTpebnsiete ankoronbHble HaNnUTKKU?

> /o
HUKOTZLA vttt et eeeee et eeeeeeeeeeeeeeee e [] 9 panee k Bonpocy 59
1 pa3 B MECSILL UMM PEXKE ....ceeeeeeeeeeeeviiinniiaa e eeeans ] < Oanee k Boripocy 57 n 58
4

B npueaske k RKI Gesundheitsfragebogen 65+, He nonHocTbO

Audit-C
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

2-4 PA3A B MECHLL ...cceuueeiineeeiineeeeieeeeieee et eeeanas |:| > [anee Kk Boripocy 57 n 58
2-3 PA38 B HEOEIHO «.cceeiiirineiaaaeeeaaeeeeeeeeeeeeneanas ] < Oanee k Boripocy 57 n 58
4 pasa B HEAESTHO UITN HaLLE.......c.uveeeeneeeeineeeinannns |:| > [anee Kk Boripocy 57 n 58
BE3 YKAZAHUM ... [l 9 panee k Bonpocy 57 n 58
57. Ecnu Bbl ynoTpebnsieTe ankorosb, CKONIbKO 60KanoB 06bLIYHO B CYyTKM? > g
BUHO/
nueo 0,3 | Boaka / nukep 0,02 |

wamnaHckoe 0,2 |

Boo6lue He npuHMMato

1-2 6okana B AeHb

3-4 6okana B AeHb

5-6 ©okana B AeHb

7-9 6okana B AeHb

O Oooogo
O Ooogogo
O Ooogogo

10 vnn 6onee 6oKanoB B eHb

Bes ykasaHuit ||

58. Kak 4yacTto Bbl ynoTpe6nsiete 6 unu 6onee 60kanos nNo npasgHUKamM Unu Ha YXKUH?

HUKOTZA. ¢+ v [] > g

PeKe 1 Pa3a B MECSLL «.veveeeeeeeeeeeeeeeeseeeneens []
KaOKZBIA MECSLL v eeeeeeeeeeeeeeeeeeeeeeenenns []
KaXKOYHO HEOEIHO.....eeeeeeeeeeeeeeeeeeeeeeereenenen []
[OUTU KAXKOBIA AEHDB....ccveveveeeeeeeeeeeeeeeenns |:|
BE3 YKA3AHUM ... []
V lNMutaHue

B cnepylowem pasgene peyvb naet o Bawem o6bIYHOM NUTaHUMK.
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne g
59. Kakue npuembl nuwm ansa Bac o6bIYHbI? >

perynapHo HeperynapHo HUKOrga

3aBTpak L] [] L]
oben [] [] []
YXKUH [] L] []
[pyroe, a MMeHHO |:| |:| |:|

Bes ykasaHuit ||

60. Kak 4acTo Bbl npMHUMaeTe ropsyyto nuiy? X g
Yalle yem 1 pas B A€Hb .....ccue....... L]
1 PA3 B AEHD.....eeceeeeeeeeeeeeeeeeee e []
HecKomnbKo pas B HEAETHO .................. ]
1 PA3 B HEAETIO  coveveeeeeeeeeeeeeeeeannn []
Peske 4eM 1 pa3 B HEAEMHO ......e......... ]
HUKOTIIA +. v eveeeeeeeeeeeeeeeeeeeeeeeeaeeeeenanas []
BE3 YKA3AHUM ..., []

61. CKonbko nopuui oBoluen u ¢opyktoB Bbl egute B CyTKN?
> yKa3aHusi 0511 uHmepebtoepa: 1 nopyuss coomeemcmeyem 1 npuzopuiHe, ebibpame U3 cruckKa
npumepoe, ecsiu HesICHO.

> yKa3aHusi 0711 uHmepebioepa: 0amb 803MOXHOCMb OMmeemumsb, U/1U ymMoYHUMb

1 nopuuA oBoLLEeN COOTBETCTBYET 1 nopuusa PpPyKTOB COOTBETCTBYET

1 HeGonbLas pena unn 1 cnagkuii nepeL, unn 3 NOMMAOPA | - 1 g6noko,1 GaHaH,1 anenbCuH unn 1 Nepeuk
* 2 ropcTy canara Unm HapesaHHasi MOpKOBb
* 2 ropcTN KNyGHMKW, ManuHbl UMM BUHOTPaaa

- 1 ManeHbkas 6aHka oBollen (okono 125 r
et ( ) - 4 cTONoBbIE NOXKM KOMMOTa 6e3 caxapa unu cnerka

- 2 TOPCTU 3aMOPOXKEHHOWM BPOKKOMU, LUMUHAT UK y
cnapkui

rpuosbl (okono 125 r
P ( ) - 2 TOPCTU CMECU 3aMOPOXKEHHBIX Arof,

- 1 ropcTb Cyxmx 6060BbIX, TAKMX KaK YeYeBMLa UM FOPOX
- 5 WITYK YepHOCNMBa UNn Kyparu

- 1 ropcTb KBaLLEHOW KanycTbl UM MapUHOBaHHbIE .
P y P - 1 ctakaH dpyktoBoro coka 100% vnnu 1 dp.norypta

OBOLLY - 1/2 ropcTb opexoB (okono 25 r)

