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Uvod
Dana Hiibelovda

Kniha Uzemni diferenciace nerovnosti ve zdravi v Ceské republice vznikla za finanéni podpory
Technologické agentury Ceské republiky jako soucdst projekeu ,,Nerovnosti ve zdravi v Ceské re-
publice: vyznam a vztah determinant zdravotniho stavu obyvatelstva v tzemnich disparitdch®. Na
feseni projekeu se podileli akademicti pracovnici Mendelovy univerzity v Brné (Fakulta regiondl-
niho rozvoje a mezindrodnich studif) a Masarykovy univerzity (Lékatskd fakulca), ale také dalsi
odbornici z praxe.

Zimérem projektu bylo roz$ific moznosti aplikace znalosti o determinantich zdravi obyvatel-
stva v regionech Ceské republiky. Vystupy projektu poskytuji informace a data k podpofe rovnosti
ve zdravi a celkového zdravi populace Ceské republiky, a to na jednom vefejné dostupném misté.
Prezentované vysledky umozni pfi tvorbé zdravotni politiky konkrétné a cilené reagovat na zjisténé
prostorové diferenciace a praktickymi kroky ovliviiovat jejich piipadné zmény.

V textu knihy prezentujeme informace o klicovych determinantéch a ukazatelich zdravi a zdra-
votniho stavu obyvatelstva, které odpovidaji konceptu nerovnosti ve zdravi v irokém mezioboro-
vém pojeti. Data vybranych determinant jsou hodnocena na tizemni trovni okrestt Ceské republiky,
gj. celkem 77 regionti (76 okrest a tzemi hlavniho mésta Prahy), v obdobi let 2016-2019. Vy-
sledky jsou, tam kde je to mozné, porovndvény také s daty z obdobi let 2013-2015 a 2007-2009.
To nabizi moznost sledovat a porovndvat jejich zmény v case.

Determinanty a ukazatele zdravi jsou rozdéleny do celkem deviti oblasti:

Ekonomické podminky a socidlni ochrana
Vzdéldni

Demografické zmény

Environmentélni podminky

Individudln{ Zivotni podminky

Bezpec¢nost v silni¢ni dopravé a kriminalita
Zdroje zdravotni a socidlni péce

Zdravotni stav

2N N R =

Kvalita Zivota

Data ukazatelt oblasti jedna az osm jsou sekunddrni data a data oblasti devét jsou primdr-
nimi daty z vybérového Setfeni. Analyzy dat jsou realizované podle jednotné metodiky pro vSechny
okresy Ceské republiky. Tento jednotny postup tak poskytuje verifikovany podklad pro srovnavén{
sledovanych ukazateld a oblasti a Gzemnich diferenciaci.

Introduction

Dana Hiibelovd

This book entitled “Territorial Differentiation of Health Inequalities in the Czech Republic” was
created with the financial support of the Technology Agency of the Czech Republic in the frame-
work of the project “Health Inequalities in the Czech Republic: Importance and Relationship of
Health Determinants of the Population in Territorial Disparities”. Academic staff’ from Mendel
University in Brno (Faculty of Regional Development and International Studies) and Masaryk
University (Faculty of Medicine), as well as other experts from practice, participated in the perfor-
mance of the project.

Health inequalities are unfair differences resulting from inequalities in a range of determinants
of a social, economic, environmental, and geographical nature, etc. Health inequalities that could
be prevented by the appropriate means are perceived as a consequence of social injustice. Ideally,
everyone should have the same opportunity to achieve their full health potential, and no one should
be disadvantaged in achieving it if this disadvantage can be avoided.

The aim of the project was to increase and broaden the possibilities of applying knowledge
about the determinants of the health of the population in the regions of the Czech Republic. The
outputs of the project provide information and data to promote health equality and the overall
health of the population of the Czech Republic, in one publicly accessible place. The presented
results will facilitate a specific and targeted response to the identified spatial differentiations and
influence their possible changes through practical steps in the creation of health policy. The evalu-
ation of results uses an interdisciplinary approach, which offers a comprehensive identification of
disadvantaged conditions and allows decision-making processes to positively influence the quality
of life on a national, regional, and local scale.

The text of the book provides comprehensive information on key determinants and indicators
of the health and health status of the population, which correspond to the concept of health in-
equalities in a broad interdisciplinary concept. The data of selected determinants are evaluated at
the territorial level of districts of the Czech Republi, i.e., a total of 77 regions (76 districts and the
territory of the capital city of Prague) in the period 2016-2019. Where possible, the results are also
compared with analyses of data from 2013-2015 and 2007-2009. This provides an opportunity to
observe and compare their changes over time.

The determinants and indicators of health are divided into a total of nine areas. The data on
indicators of areas one to eight are secondary data, and data on area nine are the primary data from
the sample survey:

1. Economic conditions and social protection
Education
Demographic change
Environmental conditions
Individual living conditions
Road safety and crime
Sources of health and social care
Health status
Quality of life

o XN NN

The results and relationships of the evaluated areas were used to determine their contribution
to the creation of health inequalities. Data analyses are performed according to a uniform meth-
odology for all districts of the Czech Republic. When comparing the results across regions and in
the subsequent evaluation of their differences, any disproportions or unexpected findings are not
primarily caused by the use of different methods in the statistical evaluation of the data. Hence, this
uniform procedure provides a verified basis for comparing the monitored indicators and areas, and
territorial differentiations.



Prioritou pro aplikaci vSech vystupl je vyuziti dat, keerd predklddaji soubor determinant a uka-
zateltt zdravi na jednom misté. Vysledky lze uplatnit pfi tvorbé zdravotni politiky Ceské republiky
a pii tvorbé strategickych programu rozvoje regiond. Véfime, Ze se tato kniha stane priivodcem
pro stdtni sprévu a pro Uzemni samosprdvy pii vybéru a realizaci vhodnych programu vSestranné
zdravotni politiky a pro formulaci dil¢ich programt podporujicich zdravi. Publikace miize byt také
jednim z vychozich zdroja pro praci zdravotnik, neziskovych organizaci a zdjmovych organizaci
zaméfujicich se na prevenci nemoci a pro jednotlivce majici zdjem o uvedenou problematiku.

Kniha je vysledkem naseho dlouhodobého profesniho zdjmu o problematiku kvality zivota,
zdravi a nerovnosti v oblasti zdravi. Vysledky dil¢ich analyz dané problematiky jsme prezentovali
také na védeckych konferencich a publikovali v domdcich i zahrani¢nich védeckych ¢asopisech. Po-
dékovani patii vSem koleglim, institucim a organizacim, ktefi se jakymkoli zptasobem podileli na
vzniku této publikace nebo k nému piispéli. Dékujeme zejména recenzentlim a spolufesiteltim
vyzkumného projektu, v rdmeci keerého kniha vznikla, a v neposledni fadé také Technologické agen-
tute Ceské republiky, kterd uvedeny projekt finanéné podpotila.

Priority for the application of all outputs is the use of data that present a comprehensive set of
determinants and indicators of health in a single place. The results can be applied in the creation of
health policy of the Czech Republic and regions, which also includes a comprehensive approach to
addressing health inequalities. The text can also be used in the creation of strategic regional develop-
ment programmes. We believe that this book will become a guide for the state administration and
local governments in the selection and implementation of appropriate programmes for the com-
prehensive health policy of regions, and for the selection of sub-programmes supporting healch.
The publication can also be used as a source of information for the work of health professionals,
non-profit organisations, and interest groups focused on disease prevention, and for individuals
interested in this issue.

The book is the result of our long-term professional interest in quality of life, health, and health
inequalities. We have also presented the results of partial analyses of the issue at scientific confer-
ences and published them in domestic and foreign scientific journals.

We would like to thank all of our colleagues, institutions, and organisations that participated
in some way or contributed to the creation of this publication. We would especially like to thank
the reviewers and co-investigators of the research project in which the book was created and, last

but not least, the Technology Agency of the Czech Republic, for financially supporting the project.
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Nerovnosti ve zdravi a koncepce
strategického planovani v oblasti zdravi

Dana Hibelovd, Ivana Tyléerovd, Ales Pefina

Nerovnosti v oblasti zdravi jsou nespravedlivé rozdily vyplyvajici z nerovnosti fady determinant so-
cidlni, ekonomické, environmentalni, geografické aj. povahy. Nerovnosti ve zdravi, kterym by bylo
mozné predejit pfiméfenymi prostiedky, jsou vnimdny jako ndsledek nespravedlnosti ve spole¢-
nosti. V idedlnich podminkdch by mél mit kazdy stejnou piilezitost dosdhnout plného zdravotniho
potencidlu, nikdo by nemél byt znevyhodnén pii jeho dosahovani v ptipadé, ze se lze znevyhodnéni
vyhnout.

Za prvni koncepeni rdmec holistického chdpdni zdravi jako vysledku nejen genetickych a envi-
ronmentalnich fakeort, ale také vliva Zivotniho stylu nebo organizace zdravotni péée lze povazovat
kanadskou zprdvu o zdravi A new perspective on the health of Canadians (Lalonde, 1974). Nerov-
nosti ve zdravi jsou zptsobeny rozdily v Siroké skdle faktora. Patti k nim Zivotni podminky, vzdé-
l4ni, povoldni, vyse pifjmu, zdravotni péce, prevence chorob, sluzby propagujici zdravi ¢i chovdni ve
vztahu ke zdravi, které tzce souvisi s motivaci ve prospéch zdravého Zivotniho stylu. Nerovnost ve
zdravi rovnéz zplsobuje stdtni politika ovliviiujici kvantitu, kvalitu a rozlozeni uvedenych faktori.
Kombinace chudoby a dalsich indikdtort zranitelnosti, jako je détstvi nebo stdfi, zdravotni handi-
cap nebo mensinovy pivod, nerovnosti ddle prohlubuji (Chen et al., 20006).

