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INTRODUCTION

Research background

The results of numerous epidemiological studies show that education,
economic activity, marital status, income, and other factors have an effect
on the differences in health which exist between individuals of different
socioeconomic classes (Marmot 2006). Widening socioeconomic
differences in mortality in many European Union countries have resulted
in enormous demographic and economic losses over the past few decades
(Mackenbach et al. 2010; 2015). A widening gap in death rates between
upper and lower socioeconomic groups has become a threat not only
to the health of the population, but also to sustainable economic and
social development (Mackenbach et al. 2015; European Commission
2013a; 2013b). Therefore, social inequalities in health continue to be a
key problem in public health and social policy fields in Europe (LR SAM
2014). The gap in life expectancy between men and women in Lithuania
is the highest compared with the other European Union member states
(Eurostat 2016), and socioeconomic inequalities in mortality have been
widening in recent decades (Jasilionis et al. 2015). In order to reduce
health inequalities, it is necessary to ensure effective and evidence-based
health and social policies. This process requires new reliable data and
innovative methods, which would allow assessing mortality differentials
and their impact on public health (Jasilionis et al. 2015).

Lithuania has faced serious economic and social challenges during
the first years of the post-Soviet period. Socioeconomic transition was
followed by a huge decline in population related to decreasing fertility,
increasing mortality and emigration rates. Huge socioeconomic
mortality differentials, high mortality from external causes of death,
and increased middle-aged men mortality are considered to be the main

features of a specific mortality pattern in Lithuania and other post-Soviet
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countries (Stankaniené, Jasilionis 2011, 335). Lithuania has encountered
considerable demographic and economic losses due to the increase of
middle-aged men mortality which is related to amenable causes of death
(Gudzinskas 2012). A large number of deaths among the middle-aged
population could be avoided by reducing socioeconomic mortality
differences (Jasilionis et al. 2011).

Numerous epidemiological and demographical studies have
addressed the problem of mortality differentials in Lithuania. In
recent years, several studies related to the socioeconomic differentials
in Lithuania have been conducted (Jasilionis et al. 2015; 2006; 2007;
Jasilionis, Stankaniené 2011; Smailyté et al. 2013; 2015). The changes
in mortality patterns in Lithuania were examined in a broader context
by using theories of demographical and epidemiological transition
(Jasilionis 2003a; Stankaniené, Jasilionis 2011; Jasilionis et al. 2011). A
number of epidemiological studies providing comprehensive analysis
of the cause-specific mortality trends and patterns were implemented
in recent years, mostly focusing on alcohol-related mortality, suicide,
cancer, cardiovascular mortality, external causes of death (Sauliune et
al. 2008; Stelemékas 2014; Kalédiené et al. 2004, 2010; Veryga 2009;
Stelemékas, Veryga 2012; Smailyté et al. 2013; 2015 Grigoriev et al. 2016;
Jasilionis et al. 2006; 2011; 2015).

It is considered that the main methodological problem in social
epidemiology is the wide gap between the latter and sociology of health.
Jane Popay, together with her colleagues (1998, 627), argues that positivist
epidemiology focuses on the processes of the macro-social level, leaving
aside the microsocial level, which is necessary to analyze, as well as
to reveal the problem of health inequality. Such approach excludes
individuals from their social context. In this study, the theory of sociology
of health is accompanied by the methods of formal demography and social

epidemiology. To the best knowledge of the author of this study, such a
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method, has been applied to analyzing mortality differentials in Lithuania,
for the first time. The theoretical framework used in this study provides an
analytical approach, which helped to design a comprehensive analysis of

middle-aged men mortality differentials.

The novelty of the research

Most of the previous studies (Jasilionis et al. 2006; 2007; 2011,
Jasilionis, Stankiniené 2011; Stanktniené, Jasilionis 2011; Grigoriev et
al. 2016; Saviciaté 2013 etc.) do not take into account the sociological
aspects of middle-aged men mortality differentials in Lithuania. All
studies of socioeconomic mortality differentials mentioned before may be
described as belonging to the fields of public health, social epidemiology,
or demography, rather than sociology of health. In contrast, this study
analyzes the interaction between different socioeconomic factors of
middle-aged men mortality by using sociological approaches.

Pierre Bourdieu’s theory of practice (1977; 1984; 1986; 1990) was
applied to conduct an extensive study of middle-aged men mortality
in Lithuania. This theory is crucial in examining the interplay between
macro-social and micro-social levels of socioeconomic mortality
differentials. In recent years, the concepts of Bourdieu’s theory were
applied in a variety of socioeconomic health inequality research.
However, the concepts of social field, habitus and capital were often used
separately, without applying the entire theory (e.g., Pinxten, Lievens
2014; Grineski 2009; McGovern et al. 2015; Veenstra 2007). It should be
noted that Bourdieu’s model of social practice as a whole has not been
applied in the study of mortality differentials so far. Significantly, it made
possible the analysis of the interplay between socio-demographic factors
and unhealthy lifestyle.

Multilevel regression analysis was used to evaluate how individual-

level and area-level characteristics affect middle-aged men mortality
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differentials in Lithuania. It should be mentioned that mortality
differentials in Lithuania have been scarcely investigated from the point
of view of different societal levels. Furthermore, there are few studies
analyzing the effects of area and individual socioeconomic characteristics
in other countries (i.e. Merlo el al. 2005; Blomgren et al. 2004; Martikainen
et al. 2003; Martikainen et al. 2004; Blomgren, Valkonen 2007). This
multilevel approach allowed analyzing determinants of social inequality
in both macro- and micro-social levels.

To the author’s knowledge, several publications (Jasilionis et al.
2006; Jasilionis, Stankiniené 2012; Jasilionis et al. 2015; Smailyté et al.
2013; 2015) can be found in the literary sources related to census-linked
mortality data in Lithuania. This research is based on unique 2011 census-
linked population-level mortality data. Lithuania, together with Hungary,
Slovenia, and Bulgaria is among the first post-Soviet countries using

census-linked data to analyze mortality differentials (Jasilionis et al. 2015).

Research aim

The aim of this study is to determine the socio-demographic factors’
impact on the contemporary middle-aged male mortality differentiation
in Lithuania and to reveal the interplay between socio-demographic
factors and unhealthy lifestyle, by using theories of social epidemiology
and sociology of health, as well as methods of formal demography and

sociology.

Research objectives

1. To investigate theoretical models associated with the research
of health inequality and mortality differentials and to reveal the
main theoretical and methodological problems in the studies of

health inequality.



2. To design a theoretical model based on Bourdieu’s theory of
practice which allows examining the interplay between socio-

demographic factors and unhealthy lifestyle.

3. To analyze patterns and trends of middle-aged men mortality in
Lithuania by revealing the link between the long-term historical
and demographical factors and the problem of huge mortality

differentiation.

4. To reveal the interplay between socio-demographic factors of
the contemporary middle-aged male mortality differentiation by
using Bourdieu’s theoretical model and the methods of formal
demography.

5. To reveal the interplay between socio-demographic factors and
unhealthy lifestyle by using Bourdieu’s theoretical model and

methods of sociology.

Thesis statements:

1. The theoretical model of interplay between the conditions of
existence, habitus and lifestyle, as based on Bourdieu’s theory of
practice, helps reveal the interplay between socio-demographic

factors and unhealthy lifestyle.

2. The area-level socioeconomic factors have a relatively small effect
on middle-aged men mortality compared with individual-level
factors, i.e. belonging to a group of a low socioeconomic status
(e.g., the unemployed) increases men’s overall mortality risk more
than living in socially and economically disadvantaged areas (e.g.,

in an area with high unemployment level).

3. Economic factors have the strongest effect on middle-aged men
mortality differentiation in Lithuania at both individual-level and

area—level.
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Contents of the doctoral dissertation

The doctoral dissertation consists of five major parts: introduction,
three main sections, and conclusions. The introduction describes the
importance, the novelty, and the objectives of the study. The first section
presents relevant theoretical approaches for studying health inequality
and methodological foundations of the research on mortality differentials.
The second section of this doctoral dissertation consists of the analysis of
middle-aged men mortality trends and patterns in Lithuania. The third
section covers the analytical results of spatial, multilevel, and micro-
level analysis of mortality differentials. More importantly, this section
presents the discussion about the main findings of this study and the
evaluation of the crucial theoretical and methodological points of this

research.

