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ORIGINAL ARTICLES ON OTHER TOPICS

Health life-styles, health concern and social
position in Germany and The Netherlands

FRED C.J. STEVENS, JOSEPH P.M. DIEDERIKS, GUNTHER LUSCHEN, JOUKE VAN DER ZEE *

Based on a telephone survey of 1352 adults in Germany and The Netherlands 3 health life-style dimensions were
distinguished and labelled as: i) sobriety (not smoking, healthy food habits and abstinence from alcohol), ii) activity
(participation in sports and exercise and low body mass index) and iii) free-living (alcohol consumption, unhealthy
food habits and the (un)importance of physical appearance). Gender, age and level of education were much more
important predictors of health life-styles than people’s concern about their health. In both nations, women compared
to men have a more sober, more active and less free-living life-style. In Germany, older persons are more sober,
less active and less free-living. In The Netherlands, older persons were less active. A comparison of the results for
Germany and The Netherlands suggests that the structural and cultural embeddedness of health life-styles is

somewhat different in both nations.
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.—Iealth life-styles have been described in many ways.
Sometimes they refer to discrete behavioural practices
such as smoking or alcohol consumption. Sometimes they
refer to patterns of behaviour, for example, risk taking,
preventive behaviour or health-protection behaviour.1=
Earlier studies on health life-styles focused mainly on
discrete behaviours or practices as risk factors for disease.
Recent studies have conceptualized health life-styles not
only in terms of possible health risks, but also in terms of
increasing an individual’s level of well-being, self-actual-
ization and fulfilment.>®

With regard to predictors of health life-styles it has been
established that women participate more often in preventive
behaviours (e.g. healthy food habits, seat-belt use), while
men more often have risky habits such as smoking and
alcohol consumption.>78 Further, it appears that persons
with higher levels of education or higher social status are
more involved in health-protection behaviour than per-
sons with low levels of education.”” Physical activity is
more prevalent in younger males while older persons are
less physically active, but also consume less alcohol.>:10
While health status appears to be related to health life-
styles few studies have specifically dealt with the question,
to what extent does people’s concern about their health
influence their health life-styles? Also, little is known
about health life-styles cross-nationally. Although studies
in different countries point to similar results, few were
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specifically undertaken to compare health life-style pat-
terns across nations.!1:12

The focus of this paper is i) to explore health life-style
patterns cross-nationally and ii) to find out to what extent
health life-styles are related to concerns about health and

are dependent on position within the social structure.

METHODS

Data were gathered by telephone interviews in Germany
(Northrhine-Westphalia) and in The Netherlands, as
part of the 1990 West European Study on Health (WESH),
a population survey among adults. A random sample
drawn from telephone directories comprised 686 adults in
Germany and 666 adults in The Netherlands. Response
rates in Germany and The Netherlands were respectively
64 and 49%. The sample consisted of 51% women in
Germany and 56% in The Netherlands. The mean ages
in the samples were 45 (Germany) and 42 years (The
Netherlands). A further description of the respondents is
presented in table 1.

Health life-style variables

Respondents were asked whether they had smoked to-
bacco or consumed alcohol during the previous 6 months
and whether they participated in sports and exercise. In
order to distinguish smokers from non-smokers (smoking),
drinkers from total abstainers (alcohol consumption) and
active persons from non-active persons (sports and exer-
cise) the variables were dichotomized (1=yes, O=no).
The frequency of healthy food habits was obtained by
asking respondents, using a 5 point scale i) how regularly

 they were eating fruit and vegetables and ii) how regularly

they were having their breakfast. Respondents answering
on both questions ‘everyday’ or ‘often’ obtained a score of 1.
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Respondents answering ‘sometimes’, ‘seldom’ or ‘never’ to
1 or both questions obtained a score of O (healthy food
habits). As a second measure of food habits, all respond-
ents were asked using a 5 point scale whether they i)
consumed chocolate or pastries between meals and ii)
consumed chips or french fries between meals. Again,
respondents answering both questions ‘every day’ or
‘often’ obtained a score of 1. The remainder scored O
(snacking between meals). Weight and height were used
to compute the body mass index (BMI).