V poslednich letech dochdzi ke zvySovani objemu vyzkumu, ktery dokazuje, Ze systematické
rozdily ve zdravi a zdravotnim stavu obyvatelstva, kterym lze zabranit, existuji jak mezi jednotli-
vymi spole¢nostmi, tak uvnitf téchto spole¢nosti, a to na vsech hierarchickych trovnich (Graham,
2004; CSDH, 2008; Ottersen et al., 2014). Priimérnd droven zdravi v zemich Evropské unie véetné
Ceské republiky se v poslednich desetiletich stdle zlepiuje, ale rozdily u osob Zjicich v socidlné zvy-
hodnénych a znevyhodnénych podminkdch ziistdvaji stdle velké. Nerovnosti v oblasti zdravi jsou
rovnéz mezi regiony, méstskymi a venkovskymi oblastmi i méstskymi ¢dstmi (EU, 2008).

Koncepénim ndstrojem strategického pldnovani v oblasti zdravi v Siroké skédle mezioborovych
vztahi je zdravotni politika. Monitorovani zdravotni situace se fadi, spolu s posilovdnim zdravot-
nickych systéma, rozvijenim kapacit vefejného zdravotnictvi a zajisténim krizové pfipravenosti,
mezi zdkladni priority v oblasti zdravi v Evropské unii. Sledovén{ determinant zdravi a zji$tén{ pfi-
¢in zdravotnich nerovnosti jsou zdkladnimi stavebnimi kameny, od kterych se odviji jakdkoliv dalsi
zdravotné politickd akrivita. Strategicky rimec rozvoje péée o zdravi v Ceské republice do roku
2030 (déle jako Strategicky rimec Zdravi 2030; MZ CR, 2020) vychdzi z dtive formulovanych
strategickych materidld, jako byl program Zdravi 2020 (MZ CR, 2014). V mezinirodnim kontextu
je vychozim dokumentem pro tvorbu Strategického rdmce Zdravi 2030 pfedevsim Agenda 2030
Organizace spojenych ndrodu, kterd obsahuje konkrétni cile udrzitelného rozvoje (Sustainable De-
velopment Goals; SDGs; OSN, 2020), a dals$i dokumenty Evropské unie.

Nerovnosti nejsou nevyhnutelné, ale je ziejmé, ze rovné podminky pro fadu fakrord zajistit
nelze, nebot jsou silné ovliviiovany ¢iny jednotlived, vldd, zicastnénych osob a spolecenstvi. Snaha
snizovat nerovnosti ve zdravi znamend jednat tak, abychom se vyporddali s témi fakeory, keeré
nestejnym zplisobem ovliviiuji zdravi populace a kterym se Ize vyhnout a vyfesit je prostiednictvim
vefejné politiky. Program Zdravi 2020 naptiklad uvddi, Ze znecisténi zivotniho prostfedi zpasobuje
v evropském regionu az 19 % onemocnéni (MZ CR, 2014).

Z woho vyplyva, ze snizovéni nerovnosti ve zdravi jiz nemuiize byt zalozeno pouze na individudlni
péci o zdravi na tGrovni jednotlivet jako souddst prevence, diagnostiky a 1é¢by nemoci, ale mélo by
nabyvat podoby aktivniho vytvéfeni a udrzovdni odpovidajicich ekonomickych, socidlnich a envi-
ronmentdlnich podminek pro zivot celé populace. Snizovdni nerovnosti ve zdravi proto musime
chdpat ve vSech jeho komplexnich souvislostech a vztazich.

Health inequalities and the concept of
strategic planning in the area of health

Dana Hibelovd, Ivana Tyléerovd, Ales Pefina

Health inequalities are unfair differences resulting from inequalities in a range of determinants of
a social, economic, environmental, and geographical nature, etc. Health inequalities that could be
prevented by the appropriate means are perceived as a consequence of social injustice. Ideally, eve-
ryone should have the same opportunity to achieve their full health potential, and no one should
be disadvantaged in achieving it if this disadvantage can be avoided.

Health inequalities that could be prevented by the appropriate means in various areas are gen-
erally perceived as a consequence of social injustice. The first conceptual framework for a holistic
understanding of health as a result of not only genetic and environmental factors, but also the influ-
ences of lifestyle or the organisation of health care, can be considered the Canadian health report
A new perspective on the health of Canadians (Lalonde, 1974).

Health inequalities are caused by differences in a wide range of factors. These include living con-
ditions, education, occupation, income, health care, disease prevention, services promoting health,
or health-related behaviour, which are closely linked to motivation in favour of a healthy lifestyle.
Health inequalities are also caused by government policies that affect the quantity, quality, and dis-
tribution of these factors. The combination of poverty and other vulnerabilities, such as childhood
or old age, disability, or minority background, further exacerbates inequalities (Chen et al., 2000).

In recent years, there has been an increase in the volume of research, which shows that syste-
matic and preventable differences in the health and health status of the population exist both
between and within societies, at all hierarchical levels (Graham, 2004; CSDH, 2008; Ottersen et
al., 2014). The average level of health in the countries of the European Union, including the Czech
Republic, has been steadily improving in recent decades, but the differences between people liv-
ing in socially advantaged and disadvantaged conditions remain large. Health inequalities are also
found between regions, urban and rural areas, and urban areas (EU, 2008).

Health policy is a conceptual tool for strategic planning in the field of health in a wide range of
interdisciplinary relationships. Monitoring the health situation, together with strengthening health
systems, developing public health capacity, and ensuring crisis preparedness, are some of the key
health priorities in the European Union. Monitoring determinants of health and identifying the
causes of health inequalities are the basic building blocks from which any other health policy activ-
ity is derived. The Strategic Framework for the Development of Health Care in the Czech Republic
until 2030 (hereinafter referred to as the Strategic Framework for Health 2030; Ministry of Health
of the Czech Republic, 2020) is based on previously formulated strategic materials, such as the
Health 2020 programme (Ministry of Health of the Czech Republic, 2014). In the international
context, the baseline document for the creation of the Strategic Framework for Health 2030 is pri-
marily the United Nations Agenda 2030, which contains specific Sustainable Development Goals
(SDGs; UN, 2020) and other European Union documents.

Inequalities are not inevitable, but it is clear that equal conditions for many factors cannot be
ensured, as the actions of individuals, governments, stakeholders, and communities are strongly
influenced. Efforts to reduce health inequalities mean acting in a way that addresses the factors that
unequally affect the health of the population and can be avoided and addressed through public
policy. For example, the Health 2020 programme states that environmental pollution causes up to
19% of diseases in the European region (Ministry of Health of the Czech Republic, 2014).

From this, it follows that reducing health inequalities should not be based solely on individual
health care at the level of individuals as part of the prevention, diagnosis, and treatment of diseases,
but should take the form of actively creating and maintaining appropriate economic, social, and
environmental living conditions throughout the population. Therefore, reducing health inequali-
ties must be understood in all its complex contexts and relationships.
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2.1 Metodologické pristupy

Kapitola prezentuje fize a postup feSeni projektu, pouzité metody a datovou zdkladnu. V prvni
fdzi vyzkumu byla editovdna sekunddrni data, o kterych bylo na zékladé¢ studia odborné litera-
tury uvazovéno jako o vhodnych determinantich a ukazatelich v holistickém pojeti modelu zdravi.
Viechny vybrané determinanty jsou dostupné ve vefejnych databizich (Cesky statisticky trad,
Ustav zdravotnickych informaci a statistiky CR, Ministerstvo prace a socidlnich véci CR, Cesky
hydrometeorologicky tistav) nebo jsou sou¢asti Ceského panelového $etteni domdcnosti. V této fizi
bylo vybrino, editovino a upraveno celkem 100 hodnot pro kazdy ze 77 regionit (76 okrestt Ceské
republiky a Gzemi hlavniho mésta Prahy). Determinanty a ukazatele zdravi byly rozdéleny do deviti
oblastf (tab. 2.1). Detailni vysvétleni vybéru determinant a ukazatel zdravi je prezentovéno u jed-
notlivych kapitol, a to v¢etné odkazt na informacni, odborné a datové zdroje.

V druhé fizi byla data vizualizovdna, a to vytvofenim individudlnich mapovych vrstev pro kaz-
dou jednotlivou determinantu.

Ve tieti fézi byla data analyzovdna a byly vytvofeny takové matematické néstroje, pomoci nichz
bylo mozné identifikovat regiony (okresy) vykazujici nerovnosti ve zdravi: byly stanoveny véhy
kazdé z deviti oblasti a vypocitiny hodnoty indexii jednotlivych oblasti. Vysledky byly rovnéz
vizualizovdny na tzemni trovni okrestl. Nésledné byl stanoven souhrnny index zdravi, keery in-
tegroval vSechny hodnoty oblasti 1 az 8 do jediného vysledku umoznujictho snadnéjsi a srozumi-
telnéjsi interpretaci vysledka. Oblasti 1 az 8 jsou do souhrnného indexu zdravi zafazeny zdmérné
proto, ze obsahuji data z vefejné dostupnych informaci, u nichz lze hodnotit i vyvoj v case.