+ 1 cTakaH TOMarHoOro NN MOPKOBHOIO COKa

14



SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

Osowu PpyKThI
Boobue 6e3 [] []
1 nopuus [] []
2 nopuuu [] []
3 nopumm [] []
4 nopunu [] []
5 nopuwii [] []
Bonee Yem 5 nopuuit [] []
Bes ykasaHwii []
62. Kak yacTto Bbl egute msico? X g
Yalle YeM 1 Pas B AEHD ..c.coveveeeeeeeee e []
KaXKObIN OEHDB .....coevieeiieeeiiieeeeieeeeie e |:|
HEeCKONbKO Pas B HEAEMIO .......c.veveeeeer e []
1 pa3BHEOETIO e []
Pexxe yeM 1 pa3 B HELEMO ............... []
HUKOTIA v eee e ee e e []
BE3 YKA3AHUM <. v []
63. lMutaetecb nu Bbl co3HaTENbHO 06E3KUPEHHON NULLENA UMW MULLIEA C MaNbIM coAepXKaHKnem
xupa? >
BCerna yacTo nHoraa penko HUKOr 1A

L] L] L] L] L]

Bes ykazaHuit ||

64. OrpaHuuuBaeTe nu Bbl ceba co3HaTenbLHO B ege, YTo6bl He Npu6aBUTbL B Bece? g
>
Bcerga 4acTo nHorga penko HUKorga

Bes ykasaHuit ||
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

65. CKONbKO XXUAKOCTU M YTO UMEeHHO Bbl npMHUMaeTe B CyTKU?
1 cmakaH 800b! unu 1 Yawka koghe/das = 0,21.
> yKa3aHus Onsi uHmepebroepa: 0amb 803MOXXHOCMb OMeemumsb, Npu Heo6xodumocmu cripocums

npo omaesibHbIe HaNnUMKuU U GOMOJIHUMb !

Boobue
0,2-0,51 |[0,5—-11 [1-1,51 |1,5-2 |6onee 2|
HeT

Kodbe (Tarke acnpecco, Kany4y4umHo...)

Yan (4epHbI, (OpyKTOBbLIN, TPABAHON)

Cokun hpyKTOBbIE UMK OBOLLHbIE

Kona, cpaHTa, cnpanT u.T.0.

Mornoko, kakao n.T.n.

Bopga

OO0 dodn
OO Qodn
OO0 dodn
OO0 dodn
OO Qodn
OO Qodn

Opyroe

Bes ykasaHwii []

66. B uenom, kak cunbHo Bbl yaensiete BHUMaHue 340pOBOMY NUTaHUIO?

O4YeHb CUJIbHO CUINbHO YMEPEHHO HEeMHOro coBCeEM HeT

L] L] L] L[] L[]

Be3 uHcopmavm [

67. He mornu 661 Bbl coobwmnTb Baw pocT 1 Bec?

Poct (cm): Bec (kr):

Bes ykasaHuii [ ]

68. [ymaete nu Bbl, 4to Bbl...2°

.. .CTILLKOM XYZOLL@BBIE? .......veveeeeeeereeeeseeeeseeeeeeean []
.. .HEMHOXKO XYZOLLABBIE? ......eeeeeeereseeeeeeereeeeseseeenn []
6

RKI Gesundheitsfragebogen 65+
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

..KaK Pa3 OMTUMAIEHOTO BECA? ....o.vveeeeeeeereeerenean. []
. -HEMHOTO MOTTHBIE? ..ot eeeeeeeeeeeeee et seeeeeeeeeeeeeene []
. .CIIALLIKOM TOSTHBIE? .o oo eeee e eeseneens []
BE3 YKABAHMM ...t []

69. Kto rotoBuT B Bawem gome?

> yKa3aHusi Onisi uHmepebtloepa: 0amb 803MOXXHOCMb OMmeemumsb, Npu Heo6xo0uMocmu ymo4yHumsb u

dornonHumb

A e []
IVIOST IKEHA/MYIK ..o en e, []
IVIOM LIETH ettt ettt et eeae e []
MOSI MAMEB/TELLA ..o eee e e e eee e eeeeee e, []
MO OTELYCBEKOP ... eeeeeeeeeseeeesereeeeeeeereeee e []
IIOM COCEAM. .o ee e ee e e e e eeeeee e eeeeee e e, []
«E[8 HA KOMECAXS ..veveeveeereereereereeeseseeeeeeseseeeeeens []
Opyroe:

BE3 YKABAHMM c.uvveeeci i e e |:|

70. Kto nokynaet Bam npoaykThl Yaie Bcero?

> yKa3aHusi Onisi uHmepebroepa: 0amb 803MOXXHOCMb Omeemums, Npu Heo6xo0uMocmu ymo4yHumsb u

donosiHUMBb

A e []
IVIOS JKEHA/MYIK ... en e, []
IVIOM BT oottt ettt eneae e []
MOSI MAME/TELLA ... v eeeeeeeeeeeee e et eee e eeeeeeaeanns []
MO OTELY/CBEKOP ... eeeeeeeeeseeeeseeneeeeeeeeereeee e []
VIOV COCEIM. vt eeeeeeee e eeeeeee e eeeeeeeneaeanes []
«E[8 HA KOMECAXS ..veveeeeeeeeereeeeeseeeseseeeseeeeeeeeeeens []
[Opyroe:

BE3 YKAZAHUIM ..., []
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

71. B kakux marasmHax Bbl 06bIYHO NoKynaeTe NpoAyKTbl? Yem Bam oHM 0COGEeHHO HpaBATCSH, U Kak

Bbl Tyna no6upaetecb?

= HasBaHue marasnHa =

A nokynato Tam

NPOAyKThl, T.K....

A pobupatock Tyaa...