The perception of the importance of physical appearance
was measured with a 4 point Guttman scale developed by
Cockerham et al.? consisting of 5 items: how important is
it for you to i) have a good appearance, ii) look attractive
to the opposite sex, iii) have a healthy complexion, iv)
have good posture and v) make yourself up so that you
‘like yourself (physical appearance).

Independent variables

Respondents were asked about their age in years, sex
(2=female, 1=male) and educational level in years (trans-
formed into quintiles for each country). Employment was
measured as a dichotomous variable (employed, part-time
or full-time =1, unemployed =0). Respondents were also
asked whether they were single or not.

Conceming religion, persons who considered themselves
on a5 point scale as religious or very religious and visited
church at least once a week obtained a score of 1. All
others scored 0.

Table 1 Differences in social position and health concern measures between Germany (n=686) and

The Netherlands (n=666)

Perceived health (health perception) was measured by
asking respondents how they rated their health using a 5
point scale. Psychological distress was measured using a
depression and anxiety scale developed by Cockerham et
al.13, comprising 6 items, 3 on depression and 3 on anxiety
(Cronbach’s o =0.71). Finally, all respondents were asked
how much they worried about their health, with scores
ranging on a 5 point scale between ‘very much’ and ‘not
at all’. Due to strong intercorrelations among the variables
worrying about health, psychological distress and per-
ceived health, the factor scores were used as 1 health
concern measure in subsequent analyses.

RESULTS

From table I it appears that the Germans perceive their
health as worse than the Dutch and also worry more about
their health. There are no differences in psychological
distress.

It also appears that the Germans, on average, consume
alcohol more often, participate more often in sports and
exercise, smoke more frequently than the Dutch and have
a higher BMI (table 2). The Dutch pay more attention to
physical appearance. There are no differences in food
habits between both samples.

Dimensionality of health life-styles

In order to explore life-style dimensions, a principal com-
ponent analysis was run on the 7 health behaviour and
health attitude variables described above (table 3). The
analysis for Germany and
The Netherlands combined,

reveals a first component

Germany The Netherlands with high loadings on the
Mean  SD Mean ~ SD  Significance variables (not) smoking,
Gender (1=male, 2=female) 151 050 158 050 ns. healthy food habits and
Age 45 16 42 16 p<0.001 (not) consuming alcohol.
Education (1=low, 5=high) 2.70 1.34 2.94 142 p<0.05 _ﬂ? Comp"lf‘fent ‘f hl;?ly to
Single (1=yes, O=no) 027 045 026 044 ns. indicate i ‘he’s?j’e imen-
Work (employment) (1=yes, 0=no) 056 050 049 050 p<00l VOO ‘ﬁl W_‘}Cl %° gmessf elj
Religion (1=yes, 0=no) 0.13 034 0.11 032 ns. pecially with regard to drink-
, ing behaviour, smoking and
Perceived health (1=bad, 5=excellent) 3.53 1.04 3.94 0.89 p<0.001 . .
eating is dominant.
Worry abour health (1=not at all, : Th d h
5=very much) 291 123 236 116 p<0.001 hie second component has
Psychological distress (6=low, 30=high) ~ 14.40 3.75 14.04 4.02 ns. high loadings on the vari-
ables participation in sports
and exercise and BMI (ne-
Table 2 Differences in health behavioural practices and attitudes between Germany (n=686) and gative). This indicates that
The Netherlands (n=666) activeness and slendemess
Germany The Netherlands are important characteristics
Mean SD Mean SD  Significance of this life-style component.
 Aleohol consumprion (I=yes, 0=no) 085 035 080 040  p<001  The third component, with
Smoking (1=yes, 0=no) 0.39 0.49 0.34 0.47 p<0.05 high loadings on the (un)im-
 Healthy food habits (1=yes, 0=no) 069 046 0.74 044 ns. portance of physical appear-
Snacking between meals (1=yes, 0=no) 0.72 045 0.69 0.46 n.s. ance, consumption of alco-
Sports and exercise (1=yes, 0=no) 0.64 0.48 0.56 0.50 p<0.01 hol and (unhealthy) eating
~ Body mass index 2424 3.60 23.76 410 p<0.05 between meals suggests the
Physical appearance (4=unimportant, contrast with the 2 other
- 12=veryimportant) 8.46 1.73 8.69 1.64 p<0.05 health life-style dimensions.