DATA AND METHODS

The research can be divided into three stages. The first stage of this
research provides the spatial analysis of standardized mortality rates of
middle-aged men in Lithuania. Accordingly, the statistical spatial analysis
technique was used to identify statistically significant clusters or hot spots
of cause-specific mortality rates across the Lithuanian administrative dis-
tricts in the period 2010-2013. The spatial analysis is based on the meth-
odology used in research on spatial variation of alcohol-related mortality
across Lithuania and Belorussia (Grigoriev et al. 2016). The result of this
analysis is the spatial autocorrelation map (LISA cluster map - Local Indi-
cators of Spatial Autocorrelation) which shows clusters of administrative
districts according to different patterns of mortality. Spatial analysis was

conducted with GeoDa software, particularly LISA map function.
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The second stage of this research investigates the area-level and
individual-level socioeconomic factors of middle-aged men mortality
differentiation in Lithuania during the period 2011-2013. Multilevel
regression analysis with a random intercept model was conducted with R
software Ime4 package (see Snijders, Bosker 2012). This research is based
on multilevel regression analysis of 2011 census-linked population-
level mortality data. There are many mortality differential studies based
on census-unlinked mortality data or health surveys. One faces two
major problems while using such data for the evaluation of mortality
differentials (Jasilionis et al. 2015; 11). Firstly, the census-unlinked
mortality data is based on the socio-demographic and socioeconomic
status, which may possibly be misreported by relatives or family
members (Shkolnikov et al. 2007; Jasilionis et al. 2012). Secondly, health
surveys often encounter the problem of limited coverage and lack of
representativeness. Socioeconomic groups of high mortality risk, such
as homeless persons or prisoners, often remain out of the sample.

The multilevel research methodology, applied in this study, is used to
analyze hierarchical data structures (Diez-Roux 2000). In recent years,
the multilevel approach has been applied in health inequalities research,
by analyzing socioeconomic mortality factors in different societal
levels: society, social groups, or individuals (Martikainen et al. 2003,
2004; Blomgren et al. 2004; Diez—Roux 2000). In this study multilevel
analysis consists of two societal levels. The first level is the individual’s
socioeconomic characteristics (education, marital status, economic
activity, etc.), based on census data. The second level is the area’s socio-
economic characteristics (unemployment rate, average income, level of
education, etc.), based on aggregated regional statistics of Lithuania.

The third stage of this research is the analysis of the micro-social

level mortality differentials. It includes qualitative and quantitative
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sociological research. Qualitative research is based on the narrative
analysis of semi-structured interviews with men dependent on alcohol.
The aim of the qualitative research is to reveal the relation between the
negative emotions and unhealthy lifestyle. Qualitative text analysis was
conducted by using the open coding method. This research is based
on secondary data from alcohol-related harm research in Lithuania
(Tamutiené 2015). The goal of quantitative research was to reveal the
interplay between socioeconomic status and unhealthy lifestyle by using
simple correspondent analysis. This research is based on secondary
data about men’s lifestyle practices from the study Health Behaviour
among Lithuanian Adult Population, 2014 (Grabauskas et al. 2015). The
correspondence analysis was conducted with R software FactoMineR

and factoextra packages (see Bendixen 2003).

THEORETICAL FRAMEWORK

The theoretical framework of this research is based on Bourdieu’s
theory of practice (1972; 1984). The theory of practice consists of three
major elements: field, capital and habitus. According to P. Bourdieu,
individuals (or agents) act in a social space that is subdivided into
different social fields (intellectual field, cultural field, academic field,
etc.). The individual’s position in a social field depends on his capital and
habitus. P. Bourdieu (1986) distinguishes four types of capital, namely
economic (financial resources, real estate, etc.), cultural (education,
cultural norms, etc.), social (social relationships), and symbolic capital.
Different forms of capital may have different values depending on the
field the individual is acting in. The capital which is the most valuable or
the most powerful in a particular field becomes the symbolic capital of

that field. The most important concept of Bourdieu’s theory is habitus.
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It may be defined as a system of internalized experiences of the social
world, which organizes social practices (Bourdieu 1984, 170; Korp
2010, 805). Bourdieu highlights the ambivalence of habitus. On the
one hand, habitus is the result of social structures; on the other hand, it
also determines practices and reproduces social fields (Bourdieu 1984;
Walther 2013). To sum up, the logic of practice may be expressed in the
following equation (Bourdieu 1984, 101):

[ (habitus ) ( capital ) | + field = practice.

Health field is interpreted as a social sphere where men from different
socioeconomic groups with a different habitus and a certain amount of
capital are trying to ensure good health. In other words, men’s health
field is serving as an arena of health related practices. It can be assumed
that different socioeconomic positions are related to different forms of
capital. Economic activity is related to economic capital, education -
to cultural capital, and marital status - to social capital. The relative
position in health field is measured by mortality rates’ ratios of a different
socioeconomic group. The analysis of health-damaging habitus is based
on mens biographical narrative analysis, which reveals the effect of
negative emotions on health-damaging practices. By way of closing, it is
necessary to say that weak position in the social health field and health-
damaging habitus determines health-damaging practices which lead to
an unhealthy lifestyle and a high premature mortality risk. The interplay
between the position in a social field, habitus and lifestyle is visualized

in Figure 1.
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Figure 1. Interplay between conditions of existence, habitus and lifestyle

RESULTS AND DISCUSSION

Results of spatial analysis

Local autocorrelation analysis of standardized death rates (SDR) of
cause-specific mortality was conducted during the spatial analysis of
middle-aged men mortality in Lithuania. The results show that no or very
few significant hot spots were found in overall mortality, cardiovascular
mortality, and suicide mortality. However, the map of SDR of suicide
mortality showed two possible clusters of high suicide mortality risk in
the north-eastern and south-eastern parts of Lithuania. It is possible that
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during the local autocorrelation analysis these regions were not identified
as hot spots of high suicide mortality risk due to the urban districts with
relatively low suicide rates which belong to these regions.

The results of spatial autocorrelation analysis of alcohol-related
mortality showed a particularly big cluster of high mortality rates in
south-eastern part of Lithuania (Figure 2). Districts labeled as high-high
clusters can be defined as areas with high SDR values that are surrounded
by areas which also have high values. The possible explanation of this
phenomenon may be related to socioeconomic problems of this region.
It is defined as socially and economically deprived, sparsely inhabited
area (Burneika et al. 2013, 50). Previous studies have shown that alcohol-
related mortality risk is higher among low socioeconomic status groups
(Jasilionis et al. 2007), possibly determined by the dangerous drinking
pattern. It has to be stated that the clusters of high alcohol-related
mortality were almost identical to the clusters of mortality from external

causes of death.

[] Mot significant
B High-high

B Low-low

Low-high
@ High-Low

Figure 2. LISA cluster map of alcohol-related mortality in
Lithuania; males ages 30-59;2010-2013; p=0.05; 999 permutations
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The results thus obtained are compatible with Grigoriev’s et al. (2016)
results of the spatial analysis on alcohol-related mortality in Lithuania and
Belarus during the period 2003-2007 which shows the hot spot of alcohol-
related mortality on the border between those two countries. Based on the
outcome of both studies it could be stated that the south-eastern part of
Lithuania remains a territory of high risk in alcohol-related mortality.

Results of multilevel analysis

The results of multilevel analysis show relative mortality differentials
for different causes of death groups. Mortality rate ratios (MRR) show ‘how
many times mortality rates in the population group under consideration
differ from the mortality rates in the reference group (Jasilionis,
Stankiainiené 2012, 17). By applying Poisson regression analysis, MRR’s
for these causes of death groups were calculated: all causes of death,
alcohol-related causes of death (K70, K74, X45), cardiovascular diseases
(I00-199), suicides (X 60-X 84), all external causes of death (V00-Y89),
traffic accidents (V00-V99), and homicides (X85-Y05)!. MRR’s were
calculated for different socioeconomic groups by age groups, place of
residence, marital status, ethnicity, education and economic activity. The
results thus obtained in individual-level analysis are compatible with
other studies of socioeconomic mortality differentials in Lithuanian
(Jasilionis et al. 2007, 2015; Jasilionis, Stankaniené 2012). The study
demonstrates that individuals of lower socioeconomic status have up
to 7.81 fold higher mortality risk, compared with those of a higher
socioeconomic status. The highest mortality rate ratios were traced in
different groups of economic activity. The results depict statistically
significant differences in MRR’s, which were obtained in all causes of
death groups analyzed in this study. The overall results of individual-

level mortality differentials analysis are summarized in Table 1.