Matematické ndstroje byly vyuzity pro vytvofeni softwaru. Ten umoznuje vklddat novd data
(historickd i budouci), kterd dokdze automaticky vizualizovat a soucasné statisticky zpracovat, tzn.
vypoditat indexy oblasti i souhrnny index zdravi a soucasné tyto vysledky také vizualizovat. Soft-
ware je dostupny vSem uzivatelim na: hteps://health-insights.eu/software-pro-komplexni-analyzy-
-vlastnich-dat/

Prezentované vysledky vychdzeji z dat z obdobi let 2016-2019 (pouze ukazatele ve vztahu
k arovni vzdélani a podminek bydleni jsou ze s¢itdni lidu, dom a bytii z roku 2011). Data tohoto
obdobi byla rozsifena také o data z obdobi let 2013-2015 a 2007-2009, coz umoznilo hodnoceni
zmén a vyvoje ukazatel v desetiletém obdobi.
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2.1 Research methodology

This chapter presents the phases and procedures of the project, as well as the methods and databases
used. In the first phase of the research, secondary data, which were considered as suitable determi-
nants and indicators in a holistic conception of the health model based on a study of the literature,
were edited. All of the selected determinants were available from public databases (Czech Statistical
Office, Institute of Health Information and Statistics of the Czech Republic, Ministry of Labour
and Social Affairs of the Czech Republic, Czech Hydrometeorological Institute) or are part of the
Czech Household Panel Survey. In this phase, a total of 100 values were selected, edited, and ad-
justed for each of the 77 regions (76 districts of the Czech Republic and the territory of the capital
city of Prague). The determinants and health indicators were divided into nine areas (Table 2.1).

In the second phase, the data were visualised by creating different map layers for each individual
determinant.

In the third phase, the data were analysed, and mathematical tools were developed to identify
regions (districts) with health inequalities. The weights of each of the nine areas were determined
and the index values of the individual areas were calculated. The results were also visualised at the
territorial level of districts. Subsequently, a cumulative Health Index was determined, which sum-
marises all of the values of areas 1 to 8 into a single result allowing for an easier and more coherent
interpretation of the results.

Mathematical tools were used to create the software. This allows new data (historical and future)
to be inserted, which can be automatically visualised and statistically processed, i.e., to calculate
area indices as well as a cumulative Health Index, and at the same time visualise these results. The
software is available to all users at: https://health-insights.eu/en/software-for-a-complex-analysis-
of-own-data/.

The presented results are based on data from the period 2016-2019 (only the indicators relat-
ing to the level of education and housing conditions were taken from the Census of Population,
Housing and Dwellings from 2011). This was extended to include data from 2013-2015 and
2007-2009, which made it possible to evaluate changes and developments over a ten-year period.



Tab. 2.1 Popis vyzkumného souboru

Oblast Téma Kéd Popis Rok Zdroj
nezaméstnané osoby (celkem): pocet dosazitelnych

1_1 |uchazecl o zaméstndani ve véku 15-64 let vici osobdm 2019 MPSV
ve stejném véku; %
nezaméstnané osoby (muZi): pocet dosazitelnych

1_2 | uchazecl o zaméstndni/muzi ve véku 15— 64 let vici 2019 MPSV
osobdm ve stejném véku; %
nezaméstnané osoby (Zeny): poéet dosazitelnych

1_3 |uchazecd/zeny o zaméstndni ve véku 15-64 let vici 2019 MPSV
osobdm ve stejném véku; %
uchazeéi o zaméstndni ve véku 50-64 let: pocet

1_4 | uchazedl o zaméstndni ve véku 50-64 let viéi osobdm 2018 CSU (VDB)
ve stejném véku; %
uchazeéi o zamésindni ve véku 15-24 let: pocet

zaméstnanost | 1_5 | ychaze&d o zaméstdni ve véku 15-24 let viéi osobdm 2018 | CSU (vDB)
ve stejném véku; %
uchazedi o zaméstndni s délkou nezaméstnanosti

16 12 a vice mésicy: pF)cef uchozesu 'oezaem:estnom s,del- 2018 | &S0 (vVDB)
kou nezaméstnanosti 12 a vice mésicd vici celkovému
poétu uchazedd o zaméstndni; %

Uchazeéi o zaméstnéni se zdkladnim vzdélénim:
1_7 | pocet uchaze&i o zaméstani se zakladnim vzdélanim 2018 | CSU(VDB)
L. vO&i celkovému poctu uchaze&d o zaméstnani; %
1 Ekonomické - S —— .
podminky uchazeéi o zaméstndni se stfednim odbornym
a socialni vzdéldnim bez maturity (vé. vyuéenych): pocet ucha-
ochrana 1_8 | ze€l o zam&stndni se stiednim odbornym vzdélanim bez | 2018 | CSU (VDB)
maturity (vé. vyu&enych) vici celkovému poétu uchazecd
o zaméstndni; %
HDP/ obyv.: podil HDP na obyvatele; ve 100 tis. K¢;
o 1_9 | KRAJE (shodnd hodnota Grovné kraje pfidélena okre- 2018 | CSU (VDB)
Z(';’OT”L sim pfisludného kraje)
podminky P . J T o
asocidhnt | 1.10 pr|spetlkeywna byt,ilenl. c?lkovo ccsrkc prlspe\iku na 2018 | &S0 (vDB)
davky bydleni vigi osobdm ve véku 20 a vice let; v K&/osobu
prispévky na dité: celkové Eastka pFispévkd na dité .

11 v0ci osobdm ve véku 20-59 let; v K&/osobu 2018 | CSU(VDB)
socioekonomicky index populace 18+ ISEI08 (pruo- Ceské
mér): stratifikaéni pozice odvozend z vykonu profese, panelové

1_12 | ktery konvertuje vzdélanostni kvalifikaci do pfijmu 2018 Setfeni

domécnosti
(CPSD)
socioekonomicky index populace 18+ muzi -
tfidni schéma 113 I§E|08 (promér): str}ahﬁkacm pozice odvoze}na z 2018 CPD
vykonu profese, ktery konvertuje vzdélanostni kvalifikaci
do pfijmu
socioekonomicky index populace 18+ zeny -

114 IS’EI08 (promér): str}ohﬁkocm pozice odvoze}nc z 2018 CPD
vykonu profese, ktery konvertuje vzdélanostni kvalifikaci
do pfijmu
obyvatelstvo se zdkladnim vzdélénim (v€. nedo-

21 konéeného): podil osob se zakladnim a nedokon&enym 2071 Ccsu

gl | 77 | vzdéldnim ve véku 15 a vice let viéi osobdm ve stejném (SLDB)
2 Vzdélani VZS:UE:JC::”' véku; %
obyvatelstvo s vysokoskolskym vzdélénim: podil &0
2_2 | osob s vysokoskolskym vzdélanim ve véku 15 a vice let 20M
300 S VYS Lym vzeelan (SLDB)
v0ci osobdm ve stejném véku; %
migrace 3 7 |cizind Pgdle n?|cust¢'e|s'|t3h c:bcoaj\slv[: soucet p’osfu 2010 s
nejcastéjsich obanstvi cizincd vidi celé populaci; %
3 Demogra- index staFi: pocet osob ve véku 65 a vice let vici poctu
fickd situace stamuti | 3.2 P g P 2019 | CsU (VDB)
osob ve véku 0-14 let; %
urbanizace | 3_3 | mira urbanizace: podil obyvatel Zijicich ve méstech; % 2019 Csu

Table 2.1 Description of the research group

Area Theme  Code Description Year Source
Unemployed persons (total): number of available
1_1 |jobseekers aged 15-64 compared to persons of the 2019 MPSV
same age; %
Unemployed persons (men): number of available
1_2 |jobseekers / men aged 15-64 compared to persons of 2019 MPSV
the same age; %
Unemployed persons (women): number of available
1_3 |jobseekers / women aged 15-64 compared to persons | 2019 MPSV
of the same age; %
Jobseekers aged 50-64: number of jobseekers aged <oy
14 50-64 compared to people of the same age; % 2018 | CSU(vDB)
Jobseekers aged 15-24: number of jobseekers aged <o
Employment 13 15-24 compared to people of the same age; % 2018 | CSU(VDB)
rate Jobseekers with an unemployment duration of
12 months or more: number of jobseekers with an <oy
1.6 . 2018 | CSU(VDB)
unemployment duration of 12 months or more compared
to the total number of jobseekers; %
Jobseekers with basic education: number of jobsee-
1_7 | kers with basic education compared to the total number 2018 | CSU (VDB)
of jobseekers; %
Jobseekers with secondary vocational education
without completing a leaving exam (incl. appren-
1 :Fc.)nomic 18 tices): .numb.er of iobseekgrs with se?ondary vqcoﬁonol 2018 | &S0 (vDB)
conditions and education without completing a leaving exam (incl.
social protec- apprentices) compared to the fotal number of jobsee-
tion kers; %
GDP/ capita: share of GDP per capita; and 100 thou.
» 1.9 | CZK; REGIONS (identical value of the region level 2018 | €sU (vDB)
L|V|‘n.g assigned to the districts of the respective region)
condifions Housing all - tofal  of housing allo- -
and social | 1_10 | Hovsing allowances: total amount of housing allo 2018 | &S0 (VDB)
benefis w:r;;eslior persons cgeld 20 and (;v:r;l(;n (|:|ZK/persofn
Child allowances: total amount of child allowances for 2o
111 persons aged 20-59; in CZK/person 2018 | CSU(VDB)
Socio-economic population index 18+ ISEI08 Czech
(average): a strafification position derived from the per- Household
1_12 | formance of an occupation that converts an educational | 2018 Panel
qualification into income Survey
(CHPS)
Socio-economic population index 18+ men — Czech
ISEI08 (average): a stratification position derived Household
Class scheme | 1_13 | from the performance of an occupation that convertsan | 2018 Panel
educational qualification into income Survey
(CHPS)
Socio-economic population index 18+ women - Czech
ISEIO8 (average): a stratification position derived Household
1_14 | from the performance of an occupation that convertsan | 2018 Panel
educational qualification into income Survey
(CHPS)
Population with basic incl. incomplete education:
21 share of persons with bosi.c and incomplete education 201 | &S0 (SLDB)
) aged 15 and over in relation to persons of the same
. Educational o
2 Education age; %
structure . . . . .
Population with university education: share of
2_2 | persons with university education aged 15 and over in 2011 | CSU (SLDB)
relation to persons of the same age; %
Foreigners by most frequent citizenships: sum of
Migration | 3_1 | the number of most frequent citizenships of foreigners in 2019 ¢su
relation to the whole population; %
3hl?e|?109r:q- . Age index: number of persons aged 65 and over com- <o
phic situation Aging 3.2 pared fo the number of persons aged 0-14; % 2019 | CSU(VDB)
Urbanisation | 3.3 Level of urbanisation: share of population living in 2019 &0

