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Abstract

Health is an issue that manages to provide manycsom various fields (medicine,
geography, sociology, psychology). This study aon$ighlight the territorial disparities in
health status of lalona county, to identify the health determinants &mdnake a preliminary
analysis of the relationships between the lifesgiel the health status, using an objective
assessment (statistics) and a subjective evaluéiiealth surveys). There were analyzed elements
such as mortality and morbidity, using health iradars (mortality rate, infant mortality rate,
specific mortality rate and specific morbidity ratand an aggregate index (health index).
Combining statistic analysis and spatial analydi® study offers the possibility of comparing the
rural areas with urban area, and it can be a baseftirther studies. The health services, ageing
and the characteristics of lifestyle could expldire territorial disparities in health status. A
health study can reveal important details aboutrecoic features, social behavior, mentality and
social environment.
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1. Introduction

Health was studied differently over time accordittg the level of
industrialization, development of society and awass of science. At the
beginning, health was studied strictly from the foaldor biological point of
view, nowadays it has become an interdisciplinampject for study. The
plurifactorial model appeared after 1950, a modeavhich the disease is seen as
an imbalance in body function that appears dugtésr@l factors (\ddescu, 2000).

Health status depends on many factors that areretdted: genetics,
behaviours, attitudes and values, lifestyle, sooaaition (Brown et al., 2010).
Lifestyle has a greater weight in determining tkalth status of the population,
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according to the studies made in Romania, about,5d&®mpared to other
determinants such as biological factors (20%) renrient (19%) or healthcare (10%).

In the 20" century one can talk about ,epidemiological trtiosl: fewer
people die from infectious diseases or nutritioobems, but living longer they
are exposed to risk factors for cardiovascularadiee (Curtis and Taket, 1996).
These heart diseases are specific in the developatries and they are closely
related to people's behaviors on health.

A British study established that mortality ratesrevligher in cities with
softer water, due to lack of minerals (calcium, megjum) and the presence of
sodium, iron and cadmium. Other factors were carsid to be the social class,
the local climate, the job (manual workers or iettuals), negative
temperatures and the percentage of rainy days ¢Ratal, 1982).

Studies set in Canada, Australia, and USA haveated higher overall
mortality rates among rural populations. For examngligher mortality rate
from suicide and cancer mortality are more prevaierrural areas in USA.
Smoking, physical inactivity in leisure time, andesity have also been
reported to occur more frequently among rural paipoms (Eberhardt et
Pamuk, 2004).

Although data and studies show that the healthustaf the rural
population is poorer than the urban populatioralrliiestyle is considered to be
healthier by its organic food, the possibility obra intense physical activities
and the air less polluted.

Previous studies have shown that the Romsup@pulation health is poor
compared to other European countries. Moreover, Hastern European
countries that have much higher mortality rates ttese in the West part of
the continent. Romania stands out with one of tighdst mortality rates. For
example, in 2011, countries like Netherlands, GRrédhin, Denmark, Spain,
Switzerland, Belgium recorded mortality rates bel@@ %., and Romania
recorded values of 11.8%.. The same difference scamrcase of infant
mortality rate: with values of 9.4 %o in 2011, Ron@ams badly positioned
compared to countries such as Serbia, Ukraine t@rdgpain and Netherlands,
with values ranging from 3.6 to 9 %0 (Eurostat Datsdy 2013).

In the European Union, circulatory system diseasgarticularly
cardiovascular diseases, and cancer are the leadinges of death (WHO,
2009). The differences appear between continentmtdes, regions, areas of
living and social environments.

The differences between regions and residence riutbal) in
communist countries become more evident after 1880in the cities were
introduced new medical treatments, new technologiesl modern medical
services, while in villages the health educatiors vedsent and the medical
system was based on treatment not prevention (AlbeérKolher 2004).
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In many E.U. countries, the residence is not anomamt factor in
evaluating health. The area of residence becomes important in countries
where the differences between urban and rural amesakarge, such as Romania
and Bulgaria (Precupeg, 2008).

In Romania still exists high disparities betweerrtaldy rates by gender,
residence, regions, counties and age group. Mee haher mortality rates
than women have, the rural areas have higher val@pared to urban areas,
and mortality rates increase with the advance ef(&pp, 2010).