1 According to ICD-10 classification system.
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Table 1. Mortality rate ratios (MRR), Lithuanian men aged 30-59, 2011-2013 (all

individual characteristics)

Individual ALL | ALC | CVD |SUIC | EXT | TRAFF | HOM
characteristics

Age groups
30-34 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
35-39 1.35 | 2.36 | 1.67 | 0.87 | 1.10 0.66 1.72
40-44 2.11 | 3.51 | 3.62 | 1.13 | 1.50 1.07 2.48
45-49 3.06 | 4.04 | 6.03 | 1.46 | 1.82 1.11 2.01
50-54 4.25 | 4.32 | 10.01 | 1.37 | 2.10 1.70 1.80
55-59 5.70 | 4.14 | 15.41 | 1.35 | 2.07 1.43 2.20
Place of residence
Urban 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
Rural 1.06 | 0.81 | 1.00 | 1.34 | 1.29 1.87 0.85
Marital status
Married 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
Never married 1.75 | 1.91 | 1.72 | 1.43 | 2.09 1.95 2.72
Divorced 1.91 | 2.70 | 1.83 | 1.57 | 2.33 2.00 4.60
Widowed 1.90 | 242 | 1.77 | 1.95 | 2.08 1.77 6.64
Ethnicity
Lithuanian 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
Russian 1.16 | 1.32 | 1.15 | 0.77 | 1.11 1.05 0.85
Polish 1.28 | 1.99 | 1.15 | 0.86 | 1.40 1.09 2.18
Other 1.01 | 1.13 1.17 | 0.45 | 0.85 0.53 1.56
Education
Higher 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
Secondary 1.58 | 1.39 | 1.52 | 1.86 | 1.67 1.69 2.62
Lower than secondary 1.85 | 1.71 | 1.72 | 2.22 | 2.05 | 2.72 | 4.19
Economic activity
Employed 1.00 | 1.00 | 1.00 | 1.00 | 1.00 1.00 1.00
Unemployed 2.63 | 2.34 | 2.15 | 5.05 | 2.84 | 1.73 | 3.90
Inactive. disabled 5.11 | 1.96 | 5.18 | 7.82 | 2.58 | 0.96 3.78
Other inactive 2.71 | 1.85 | 2.52 | 5.23 | 2.40 1.64 5.08
Unknown 2.66 | 2.19 | 1.83 | 5.35 | 2.64 1.13 1.74
Total number of deaths (n) |12478| 1192 | 3896 | 1169 | 3536 277 129

Note. ALL - all causes of death; ALC - alcohol-related causes of death (K70, K74,
X45); CVD - cardio vascular diseases (I00-199); SUIC - suicides (X60-X84);
EXT - all external causes of death (V00-Y89); TRAF - traffic accidents (V00-V99);
HOM - homicides (X85-Y05). Statistically significant MRR's marked in bold.
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Area-level analysis of mortality differentials was based on socioeco-
nomic characteristic of 60 municipalities in Lithuania. Socioeconomic
characteristics were divided into two groups: 4 economic and 4 socio-
cultural characteristics of municipalities. Economic characteristics were
as follows: share of individuals receiving social benefits, unemployment
rate, average salary ratio, and share of manual workers. Socio-cultural
characteristics were as follows: share of non-Lithuanian population,
share of single households, election turnout, and share of higher edu-
cated population.

All area variables refer to the year 2011 and were obtained from
Statistics Lithuania (2014). Multilevel regression analysis was conducted
by running two different models. Model 1 is applied to age, and Model 2
is applied to age and all other individual characteristics.

The results of area-level analysis show that many area-level variables
had an effect on mortality differentials in different causes of death
groups. Men living in areas with higher unemployment rate, higher share
of manual workers, and lower average salary ratio had a higher overall,
cardiovascular, external, and suicide mortality risk (Table 2, Model 1).
However, after adjusting all individual variables (Model 2) the effect of
economic area characteristics on mortality became modest or statistically
insignificant. It means that the area-level effect may be attributed to
different socioeconomic structures of municipalities. The results thus
obtained are compatible with the previous studies (Martikainen at al.
2003, 2004; Blomgren et al. 2004). It was discovered that the effect of
area-level variables on homicide mortality differentials was statistically

insignificant, only with a few exceptions.
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Table 2. Mortality rate ratios (MRR), Lithuanian men aged 30-59, 2011-2013 (all
area characteristics)

ALL CVD ALC SUIC EXT

Area characteristics | Model Model Model Model Model
1212121211712
Share of individuals receiving social benefits
Low (3.1-7.5) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (7.6-8.3) 1.1411.041.26 |1.16 | 098 {092 | 1.63 | 1.41 | 1.17 | 1.05
High (8.4-11.9) 1.281.05]1.33|1.12|1.24 | 1.05|1.56 | 1.22 | 1.38 | 1.07
Unemployment rate
Low (6.7-12.6) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (12.6-15.0) | 1.241.10 | 1.35 | 1.19| 0.93 | 0.84 | 1.47 | 1.30 | 1.38 | 1.20
High (15.0-20.0) 1.25]1.05|1.311.12|1.15/0.97|1.41 | 1.16 | 1.31 | 1.04
Average salary ratio
Low (0.70-0.79) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (0.80-0.85) | 1.00 | 1.01 | 1.00 | 1.00 | 1.00 | 1.02 | 0.86 | 0.87 | 0.94 | 0.96
High (0.86-1.18) 0.84]1.010.82|0.95|0.95|1.09|0.57]0.73| 0.73 | 0.94
Share of manual workers
Low (6.1-9.9) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (10-11.1) |1.18]1.03]1.20|1.07| 1.17| 1.06 | 1.65 | 1.37 | 1.30 | 1.07
High (11.2-14.8) 1.14/1.00|1.12|1.01 | 1.26| 1.17| 1.51 | 1.24 | 1.26 | 1.03
Share of non-Lithuanian population

Low (0. 8-2.1) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (2.2-5.6) 0.9210.97/0.94| 098 1.10| 1.17 | 0.78 | 0.83 | 0.94 | 0.91
High (5.7-89.2) 1.02|1.10| 1.01 | 1.07 | 1.44| 1.41 | 0.63 | 0.76 | 1.01 | 1.08

Share of single households
Low (23.2-30.1) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00
Average (30.2-32.8) | 1.07 | 1.04 | 1.14| 1.10| 0.88 | 0.87 | 1.03 | 0.98 | 0.97 | 0.95
High (32.9-37.7) 1.02|1.04|1.02|1.02|1.14| 1.14| 0.85| 0.89 | 0.98 | 1.03
Election turnout
Low (33.5-43.4) 1.00 | 1.00 | 1.00 | 1.00 | 1.00 | 1.00| 1.00 | 1.00 | 1.00 | 1.00
Average (43.5-48.5) | 1.16| 1.08 | 1.13| 1.06 | 1.29| 1.21| 1.17| 1.11 | 1.28 | 1.17
High (48.6-66.6) 1.28/1.12/1.28(1.13/1.69| 1.38| 1.12| 1.03| 1.46| 1.21
Share of higher educated population
Low (8.1-12.0) 1.00| 1.00 | 1.00| 1.00 | 1.00| 1.00| 1.00 | 1.00 | 1.00 | 1.00
Average (12.1-14.3) | 0.96| 1.00| 0.94 | 0.97| 1.05| 1.09| 0.85| 0.90 | 0.93 | 0.97
High (14.4-37.5) 0.74] 0.95]0.72| 0.88| 0.89| 1.06 | 0.53| 0.73 | 0.67| 0.91

Notes: 1) ALL - all causes of death; ALC - alcohol-related causes of death (K70,
K74, X45); CVD - cardio vascular diseases (I00-199); SUIC - suicides (X60-X84);
EXT - all external causes of death (V00-Y89); TRAF - traffic accidents (V00—
V99); 2) statistically significant MRR's marked in bold; 3) each of the area variables
was entered in the model separately
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The results of multilevel analysis are similar to other studies which
have shown that area characteristics have modest independent effects
on mortality as compared with individual characteristics (Martikainen
at al. 2003; 2004; Blomgren et al. 2004). However, socioeconomic area-
level variables had the strongest effect on suicide mortality compared
with other causes of death groups, even after adjusting all individual
variables. This effect may be related to higher psychosocial stress level in
economically deprived areas, which may negatively affect men’s health.

Results of micro-level analysis

The results of qualitative analysis show that health-damaging habitus
and drinking practices were internalized during primary and secondary
socialization and formed an unhealthy lifestyle. The narrative analysis of
the semi-structured interview revealed the effect of negative emotions,
such as indifference, shame, desperation, and fear of loneliness, on health-
damaging practices. Men felt indifferent to their relatives, they were paying
little to no attention to their careers, material welfare, finances, and health.
Men were suffering from the shame they felt about their socioeconomic
status, loss of property, ruined families, abandoned children, and
unfulfilled expectations. The fear of loneliness was the dominant emotion
regarding relationships with family members and friends. The narratives
related to personal finances, future prospects, and the macro-economic
situation contained evident features of desperation.

The results of correspondent analysis show that low socioeconomic
status was related to health-damaging practices, such as working in poor
conditions, smoking, heavy drinking, and poor nutrition. Thus, it could
be stated that health-damaging practices were reproduced by health-
damaging habitus of low socioeconomic status men. In contrast, healthy
lifestyle was related to higher education, marriage, successful career, and
healthy practices, such as good nutrition, good personal hygiene, and

physical activity.