..NMewKom

..Ha Benocunene

..Ha MallnHe

2 fanee Kk Bornipocy 73

..Ha aBTOOYyCce/noesne

00O

00O

< nanee k Boripocy 72

Bes ykazaHuit [ |

72. Mo kakon npuynHe Bbl He xoaWTe NELKOM UK He e3auTe Ha Benocunepe? (BO3MO)KHO HECKOJIbKO

OTBETOB)

> yKa3aHus Onisi uHmepebtoepa: 0amb 803MOXXHOCMb OMmeemumsb, Npu Heo6xo0uMocmu ymo4yHumsb u

dornoJsIHUmb

Mo NpUYNHE HANMUUUSA BOMEN ......eeveeeieiieeeeiiiieeee,
Y MEHS HET XKEIMAHUS ..coevveeeieeeeeeeeeeeeeeeeeeeevveeveeeeees
OTO OYEHb HaNPSPKEHHO AN MEHS

OTO AN1A MEHS OYEHD AANEKO. ... i eeeeeeeeeeeeeeeeeenennnnes

A He MOry e3gnTb Ha Bernocunene

Opyroe:

BE3 YKABAHMM cevvveeeii i e e

73. Monb3yetecb nu Bl cnyx6on agoctaBkn?

L

Bcerga

4YacTto

nHorga

penko

HUKoraa

L

L

L

L]

Bes ykasaHuit [ ]
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

VI OueHka niauBmnayanbHon 3¢hpPeKTUBHOCTH

B cnepyowem pasgene pedyb MAeT O TOM, HacKoNbKo Bbl y6exaeHbl, YTO MOXeTe CaMOCTOATeNIbHO

OKa3blBaTb BJIUsAAHUE Ha TPpyAHbLIE ob6cToATeNbLCTBA.

Hackonbko cneaywouime BbiCKa3biBaHUA COOTBETCTBYIHOT Bal.uemy MHeHl‘II'O?7 > g

MonHocTkIo Ckopee Ckopee He He

COOTBETCTBYET [OOTBETCTBYETLCOOTBETCTBYET COOTBETCTBYET

74. PewieHue TpyAHbIX Npo6rieM yaaeTcs MHe Bceraa,

€CIin A nocrtaparoCb I:' I:' I:' I:'

75. Ecnn MHe KTO-TO OKa3biBaeT conpoTtuBrieHue, A

HanAy CpeacTBa U NyTu, YTo6bl HACTOATh Ha CBOEM [] [] [] []

76. Insa MeHs He cyLlecTBYyeT TpyAHOCTeMN

OCYLLEeCTBUTL CBOM LIeNN U HaMepeHus [] [] [] []

77. Takxe npu HenpeABUAEHHbIX CUTYaLUsIX sl BEPHO,

YTO XOpOoLWoO C HUMU CnpaBJIlOCb

78. anI HeOXUOaHHbIX obcTosTenbcTBax A BCcerga

3Halo, Kak cebs BecTu |:| |:| |:| |:|

79. Onsa kaxaow npobneMbl 1 HANAQY pelueHue

80. TpyaHocTU A1 paccMaTpuBalo C HEBO3MYTUMOCTL IO,

MoToMy 4YTO A1 MOry Bceraa NosioXXUTbLCA Ha CBOU

cnocobHocTu |:| |:| D D

81. Ecnu s cTonKHyChb ¢ Kakon-nu60o npo6nemoi, s

BCeraa Hailly MHOro cnoco6oB ee pelueHUs [] [] [] []

Jerusalem/Schwarzer 1986
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

82. Ecnu 51 CTONKHYCb C KakuM - IM60 HOBbIM

BOMPOCOM, A 3HAK0, KakK cebsa BecTn

[

83. UTo6bI HM cnyuyunochb, 1 Bceraa ¢ 3TUM

CnpaBnoChb.

[

VIl YwemneHune nHtepecoB 1 yaoBneTBOpPeHHOCTb B fepmaHumn

84. MHorue nrogu B I'epmava CTaJIKuBarOTCA C .DMCKpMMVIHaLIMeﬁ. MHe 6bI XoTenocb Y3HaTb, UMeeTe

nv Bbl Takol onbIT?®

obpawanucs...

>
YyscTtBOBanu nu Bbl, 4TO N0 npuyunHe 1 1 H
a, a, e
Bawero npoucxoxaeHus ¢ Bamu HepaBHO Hukoraa
MHOrOKpaTHO OLHOKpaTHO cTankmsarncs

...B MarasuHe/ B pectopaHe

...Bawn cocean

...Ha pabote

...Npw novicke paGoTbl

...NMPU NONCke MecTa XuternbCcTBa

...B nonuuunn

...B yUpexaeHusix

...B Apyrmx mectax, a MMeHHO:

oo ddod

OO0 ongno

OO0 ongno

OO0 ongno

VIl CoumanbHble cBA3MN

CouuanbHble CBA3MU MOryT NOMOYb MOXUINbIM NOAAM paaoBaTbCA XU3HU U nogaepXxunBatb 340pPOBbLeE.

I'IoaTomy B crieayouwiemM pasgernie HeCKOJIbKO BONMPOCOB KaCakTCA couunalrnibHbIX KOHTAKTOB.

B npumBsi3ke k Meschede et al. 2010
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuK Ne
85. C kakumu nroabmu Bbl obuaeteck U kak yacto Bbl ux Buaute? > g

> YkazaHus Ons1i uHmepebroepa: 0amb 803MOXHOCMb Oomeemumab, npu Heob6xodumMocmu ymoYyHuUmb u

dornoJsIHUmb

eXeJHEeBHO |eXeHepernbHOo | eXXeMecCA4YHO penko HUKorga

My>x/>keHa unu napTHep/napTHepLLa

Hetn

BHyku

Pogutenu

Lpyrve poacTBEHHMKM

Opy3bs

3Hakomble

Cocegu

Konnerun no o6wecTsy

Konnerun no pa6ote (B T.4.npowunbie)

Bpau

PaBoTHWK MecTa BCTped

Mocetutenb mecTa BCTpeY

CoTpyaHUK pyccKom OBLLMHbI

MoceTutenb pycckom OB MHbI

PaboTHuk Lepkseun

Mocetutens Lepksn

OO0 Odddodoodgooodgdoo O
OO oo ododoodind
OO oo ododoodind
OO oo ododoodind
OO0 Odddodoodgooodgdoo O

[pyron 4yenoBex...