In Romania, between 2006 and 2011, the generalafitprtate varied:
from 12%o in 2006 increased in the period 2007-28t0 decreased after 2010
and in 2011 was 11.8%.. In the same period, theninfnortality rate decreased
from 13.9%0 in 2006 to 9.4%. in 2011 (National Insti of Statistics, 2013).
The differences are also between regions: in 2Bltharest-llfov Region had
the lowest infant mortality rate (5.7%.) and SougsERegion had the highest
infant mortality rate (11.3%o). The region in whighsituated laloma county
(South Muntenia) had the highest value of genem@ttatty rate (13.2%.) and
the infant mortality rate of 10.3%o.

Comparing with other Romanian counties, one catcedhat in 2011
lalomita county had a higher infant mortality rate (12.7%)d general
mortality rate (13.6%o) than counties like Bihor,awv, Sibiu, 1gi, Constara,
Prahova and Arad (National Institute of Statist®(¥]3).

Comparing the rural and the urban areas in Romamid011, one can
notice that the general mortality rate was higimerural areas (14.2%0) than
urban areas (9.8%o). The difference exists alsase of infant mortality rate: 11.8%o
in rural areas and 7.5%o in urban areas (Natiostituite of Statistics, 2013).

The study area is lalomai county, located in the south-east part of
Romania, in Bragan Plain, close to Bucharest area, with a domimardl
population (54.2% in 2008). The administrative stinue of the county contains
three municipalities (Slobozia, Urziceni and kg}efour cities (Fierbifi-Targ,
Amara, Gizanesti andTandirei) and fifty nine villages.

2. Methodology

The objectives of this study were to highlight #&y indicators of health
status, to highlight the regional differences dmal possible determinants based
on preliminary results of the health survey conddan lalomia county. This
health survey was applied in December 2013, in &ample localities chosen
after calculating the health index (Sloboziartilesti, Platongti and Balaciu),
and its objective was to reveal the strong relatigm between lifestyle and
health status.
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For this study, it has been used a bibliographicestigation for
understanding the factors that determine the hesttitus of population,
followed by the research of the organizations speed sites (World Health
Organization, OMS Romania) and scientific artiddeshe subject.

The statistical investigation that followed incldideollecting, processing
and analyzing the primary statistical data obtaifnech the National Institute of
Statistics, laloma County Institute of Statistics and D.S.P. lakan{ialomta
Public Health). It was also calculated an aggregatiex based on health
indicators (mortality rate, infant mortality ratepecific mortality rate and
specific morbidity rate), which were standardiz&lrhitrache, 2004). More
exactly, there were 12 indicators (mortality ratdant mortality rate, specific
mortality from circulatory diseases rate, specifiortality from respiratory
diseases rate, specific mortality from digestiveedses rate, specific mortality
from cancer rate, morbidity caused by circulatorgedses rate, morbidity
caused by respiratory diseases rate, morbidityechhg digestive diseases rate,
morbidity caused by cancer rate, and life expegtatimat were standardized for
the years 2008, 2009, 2010, 2011 and 2012. Théhhedex obtained has values
between 0 and 1, showing a good health when thealre close to 0 and a poor
health when the values tend to 1.

The spatial analysis was based on maps obtainad @iantum GIS, on
statistic data and health survey applied in foaalities. The topic of the survey
was based on the main components of lifestyle tl@desponses obtained were
useful to create an image of lifestyles in urbad amal areas.

3. Results and discussions

Analysis the health indicators show that in chrodiseases the first 5
places are occupied by hypertension, ischemic tdiseiase, diabetes, ulcers
and chronic lung diseases (National Institute aftiStics, 2010). In lalonm
county, the main cause of death is representedé\cardiovascular disease:
hypertension is highly prevalent among the eldarig adults as a direct result
of an unhealthy lifestyle and an indifferent atieutowards keeping health,
periodically control and prevention (lalogilnstitute of Statistics, 2012).

In rural areas, the general mortality rate is higlmnpared to urban areas
(Fig. 1a. In the period 2008-2011, the general mortaldyerin rural areas
increased from 16.5%o to 18.3%0, and started to deserafter 2011 to 17.1%. in
2012. The causes of death remain valid in 2012aké past years: diseases
due to circulatory system, digestive diseases,naspy diseases and traumatic
injuries. Moreover, the differences are significkaetween rural and urban when
it comes about mortality due to circulatory sysiiseases, the rate in the rural
area is almost doubl&ig. 1b).
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Fig. 1.The evolution of mortality between 2008-2012: anegyal mortality rate; b.
mortalitydue to circulatory system diseases.
Source D.S.P. lalomia ( lalomta Public Health Directorate)

Analyzing the evolution of morbidity between 200812, one can notice
that the number of diseases due to circulatoryegsydiseases is much higher
than diseases due to respiratory diseases, whiellsethe fact that the lifestyle
has a bigger influence than external factdfgy (2). The culture (religion,
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customs, cultural environment) has a bigger inftgean health than space and
natural environment have (Gesler, 2002).