21—



Discussion

The model based on Pierre Bourdieu’s (1984, 171) theory of social
practice allowed for an analysis of interplay between the socioeconomic
factor of macro-social level and health damaging lifestyle. Such theoretic
approach is relevant to the context of conceptual models in contemporary
social epidemiology which discusses the interplay between health
inequality factors of micro- and macro-social levels. The model of the
social practice helped in analyzing the problem of middle-aged men
mortality differentials in Lithuania as a whole by observing an individual
in his social context. Therefore, this model has a huge potential in health
inequality research. It should also be stated that this model was useful in
analyzing the specific mortality pattern of middle-aged men in a wider
historical and demographical context, the spatial patterns of mortality
differentiation, the interplay between individual- and area-level socio-
economic factors, and the practices of health-damaging lifestyle and it
generating schemes of perception.

CONCLUSIONS

1. In recent decades, health inequality has been widening in Lithuania
and other European Union countries, which demanded new reliable
data to assess the interplay between different factors of health
inequality. As a result, the number of epidemiological studies
analyzing mortality differentials in different social levels has been on
the rise. However, a lack of theoretical models, analyzing the interplay
between macro- and micro-social levels, has become one of the major
problems in the field of health inequality research.

2. The interplay between mortality differentials in different societal
levels were analyzed by using multilevel regression analysis. The
results revealed patterns of socioeconomic mortality differentials
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in individual- and area-levels. Future multilevel studies should also
focus on a wider spectrum in different societal levels (i.e., family,
household, or parish) in order to achieve a deeper understanding of
health inequality.

. The study is based on unique census-linked death records. Such
type of data allowed conducting population-level analysis of socio-
economic mortality differentials. The results obtained are extremely
accurate and representative, therefore, it is recommended to design
new and develop existing population-level demographic and public
health information databases, and to ensure the availability of such
data for scientific purposes.

. Men mortality changes were dominated by high mortality level and
huge fluctuations over the past 50 years compared to other European
Union countries. Decomposition analysis suggests that fluctuations
in overall men mortality trends were determined by middle-aged
(30-59 years old) men group suffering from increased mortality from
external causes of death, cardiovascular diseases, alcohol-related
causes of death, and suicide. Therefore, increased middle-aged
men mortality remains one of the main determinants of the low life
expectancy among men in Lithuania.

. The results obtained in spatial analysis confirm the findings of
the previous studies, which indicate a specific middle-aged men
mortality pattern in the south-eastern part of Lithuania. It remains
a region of increased mortality from external causes of death and,
especially, of alcohol-related causes of death. High mortality among
middle-aged men may be related to disadvantageous socioeconomic
characteristics of this area, potentially determined by historical,
political and geographical circumstances.

. The results of multilevel analysis show that economic factors had

the strongest effect on middle-aged men mortality differentiation in
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Lithuania, at both the individual-level and the area-level. These find-
ings confirm the first thesis statement. Economically inactive, unem-
ployed men have faced health problems related to dangerous living
and working environment, poor housing and diet, lack of physical
activity, limited accessibility to medical services. Therefore, low eco-
nomic capital did not ensure a strong position in the social health
field. Qualitative research revealed that men of a low socioeconomic
status have faced psychosocial stress related to social suffering from
failing to fulfill the expectations of the society or family.

. The findings of this research show that high mortality risk among
unmarried and divorced middle-aged men is related to their health-
damaging lifestyle. The results of the correspondence analysis show
that single men are more likely to smoke and work in a smoking
environment; they have a poor diet and often face problems related
to alcohol consumption. Divorced men are more likely to have
health-damaging practices, thus it can be assumed that broken social
relationships with family members increase premature mortality
risk. However, divorce may also become a consequence of health-
damaging lifestyle. Qualitative research reveals that practices of
harmful alcohol consumption may also become a cause for divorce.

. Multilevel analysis shows that area-level socioeconomic factors
have a relatively small effect on middle-aged men mortality
compared to individual-level factors. These findings from this
study are compatible with the results of other multilevel studies and
confirm the second thesis statement, which says that belonging
to a low socioeconomic status group (e.g., the unemployed)
increases men’s overall mortality risk more than living in socially
and economically disadvantaged areas (e.g., in an area with a high
level of unemployment). These results indicate that health and
social policy interventions should focus on efforts to upgrade the
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10.

11.

living conditions of socially disadvantaged groups, rather than
improve socioeconomic conditions of disadvantageous areas.
The results of multilevel analysis show that a higher suicide mortality
level was observed in those municipalities where the level of education
and the average salary level were lower. It has to be noted that these areas
continued to be at high suicide risk after all individual-level variables
were fixed. In conclusion, this study confirms the relationship between
economically deprived areas and high suicide risk in Lithuania, a

phenomenon, widely analyzed in previous studies.

Qualitative analysis revealed that unhealthy lifestyle is reproduced
by health-damaging habitus trough systems generating perception
and practices. Narrative analysis shows that drinking practices are
internalized during primary and secondary socialization among
family members and friends, as well as the school environment. The
interplay between social space and health-damaging practices were
analyzed through negative emotions of socially deprived men. It
revealed the effect of indifference, shame, desperation, and fear of

loneliness on health-damaging practices.

The mortality differentials’ research model, based on Bourdieu’s
theory of practice and methods of social epidemiology and formal
demography, helped reveal different aspects of middle-aged men
mortality differentials: spatial patterns, the interplay between
socioeconomic factors of individual- and area-level, the interplay
between socioeconomic status and health-damaging lifestyle.
In conclusion, it is evident that this study has shown a successful
application of Bourdieu’s social practice theory to health inequality
research. It confirms the first thesis statement saying that this
theoretical model allows to reveal the interplay between socio-

demographic factors and unhealthy lifestyle.
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12. Analysis of micro-social level middle-aged men’s mortality
differentials based on secondary data was introduced into the
research model. This pilot study shows the prospect of the application
of Bourdieu’s social practice model as a whole in health inequality
research. However, it is recommended to conduct a comprehensive

analysis of middle-aged menss lifestyle in the future.
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REZIUME

Problema ir aktualumas. Daugelio epidemiologiniy tyrimy rezulta-
tai rodo, kad issilavinimas, ekonominis aktyvumas, santuokiné padétis,
pajamos ir kiti veiksniai turi poveikj socialiniy grupiy sveikatos skir-
tumams (Marmot 2006). Pastaraisiais deSimtmeciais socioekonominé
mirtingumo diferenciacija daugelyje Europos Sajungos $aliy augo atnes-
dama didziulius demografinius ir ekonominius nuostolius (Mackenbach
ir kt. 2010; 2015). Augant gyventojy sveikatos nelygybés skirtumams,
kyla grésmé ne tik bendrai visuomenés sveikatos buklei, bet ir tvariai so-
cialinei bei ekonominei $aliy raidai (European Comission 2013a; 2013b).
Taigi Siuolaikiniuose sveikatos ir socialinés politikos dokumentuose
sveikatos nelygybé daznai jvardijama kaip viena i§ svarbiausiy visuo-
meneés sveikatos problemy, o siekiant jgyvendinti efektyvias sveikatos
nelygybés mazinimo priemones, butina uztikrinti moksliniais tyrimais
pagristy sveikos politikos priemoniy jgyvendinimg (European Comis-
sion 2013b; LR SAM 2014). Lietuva i$ kity Europos Sajungos $aliy i$si-
skiria didziausiais vyry ir motery vidutinés tikétinos gyvenimo trukmeés
rodikliy skirtumais (Eurostat 2016), o sociodemografiniai ir socioeko-
nominiai mirtingumo diferenciacijos rodikliai $alies viduje pastaraisiais
metais didéja (Jasilionis ir kt. 2015). Taigi naujy mokslo ziniy, kuriomis
remiantis baty galima pagristi veiksmingas sveikatos nelygybés mazini-
mo priemones, poreikis Lietuvoje yra didelis.