B cnepyrowmx Bonpocax pevb MAET O couuanbHoM nognepxke, Kotopyr Bl nony4yaerte. Hackonbko

cneayrolme BbiCKa3biBaHNA COOTBETCTBYHOT Bal.uemy MHeHl‘IIO?9 g
>

9 OnpocHyk No coumanbHo Noaaepkke — kpaTkas dopma (F-SozU K-14)
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SAGLIK - OpueHTUpOBaHHOE Ha coumnanbHOe NPOCTPAHCTBO YKpensieHme

340pPOBbA NOXUNbIX XXeHWWH N MYXXYYUH C MUTPALNOHHBIM NMpPOoLWNbIM 60 +

YyacTtHuk Ne

lonHoCTbIO

OTBETCTBYE]

Ckopee

POOTBETCTBYET

YacTtnyHo

OOTBETCTBYET

Ckopee He

POTBETCTBYET

He

COOTBETCTBYET

86. A Bcerga Hanay Koro-Hnbyab, KTo
NPUCMOTPUT 3a MOEWN KBAPTUPOM

B MO€ OTCyTCTBME

87. EcTb ntoan, KoTopble NPUHUMAIOT MeHs!

TakuMM, Kakou s eCcTb

88. A ncnbiThIBalO OT ApYrUX YyBCTBO

NMOHMMaHuA " 3allnLeHHOCTU

89. Y meHs ecTb ntoau, KOTOpbIM £
[I0BEpsIt0, Ha MOMOLLb KOTOPLIX A BCeraa

MOry paccyuTbiBaTb

90. Npu HeobxoamMmocTu A Mory 6es

npobrem B3siTb y ApYy3eln YTO-nMGo B3anMbl

91. Y meHs eCTb Apy3bs/POACTBEHHNKM,
KOTOpbl€ MOryT HanTU AnNsa MeHs BpemMAa n

BbiCJlyllaTb, €CJini MHE 3TO HeobxogmmMo

92. A 3Hal MHOro Moaen, ¢ KOTopbIMMU S

Mory YyTO-NMBO npeanpuHATb

93. Y MeHs ecTb ApYy3bs/pOACTBEHHUKM,

KOTOpPbI€ MOryT NPOCTO MEHA 00HATb

94. Ecnu 51 3a6oneto, 9 Mory 6es
npomeaneHnn obpaTuTbes 3a

NMOMOLLbKO K D,py3bF|M/pOD,CTBEHHVIKaM

95. Ecnv 5 NoYyBCTBYIO cebsl NoAaBneHHbIM,
51 3Hato, K KOMYy A Mory 6e3 npobnem

obpatnTbes

96. Y MeHs ecTb Nioau, KOTopble AenaT

CO MHOIi paflocTb U rope

97. C HeKoTOpbIMM ApY3bAMI/POACTBEHHMKA
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YyacTtHuk Ne

MU A MOry NO3BOSTUTb cebe paCCJ'IaGVITbCFI

L]

L]

L]

L]

98. Y MeHs ecTb YernoBek, KOTOPOMY A
[OOBEPSI0 1 B BniN30CTN KOTOPOTO A

YyBCTBYIO cebs cBo6OAHO

[

[l

99. CyuiecTByeT rpynna nogen, kK KoTopon s
NpUHaANexy 1 ¢ KOTOPOM S 4YacTo

BCTpeYaroch

[

[l

100.B cnepyrowmx Bonpocax peydb MaeT o NoMoLwm 1 noaaepxke, KOtTopyro Bbl, BEpOATHO,

nony4vyaerte, U 0 TOM, KTO Bam ee oka3biBaeT.

MOKYyrMKe NPOAYKTOB Unu npu y6opke?

MonyyaeTe N1 Bbl MOMOLLb MO X03SMCTBY, HANpPUMep, NPV NPUTOTOBAEHNUN NULLW,

UMW B YYpeXaeHns?

I'IonyqaeTe v Bbl nomoLb BHE AoMa, Hanpumep, anda conpoBOXAEHUA K Bpady

3a Bamun yxaxusatoT?

o | O

o | O

Opanee
K Bonpocy
101

O panee
K Bonpocy
102

101. Ecnum ga, ot Koro Bbl nosfiyydyaete nomMoLlb U NnoaaepXxKy Uinun KTo 3a Bamu yxa)KMBaeT?

> YkaszaHusi Onsi UHMepebroepa. damb 803MOXXHOCMb omeemumab, npu Heobxodumocmu ymo4YyHumb u

donoJsiIHUMb

NomoLub no

X039NCTBY

[Nomollb BHe

aoma

Yxon

Myx/xeHa unu napTHep/napTHepLla

Hetn

BHyku

CecTtpbl/OpaTbs

OO

OO

HEEENEN
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YyacTtHuk Ne

[Opyrve poacTBEHHMKM

Apysea

3HakoMble

Cocegu

[o6poBONbHbLIE MOMOLLHMKN (CoUManbHble Cry>Obl)

OnnayeHHble NOMOLLHUKM (YOOPLLMKK)

OnnayveHHble npodeccuoHanbHble paboTHUKKM (CryXObl

no yxoAy, coumanbHas crnyxba)

OO | gdogdn
OO | gdogdn
OO0 | ddogdnd

Opyrve, a uMeHHO

102. Hyxpaetecb nu Bbl no Bawemy MHeHuto B 6onbluer nomowiu B Bawen noBcegHeBHOMN

XXWU3HN, N0 CpaBHEHUIO C TeM, 4YTO Bbl cenyac nmeete?