In 2010 was recorded the highest number of illressel in the rural area
the morbidity due to circulatory system diseasegased after 2010, and the
morbidity due to respiratory system diseases hagased after 2011. This fact
can lead to two assumptions: the rural populatiecomes more careful with
their health and the decrease is real, or theyestdo avoid going to the doctor
and the number of illnesses decreased only irs8tati
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Fig 2. The evolution of morbidity between 2008-2012: anircirculatory system diseases; b.
from respiratory system diseases
Source:lalomita Institute of Public Health
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The frequency of diseases is associated with palysiological and
social factors, more exactly with climate, natusalogical environment and
anthropological environment (Sorre, 1933). The aoeinvironment affects the
health status, and a good example can be foundeirpdor countries, where
disease and poverty are closely linked: low incopae®yr diet, and low access to
health services.

Age is an important issue that should not be misgleen talking about
mortality and morbidity. Age is a critical factoorfhealth status. Metabolism
changes in response to different energy requiresnesiten behavioral roles
change with age and growth, and physical maturatjpteade, 2010).
Demographic aging is evident in the rural areatalmita county (Figure 3),
although the birth rate is quite high and the nunab¢hose who leave for a job
in urban areas is high. The effects of the demddcapging are felt in the
economic, social and health domains.
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Fig 3. Pyramid by age and sex of rural population in lataraounty (2010)
Source:lalomita Institute of Statistics

Along with ageing increases the vulnerability teedise, so the mortality
rate is higher among those over 60 years old (Eigd)y. Therefore, the
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demographic differences that exist between the amd the urban population
make the health status to be different betweentwte environments: rural
ageing population show a poorer health status coedpa urban population.

It is well recognized that the urban population baster health status
than the rural population (Blaxter, 1990). The esuare multiple: differential
access to healthcare, medical technology, infoomatind promotion paths,
different mentalities etc. This happens also imr@a county: poor health is
where the population is poorly educated, the inare low, health services
are poorly developed and / or partially accesstble lifestyle is chaotic. In the
future, these discrepancies between the two arileaceentuate the differences
between the health status of laleenpopulation.
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Fig. 4. The relation between mortality and age
Source:lalomita Institute of Statistics

The differences between the urban and the ruréthrsatus can be observed
through the multiannual average of health indexherural areas it has higher
values, which indicates a poorer health statusith#ime urban areaig 5).

The areas with a poor health status are locatddeinVest part of the
county, in localities characterized by a high shafr@opulation over 60 years
old (Balaciu, Brazi, Valea Rtrisului, Dridu, Adancata Armasesti, Cocora,
Barcanssti), reflecting the role that age is playing in @ssing the health of the
population. Also in the West part are some loeaditvith a good health status
(Urziceni, Diagossti, Rosiori, Boranesti, Barbulesti, Sfantul Gheorghe) that are
close to the urban area influence.
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However, there are also localities in which theatiehship between
health index and age is not so strong (Reviga, dafinrMunteni BuZu,
Dragossti), in which the elderly population represents 03€% of the total
population, but the health index has a moderatgeyalhich shows that there are
other elements contributing to health status,lifstyle and medical services.

The areas where the health index has moderatesvataethe urban areas
(the seven cities of the county) and some localitiem the Central and Eastern
part of lalomia county. Here, the access to health servicesde masier due to
the proximity of the cities, the greater financia@sources and the modern
lifestyle. One can notice that the East part afnéta county (from Amara and
Slobozia city to Fetdi and Giurgeni ) has the best health status, weithes of health
index under 0.300.

Legend
health index

] 0.065 -0.149
[ 0.149 -0.234
B 0.234 -0.318

W 0316, - B3 — —

Fig 5. Health index in laloma county (2008-2012
Source:Ana-Maria Talg

Between 2008 and 2012, the health index variedydae 2010 was the
one that had the lowest health index value, meatfiag in 2010 the health
status was the best from the period 2008-2012tlenglear 2012 is the opposite,
with the highest value of the health index anda& pealth statusg 6).