High scores on this compo-
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nent indicate a life-style with little concern about how to
look (physical appearance), what to eat or what to drink.
Separate analyses of the German and Dutch data indicate
slight differences between the samples. It appears that
alcohol consumption only has a high loading on the first
component for the Dutch sample. The loading of physical
appearance is relatively low in the German sample.
Summing up, the components point to 3 health life-style
behavioural patterns: a health life-style pattern in which
abstinence is dominant (sobriety), one with activity and
slenderness as the main focus and one in which indul-
gence seems to be the key element (free-living). Based on
the results for Germany and The Netherlands combined,
3 scale scores were calculated. In order to have uncorrel-
ated life-style dimensions, factor scores were made and
labelled as sobriety, activity and free-living.

Predictors of hedlth life-styles

In order to explore predictors of health life-styles, regres-
sion analyses were run. Table 4 shows that for both samples
gender is the strongest predictor of the sobriety life-style
dimension. Both in Germany and The Netherlands
women and persons with strong religious orientations
have more sober life-styles (eating, smoking and drinking

behaviour) than men or persons with less strong religious
orientations. In the German sample, older persons have
more sober life-styles than younger persons. Health con-
cern, however, does not predict differences in sobriety
health life-style.

In the analyses with the activity life-style dimension as
the dependent variable, it appears that, both in Germany
and The Netherlands, age is the strongest predictor, fol-
lowed by level of education and gender. That is, younger
persons, higher educated persons and women are more
often characterized by a health life-style of activity and
slenderness than older persons, men and lower educated
persons. In the German sample it further appears, that
persons who are concerned about their health tend to be
less active. Apparently, health concern is more often a
hindrance than an inducement to being active.

With regard to the free-living life-style dimension, it
appears that gender and age are the strongest predictors,
that is, men and younger persons (in Germany) tend to
adopt a mote free-living life-style than women and older
persons. [t further appears that in the Dutch sample health
concern is negatively related to the free-living health
life-style dimension. This is in the expected direction:
persons who are concerned about their health are less

Table 3 Principal component analysis on 7 health behaviour and attitude variables (varimax rotation, n=1,352)

Total (n=1,352)

Germany (n=686) The Netherlands (n=666)

Comm* I II I Comm* [ I 11 Comm* 1 11 111
Healthy food habits 044 060 022 -0.16 044 015 063 -0.15 041 050 033 -0.22
Smoking (not) 0.68 0.80 -0.02 0.20 0.67 -0.09 0.80 0.13 0.64 0.75 0.11 0.26
Alcohol consumption 0.51 -041 033 047 055 026 -0.16 0.68 048 -064 020 0.16
Sports and exercise 0.56 0.16 0.71 0.16 0.54 070  0.13 0.17 0.59 003 077 003
Body mass index 045 000 =065 0.14 058 -075 0.04 010 035 -000 -0.59 0.01
Physical appearance 049 -0.05 031 -0.62 028 024 028 -038 0.66 -0.13 022 -0.78
Snacking between meals ~ 0.41 0.01 0.11 0.63 051 -005 016  0.69 043 =019 022 059
Eigen value 1.30 1.18 1.05 1.31 131 1.22 1.04 1.32 1.15 1.09
Percentage explained 19% 17% 15% 19% 17% 15% 19%  17%  16%

* Comm: Communality

Table 4 Regression analysis with health life-styles as dependent variables and health concern and social structural variables as independent
variables for Germany (n=686) and The Netherlands (n=666) (zero-order correlations and B-coefficients)