Nuo XX a. paskutiniojo de$imtmecio Lietuvos gyventojai susidaré
su dideliais ekonominiais ir socialiniais i$$tkiais, juos seké prastéjanti
demografiné situacija — mazéjantis gimstamumas, didéjantys emigra-
cijos mastai ir iSauge mirtingumo rodikliai. Aukstas Lietuvos gyvento-
jy mirtingumo lygis tapo viena i§ pagrindiniy Lietuvos depopuliacijos
priezasciy. Didelé socioekonominé mirtingumo diferenciacija, aukstas

mirtingumo dél iSoriniy mirties priezasciy lygis ir itin dideli darbingo

—30—



amziaus vyry mirtingumo rodikliai laikomi pagrindiniais Lietuvos ir
kity posovietiniy valstybiy specifinio gyventojy mirtingumo modelio
bruozais (Stankaniené, Jasilionis 2011, 335). Tyrimai rodo, kad dél auks-
to vidutinio amziaus vyry mirtingumo lygio Lietuvos visuomené kas-
met patiria didziuliy demografiniy ir ekonominiy nuostoliy, todél su-
mazinus socioekonominius mirtingumo skirtumus bty galima iSvengti
daugybés darbingo amziaus gyventojy mirciy (Jasionis ir kt. 2007; 2015;
Jasilionis; Stankaniené 2012). Dideli Lietuvos gyventojy mirtingumo dél
iSvengiamy ir mediciniskai pagydomy? ligy rodikliai pastaraisiais metais
issiskiria ne tik tarp Vakary Europos valstybiy, bet ir tarp Baltijos saliy,
kelis desimtmecius éjusiy panasiu demografinés raidos keliu (Jasilionis
ir kt. 2011; Gudzinskas 2012).

Pastaruoju laikotarpiu atliekama nemazai epidemiologiniy ir demo-
grafiniy tyrimy, kuriuose nagrinéjama Lietuvos gyventojy mirtingumo
diferenciacija. Atlikti i$samis sociodemografiniy ir socioekonominiy
Lietuvos gyventojy mirtingumo diferenciacijos veiksniy tyrimai (Jasi-
lionis ir kt. 2015; 2006; 2007; Jasilionis, Stankaniené 2011; Smailyté ir
kt. 2013; 2015), Lietuvos gyventojy mirtingumo raida nagrinéjama pla-
tesniame demografiniy ir epidemiologiniy mirtingumo raidos teorijy
kontekste (Jasilionis 2003; Stanktniené, Jasilionis 2011; Jasilionis ir kt.
2011). Demografiniuose ir epidemiologiniuose tyrimuose daug démesio
skiriama mirties priezasciy struktiiros pokyc¢iy analizei, mirtingumo dél
vézio, rikymo ir alkoholio vartojimo, savizudybiy skirtumams (Kaledie-
ne 1999; Sauliune ir kt. 2008; Stelemékas 2014; Kalédiené ir kt. 2004;
2010; Veryga 2009; Stelemékas, Veryga 2012; Smailyteé ir kt. 2013; 2015).

Darbo naujumas ir reik§meé. ISvardytus mirtingumo diferenciacijos
tyrimus, galima baty priskirti socialinés epidemiologijos, demografijos
ar visuomeneés sveikatos mokslo kryptims, bet ne sveikatos sociologijai.

2 Angl. amenable to health care.
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Siuose tyrimuose mazai démesio skiriama mirtingumo diferenciacijos
sociologiniams aspektams, o epidemiologiniy tyrimy atotrikis nuo svei-
katos sociologijos metodologinéje literattroje (pavyzdziui, Popay et al,
1998) jvardijamas kaip viena i$ pagrindiniy $iuolaikinés socialinés epi-
demiologijos problemy. Jane Popay su bendraautoriais (1998, 627) teigia,
kad pozityvistinéje epidemiologijoje démesys yra sutelkiamas j makroso-
cialiniame lygmenyje vykstancius procesus, nuosalyje paliekant mikro-
socialinj lygmenj, kurj analizuoti butina siekiant visapusiskai atskleisti
sveikatos nelygybés problema. Tokia analizé atsieja individg nuo sociali-
nio konteksto. Autoriy nuomone (Popay et al. 1998), §i problema galéty
buti sprendziama pasitelkiant sveikatos sociologijos teorinius modelius.
Taigi $is darbas uzpildo mirtingumo diferenciacijos tyrimy nisa, kurioje,
remiantis sociologijos teorijomis, nagrinéjami socioekonominiai viduti-
nio amziaus vyry mirtingumo veiksniai ir jy tarpusavio sgveika. Diser-
tacijos tyrime sveikatos sociologijos teorija derinama su epidemiologijos
ir formaliosios demografijos metodais. Disertacijos autoriaus ziniomis,
tokia prieiga nagrinéjant Lietuvos gyventojy mirtingumo diferenciacija
taikyta pirmg karta.

Pagrindinis mirtingumo diferenciacijos tyrimo metodologinio nau-
jumo aspektas yra P. Bourdieu socialinio lauko tyrimo logikos pritaiky-
mas sveikatos nelygybés tyrimui. Disertacijos empirinio tyrimo mode-
liui pagrjsti pasirinkta P. Bourdieu (1977; 1984; 1986; 1990) socialinés
praktikos teorija, jgalinanti makrosocialinio ir mikrosocialinio lygmeny
mirtingumo diferenciacijos veiksnius nagrinéti kaip visumg. Pastarai-
siais metais P. Bourdieu koncepcijos pradétos taikyti sveikatos nelygybés
tyrimuose, taciau dazniausiai apsiribojama atskiry savoky - socialinio
lauko, kapitalo arba habitus — jvedimu (Pinxten, Lievens 2014; Grineski
2009; McGovern ir kt. 2015; Veenstra 2007). Visas socialinés praktikos
teorijos modelis, kuriame buty nuosekliai remiamasi socialinio lauko ty-

rimo logika, mirtingumo diferenciacijos tyrimuose iki siol nebuvo taiky-
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tas. Vienas i$ pagrindiniy socialinés praktikos teorija pagristo modelio
privalumy yra tas, kad jis susieja mirtingumo diferenciacijos veiksnius
su sveikatai zalingu vyry gyvenimo stiliumi.

Kitas svarbus tyrimo naujumo aspektas - tai daugiapakopés regre-
sinés analizés taikymas nagrinéjant vyry sveikatos nelygybés veiksnius.
Mirtingumo diferenciacijos tyrimy, kuriuose taikant $ig metodika buty
nagrinéjamos individualaus ir gyvenamosios vietovés socioekonominiy
veiksniy sgsajos, néra daug (Merlo ir kt. 2005; Blomgren ir kt. 2004;
Martikainen ir kt. 2003; Martikainen ir kt. 2004; Blomgren, Valkonen
2007). O ziniy apie gyvenamosios vietovés socioekonominiy veiksniy
sasajas su Lietuvos vyry mirtingumo diferenciacija iki Siol nebuvo. Taigi
$is darbas pretenduoja buiti pirmasis, kuriame pasitelkiant daugiapako-
pés regresinés analizés metodikg i$samiai nagrinéjamos ne tik individu-
alaus lygmens, bet ir gyvenamosios vietovés lygmens socioekonominiy

veiksniy sgsajos su Lietuvos gyventojy mirtingumo diferenciacija.

Disertacijos tyrimo objektas - vidutinio amziaus Lietuvos vyry mir-
tingumo diferenciacijos socioekonominiai veiksniai ir jy tarpusavio sa-

veika.

Tyrimo tikslas — derinant sveikatos sociologijos ir socialinés epide-
miologijos teorines prieigas su formaliosios demografijos ir sociologijos
metodais nustatyti socioekonominiy veiksniy poveikj Siuolaikinei vidu-
tinio amziaus vyry mirtingumo diferenciacijai Lietuvoje ir atskleisti $iy

veiksniy sasajas su sveikatai zalingu gyvenimo stiliumi.

Uzdaviniai:

1. I$nagrinéjus sveikatos nelygybés teorinius modelius ir mirtin-
gumo diferenciacijos tyrimy kryptis, iSryskinti pagrindines mir-
tingumo diferenciacijos tyrimy teorines ir metodologines pro-

blemas.
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2. I8nagrinéjus Siuolaikiniy mirtingumo diferenciacijos tyrimy me-
todikg ir gautus rezultatus, sukurti P. Bourdieu socialinés prakti-
kos teorija paremta tyrimo modelj, skirtg nagrinéti vidutinio am-
ziaus vyry socioekonominiy mirtingumo diferenciacijos veiksniy
sgveikai su sveikatai zZalingu gyvenimo stiliumi.

3. Atlikti vidutinio amziaus Lietuvos vyry mirtingumo raidos ir
konteksto analize atskleidziant ilgalaikiy istoriniy ir demografiniy
veiksniy sgsajas su didelés mirtingumo diferenciacijos problema.

4. Derinant sukurta mirtingumo diferenciacijos tyrimo teorinj mo-
delj su formaliosios demografijos metodais, nustatyti vidutinio
amziaus Lietuvos vyry mirtingumo diferenciacijos veiksniy tar-
pusavio s3sajas.

5. Derinant sukurtg mirtingumo diferenciacijos tyrimo teorinj mo-
delj su sociologiniais empiriniy tyrimy metodais, atskleisti sveika-
tai zalingo gyvenimo stiliaus sasajas su socioekonominiu statusu.