cities; %
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Oblast Téma Kéd Popis Rok Zdroj
4 roéni primérnd koncentrace suspendovanych édstic 2018 CHMU -
~ [PMy5v pg/m? INSPIRE
42 roéni primérnd koncentrace suspendovanych édstic 2018 CHMU -
= |PM,g; v pg/m° INSPIRE
kvalita 43 roéni promérnd koncentrace benzo(a)pyrenu; 2018 CHMU -
4 Environmen- ovzdusi — |vng/m? INSPIRE
télni podminky 44 roéni promérnd koncentrace NO,; v ug/m® 2018 CHMU -
- INSPIRE
ro¢ni promérnd koncentrace benzenu; v pg/m? CHMU -
43 2018 INSPIRE
" koeficient ekologické stability KES: podil ekologicky o
kraing 4.6 stabilnich ploch k plochdm nestabilnim; koeficient 2019 | CSU(vDB)
promérnd obyind plocha na osobu; m? Csu
o 5.1 201 (SLDB)
5 Individudlni pgyg;:my zpUsob vytdpéni: podil byt vytapénych elektfinou &0
Zivotni pod- 5_2 | nebo plynem k bytim vytdpénym tuhymi palivy; koefi- 201 (SLDB)
minky cient
technicka podil obci v okrese s napojenim na kanalizaci <
infrastruktura 3.3 zakonéenou COV; % 2016 | CSU (VDB)
6.1 dopravrllvr.\ehody)celken:l: pocet dopravmch nehod 2018 | &S (VDB
celkem vici celkovému poctu obyvatel; na 1 tis. obyv.
dopravni nehody pod vlivem alkoholu: pocet -
dopravni | 6_2 | dopravnich nehod pod vlivem alkoholu vii&i celkovému 2018 | CSU (VDB)
nehody poctu obyvatel; na 1 fis. obyv.
6 Bezpeénost v Umrti v dusledku dopravnich nehod: pocet zemrelych )
silniéni dopra- 6_3 | vdisledku dopravnich nehod vii&i poétu obyvatel 2017 uzIs
vé a kriminalita (ESP2013); na 100 tis. obyv.
Umrti zpusobend napadenim (Utokem): pocet )
6_4 | zemrelych v dosledku napadent (Gtoku) vici poctu 2017 uzIs
kriminalita obyvatel (ESP2013); na 100 tis. obyv.
6.5 r(-:lglstvlfo:raroms Irestne’ ciny: Roce’r regls’rrovonych trest- 2018 &s0 (VDB)
nych &ind vi&i celkovému poctu obyvatel; na 1 fis. obyv.
. lékafi v lékafFskych zaFizenich: pocet lékafl vidi <o
kapacity | 7_1 v iekars enich: 2018 | ESU (VDB)
; celkovému poctu obyvatel; na 1 tis. obyv.
. zdravotni — = Y —
7 Zdroje zdra- péce 79 l0zka v nemocnicich: pocet lozek v nemocnicich viei 2018 | &S0 (VDB)
votni a socidlni — | celkovému poétu obyvatel; na 1 fis. obyv.
péle kapacit mista v zafizenich socidlnich sluzeb: pocet mist o
soc%ﬁ:'a Zée 7_3 | v zafizenich socidlnich sluzeb vici celkovému po&tu 2018 | CSU (VDB)
1anp obyvatel; na 1 fis. obyv.
8_1 | stfedni délka Zivota p¥i narozeni muzi 2019 Csu
8_2 | stfedni délka Zivota pfi narozeni Zeny 2019 Csu
8_3 | stiedni délka Zivota ve véku 65 let muzi 2019 Csu
8_4 | stfedni délka Zivota ve véku 65 let zeny 2019 ¢su
umrtnost celkovd: pocet zemrelych celkem vi¢i celko- .
8.5 vému poctu obyvatel (ESP2013); na 100 tis. obyv. 2017 uzis
Umrinost muzi: pocet zemrelych muz0 vigi celkovému .
8.6 poctu muzd (ESP2013); na 100 tis. obyv. 2017 uzis
Umrtnost Zeny: pocet zemrelych Zen viéi celkovému .
g . | nadgje dozif 8.7 poctu zen (ESP2013); na 100 fis. obyv. 2017 uzis
82 :qvotm a struktura kojeneckd umrtnost: po&et zemienych do 1 roku -
stav Omrinosti 8_8 | vici celkovému poctu Zivé narozenych; na 1 tis. Zivé 2018 CSU (VDB)
narozenych
novorozeneckd Umrinost: pocet zemrelych do 28 dni -
8_9 | od porodu vii&i poctu Zivé narozenych; na 1 tis. Zivé 2018 | CSU (VDB)
narozenych
Umrti na infekéni a parazitdrni nemoci: pocet zemre-
8_10 | lych na infekéni a parazitarni nemoci viici celkovému 2017 uzis
poctu obyvatel (ESP2013); na 100 tis. obyv.
Umrti na nemoci ob&hové soustavy: podet zemrelych )
8_11 | na nemoci ob&hové soustavy viigi celkovému poétu 2017 uzIs

obyvatel (ESP2013); na 100 fis. obyv.

Area Theme  Code Description Year Source
4 Annual average concentration of suspended parti- 2018 CHMU -
~— | culate matter PM, ;; in pg.m* INSPIRE
49 Annuadl average concentration of suspended parti- 2018 CHMU -
" | culate matter PM,; in pg.m* INSPIRE
. . Annual average concentration of benzo[a]pyrene; CHMU -
4 Environmen- | Y| A3 [ 20181 |NSPIRE
tal conditions Annual average NO, concentration; in ug.m™ CHMU -
4.4 2018
INSPIRE
s L 3 X | _
45 Annual average benzene concentration; in pg.m 2018 CHMU
INSPIRE
Countryside | 4.6 Cogfﬂcnenf of ecological stability KES: share. of eco- 2019 | &0 (VDB)
logically stable areas to unstable areas; coefficient
. | 5_1 | Average living space per person; m’ 2011 | CSU (SLDB)
Living condi- : X -
ions 59 Heating method: share of dwellings heated by electri- 201 | &sU (SLDB)
5 Individual li- " | city or gas to dwellings heated by solid fuels; coefficient
ving conditions Technical Share of municipalities in the district with
infreacstrulztc:ue 5_3 | connection to the sewerage system terminated by 2016 | CSU (VDB)
a WWTP; %
Total traffic accidents: total number of traffic accidents -
6_1 |inrelation to the total population; per 1 thousand 2018 | CSU (VDB)
inhabitants
Traffic accidents under the influence of alcohol:
Traffic acci- number of traffic accidents under the influence of oy
dents 6.2 alcohol relative to the total population; per 1 thousand 2018 | CSU (VDB
inhabitants
6 Road safety Deaths due to road accidents: number of deaths due )
and crime 6_3 |to road accidents relative to the number of inhabitants 2017 uzIS
(ESP2013); per 100 thousand inhabitants
Deaths due to assault (attack): number of deaths )
6_4 | due to assault (attack) relative to number of inhabitants 2017 uzIs
. (ESP2013); per 100 thousand inhabitants
Crime . :
Registered offenses: number of registered offenses -
6_5 | in relation to the total population; per 1 thousand 2018 | CSU (VDB)
inhabitants
Physicians in healthcare facilities: number of phys- §
7_1 |icians relative to the total population; per 1 thousand 2018 | CsU (vDB)
Healh inhabitants
ealth care
o Hospital beds: number of hospital beds in relation to
capacities the total population; per 1 thousand inhabitants; REGI- .
7 Sources of 7.2 © lotal Pop P . . 2018 | CSU(VDB)
ONS (identical value of the region level assigned to the
health and . ) .
. districts of the respective region)
social care - - - ——
Places in social services facilities: number of places
Social in social services facilities relative to the total popula- -
CZCIZciCﬁ(:: 7_3 |tion; per 1 thousand inhabitants; REGIONS (identical 2018 | CSU (vDB)
P value of the region level assigned to the districts of the
respective region)
8_1 |Life expectancy at birth men 2019 ¢su
8_2 |Life expectancy at birth women 2019 Csu
8_3 | Life expectancy at age 65 men 2019 Csu
8_4 |Life expectancy at age 65 women 2019 Csu
Total mortality: total number of deaths relative to total .
8.5 populafion (ESP2013); per 100 thousand inhabitants 2017 vzIs
Life ex- Male mortality: number of male deaths relative to total ’
8 Health pectancy 8.6 male number (ESP2013); per 100 thousand inhabitants 2017 uzis
status and mortality g 7 Female mortality: number of female deaths relative to 2017 071
structure —" | total women (ESP2013); per 100 thousand inhabitants
Infant mortality: number of deaths within 1 year
8_8 | relative fo the total number of live births; per 1 thousand 2018 | CSU (VDB)
live births
Neonatal mortality: number of deaths within 28 days -
8_9 | of birth versus number of live births; per 1 thousand live 2018 | CSU (VDB)