103. Yem Bbl 3aHMmaeTtecb B Bawe cBobogHoe BpemMsi BHE JOMa M Kak yacTto' (BO3MOXHO

HeCKOMbLKO OTBETOB) g
>

> YkaszaHusi Onsi UHMepebroepa. damb 803MOXHOCMb omeemumab, npu Heobxodumocmu ymo

dornoJsIHUmMb

e)XXeJHEBHO pXXeHeaernbHO |eXeMeCAYHO | peako  [HMKoraga

BcTpeuu ¢ apy3bsimu ] [] [] [] ]
Mio6umoe 3aHsTHE (XO66M) [] [] L] [] []

10

BONpockl MoanduumpoBaHbl no Richard et al. (2008)
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YyacTtHuk Ne

MocelleHne pectopaHa, kage, YanHom *

[]

MoceLlleHne KypcoB (Hanpumep,

BEYEPHSA LKoNa)

MoceLleHne penmurmosHeIX MeponpUsTUN

(cnyx6a B uepkBM)

Momoub cocegam (NONUTL LBETHI...)

HobposonbHag paboTa

MoceLleHne KynbTYPHLIX MEPONPUSTUI

(TaHUb!, KOHLEPTLI, NPEACTaBNEHNS)

YyacTtue B rpynnax caMmornomoLlu

MocellieHne LeHTpa BCTPeY Ans MoXu-

NbIX Nnoaen

MocelueHne KynbTYPHbIX LEHTPOB

YyacTtme B NONIMTUYECKUX BCTpe4dax

MocelleHne bMbnNuoTekn

,Elpyroe, a UMEHHO!

I I I s I B Y A e O

I 1 s s I A B R Y I
I 1 s s I A B R Y I
I 1 s s I A B R Y I
O | oggood |00 |jgo (o o |

* Herio0xodsujee 8bI4epKHYymMb

IX CounanbHo-gemorpacgpuyeckue gaHHble

# xotena 6bl 3apaTb Bam Heckonbko nepcoHaribHbIX BOMpPoCcoB, Npu 3TOM eLlle pa3 HanoOMUHAK0, 4YTO

Bawu oTBeTbl aHOHUMHBI.
104. B kakon cTtpaHe Bbl pogunucb?

B

Bes ykasaHuii ......... []
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YyacTtHuk Ne

105. C kakoro roga Bbl xxunBete B NlepmaHumn?

C POXOEHUS .....oovvneeeieiiieeeeeenenn. |:|
C []
Be3 YKa3aHUM ....evvveeiiieeeeeeeeeeeeeeees |:|

106. Y Bac HeMeLKoe rpaXaaHCcTBO?

D e, [l 9 panee kBonpocy 108
HET oo [l 9o panee kBonpocy 107
Bes ykazaHUm .........cccccuee e, [ 1 2 nanee kBonpocy 107

1 []
(=1 S |:|
Bes yKasaHWil .................. []

108. Kakon Baw pogHou sA3bIk?

ecnun He HeMeukn 2 ganee k sonpocy 109, nHave @ 110

Bes uHopmaLmm............ [ ] © nanee k Bonpocy 109

109. Ecnn HeMeL KU A3bIK He Baw pogHon, kak Bbl oueHnBaeTe Balum 3HaHUA HeMmeLKOro?

OuyeHb xopoLuo XopoLuo YOBNETBOPUTENLHO Mnoxo

[] [] [] []

Be3 uHcpopmauun [ ]
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YyacTtHuk Ne

110. KakoBo Ballue cemenHoe nonoxeHue?

> YkazaHus 0551 uHmepebroepa: 0amb 803MOXHOCMb Oomeemumab, Npu Heob6xodumMocmu ymoYyHuUmb u

donosiIHumb

XOMOCT/HE 3AMYMKEM....uueieseeeeeeeeeeeeerrrennnnaseeeeeeeas |:|
TP@KAAHCKUN BPAK ... []
YKEHAT/BAMYIKEM ... []
PasfernbHoe MPOXVUBAHUE C CYNPYrOM ................ []
Pa3BEAEH (2) ..veveveereeereeecereeeeeeeeeeeeeeeeeeeeeeeenanens ]
BAOBELL (BAOBA)......eeeeeeeeeeeeeeeeeeeseeeeeeeren e []
BE3 YKABAHUM ... []

111. Y Bac ecTb getn?

)= T |:| B KOSIn4ecTBe 2 fanee k Bonpocy 112
HeTuo, [] = paneex Bornpocy 113
be3 nigopmaumm............ [ ]9 nanee k Bonpocy 113

112. F@e xuByT Bawm aetn? (BO3MOXXHO HECKOSBKO BapUaHTOB)

> YkaszaHusi Onsi UHMepebroepa. damb 803MOXXHOCMb omeemumab, npu Heobxodumocmu ymo4YyHumb u

dononHumb

BMECTE C BAMM B IOME ...t Nl
B TOM 3KE YACTU FOPOMA. .. eeveerreeeeeererereeeeseneesereneeses seeeeee []
B PYroN HaCTU TaAMBYPIa.......c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeseee eenaes []
B APYroN HaCTU TEPMAHMM...........ceeeeeeeeeeeeeeeeeeee e e []
B POCCMY .ottt ettt eeee e eeaenns []
B [IDYFOM TOPO/E ... eeeeeeeeeeeeeeee e en e e []
BE3 YKABAHUI ..o e []
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YyacTtHuk Ne

113. F@ae 6bI Bbl XO0TENM XKUTb Yepe3 HECKONMbKO neT?

> YkazaHus 05151 uHmepebroepa: 0amb 803MOXHOCMb Oomeemumab, Npu Heob6xodumMocmu ymoYyHuUmb u

donosiHUMb

A Bbl XOTEN OCTATHCS B TAMBYPIE. ... []
A Bbl XOTEN BEPHYTBCA B POCCHIO.....cccc. oo []
A 6bl XOTeN XUTb B FamMBypre v B POCCUM  .c... oo, []