Ginamieji disertacijos teiginiai:

1. P. Bourdieu socialinés praktikos teorija pagrjstas mirtingumo di-
ferenciacijos tyrimo teorinis modelis, kuriame nagrinéjama gyve-
nimo salygy, habitus ir gyvenimo stiliaus sgveika, leidZia atskleisti
vidutinio amziaus vyry mirtingumo diferenciacijos veiksniy sasa-
jas su sveikatai zalingu gyvenimo stiliumi.

2. Individualaus lygmens veiksniai turi didesnj poveikj vidutinio
amziaus vyry bendrojo mirtingumo diferenciacijai Lietuvoje negu
gyvenamosios vietovés socioekonominiai veiksniai. Kitaip tariant,
priklausymas Zemo socioekonominio statuso grupei (pavyzdziui,
bedarbiams), labiau padidina vyry bendrojo mirtingumo rizika
negu gyvenimas socialiai ar ekonomiskai nepalankioje vietovéje
(pavyzdziui, vietovéje, kurioje aukstas nedarbo lygis).
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3. Didziausig jtaka vidutinio amziaus vyry mirtingumo diferenciaci-
jai Lietuvoje tiek individualiu lygmeniu, tiek gyvenamosios vieto-

vés lygmeniu turi ekonominiai veiksniai.

Disertacijos struktiira. Disertacija sudaro trys skyriai. Pirmajame
skyriuje pristatomi teoriniai ir metodologiniai vidutinio amziaus vyry
mirtingumo diferenciacijos tyrimo pagrindai; aptariamos sveikatos ne-
lygybés teorinés prieigos, nagrinéjama socialinio veiksmo ir socialinés
struktiros sgveikos sveikatos sociologijoje problema; aptariama $iuo-
laikiniy mirtingumo diferenciacijos tyrimy problematika; pristatomos
mirtingumo diferenciacijos tyrimo teorinés prielaidos. Siame skyriuje
daug démesio skiriama P. Bourdieu socialinés praktikos teorijos taiky-
mui sveikatos sociologijoje, pristatomas $ia teorija grindziamas diserta-
cijos tyrimo teorinis modelis. Skyriaus pabaigoje pristatomi empirinio
tyrimo duomenys ir metodai.

Antrame skyriuje nagrinéjama vidutinio amziaus vyry mirtingumo
kaita Lietuvoje ir aptariamas iy pokyc¢iy kontekstas. Siame skyriuje pa-
teikiama istoriné demografiné Lietuvos vyry mirtingumo analizé, ver-
tinamas vidutinio amziaus vyry mirtingumo poveikis bendrai Lietuvos
vyry vidutinei tikétinai gyvenimo trukmei. Antroje skyriaus dalyje na-
grinéjamas pokomunistinéms Salims, tarp jy ir Lietuvai, budingas spe-
cifinis mirtingumo modelis ir jo bruozai, aptariama vidutinio amziaus
vyry mirties priezasciy struktira.

Trec¢iame disertacijos skyriuje pateikiami Lietuvos vyry mirtingumo
diferenciacijos veiksniy tyrimo rezultatai. Aptariama socioerdviné Lie-
tuvos vyry mirtingumo diferenciacija, pagrindinj démesj skiriant Sioms
mirties priezas¢iy grupéms: bendrajam mirtingumui, mirtingumui dél
kraujotakos sistemos ligy, iSoriniy mirties priezasciy, alkoholio vartojimo
ir savizudybiy. Toliau aptariami daugiapakopés regresinés analizés rezul-
tatai, nagrinéjami individualaus lygmens ir gyvenamosios vietovés socio-
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ekonominiai mirtingumo diferenciacijos veiksniai ir juy saveika. Skyriaus
pabaigoje nagrinéjamos sveikatai zalingo vyry gyvenimo stiliaus sgsajos su
socioekonominiais mirtingumo diferenciacijos veiksniais.

Darbo pabaigoje aptariami mirtingumo diferenciacijos tyrimo rezul-
tatai, suformuluojamos iSvados. Pristatomi ikeltus ginamuosius teigi-
nius patvirtinantys argumentai. Trumpai aptariamas tyrimo rezultaty
santykis su kity tyréjy atliktais darbais, taikyty empiriniy metody ir te-
orinio modelio teikiamos galimybés ir ribotumai, aptariamos tolesniy
sveikatos nelygybés ir mirtingumo diferenciacijos tyrimy gairés.

Tyrimo duomenys ir metodai. Metodologiniu pozitriu disertaci-
jos tyrimg galima suskirstyti j tris etapus. Pirmasis tyrimo etapas - tai
socioerdviné vidutinio amziaus Lietuvos vyry mirtingumo rodikliy
analizé. Sioje analizéje naudojant agreguotus 2010-2013 mety Lietuvos
gyventojy mirtingumo duomenis buvo siekiama nustatyti auksto vidu-
tinio amziaus vyry mirtingumo lygio savivaldybiy klasterius. Autoko-
reliaciné standartizuoty mirtingumo rodikliy analizé buvo atlikta pagal
gausiausias vidutinio amziaus vyry mirties priezas¢iy grupes, naudojant
GeoDa programinés jrangos LISA zemélapiy funkcija. Antrasis tyrimo
etapas — vidutinio amziaus mirtingumo diferenciacijos pagal individu-
alaus lygmens ir gyvenamosios vietovés socioekonominius veiksnius
analizé. Ji pagrjsta daugiapakopés regresinés analizés metodu, kuris tai-
komas nagrinéti su gyventojy suradymu susietus mirties registro duo-
menis. Tyrimui naudoti su 2011 m. Lietuvos gyventojy suraSymu su-
sieti mirtingumo duomenys, teikiantys itin tikslius visos populiacijos
lygmens informacija paremtus rezultatus, ir visy Lietuvos savivaldybiy
socioekonominiai rodikliai. Daugiapakopés analizés modelis taikytas
naudojant R programinj paketa Ime4 funkcija glmer. Treciasis tyrimo
etapas — mikrosocialinio lygmens veiksniy analizé - sudaryta i§ dviejy
daliy. Pirmoje dalyje, taikant kokybinius sociologiniy tyrimy metodus,
nagrinéjamos zema socioekonominj statusa uzimanciy vyry neigiamy
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emocijy s3sajos su sveikatai Zalingu gyvenimo stiliumi. Sis tyrimas pa-
gristas kokybine pusiau struktruoty interviu analize, atlikta naudojant
atvirajj tekstiniy duomeny kodavima. Tiriant naudojami antriniai duo-
menys, gauti tiriant Lietuvos gyventojy nesaikingo alkoholio vartojimo
padarinius (Tamutiené 2015). Antroje dalyje, taikant kiekybinius socio-
loginiy tyrimy metodus, nagrinéjami vyry socioekonominio statuso ry-
$iai su sveikatai zalingos gyvensenos praktikomis. Sis tyrimas pagristas
atrankinio gyvensenos tyrimo duomeny paprastaja (dviejy kintamyjy)
atitikties analize3, kuriai naudojami antriniai Suaugusiy Lietuvos Zmoniy
gyvensenos tyrimo 2014 m. duomenys (Grabauskas ir kt. 2015).

Teoriné prieiga. Nagrinéjant vidutinio amziaus vyry mirtingumo
diferenciacijos veiksnius ir jy saveika, empirinio tyrimo teoriniu pa-
grindu pasirinkta P. Bourdieu gyvenimo salyguy, habitus ir gyvenimo
stiliaus saveikos schema (Bourdieu 1984, 171). Si schema integruoja tris
pagrindinius elementus, kurie gali padéti atskleisti, kaip susiformuoja
mirtingumo diferenciacija. Pirmasis elementas - tai individo ar sociali-
nés grupes gyvenimo salygos ir ty salygy santykis su socialine strukti-
ra. Sis elementas apibiidina socialinj kontekstg ir gali biti nagrinéjamas
kaip pozicija socialiniame lauke. Antrasis elementas yra habitus, kuris
priklauso nuo individo ar socialinés grupés pozicijos socialiniame lauke.
Taigi habitus - tai su sveikata susijusias praktikas generuojanciy schemy
sistema arba principas, kuriuo remiantis formuojasi socialinés praktikos.
Treciasis elementas — tai gyvenimo stilius, kurj suformuoja skirtingus
habitus turincios individy grupés. Taigi apibendrinant galima teigti, kad
nepalanki pozicija socialiniame sveikatos lauke ir sveikatai zalingas habi-
tus reprodukuoja sveikatai zalingas praktikas, kurios formuoja sveikatai
zalinga gyvenimo stiliy ir aukstg vyry mirtingumo rizikos lygj.