births




Oblast Téma Kéd Popis Rok Zdroj
Umrti na nemoci dychaci soustavy: pocet zemrelych
8_12 | na nemoci dychaci soustavy vii&i celkovému poctu 2017 uzis
obyvatel (ESP2013); na 100 tis. obyv.
Umrti na zhoubné novotvary: po&et zemrelych na
8_13 | zhoubné novotvary viéi celkovému poétu obyvatel 2017 0zis
(ESP2013); na 100 tis. obyv.
Umrti na onemocnéni travici soustavy: pocet ze-
8_14 | mfelych na onemocnéni trvici soustavy vici celkovému 2017 uzis
poétu obyvatel (ESP2013); na 100 tis. obyv.
Umrti na ostatni pFi¢iny: pocet zemrelych na ostatni
8_15 | pri¢iny vii&i celkovému poctu obyvatel (ESP2013); na 2017 Uz1s
nadéje doziti ],OO fs c')byv. - T . =
a stroktura Umysiné sebeposkozeni muzi: pocet zemfelych muzd )
omrinosti 8_16 | v disledku sebeposkozeni viigi celkovému poctu muzi 2017 uzIs
(ESP2013); na 100 tis. obyv.
UmysIné sebeposkozeni Zeny: pocet zemrelych zen
8_17 | v disledku sebeposkozeni vii&i celkovému poctu zen 2017 0zis
(ESP2013); na 100 fis. obyv.
Umrti zpsobend onemocnénim jater: pocet zemre-
8 Zdravotni 8.18 lych na o,ner.r?o’cné’nivioter (olkoholicvkétl, fe)(ijé, cirhézcx, 2017 uzls
stav chronické a jiné zanéty a onemocnéni) vici celkovému
poétu obyvatel (ESP2013); na 100 tis. obyv.
Umrti zpUsobend koufenim tabdku: pocet zemrelych
8.19 v c!ﬁslcved.ku kouﬂFeninabéku' (zho??n)'/ novqtvor hrf?nu, 2017 uzls
priduinice, pridusky a plice) vici celkovému poctu
obyvatel (ESP2013); na 100 tis. obyv.
index samovolné potratovosti: pocet samovolnych
8_20 | potratd vici poctu zivé narozenych; na 100 Zivé naro- 2017 | CsU (vDB)
zenych; %
potratovost " . " " " " T
index indukované potratovosti: pocet uméle preruie-
8_21 | nych téhotenstvi vi&i poétu Zivé narozenych; 2017 | €SU (VDB)
na 100 Zivé narozenych; %
8.2 |éEenivdiqbeﬁci: pocet |ééer.1)'/ch diabetikd vici celkové- 2016 | &S0 (vDB)
mu poctu obyvatel; na 100 tis. obyv.
diabetes Umrti na diabetes mellitus: pocet Gmrti v disledku dia-
8_23 | betes mellitus vigi celkovému poétu obyvatel (ESP2013); | 2017 0zis
na 100 tis. obyv.
Jralost ditéte porodni hmotnost: podil narozenych do porodni -
v . | 8_24 | hmotnosti 2 500 g vi&i véem narozenym; na 100 Zivé 2018 CSU
pfi narozeni 1
narozenych; %
subjektivni zdravotni stav — dobry - populace Ceské
18+ (%): podil respondentd, ktefi odpovédéli, ze mait panelové
9_1 | dobré, velice dobré nebo vyborné zdravi 2018 Setfeni
domdcnosti
(CPSD)
subjektivni zdravotni stav — promérny - populace
9_2 | 18+ (%): podil respondent, ktefi odpovédéli, ze maij 2018 CPSD
primérmé zdravi
subjektivni zdravotni stav— Spatny — populace
9_3 | 18+ (%): podil respondent, ktefi odpovédéli, ze maiji 2018 CPSD
3patné zdravi
9 Kvalita 9 4 koui';eni —wnikdy: pqpulace 18:-.(%): podil respon- 2018 EpED
Jivota dentd, ktefi nekoufi a nikdy nekoufili
9.5 koufeni - fiFivewkovt'Jﬁl - pf)lpulacev 18+ (‘%3) podil 2018 EpD
respondenty, ktefi dfive kourili, ale uz nekoufi
9.6 koufeni - E)File%itosh:f? - pgptiloce ]8+ (%): podil 2018 CPD
respondentd, kfefi koufi jen pfileZitostné
97 kou'Feni -aZ 10nciga:et dte,nnVé - p_cvpulace 18V+ (%): 2018 CpD
podil respondentd, ktefi koufi az 10 cigaret denné
koufeni - 11 a vice cigaret denné — populace
9_8 | 18+ (%): podil respondentd, ktefi koufi 11 a vice cigaret 2018 ¢pPSD
denné
9.9 alkohol - min. jednou denné - populace 18+ (%): 2018 EpD

podil respondentd, ktefi piji alkohol min. jednou denné

Area Theme  Code Description Year Source
Deaths from infectious and parasitic disease :
number of deaths from infectious and parasitic diseases .
8.10 relative to total population (ESP2013); per 100 thou- 2017 uzis
sand inhabitants
Deaths from circulatory system diseases: number of
8_11 | deaths from circulatory system diseases relative to the to- | 2017 uzis
tal population (ESP2013); per 100 thousand inhabitants
Deaths from respiratory diseases: number of deaths
8_12 | from respiratory diseases relative to the total population | 2017 uzis
(ESP2013); per 100 thousand inhabitants
Deaths from malignant neoplasms: number of deaths
8_13 | from malignant neoplasms relative to the total popula- 2017 uzis
tion (ESP2013); per 100 thousand inhabitants
Deaths from gastrointestinal diseases: number of
Life ex. 8_14 | deaths from gastrointestinal diseases relative to the total 2017 uzIs
population (ESP2013); per 100 thousand inhabitants
pectancy
and mortality Deaths from other causes: number of deaths from )
8_15 | other causes relative fo the total population (ESP2013); 2017 uzIs
structure . .
per 100 thousand inhabitants
Intentional self-harm men: number of men who died
8_16 | as a result of self-harm relative to the total number of 2017 uzis
men (ESP2013); per 100 thousand inhabitants
8 Health Intentional self-harm woman: number of women who
status 8_17 | died as a result of self-harm relative to the total number 2017 uzis
of women (ESP2013); per 100 thousand inhabitants
Deaths due to liver disease: number of deaths from
818 liver d.isecse (aIFoholic, to?dc, cirrhosis, .chronic and 2017 0zs
other inflammations and diseases) relative to the total
population (ESP2013); per 100 thousand inhabitants
Deaths due to smoking tobacco: number of deaths
due to smoking tobacco (malignant neoplasm of larynx, .
8.19 trachea, bronchi and lungs) relative to the total popula- 2017 uzis
tion (ESP2013); per 100 thousand inhabitants
Spontaneous abortion index: number of spontane-
Abortion rate | 8_20 | ous abortions versus number of live births; per 100 live 2017 | €SU (VDB)
births; %
Induced abortion index: number of abortions versus <o
8.21 number of live births; per 100 live births; % 2017 | CSU{VDB)
. Treated diabetics: number of diabetics treated relative o
Diabetes | 8_22 to the total population; per 100 thousand inhabitants 2016 | CSU(VDB)
Diabetes mellitus deaths: number of deaths due
8_23 | to diabetes mellitus relative to the total population 2017 uzis
(ESP2013); per 100 thousand inhabitants
Maturity of Birth weight: share of births to a birth weight of
achildat | 8_24 |2,500 g relative to all births; per 100 live births; % 2018 ¢su
birth
Subjective health status — good - population Czech
18+ (%): share of respondents who answered that they Household
9_1 |have good, very good or excellent health 2018 Panel
Survey
(CHPS)
Subijective health status - average - population
9_2 |18+ (%): share of respondents who answered that they 2018 CHPS
have average health
9 Quality Subjective health status — poor - population
of life 9_3 | 18+ (%): share of respondents who answered that they 2018 CHPS
were in poor health
Smoking — never — population 18+ (%): share of
4 respondents who do not smoke and have never smoked 2018 CHPS
Smoking - previously smoked - population
9_5 |18+ (%): share of respondents who previously smoked 2018 CHPS
but no longer smoke
9.6 Smoking - occasional — population 18+ (%): share 2018 CHPS

of respondents who smoke only occasionally
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Oblast

9 Kvalita
Zivota

Kéd Popis

9_10

alkohol — nékolikrét tydné — populace 18+ (%):
podil respondenty, kieff piji alkohol nékolikrat tydné

alkohol - nékolikrat mésicné - populace 18+ (%):
podil respondentd, ktefi piji alkohol nékolikrat mésicné

9_12

alkohol - nékolikrét roéné — populace 18+ (%):
podil respondentd, kteff piji alkohol nékolikrdt roéné

9_13

alkohol - nikdy - populace 18+ (%): podil respon-
dent, ktefi nikdy nepiji alkohol

9_14

stravovdni (frekvence konzumace éerstvého ovoce
nebo zeleniny) — min. jednou denné - populace
18+ (%): podil respondentd, ktefi konzumuji Cerstvé
ovoce nebo zeleninu min. jednou denné

9_15

stravovani (frekvence konzumace &erstvého ovoce
nebo zeleniny) — nékolikrét tydné - populace