A Obl XOTEN XWTb B ApPYroM MecTe, 8 UMEHHO

BE3 YKAZAHUM ..o, []

X XunuwHble ycnosus

114. KakoBbl Bawu xunuwHble ycnoBua? Bbl xkuBeTe...

+ .OLMH (OLHA) vt []
...C MTAPTHEPOM/CYMPYIOM ..., ]

...C ApYyrmmMm 4ernoBekom, a MMEHHO:

Utoro YernoBekK (ykasamb Koinu4ecmeo)
c OOMaLLHUM >XMBOTHBIM (yKa3amb KOru4yecmeo)
BE3 YKAZAHUM ...t []

115. KakoBbl Bawuu xunuwHosle ycnoBua? Bbl XxuBeTe ...

..B KBAPTUPE: - B CHEMHOM.......vveeeeecerennnn. ]

- B COBCTBEHHOM e, []

..B loMe = B CHEMHOM...veeeeeeeeeeeeeeeeeeenne []

- B COBCTBEHHOM ..., []

..B KBapTUPE C OBCMYKUBAHUEM...........ocvnereee.. []

..B [1OME MPECTAPETIBIX ..., []
npoyee (ykazams)

BE3 YKABAHMI ..o []
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YyacTtHuk Ne

116. Ha kakom aTtaxe Bbl xuBete?

TTOMYMOMBAT .o []
TTAPTED oo []
1.3Tax ( MMM BbICOKUIA MAPTEP) «evveererrrrnnnnareeeeeeans ]
2L BTAK cvreveeeeeeeeeeeee et eee e e et e et e et et e e een [] | cnuprom.......... []
B OTAK «eveeeeeeeeeeeee et e e et et e et e [ ]| 6esnudpra ... []
4. STAK UMM BBILLE ...c.uveeivneiiineeeeiieeeeiieeeeieeeeinnas |:|
B3 YKAZAHNM .....o.voveeeeeceeeeeeeeeee e eneneeaes L]

117. B oTHoweHun Balwen kBapTvpbl Bbl 6b1 cka3anu, 4yTo oHa ..."

Het

...CIMLLUKOM MarneHbkaa?

...CIMTULLKOM noporaﬂ?

...CIMLUKOM TeMHas?

HeOoCTaToO4HO OTaI'IJ'IVIBaeMa/KJ'IVIMaTM3VIpOBaHa?

Dodos

OO

118. YTto Bbl AymaeTe 0 HenocpeaACTBEHHOM OKpyXeHuu Bawero aoma — Bbl 661 ckasanu, 4To ...

T
]

€

...B HenocpeacTBEHHON OnM3oCcTN NMetoTCst AOCTaTOMHO anTek, Bpayen, MarasuHoB.?

...MMeeTCA XopoLlee TpaHCNopTHOE coobueHne?

...MMeeTCA 3arpda3HeHne so3ayxa, wym, apyrme I'IpO6J'I6MbI 3arpA3HeHunsA

oKpy>xatoLLe cpenbl?

...MMeeTCs BbICOKMI YPOBEHb BaHA4ANM3Ma v KpUMUHOTEHHOM obcTaHoBKM?

O dod¥w

O OO O

11
Bonpockl 116 und 117: RKI Gesundheitsfragebogen 65+
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YyacTtHuk Ne

Xl O6pasoBaHue

Danee peyb nonpget o Bawem obpaszoBaHuu n npocdeccmoHanbHOM AeATENbLHOCTM.

119. Ckonbko net Bbl yunnuco B wkone?

> YkazaHus Ons1 uHmepebroepa: 0amb 803MOXHOCMb Oomeemumab, NpuU Heo6xodumMocmu ymoYyHumb u

dononHums

He nocewan (a) .........c........ ]

1 =B IIET ot []

B -8 IIET weveeeeeeeeeeeeeeeeeenn []

9 - 11 MET oo, []

> 12 FIET v []
Be3 yKazaHUi ........ccueuenen... []

120. Kakon ypoBeHb LLKONbHOro o6pasoBaHusi Bbl umeete?

> YkaszaHusi Onsi UHMepebroepa. damb 803MOXXHOCMb omeemumab, npu Heobxodumocmu ymo4YHumb u

donosiHumb

HE MIMEIO v oo ee e e e e e et e e e e e e e e e e e e e e e et e e e e et e e e e e e e e e e e e e e e e e e e e en e []
[ P BE=T (Y T 1= I TT (o) F- TR []
HEMOMHAA CPEOHSAS LLKOMA ...eeeveerrreeieiaeeeeeeeeeeeeeeeeeeeaaaaeeseeeaeaeseseeeeeessaennneeeeeens []
CpenHsAs LUKOMA/PEANBHOE YUMIMMLLLE ...ooeerieeeeeaaeeeeeeseeaaeaeeenneeeeeaeeeeeeeeeaaaaaaaaaeeaeenns []
ATTECTAT 3PENMOCTU/MNUMHABMS . c.ueveeteteeeeeeeeeeeeeieeies ceettaaeeeeesataeeeeeesttaaeeseestnaaaaaesneen |:|

Lpyron B1a, a UMEHHO:

BB YKABAHMI ...t eee e eee e e s e e e e ee e e en e e e e e []