Compared with urban areas, the health status @l population has
improved between 2008 and 2010, while the urbarulatipn had the same
health status in 2008 and 2009. In both resideratts, 2010 the health became
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worse and this happened simultaneously with thgrpss in the medical field,
as a consequence for ageing and increasingly adoptian unhealthy lifestyle.

Analyzing the two values of health index in 201@ecaan observe the
advantage of urban areas (0.134) compared to aveals (0.184) and a better
health status. The same happens in 2012: value2dBGn urban areas and
0.317 in rural areas.
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Fig. 6. The evolution of the health index between 2008 201R2
SourceAna-Maria Talg

Using the data from National Institute of Statistithe author created a
morbidity model for laloma county, with the main causes of disease for the
years 1988 and 2010: infectious diseases; canteulatory system diseases;
respiratory system diseases; digestive system s#iseanjuries, poison and
other causedHg 7).

This model shows that the reasons for visiting dbetor are pain and
health problems, visible in the big percentage edpiratory and digestive
system diseases, as these diseases have symptortige Gther side, the small
percentage of cancers and circulatory system dises®ws no regular medical
control and a low medical education: these disedsgshave major symptoms
and they are detected late, being the main cadisksath.

Comparing the two models in different years, ona natice a small
improvement in 2010: the number of respiratory eystdiseases decreased
from 55,51% to 42,89%, also the number of infedidiseases decreased from
4,39% in 1988 to 3,23% in 2010, which reveals debdtealth education and
better medical services in 2010 compared to 1988.tli®@ other side, the
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number of digestive system diseases, cancers aculatory system diseases
increased in 2010 which shows a worse lifestyled (batrition, less physical
activity, daily stress, smoking and alcohol abuse).
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Fig 7. The morbidity model in lalong county:a. in 1988;b. in 2010
Source:National Institute of Statistics

After applying the health survey, from preliminadata, the author
observed the differences between the lifestyleuddlrand urban population. In
rural areas the nutrition is more balanced as tkalsnof the day are strictly
respected, the physical activities are intense,thetalcohol consumption is
very popular, also the medical visits are rarethedstress level is medium.
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On the opposite, the lifestyle in urban areas isenohaotic: dinner is the
most important meal of the day, less physical &, high level of stress,
smoking and bad addressability to medical controthe rural areas exists the
possibility of natural food, but the lack of heaéitiucation causes the adoption
of harmful behaviors.

4. Conclusions

In this study were analyzed health statistics ideorto highlight the
inequalities that exist in the health status obraita county, to identify the
determinants and to analyze the health statuseofuttal population of lalorma
county. The results were obtained after a statestalyze, through health data,
and spatial analyze, using health maps.

After analyzing the health indicators, we concludiédt the rural
population has a worse health status than urbaulgom, as the mortality and
morbidity rate are bigger in the rural areas.

The analyze of the main determinants of the hesthitus revealed the
fact that there is a close connection between Iheadtl the age of population,
which is very visible in rural areas. The persoff#style will be created
according to the financial situation, age, educgtjob, traditions, mentalities,
living environment, and it will affect the individiihealth.

The rural area has an important influence in legyriabits, behaviors
and attitudes that create a lifestyle, and theyhard to be modified during life,
sometimes only in extreme cases (pain, illnesy.efar example, the rural
population call the medical services only in cadfesxtreme need.

The characteristics of the rural environment givens special medical
habits like no periodically medical control, theeusf natural products instead of
pills, drinking low quality alcohol, smoking etc.Ithough there are also some
advantages like the possibility for food productfon personal use and more
choices for physical activities in the middle oé thature.

The concept of "healthy lifestyle” is known theacetly by the rural
population, but the rules arerapplied in daily life for different reasons:
financial resources, age, disregard about maimgitihe personal health, the
importance of ancient traditions, ease or poor tinamagement.

In addition to external factors (bad informatiorgop accessibility to
health services and modest financial situatiorsy &te lifestyle components are
neglected: nutrition, physical activity, stresscklaof disease prevention
behaviours, alcohol abuse and smoking.

In the rural area, long-term information about tieallifestyle should
take into account a number of issues: promoting glevention behaviours
(blood tests); financial support for those with resdresources in order to have
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an easy access to medical services; restrictionatahe low quality alcohol
and smoking; investment in health education andianeducation through
public messages.

In lalomita county, the local patterns of mortality and moitgi dorit
overlap, because there are differences in theucttre: respiratory system
diseases are the leading cause of morbidity, buthe main cause of death
being easily detected and treated.
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