18+ (%): podil respondentd, ktefi konzumuji Cerstvé
ovoce nebo zeleninu n&kolikrdt tydné

stravovdni (frekvence konzumace éerstvého ovoce
nebo zeleniny) — nékolikrdt mésiéné - populace
18+ (%): podil respondentd, ktefi konzumuji Cerstvé
ovoce nebo zeleninu nékolikrét mésicné

stravovdni (frekvence konzumace éerstvého ovoce
nebo zeleniny) - nékolikrét roéné — populace

18+ (%): podil respondentd, ktefi konzumuji Cerstvé
ovoce nebo zeleninu nékolikrét roéné

stravovani (frekvence konzumace &erstvého ovoce
nebo zeleniny) - nikdy - populace 18+ (%): podil
respondentd, ktefi nikdy nekonzumuii Eerstvé ovoce
nebo zeleninu

v 1

zdravotni potize v poslednich 12 mésicich - vysoky
krevni tlak — populace 18+ (%) KRAJE: podil respon-
dentd, ktefi méli zdravotni potize spojené s vysokym
krevnim tlakem v poslednich 12 mésicich

zdravotni potize v poslednich 12 mésicich - bolesti
zad nebo kréni patefe — populace 18+ (%) KRAJE:
podil respondentd, kiefi méli zdravotni potize spojené s
bolestmi zad nebo kréni patefe v poslednich 12 mésicich

zdravotni potize v poslednich 12 mésicich - bolest
svalo nebo kloubu na rukéch nebo pazich - po-
pulace 18+ (%) KRAJE: podil respondentd, ktefi méli
zdravotni potize spojené s bolestmi svali nebo kloubd
na rukdch nebo pazich v poslednich 12 mésicich

922

zdravotni potize v poslednich 12 mésicich - bolest
svalt nebo kloubt na nohou nebo na chodidlech -

populace 18+ (%) KRAJE: podil respondentd, ktefi méli

zdravotni potize spojené s bolestmi svald nebo kloubd
na nohou nebo chodidlech v poslednich 12 mésicich

923

zdravotni potize v poslednich 12 mésicich - pro-
blémy tykaijici se Zaludku nebo traveni - populace
18+ (%) KRAJE: podil respondentd, ktefi méli zdravotni
potize tykajici se zaludku nebo traveni v poslednich

12 mésicich

924

sportovni aktivita — min. jednou denné - populace
18+ (%): podil respondentd, ktefi sportuji nebo se vénuiji
jiné fyzické aktivité po dobu 20 minut nebo déle min.
jednou denné

sportovni aktivita — nékolikrét tydné — popula-
ce 18+ (%): podil respondentd, ktefi sportuji nebo se
vénuiji jiné fyzické aktivité po dobu 20 minut nebo déle
nékolikrat tydné

9_26

sportovni aktivita — nékolikrét mésicné — popula-
ce 18+ (%): podil respondent, ktefi sportuji nebo se
vénuji jiné fyzické akfivité po dobu 20 minut nebo déle
nékolikrt mésicné

Area

9 Quality
of life

97

Code Description

Smoking - up to 10 cigarettes per day — popula-
tion 18+ (%): share of respondents who smoke up to
10 cigarettes per day

Year

2018

Source

CHPS

9.8

Smoking - 11 or more cigarettes per day — popu-
lation 18+ (%): share of respondents who smoke 11 or
more cigarettes per day

2018

CHPS

9.9

Alcohol — min. once a day — population 18+ (%):
share of respondents who drink alcohol min. once a day

2018

CHPS

9_10

Alcohol - several times a week — population
18+ (%): share of respondents who drink alcohol seve-
ral times a week

2018

CHPS

o_n

Alcohol - several times a month — population
18+ (%): share of respondents who drink alcohol seve-
ral times a month

2018

CHPS

Alcohol - several times a year — population
18+ (%): share of respondents who drink alcohol seve-
ral times a year

2018

CHPS

Alcohol - never - population 18+ (%): share of
respondents who never drink alcohol

2018

CHPS

9_14

Diet (frequency of consumption of fresh fruits or
vegetables) — min. once a day - population

18+ (%): share of respondents who consume fresh fruit
or vegetables min. once a day

2018

CHPS

9_15

Diet (frequency of consumption of fresh fruit or
vegetables) - several times a week - population
18+ (%): share of respondents who consume fresh fruit
or vegetables several times a week

2018

CHPS

Diet (frequency of consumption of fresh fruit or
vegetables) — several times a month - population
18+ (%): share of respondents who consume fresh fruit
or vegetables several times a month

2018

CHPS

9_17

Diet (frequency of consumption of fresh fruit or
vegetables) - several times a year — population
18+ (%): share of respondents who consume fresh fruit
or vegetables several times a year

2018

CHPS

9_18

Diet (frequency of consumption of fresh fruit or
vegetables) — never — population 18+ (%): share of
respondents who never consume fresh fruit or vegetables

2018

CHPS

9_19

Health problems in the last 12 months - high blood
pressure — population 18+ (%) REGIONS: share of
respondents who had health problems associated with
high blood pressure in the last 12 months

2018

CHPS

9_20

Health problems in the last 12 months - back or
neck pain — population 18+ (%) REGIONS: share of
respondents who had health problems associated with
back or neck pain in the last 12 months

2018

CHPS

9_21

Health problems in the last 12 months — muscle or
joint pain in hands or arms - population

18+ (%) REGIONS: share of respondents who had
health problems associated with muscle or joint pain in
hands or arms in the last 12 months

2018

CHPS

9_22

Health problems in the last 12 months — muscle or
joint pain in the legs or feet — population

18+ (%) REGIONS: share of respondents who had
health problems associated with muscle or joint pain in
the legs or feet in the last 12 months

2018

CHPS

923

Health problems in the last 12 months - stomach
or digestion problems — population 18+ (%)
REGIONS: share of respondents who had stomach or
digestion problems in the last 12 months

2018

CHPS

9_24

Sports activity — min. once a day - population

18+ (%): share of respondents who do sports or engage
in other physical activity for 20 minutes or more min.
once a day

2018

CHPS




Oblast Téma Kéd Popis Rok Zdroj

Sportovni aktivita — nékolikrdt roéné - popula-
ce 18+ (%): podil respondentd, ktefi sportuji nebo se
vénuji jiné fyzické aktivité po dobu 20 minut nebo déle
nékolikrat roéné

9_27 2018 CPSD

Sportovni aktivita - nikdy - populace 18+ (%): -
9_28 | podil respondentd, ktefi nesportuji nebo se nevénuii jiné 2018 CPSD
fyzické aktivité po dobu 20 minut nebo déle

zdravotni omezeni — hodné - populace 18+ (%):
podil respondentd, ktefi odpovédéli, Ze je hodné omezu-
9_29 |je v jejich kazdodennich aktivitdch n&jaké dlouhodobd 2018 CPSD
nemoc, zdravotni omezeni, handicap & psychicky
zdravotni problém

zdravotni omezeni — do ur¢ité miry — populace
18+ (%): podil respondentd, ktefi odpovédéli, Ze je do
9_30 | urcité miry omezuie v jejich kazdodennich aktivitdch né- 2018 CPSD
jakd dlouhodobd nemoc, zdravotni omezeni, handicap
& psychicky zdravoni problém

zdravotni omezeni — zadné - populace 18+ (%):
podil respondentd, ktefi odpovédéli, Ze je neomezuje
9_31 | viejich kazdodennich aktivitach z4dné dlouhodobd 2018 CPSD
nemoc, zdravotni omezeni, handicap & psychicky
zdravotni problém

spokojenost se Zivotem — celkem populace 18+

9 Kvalita 9.32 sy ., et ca 3
~7 | (promér): promérnd hodnota spokojenosti se Zivotem

Zivota

2018 CpPSD

spokojenost se Zivotem — muzi 18+ (promér): pro-
mérnd hodnota spokojenosti se Zivotem

9 33 2018 CPSD

spokojenost se Zivotem — Zeny 18+ (promér): pro-

mérnd hodnota spokojenosti se Zivotem 2018 CPSD

934

pocit $tésti — celkem populace 18+ (promér): pri-

mérnd hodnota stésti 2018 CPSD

935

pocit §tésti — muzi 18+ (prdmér): primérnd hodnota

9365 2018 CpSD
stesti
9 37 gg;ll'f $tésti — Zeny 18+ (promér): promérnd hodnota 2018 EpED

stress (¢asto ve stresu a pod tlakem &asu) - sou-
hlas - populace 18+ (%) KRAJE: podil respondent,
ktefi souhlasili s tim, Ze se &asto citi ve stresu a pod
tlakem ¢asu

2018 CPSD

stress (¢asto ve stresu a pod tlakem ¢asu) - neutrdl-
ni — populace 18+ (%) KRAJE: podil respondentd, ktef
maijf neutrdlni postoj k tomu, Ze by se Casto citili ve stresu
a pod tlakem &asu

2018 ¢pPSD

stress (¢asto ve stresu a pod tlakem éasu) — nesou-
hlas - populace 18+ (%) KRAJE: podil respondent,
ktefi nesouhlasili s tim, Ze se Casto citi ve stresu a pod
tlakem &asu

9 40 2018 CPSD

2.2 Metodika vyzkumu

Souhrnny index zdravi je slozeny z osmi oblasti (oblast 1 az 8 s daty z vefejnych databdzi). De-
vat4 oblast ,kvalita 7ivota“ je samostatné hodnocenou oblasti s daty z Ceského panelového Setfeni
domdcnosti.