121. Kakoe npoceccrmoHanbHoe obpa3oBaHue Bbl umeete?

> YkaszaHusi Onsi UHMepebroepa: damb 803MOXXHOCMb omeemumab, npu Heobxodumocmu ymo4YyHuUmb u

donoJsiIHUMb
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YyacTtHuk Ne

Be3 NpodheCcCUOHANBHOIO OOPABOBAHMST ....ccvvueeeiiiiiieeeeeiiiieee e e e e e et eaaaanes []
TTTY oottt e et n ettt en e e n et n et enenens L]
CpepHee cneumanbHOe y4eOHOEe 3aBEAEHNE, TEXHUKYM ........uvvrerereeeereereesenaneeeeeenns L]
CneumanbHoe BbICLLIEE YHEOHOE 3aBEAEHNE, ANMIIOM ......uureueruriiereeeereeeeeeeaaaeeeesaaaanns []
YHUBEPCUTET, IMMITOM ..eeeeeeiierieeeiaeeeseeeeseessaaeaaunsssssssssaeeeeeseesaaaaasasesssesssasaannansnnssnees ]

,El,pyroe yypexaneHume, a UMeHHO!

BB YKABAHMI ...t e et ee e e ees e e e s et e e e e ee e e e e e e enns []

XIl MpodpeccnoHanbHan AeATENbHOCTb

122. Bbl B HacTosiLLlee BpemMs paboTtaeTte?

)= T |:| > fanee k Bonpocy 123
HeT e, |:| > fanee Kk Bonpocy 124
be3 ykasaHuM .........cc.ee.... |:| 2 panee k Bonpocy 123 nnu npu HeobxoammocTtu 124

123. Ecnu Bbl paboTaeTte, CKONbKO YacoB B HeAeno?

> YkazaHus Onsi uHmepebroepa: 0amb 803MOXHOCMb Oomeemumab, NpuU Heob6xodumMocmu ymoYyHumb u

dornonHume

10 5 4aCOB B HEAEMHO .......cv.veerererenenn. O )

6 - 14 YACOB B HEAETHO «.vveeeeveeeeeeeeeeenn []

15 - 34 YACOB B HEAETHO «..veeeeveeeeeseeeeenn, []

35 - 40 4acoB B HEAESO .....cevneeeneeeneennnes |:| > > fanee k Bornipocy 125
41 - 50 YACOB B HEOEMHO cveveeveeeeeereeeeen. []

> 50 YACOB B HEAEIHO «..eveeeeereeeeeereeeeeen. []

BE3 YKA3AHUM ... []
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YyacTtHuk Ne

124. Ecnun Bbl He paboTaeTte, 4em Bhl B HacTosiLee BpeMs 3aHUMaeTech ?

B OCHOBHOM XO3SIMCTBOM  ..ccevvieiviieeeiieeeeeeee e ee e ee e |:| > g
TTEHCUOHEP (KA) «.eeveeececeeeceeeeeeeeeeeeeeeeeeeeeeneneneneenenaeeeen. ]
lMeHcroHep No NpuvnHe HepaboToCnOCOBHOCTM. ........... ]
PaHHAA MEHCUS . .coueiiiiiiiiii e |:|
BE3PABOTHBIN (AR ......vcveeceeeeeeeeeeeeeeeeeeeeeeeneeeseereeaneeen. ]
He paboTtas no ApYrUM MPUUUHAM ....ccceeeveeeeeeeeeeeeeaeeenees ]
BE3 YKAZAHUEM ... e ]

125. Ecnn Bbl paboTaeTe unu paHee pabortanu, kem Bbl paboTaeTte (paboTanu) B nocnegHee BpeMa?

(ykasaHue gesaTenbHOCTH)

Bes ykasaHwii []

126. Hackonbko Bbl foBONLHLI Bawmm nocnegHnm mectomM paboThi? > g

OueHb HegoBoneH [Ckopee HeaoBoneH | Hu To, HW apyroe | Ckopee AoBoneH OyeHb J0BOMEH

[] [] [] L] L]

Bes ykasaHwii []

XIll Yxop 3a poacTBeHHUKamn'2

127. YxaxuBaeTe nu Bbl B HacToslee BpeMA 3a poaACTBEHHUKOM?

D8 e, [ ] 9 nanee kBonpocy 128 1 129

HET oo [l 9o panee kBonpocy 130

Bes ykasaHWii .................. [ ] o panee kBonpocy 130
12

B npuBsiske k RKI Gesundheitsfragebogen 65+
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128. Ecnun Bbl yxaxuBaeTte nu Bbl B HacTosiLee BpeMsi 3a poACTBEHHUKOM, TO Kak 4acTo?

=

Heckonbko Pas B Heckonbko Pas B
pa3 B AeHb JeHb pa3 B Heaento
Heaento

Heckonbko
pas

B MecsL|

L] L] L] L]

L]

Pas B Pexe yem
mMecay pa3 B
mMecsL,

Bes ykasaHuit ||

129. Hackonbko o6peMeHuTenbHa ans Bac Harpyska no yxony?

OuyeHb CunbHO YmepeHHo He cunbHO Boobuie
CUINbHO obpemeHuTenbHa | obpeMeHuTenbHa | obpemeHnTenbHa He
obpemeHuTenbHa obpemeHuTenbHa

L] L] L]

L]

L]

Bes ykasaHwii []

XIV Penurus, penmMrmosHocTb

130. K kakon penurumn Bel npuHagnexurte?

HU K KAKOM v []
MyCyrbMaHCKOM ................... L]
XPUCTUGHCKOM .. []

LIPYIOW e, [ ] awumenHo
Be3 yKadaHUil ..........cc.ce...... []

131. Kakoe 3Ha4yeHue 3aHUMaeT penurnsi B Bawwewn XxusHu?

Lo

OueHb bonbluoe Ckopee bonbLuoe

HebonbLuoe

He nmeert 3HayeHus

L] L]

L]

L]