Sobriety Activity Free-living

Germany The Netherlands Germany The Netherlands Germany The Netherlands

r B r B t B T B t B r B
Health concern -0.04 -006 -002° -002 -0.15 -0.10°> -0.06 -0.05 -003 003 -014 -0 10°
Age 014 014> 006 004 033  -0.28° -030 -021° -023 -013* -0.15 -0.07
Gender (women) 0.25 0.24°  0.25 0.23° 0.09 0.14° -~ 0.09 0.13b -0.24 -0.19° -0.25 -0.22°
Education -0.01 007 -0.02 006 025 017 027 o021° 019  009* 0.4 004
Work (employment)  ~0.12 001 -0.16 -0.08 0.10 -0.06 0.12 0.02 0.22 0.10* 013 0.02
Single -0.05 0.04 0.01 0.03 0.22 0.04 0.16 0.02 0.15 0.03 0.17 0.12b
Religion 020 0165 0.13 011>  —007 =003 -008 001 008 -002 -005 -0.00
R’ (adj) 0.10 0.07 0.16 0.3 0.11 0.10

BB .0 <005 b:p<001cp 0001
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inclined to adopt a free-living health life-style. Finally, in
the German sample persons who are employed part-time
or full-time have a higher score on the free-living health
life-style dimension.

CONCLUSIONS AND DISCUSSION

An analysis has been presented of health life-styles in
Germany and The Netherlands. Life-styles were empir-
ically distinguished into 3 components, labelled as sobri-
ety, activity and free-living. Sobriety mainly comprised
not smoking, abstinence from alcohol and practising
healthy food habits. The activity health life-style dimen-
sion was indicated by the participation in sports and
exercise and a low BML. In this dimension physical activ-
ity-and slenderness appear to be the key elements. Finally,
the free-living health life-style dimension mainly con-
sisted of eating sweets, chips, french fries, etc., between
meals, consuming alcohol and considering physical ap-
pearance as unimportant. In this dimension the indul-
gence of all kinds of appetites appears to be dominant.
In Germany, alcohol consumption was part of the free-
living life-style component, while in The Netherlands it
was part of the sobriety life-style component. In The
Netherlands, it appears to be associated with abstinence
of certain behaviours. In Germany, however, alcohol
consumption was part of a more indulgent life-style.
With regard to the predictors of health life-styles, the
main finding of the study is that status and position in the
social structure are more important predictors than con-
cern about health. Health concern only relates to the
activity health life-style dimension in the German sample
and to the free-living life-style dimension in the Dutch
sample. In The Netherlands, persons who are concerned
about their health are less inclined to adopt a free-living
life-style. In Germany, people who are concerned about
their health have a lower activity life-style score. In other
words, it appears that health concern probably does not
lead to more activity, but to less activity. In The
Netherlands, however, health concern is indeed related
to less indulgence. Why this is only the case in The
Netherlands and not in Germany is not clear. It suggests,
that the Dutch tend to behave more healthily than the
Germans.

The most consistent finding of the study is that in both
Germany and The Netherlands gender is strongly related
to all health life-style dimensions, women compared to
men report being more sober in their life-style patterns,
less free-living and more active. For the gender differences
in the sobriety dimension a possible explanation might be
that women perform more traditional roles in which
soberness is an important aspect. The fact that religious
persons also have higher sobriety scores underscores the
importance of tradition with regard to the sobriety health
life-style.

Several limitations of the study should be mentioned.
Firstly, only a limited number of health practices were
used to construct health life-style components. Secondly,
the use of telephone interviews limits the sample to
persons with a telephone in their household. However, as
the telephone coverage in both nations is quite high
(approximately 95%) we do not expect that this has led
to a disproportionate underrepresentation of persons of
lower income groups. Thirdly, the rather low response rate
may have consequences for the generalizability of the
results. Consistency of findings with other studies and
across both nations, however, do not suggest that this may
have a strong negative effect on the results.

This study was not designed to test possibilities for health
prevention. The fact, however, that health concern com-
pared to position within the social structure was only a
modest predictor of health life-styles underscores the dif-
ficulty of influencing health life-styles.
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