Pro préci s daty bylo nejprve potieba stanovit vyznam jednotlivych oblasti, ktery vychézel z in-
terdisciplindrniho expertniho hodnocen{ za vyuziti delfské metody (Freitas et al., 2018). Celkem
10 nezdvislych odbornikd z rtiznych védnich obort (sociologie, demografie, environmentalistika,

Area Theme  Code Description Year Source
Sports activity — several times a week - popula-
tion 18+ (%): share of respondents who do sports or
engage in other physical activity for 20 minutes or more
several fimes a week

925 2018 CHPS

Sports activity — several times a month - popula-
tion 18+ (%): share of respondents who do sports or
engage in other physical activity for 20 minutes or more
several fimes a month

9_26 2018 CHPS

Sports activity — several times a year - population
18+ (%): share of respondents who do sports or engage
in other physical activity for 20 minutes or more several
times a year

9_27 2018 CHPS

Sports activity — never — population 18+ (%): share
9_28 | of respondents who do not play sports or engage in 2018 CHPS
other physical activity for 20 minutes or more

Health restrictions — many - population 18+ (%):
share of respondents who answered that they are very
limited in their daily acfivities by a long-term illness,
health restriction, disability, or mental health issue

9_29 2018 CHPS

Health restrictions — to a certain extent — popula-
tion 18+ (%): share of respondents who answered that
9_30 |they are limited to some extent in their daily acfivities by | 2018 CHPS
a long-term illness, health restriction, disability, or mental
health issue

Health restrictions — none - population 18+ (%):

9 Quality 9 31 share of respondents who answered that they are not
of life —7 | limited in their daily activities by any long-term illness,

health restriction, disability or mental health problem

2018 CHPS

Life satisfaction - total population 18+ (average):
average value of life satisfaction

9_32 2018 CHPS

Life satisfaction — men 18+ (average): average value
of life satisfaction

933 2018 CHPS

Life satisfaction — women 18+ (average): average

934 value of life satisfaction

2018 CHPS

Feeling of happiness - total population 18+ (aver-
age): average value of happiness

935 2018 CHPS

Feelings of happiness — men 18+ (average): aver-

. 2018 CHPS
age value of happiness

Feeling of happiness — women 18+ (average):
average value of happiness

Stress (often under stress and under time pressu-
re) — agree — population 18+ (%) REGIONS: share
of respondents who agreed that they often feel stressed
and under time pressure

937 2018 CHPS

9_38 2018 CHPS

Stress (often under stress and under time pressure)
- neutral - population 18+ (%) REGIONS: share of
respondents who have a neutral attitude to often feeling
stressed and under time pressure

9_39 2018 CHPS

Stress (often under stress and under time pressu-
re) - disagree — population 18+ (%) REGIONS:
share of respondents who disagreed that they often feel
stressed and under time pressure

9_40 2018 CHPS

2.2 Research methodology

The cumulative Health Index consists of eight areas (areas 1 to 8 with data from public databases).
The ninth area “Quality of Life” is an independently evaluated area with data from the Czech
Household Panel Survey.

To be able to work with the data, it was first necessary to determine the importance of individual
areas, which was based on an interdisciplinary expert evaluation using the Delphi method (Freitas
etal., 2018). A total of 10 independent experts from various disciplines related to the health of the
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medicina a vefejné zdravi, prévni oblast) a expertt z praxe (zdravotni politika a podpora veiejného
zdravi, preventivni lékafstvi) vztahujicich se k populaénimu zdravi anonymné uréilo vdhu (vyznam)
kazdé z oblasti. Oblasti byly hodnoceny vzdy jako jeden celek a vihu jednotlivych oblasti neovliv-
fiuje ani pocet témat uvnitf oblasti, ani v ni zahrnuty podet ukazatelir. Vihy pro jednotlivé oblasti
byly zjistény formou dotazniku. Nézory experti byly upfesnovany v tfikolovém hodnoceni a dile
vyuzity pii vytvofen indexu zdravi (tab. 2.2).

Tab. 2.2 Oblasti hodnocené v souhrnném indexu zdravi a jejich vahy

Oblast Véha

ekonomické podminky a sociélni ochrana 0,19
vzdélani 0,18
demografickd situace 0,08
environmentdlni podminky 0,14
individudlni Zivotni podminky 0,09
bezpeénost v silni¢ni dopravé a kriminalita 0,04
zdroje zdravotni a socidlni péce 0,10
zdravotni stav 0,20

Souhrnny index zdravi tvofi celkem 60 determinant a ukazateld zdravi, které jsou urceny
pro kazdy ze 77 okresti Ceské republiky. Data jsou vidy vyjadiena jako relativni hodnoty, tak aby
byla srovnatelnd bez ohledu na pocet obyvatel v regionu. Pavodni soubor 68 determinant a ukaza-
telt zdravi byl po korela¢ni analyze snizen o osm ukazatelti. U téch se prokdzala vy$si mira korelace,
nez bylo pozadovdno, tj. vice nez —0,8; resp. 0,8.

Vysledny index zdravi je matematickou kombinaci proménnych, keeré odrdzeji vice vybranych
dimenzi (Nardo etal., 2005; Flacke, 2015). Ve vyzkumu byla pouzita metoda vicekriteridlniho hod-
noceni variant: metoda WSA. Metoda WSA (Weighted Sum Approach; Alinezhad, 2019) je jed-
nou z metod zalozenych na principu maximalizace uzitku. Metoda vychdzi z piedpoklada linearicy
a maximalizace vSech dil¢ich funkef uzitku, které ziskime normalizaci pavodnich vstupnich dat.

V nasem piipadé plati, Ze ¢im vy$$i je hodnota indexu zdravi, tim pfiznivéjsi je situace v regi-
onu. Index zdravi nabyvé hodnoty 0 az 1. Vypolty jsou realizovdny v programu MS Excel a jeho
doplitku Sanna (Jablonsky, 2009).

Index zdravi metodou WSA byl v projektu vytvofen ve dvou variantdch: a. kazd4 z osmi oblasti
m4 rovnocenny vyznam — vdha 1, b. kazd4 z osmi oblasti m4 rozdilny vyznam — vdhy. V této knize
prezentujeme vysledky, které vznikly z analyz oblasti s rozdilnymi vdhami (tab. 2.2). Podrobnéjsi
vysledky obou variant jsou dostupné na: heeps://health-insights.eu/#vystupy

V devidté oblasti hodnotici kvalitu Zivota byla zahrnuta data, kterd byla sbirdna v rdmci projekeu
Ceské panelové etfeni domécnosti (CHPS). Jednd se o vybérové Setfeni na zikladé dvoustuptio-
vého stratifikovaného néhodného vybéru, v némz byl v letech 2015-2018 opakované dotazovén
nihodné vybrany vzorek domdcnosti zijicich na tzemi Ceské republiky. V prvni viné sbéru dat,
kterd probéhla v roce 2015, bylo dotdzdno 5 159 domdcnosti. Zdvére¢né ¢tvreé viny vyzkumu
v roce 2018 se zticastnilo 3 188 domdcnosti. Hlavnim cilem vyzkumu bylo zmapovat zivotni pod-
minky deskych domécnosti z dlouhodobé perspektivy. V' projekeu byla vyuzita data z roku 2018
(4. vlna), a to zejména otdzky, které se pfimo zaméfily na zdravotni stav, osobni blahobyt, Zivotni
styl a duevni pohodu (podrobnéji kap. 12).

Pro hodnoceni vysledka devdté oblasti byla pouzita analyza rozptylu (ANOVA). Ta se pouzivd
v piipadé, kdy je potieba zjistit, jestli se v populaci nelisi praméry vice skupin. ANOVA testuje
nulovou hypotézu, podle niz jsou praméry ve vsech srovndvanych skupindch nezévisle proménné
stejné. Pomoci tzv. post-hoc testit lze zjistit, mezi kterymi konkrétnimi skupinami se tento rozdil
objevuje a jak je velky (Rabusic et al., 2019).

18

population anonymously determined the weight of each area. The areas were always evaluated as
awhole and the weight of individual areas is not affected by the number of topics within the area
or the number of indicators included in it. The weights for individual areas were determined in the
form of a questionnaire. The opinions of the experts were specified in a three-round evaluation and
further used in the creation of the Health Index (Table 2.2).

Table 2.2 Areas evaluated in the Health Index and their weights

Area Weight

Economic conditions and social protection 0.19
Education 0.18
Demographic situation 0.08
Environmental conditions 0.14
Individual living conditions 0.09
Road safety and crime 0.04
Sources of health and social care 0.10
Health status 0.20

The cumulative Health Index consists of a total of 60 health determinants and indicators, for
cach of the 77 districts of the Czech Republic. The data are always expressed as relative values so
that they are comparable in regions with different populations. The original set of 68 health deter-
minants and indicators was reduced by eight indicators after a correlation analysis. These showed
a higher correlation rate than required, i.e., more than -0.8 or 0.8.

The resulting Health Index is a mathematical combination of variables that reflect multiple se-
lected dimensions (Nardo et al., 2005; Flacke, 2015). The research used the method of multicriteria
evaluation of variants: the WSA method. The WSA (Weighted Sum Approach; Alinezhad, 2019)
method is based on the principle of maximising utility. The method is based on the assumptions of
linearity and the maximisation of all partial utility functions, which we obtain by normalising the
original input data.

In our case, the higher the Health Index value, the more favourable the situation in the region.
The health index gains values from 0 to 1. The calculations were performed in MS Excel and its
supplement Sanna (Jablonsky, 2009).

In the project, the Health Index using the WSA method was created in two variants: a) each of
the eight areas has an equal meaning — weight 1, and b) each of the eight areas has a different mean-
ing — weights (Table 2.2). In this book, we present the results that emerged from the analysis of
areas with different weights. More detailed results of both variants are available at: hetps://health-
insights.eu/en/about-project/#outputs.