Bes ykazaHuit ||
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XV doxop

132. KakoBa CymMmMa Bawero mecs4yHoro poxopa (HETTO, nocne Bbinfatbl HanoroeB u CTanOBOK),

(npumepHoe 3HauYeHune)?
>
MeHee yem 500 Euro [] 2.501 — 3.000 Euro

[]
500 — 750 EUMO....ccveveveeeeereean [] 3.001 - 3.500 Euro ..... ]
751 = 1.000 EUFO...veoveeeeeeererreen. ] 3.501 —4.000 Euro ..... ]
1.001 = 1.500 EUIO.evvvvrrroooooeorrn [] 4.001 - 4.500 Euro ..... ]

b 4.500 Euro
1.501 = 2.000 EUFO+ovvveorrereeeeennn, ] Onee e u ]
2.001 — 2.500 EU0.....cvvevveernen []
HE UBBECTHO ..eeeeeeeereeeeeeeeeeann [] Bes ykasaHuin [ |
133. CuuTtaeTe nu Bbl Bawl MecA4YHbIN Aoxon B OCHOBHOM A0CTaTOUYHbIM? (gw
>
Bcerpa B ocHoBHOM WHoroa Penko Hwkorga

L] L] L] L[] L[]

bes ykazaHun |:|

134. CkonbKo cpeacTB (HeTTO, nocne BbiNnaTbl HANOroB U CTPaxoBOK) y Bac nmeercsa exemMecAYHO

Bac ans BegeHuA xo3anucTBa (MpMMepHoe 3HavyeHue)?

MeHee yem 500 Euro........c.cee..... [] 2.501 —3.000 Euro...... [] > g
500 — 750 EUFO..vvvvrvreereeerereeeeens o 3.001 - 3.500 Euro...... ]

751 = 1.000 EUFO vvvoreeeeeeeeeeen. ] 3.501 - 4.000 Euro...... ]

1.001 = 1.500 EUr0 . ovvoovereeereerenn. ] 001 ~4.500 Euro...... ]

1.501 — 2.000 EUO ..o, ] ponee dem 4.500 Euro []

2.001 —2.500 EUrO...ocvvverree. []

HE UBBECTHO.c.cveeveeeeeeeeeeeeeeeeeeaeenns []

Be3 YKa3aHUM ......cvcvvreeeeeeeeenn. []
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135. Cuutaete nu Bbl Baw mecsAuHbIM goxon AnNs BegeHMA OOMALLUHEero Xo3fiMcTBa B OCHOBHOM

L

[AOCTaTOYHbIM?

Bcerga

B ocHoBHOM

MHorpa

Penko

Hwkoroa

L

L

L]

Bes ykasaHuit ||

XVI Upen, nHMUMaTuBLbI, NOXenaHus

136. Ecnn Bbl ewe pa3 nogymaeTte 060 BCex pasgenax AaHHOroO onpoca, No KoTtopbiM Bbl
BbiCKa3biBanim cCBoe MHeHue, ecTb nu y Bac panbHenwme 3amevaHmna? Kakme Tembl 3anHTepecoBanu

Bac nuyHo 6onee Bcero?

M3 obnacTu...

...MNTaHNA

...ABUraTenbHON akTUBHOCTM

...COLManbHOW XN3HKU, Hanpumep,
counanbHble cBA3M B Bawen yacTtu

ropoga, Nno COCEACTBY, B Kpyry Apy3ei

Bes ykazaHuit ||

137. Kakne Buabl npegnoxeHun Bac 6b1 3amHTepecoBanu?

OueHb ‘CKopee |He ovet He

WHTepecHo

[oknapg

Joknag ¢ anckyccunen

Pa6ouas rpynna, B T.4. npopaboTka onpeaeneHHomn

Tembl B rpynne

Mpynna B3aMmMonomMoLLu

CI'IOpTMBH ble npeanoXxeHuna

oo [Oo
oo [Oo
oo [ On
oo [ On

[Opyroe, a UMEHHO:

bes ykazaHun |:|
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XVII. AononHeHune K pasgeny | «<CocTtosiHMe 300pOBbLA — BpayebHoe

OGCHY)KMBaHMe n ero Ka4ectBo»

138. CyuwecTByeT nporpaMmmbl MO peabuNMTauMOHHOMY U KypOPTHOMY revyeHuro. YacTtuyHo Takue
npeanoXeHusi onsla4nMBalOTCA CTPaXOBbIMM KOMNaHuAMU. Y4yacTBoBanu nu Bel B Takon nporpamme

3a nocnegHue 10 neTt?

0a,1Pa3...ccccceeennnnn. [] < panee kBonpocy 139 n 140
Ha, 2 n bonee pas........... |:| < panee k Bonpocy 139 1 140
HET oo, []
Bes ykazaHuii ................. []

139. B kaknx nporpammax Bbl yyactBoBanu 3a nocnegHue 10 net? (BO3MOXHO HECKONIbKO OTBETOB)

Bug dunHaHcMpoBaHus

OnnauvBan OnnauvBan
Mo npuumHe... (ykasatb 3aboneBaHne
MOMHOCTbIO YacTUYHO
Unn Opyryro NpuHnHy)
CaMOCTOSITENLHO | CaMOCTOSITENbHO

PeabunutaumoHHoe neveHne [] []

KypopTHoe nedexue [] []

140. Kak Bam kaxetcs, Bawe camMo4vyyBCcTBUe Ui CoCcTtosiHue Bawero 3A40pOBbA YyNy4dylHNOCb nocne

y4yacTus B 3TUX nporpammax?

D8 e, []
HET oo, []
bes ykazaHum .................. [] Enaronapl,o Bac 3a HOMOLU‘b!
3anornHeHo : (OaTa)
B: (ParnoH ropoga)
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