3 Angl. simple correspondence analysis.
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Rezultatai ir diskusija. Socioerdvinés analizés rezultatai parodé, kad
2010-2013 metais ypac¢ didelio mirtingumo dél alkoholio klasteris buvo
susidares Pietryciy Lietuvoje. Reik§mingy didelio mirtingumo dél krau-
jotakos sistemos ligy, savizudybiy ir bendrojo mirtingumo savivaldybiy
klasteriy nagrinéjamy laikotarpiu nenustatyta. Aukstas Pietry¢iy Lietu-
voje gyvenanciy vyry mirtingumo lygis galéty bati siejamas su nepa-
lankia regiono socioekonomine situacija, kurig lémé istorinés, politinés
ir geografinés aplinkybés (Burneika et al. 2013, 50). Gauti rezultatai i$
dalies sutampa su Pavelo Grigorievo su bendraautoriais (2016) atliktos
socioerdvinés mirtingumo dél alkoholio Lietuvoje ir Baltarusijoje 2003-
2007 metais analizés rezultatais, rodanciais karstuosius mirtingumo tas-
kus $iy $aliy pasienio regionuose. Taigi apibendrinant galima teigti, kad
Pietryc¢iy Lietuvos regionas islieka aukstos mirtingumo dél alkoholio
vartojimo rizikos regionu.

Atlikus daugiapakope regresine analize, jvertintas individualaus ly-
gmens ir gyvenamosios vietovés socioekonominiy veiksniy poveikis
vidutinio amziaus vyry mirtingumo diferenciacijai. Individualaus ly-
gmens veiksniy analizés metu gauti rezultatai patvirtina ankstesniy ty-
rimy rezultatus, rodancius aukstesnj mirtingumo lygj tarp Zemo socioe-
konominio statuso grupiy (Jasilionis et al. 2007; 2015; Jasilionis, Stanka-
niené 2012). Gyvenamosios vietovés socioekonominiy veiksniy analizés
rezultatai rodo, kad daugelis tyrime nagrinéty veiksniy turéjo poveikj
vidutinio amziaus vyry mirtingumo diferenciacijai skirtingose mirties
priezasc¢iy grupése. Vyrai, gyvenantys savivaldybése, kuriose didesnis
nedarbo lygis, didesné nekvalifikuoty darbininky dalis ir mazesnis vidu-
tinis atlyginimas, patenka j didesnés bendrojo mirtingumo, mirtingumo
dél kraujotakos sistemos ligy, iSoriniy mirties priezasciy ir savizudybiy
rizikos grupes. Taciau uzfiksavus visus individualaus lygmens kintamuo-
sius ekonominiy gyvenamosios vietovés veiksniy poveikis mirtingumo
diferenciacijai pasirodé esgs silpnas arba statistiskai nepatikimas. Taigi
didzioji dalis mirtingumo diferenciacijos gali biti paaiskinta skirtinga
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vidutinio amziaus vyry sociodemografine ir socioekonomine struktara.
Tyrimo rezultatai sutampa su kitose Salyse atlikty panasiy mirtingumo
diferenciacijos tyrimy rezultatais, rodanciais, kad individualaus lygmens
kintamieji turi didesnj poveikj mirtingumo diferenciacijai negu gyve-
namosios vietovés kintamieji (Martikainen ir kt. 2003; 2004; Blomgren
ir kt. 2004). Pazymeétina, kad socioekonominiy gyvenamosios vietovés
veiksniy poveikis buvo didziausias mirtingumo diferenciacijai dél sa-
vizudybiy. Sis rysys isliko stiprus net ir uzfiksavus visus individualaus
lygmens kintamuosius.

Kokybinio tyrimo rezultatai rodo, kad pirminés ir antrinés socializa-
cijos metu susiformaves sveikatai nepalankus habitus ir internalizuotos
alkoholio vartojimo praktikos padéjo pamatus sveikatai zalingam gyve-
nimo stiliui. Analizuojant naratyvus atskleista, kad neigiamos emoci-
jos — abejingumas, géda, vienatvés baimé ir neviltis — formavo sveikatai
zalingas gyvensenos praktikas. Vyrai buvo abejingi artimiesiems, nesira-
pino karjera, materialine gerove, finansinémis ir sveikatos problemomis.
Gédos jausmas buvo patiriamas dél Zemos socioekonominés pozicijos,
suzlugdytos Seimos, palikty vaiky, neissipildziusiy lakes¢iy, prarasto
darbo ir turto. Vienatvés baimé buvo jauc¢iama vyrams pasakojant apie
santykius su $eima ir kitais artimais zmonémis, o neviltis — kalbant apie
asmeniniy finansus ir ateities perspektyvas.

Atitikties analizés rezultatai rodo, kad tiek ekonominio aktyvumo,
tiek issilavinimo, tiek santuokinés padéties kintamyjy kategorijos, pa-
sizymincios dideliais mirtingumo rodikliais, buvo susijusios su tomis
paciomis sveikatai nepalankiomis praktikomis: darbu kenksmingomis
salygomis, nesaikingu alkoholio vartojimu, rakymu ir prasta mityba.
Taigi galima daryti prielaidg, kad sveikatai nepalankios socialinés prak-
tikos yra reprodukuojamos per sveikatai zalingg vidutinio amziaus vyry
habitus. O sveika gyvensena galéty biti siejama su geru issilavinimu, sé-
kminga santuoka ir profesine veikla, sveikatai palankiomis gyvensenos
praktikomis: subalansuota mityba, asmenine higiena, fiziniu aktyvumu.
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Adaptavus P. Bourdieu (1984, 171) socialinés praktikos teorinj mode-
lj mirtingumo diferenciacijos tyrimui, buvo sukurtos teorinés prielaidos
susieti makrosocialinius veiksnius su individy gyvenimo stiliumi. Toks
teorinis pozitris aktualus $iuolaikinés socialinés epidemiologijos koncep-
tualiy teoriniy modeliy kontekste, kuriame nagrinéjama mikrosocialinio
ir makrosocialinio lygmeny saveikos problema. Vertinant §io modelio
potenciala sveikatos nelygybés tyrimuose, galima teigti, kad socialinés
praktikos modelis sudaré prielaidas vidutinio amziaus vyry mirtingumo
diferenciacijos problema nagrinéti kaip visuma, neatsiejant sveikatai zalin-
go gyvenimo stiliaus nuo socialinio konteksto. Pazymeétina, kad atliekant
tyrima buvo nagrinéjama ir specifinio vyry mirtingumo modelio raida
platesniame istoriniame demografiniame kontekste, ir socioerdviniai mir-
tingumo diferenciacijos veiksniai, ir individualaus bei gyvenamosios vie-
tovés socioekonominiy veiksniy saveika, ir sveikatai zalingos gyvensenos

praktikos bei jas generuojancios suvokimo schemos.

Isvados

1. Pastaraisiais deSimtmeciais, augant sveikatos nelygybés lygiui Lietu-
voje ir kitose Europos Sajungos $alyse, didéjo patikimy moksliniy ty-
rimy, kuriuose buty nagrinéjama jvairiy sveikatos nelygybés veiksniy
saveika, poreikis. Atsizvelgiant j §ig problema, $iuolaikiniy sveikatos
nelygybés tyrimy lauke yra atliekama vis daugiau epidemiologiniy
tyrimy, kuriose nagrinéjami skirtingi mirtingumo diferenciacijos
veiksniy lygmenys. Vis délto teoriniy modeliy, nagrinéjanciy mikro-
socialinio ir makrosocialinio lygmens sveikatos veiksniy saveika, tra-
kumas yra laikomas viena i§ pagrindiniy $io tyrimy lauko problemy.

2. Naudojant daugiapakopés regresinés analizés metodika, buvo jver-
tinti skirtingy socialiniy lygmeny mirtingumo diferenciacijos veiks-
niai ir jy tarpusavio sgsajos. Tyrimo rezultatai atskleidé socioeko-

nominius mirtingumo diferenciacijos skirtumus tiek individualiu
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lygmeniu, tiek gyvenamosios vietovés lygmeniu. Siekiant iSsamiau
atskleisti sveikatos nelygybés priezastis, ateityje j daugiapakope ana-
lize rekomenduojama jtraukti papildomus socioekonominiy veiksniy
lygmenis (Seimos, namy tkio ar senitinijos).
Mirtingumo diferenciacijos tyrimo metu gauti unikals Lietuvos
gyventojy sura§ymo duomenimis paremti rezultatai. Naudojant su-
sietus gyventojy surasymo ir mirciy registro duomenys buvo atlikta
visos populiacijos lygmens mirtingumo diferenciacijos socioeko-
nominiy veiksniy analizé. Atsizvelgiant j tai, kad naudojant susiety
demografiniy duomeny baziy informacija gauti itin tikslas ir repre-
zentatyvis gyventojy mirtingumo diferenciacijos rodikliai, ateityje
rekomenduojama kurti naujas ir tobulinti esamas demografiniy bei
gyventojy sveikatos duomeny bazes ir uztikrinti $iy duomeny pa-

siekiamuma mokslo tikslams.

Per pastaruosius 50 mety Lietuvos vyry mirtingumo raida i$ kity
Europos Sajungos Saliy i$siskyré dideliais vyry mirtingumo rodi-
kliais ir Suoliska mirtingumo lygio kaita. Taikant dekompozicinés
analizés metodika nustatyta, kad pastaryjy deSimtmeciy Lietuvos
vyry vidutinés tikétinos gyvenimo trukmés poky¢iai buvo stipriau-
siai veikiami mirtingumo poky¢iy vidutinio amziaus vyry (30-59
mety) grupéje, kurioje uzfiksuoti itin dideli mirtingumo dél i$oriniy
mirties priezasciy, kraujotakos sistemos ligy, savizudybiy ir alko-
holio vartojimo rodikliai. Didelis vyry mirtingumas dél siy mirties
priezasciy grupiy islieka pagrindine mazos Lietuvos vyry vidutinés
tikétinos gyvenimo trukmés priezastimi.

Socioerdvinés analizés rezultatai parodé, kad Pietryciy Lietuvoje
islieka specifinis vidutinio amziaus vyry mirtingumo modelis, uz-
fiksuotas per ankstesnius tyrimus. Siam modeliui badingi dideli
mirtingumo dél iSoriniy mirties priezasciy ir alkoholio vartojimo

rodikliai. Aukstas Pietryciy Lietuvoje gyvenanciy vyry mirtingumo
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lygis galéty bati siejamas su nepalankia regiono socioekonomine si-
tuacija, kurig lémé istorinés, politinés ir geografinés aplinkybés.
Daugiapakopés regresinés analizés rezultatai parodé, kad didziausia
jtakg vidutinio amziaus vyry mirtingumo diferenciacijai tiek indivi-
dualiu lygmeniu, tiek gyvenamosios vietovés lygmeniu turéjo eko-
nominiai veiksniai. Tai patvirtino trecigji ginamajj teiginj. Eko-
nomiskai neaktyvis ir darbo neturintys vyrai susidiré su sveikatos
problemomis, susijusiomis su prastu bustu, nesaugia gyvenamaja
aplinka, prasta mityba, nepakankamu fiziniu aktyvumu, pavojin-
gomis darbo salygomis, medicinos paslaugy neprieinamumu. Taigi
mazas ekonominis kapitalas negaléjo uztikrinti palankios pozicijos
socialiniame sveikatos lauke. Kokybinio tyrimo rezultatai atskleidé,
kad Zemg socioekonominj statusg turintys vyrai susiduria su psi-
chosocialiniu stresu, kylanc¢iu dél socialinés jtampos namuose ar
darbe, nepateisinty visuomenés ar $eimos lakesciy.

Tyrimo rezultatai atskleidé, kad didesné nevedusiy ir issiskyrusiy
vidutinio amziaus vyry mirtingumo rizika gali bati siejama su $iy
socialiniy grupiy sveikatai zalingu gyvenimo stiliumi. Atitikties
analizés rezultatai parodé, kad issiskyre vyrai dazniau raké ir dirbo
prirakytose patalpose, prastai maitinosi, susidairé su problemomis
dél alkoholio vartojimo. I$siskyre vyrai buvo labiau linke j sveika-
tai Zalingas gyvensenos praktikas, todél galima daryti prielaida,
kad skyrybos, nutriike socialiniai ry$iai su artimaisiais, yra susije
su padidéjusia mirtingumo rizika. Tac¢iau skyrybos taip pat gali tap-
ti sveikatai zalingo gyvenimo stiliaus pasekme. Kokybinio tyrimo
rezultatai atskleidé, kad problemos $eimoje kildavo dél nesaikingo
alkoholio vartojimo ir baigdavosi skyrybomis.

Daugiapakopés analizés rezultatai rodo, kad individualaus lygmens
socioekonominiy veiksniy poveikis vidutinio amziaus vyry mirtin-
gumo diferenciacijai yra didesnis negu gyvenamosios vietovés so-
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10.

cioekonominiy veiksniy. Gauti rezultatai sutampa su kitose $alyse
atlikty panasiy tyrimy rezultatais ir patvirtina antrajj disertacijos
ginamajj teiginj, kuris teigia, kad priklausymas tam tikrai socioe-
konominei grupei (pavyzdziui, bedarbiams), labiau padidina vyry
bendrojo mirtingumo rizika negu gyvenimas socialiai ar ekonomis-
kai nepalankioje vietovéje (pavyzdziui, savivaldybéje, kurioje auks-
tas nedarbo lygis). Taigi galima daryti prielaida, kad socialinés po-
litikos priemoneés, skirtos mazinti bendrajj vidutinio amziaus vyry
mirtinguma, turéty buti dazniau kreipiamos j socioekonominiy
mirtingumo rizikos grupiy gyvenimo salygy gerinimg, o ne proble-
miniy vietoviy socioekonominés aplinkos gerinima.

Aukstesnis vidutinio amziaus vyry savizudybiy lygis uzfiksuotas tose
vietovése, kuriose didesne dalj populiacijos sudaré zemesnio issilavi-
no ir mazesnes pajamas gaunantys gyventojai. Svarbu pazymeti, kad
$iose savivaldybése j auksto savizudybiy lygio rizikos grupes pateko
tiek socialinéje atskirtyje esancios vidutinio amziaus vyry grupés, tiek
socialiai privilegijuotos (aukstojo i$silavinimo, ekonomiskai aktyviy,
vedusiy vyry). Gauti rezultatai patvirtino kitose $alyse atlikty tyrimy
rezultatus, rodancius stipry rysj tarp nepalankiy gyvenamosios vieto-
vés socioekonominiy rodikliy ir auksto savizudybiy lygio.

Kokybinio tyrimo metu buvo rekonstruotas nesaikingai alkoholj
vartojanciy vyry habitus, kuris per suvokimg ir praktikas generuo-
jancias sistemas formavo sveikatai zalingg gyvenimo stiliy. Naraty-
vy analizé atskleidé, kad nesaikingo alkoholio vartojimo praktikos
internalizuojamos pirminés ir antrinés socializacijos metu - $eimos,
draugy ir profesinéje aplinkoje. Nagrinéjant socialinés aplinkos ir
sveikatai zalingy praktiky sgsajas, buvo pasitelkta vyry naratyvuose
atsispindinciy emocijy analizé. Analizés metu atskleistos keturios
pagrindinés emocijos — abejingumas, géda, vienatveés baimeé ir nevil-
tis — kurios formavo sveikatai zalingas vyry gyvensenos praktikas.

43—



11.

12.

Disertacijos tyrimo metu sukurtas mirtingumo diferenciacijos ty-
rimo modelis, kuriame P. Bourdieu socialinés praktikos teorija de-
rinama su socialinés epidemiologijos bei demografijos metodais,
leido jvairiapusiskai jvertinti skirtingus vidutinio amziaus vyry
sveikatos nelygybés problemos aspektus: socioerdvinius mirtingu-
mo skirtumus, mirtingumo diferenciacijos sasajas su individualaus
lygmens ir gyvenamosios vietovés socioekonominiais veiksniais,
sveikatai zalingo gyvenimo stiliaus s3sajas su socioekonominiu sta-
tusu. Reliacionistiné prieiga leido atlikti mirtingumo diferenciacijos
veiksniy analize platesniame istoriniame ir socialiniame kontekste.
Taigi tyrimo rezultatai leido patvirtinti pirmajj disertacijos gina-
majj teiginj, kuriame tvirtinama, kad P. Bourdieu teorija parem-
tas teorinis modelis, yra tinkamas atskleisti vidutinio amziaus vyry
mirtingumo diferenciacijos veiksniy sasajoms su sveikatai zalingu

gyvenimo stiliumi.

Taikant P. Bourdieu socialinés praktikos teorinj modelj, j mirtin-
gumo diferenciacijos empirinj tyrimg buvo jtraukta mikrosocialinio
lygmens veiksniy analizé, kuri remiasi antriniais kity tyrimy duo-
menimis. Atliktas bandomasis tyrimas papildé daugiapakope mir-
tingumo diferenciacijos veiksniy analize ir i§ryskino nuoseklaus
P. Bourdieu teorinio modelio taikymo potencialg sveikatos nelygy-
beés tyrimuose. ISsami sveikatai Zalingo vyry gyvenimo stiliaus ana-
lizé galéty buti atlikta plétojant $ig tyrimy kryptj ateityje.
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