The ninth area of Quality of Life (Table 2.1) included data collected within the framework of
the project Czech Houschold Panel Survey CHPS. This is a sample survey based on a two-stage
stratified random sample, in which a randomly selected sample of households living in the Czech
Republic was repeatedly interviewed in 2015-2018. In the first wave of data collection, which took
place in 2015, 5,159 houscholds were interviewed. A total of 3,188 houscholds took part in the
final, fourth wave of the research in 2018. The main objective of the research was to map the living
conditions of Czech households from a long-term perspective. The project used data from 2018
(4™ wave), and especially issues that directly focused on health, personal well-being, lifestyle, and
mental well-being (for more details, see Chapter 12).

Analysis of variance (ANOVA) was used to evaluate the results of the ninth area. This is used
when it is necessary to find out whether the averages of several groups do not differ in the popula-
tion. ANOVA tests the null hypothesis that the means in all groups of independent variables are the
same. Using post-hoc tests, it is possible to determine between which specific groups this difference
occurs and how large it is (Rabusic et al. 2019).



Oblast ekonomickych podminek
a socidlni ochrany

Dana Hiibelovd, Beatrice-Elena Chromkovd Maneaq, Ales Pefina

Ekonomické podminky a socidlni ochrana a soudrznost jsou dva kli¢ové determinanty zdravi a kva-
lity Zivota. Zdravi a blahobyt pak ptispivaji k hospoddiskému a socidlnimu rozvoji.

Ekonomické podminky jsou obvykle vyjadfoviny makroekonomickym ukazatelem hrubého
domdciho produkeu. Odrazem regiondlni tirovné ekonomiky a s ni spojené konkurenceschopnosti
je také nezaméstnanost a struktura zaméstnanosti, které maji dopady na socidlni prostiedi. Neza-
méstnanost, zejména ta dlouhodobd, patii mezi vysoce stresujici zivotn{ udélosti, jez maji vliv nejen
na psychické, ale také fyzické zdravi (Norstrom et al., 2019). Dlouhodob4 nezaméstnanost se odrazi
v dysfunkei integrity osobnosti a télesnych poruchdch. Psychofyziologické poruchy zahrnuji vyssi
pravdépodobnost kardiovaskuldrnich, respira¢nich aj. onemocnéni, ale mohou rovnéz zpusobit
pfeddasnou tmrtnost (Zenger et al., 2013).

Obecné je nezaméstnanost Casto spojend s niz$i trovni dosazeného vzdéldni, s chudobou, hor-
$im postavenim na trhu prdce, bydlenim v lokalitdch, které jsou ohrozeny socidlni patologii, ndsilim
nebo $patnymi hygienickymi podminkami (Celedov4, Hol¢k, 2018). Vyse piijmu, zaméstndnt,
materidlni chudoba, pfipadnd socidlni zména apod. se mohou projevit ve zhorsené kvalité zdravi
a byt zdrojem raznych zdravotnich rizik (Pinto et al., 2016).

V Ceské republice jsou regiony pohranié¢ni periferie! ¢asto spojeny s nadpriimérnou mirou neza-
méstnanosti, kterd soucasné tzce souvisi s podpramérnou vzdélanostni strukturou (podrobnéji ka-
pitola 4), ale také s prostorovou koncentraci osob zdvislych na socidlnich dévkich (Hiibelov4, 2014).

Podle Mezindrodni organizace price (ILO) je socidlni ochrana koncipovdna do étyt slozek, a to
do systému socidlntho zabezpeceni, univerzdlniho systému socidlnich ddvek, systému socidlni po-
moci (zmirnéni chudoby) a systému soukromych ddvek (ILO, 1997:5-6). Socidlni zabezpeceni
chréni ¢leny spole¢nosti prostfednictvim vefejnych opatieni pfed ekonomickymi a socidlnimi pro-
blémy, poskytuje lékaiskou péci a nabizi dotace rodindm s détmi.

Index ekonomickych podminek a socidlni ochrany redukuje velikost pavodniho souboru uka-
zateltl z celkem 14 determinant do jediné hodnoty (min. 0,19; max. 0,83; primér® 0,57; me-
didn® 0,59). Index je slozeny ze tif témat:

a) zaméstnanost (celkovy podil nezaméstnanych a podil nezaméstnanych podle pohlavi pro vé-
kovou kategorii 15-64 let, podil uchazec¢ti o zaméstndni ve vékovych skupindch 50-64 let

a 15-24 let, podil uchazeci s délkou nezaméstnanosti 12 a vice mésict a podil uchazect o za-

méstndn{ se zdkladnim a stfednim odbornym vzdéldnim bez maturity),

b) Zzivotni podminky a socidlni ddvky (hruby domdci produkt na obyvatele, podil prispévka na

bydleni u osob ve véku 20 a vice let a podil piispévki na dité u osob ve véku 20-59 let) a
o) tiidni schéma (celkovy sociockonomicky index a socioeckonomicky index podle pohlavi).

Rozpéti mezi minimdlni a maximalni hodnotou indexu je zna¢né, coz ukazuje na vyrazné pro-
storové diferenciace ekonomickych a socidlnich podminek. Okresy s nejvy$simi, tedy nejptiznivéj-
$imi hodnotami indexu jsou podminény pitomnosti sidel s vétsim poctem obyvatel. Ve vétsiné

VY7

piipad se jednd o okresy tvofené krajskymi mésty nebo okresy v jejich nejbliz§im zdzemi: Praha-z4-

Periferni (problémové) uzemi definujeme jako Gzemi se specifickymi socidlnimi znaky, které naznacuji
zvy$ené koncentrace socidlniho znevyhodnéni. K vymezeni periferniho Gzemi se uzivé fada indikétord
demografické, vzdélanostni a socidlni struktury, lokélniho trhu prdce, dostupnosti sluzeb, vybavenosti do-
mdcnosti apod. (Bernard, Simon, 2017).

Aritmeticky prdmér vyjadfuje typickou hodnotu popisujici soubor mnoha hodnot.

Medidn je hodnota, kterd déli fadu vzestupné sefazenych vysledkd na dvé stejné pocetné poloviny. Patri
mezi miry centrélni tendence, a proto plati, Ze nejméné 50 % hodnot je mensich nebo rovnych a nejméné
50 % hodnot je vétsich nebo rovnych medidnu.

Economic conditions and social
protection index

Dana Hiibelovd, Beatrice-Elena Chromkovd Maneaq, Ales Pefina

Economic conditions and social protection and cohesion are two key determinants of health and

quality of life. Health and well-being contribute to economic and social development.

Economic conditions are usually expressed as a macroeconomic indicator of gross domestic
product. Unemployment and the structure of employment, which have impacts on the social en-
vironment, are also a reflection of the regional level of the economy and the associated competi-
tiveness. Unemployment, especially long-term unemployment, is a highly stressful life event that
affects not only mental but also physical health (Norstrom et al., 2019). Long-term unemployment
is reflected in personality integrity dysfunction and physical disorders. Psychophysiological dis-
orders include a higher probability of cardiovascular, respiratory, and other diseases, but can also
cause premature mortality (Zenger et al., 2013).

In general, unemployment, often connected with lower levels of education, is associated with
poverty, a poorer labour market position, living in areas at risk of social pathology, violence, or poor
hygiene (Celedovd, Hol¢ik, 2018). Income levels, employment, material poverty, possible social
change, etc. can result in poor health and be a source of various health risks (Pinto et al., 2016).

In the Czech Republic, border peripheral regions' are often associated with above-average
unemployment rates, which are also closely related to a below-average educational structure (see
Chapter 4 for more details), but also to a spatial concentration of people dependent on social ben-
efits (Hiibelovd4, 2014).

According to the International Labor Organization (ILO), social protection is divided into four
components, i.e., the social security system, the universal social benefits system, the social assistance
system (poverty alleviation), and the private benefits system (ILO, 1997: 5-6). Social security pro-
tects members of society through public measures against economic and social problems, provides
medical care, and offers subsidies to families with children.

The economic conditions and social protection index reduces the size of the original set of indi-
cators from 14 determinants to a single value (min. 0.19, max. 0.83, average? 0.57, median® 0.59).
The index consists of three themes:

a) Employment (total share of unemployed and share of unemployed by gender for the age group
15-64, share of jobseekers in the age groups 50—64 and 15-24, share of jobseekers unemployed
for 12 months and more, and share of jobseckers with primary and secondary vocational edu-
cation without completing their leaving examination),

b) Living conditions and social benefits (gross domestic product per capita, share of housing allo-
wances for persons aged 20 and over, and share of child allowances for persons aged 20-59), and

¢) Class scheme (overall socio-economic index and socio-economic index by gender). The gap
between the minimum and maximum value of the index is considerable, which indicates signi-
ficant spatial differentiations of economic and social conditions.

Districts with the highes, i.e., most favourable values of the index, are conditioned by the pres-
ence of settlements with a larger number of inhabitants. In most cases, these are districts formed by

We define peripheral (problematic) areas as areas with specific social features that indicate high concen-
tration of social disadvantage. Indicators of demographic, educational and social structure, local labor
market, availability of services, household amenities, etc. are used to define a peripheral area (Bernard,
Simon, 2017).

The arithmetic mean expresses a typical value describing a set of many values.

The median is the value that divides a series of ascending results into two equal halves. They are central
rate measures and therefore at least 50% of the values are less than or equal to and at least 50% of the
values are greater than or equal to the median.
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pad (s hodnotou indexu 0,83), hlavni mésto Praha (0,82), Praha-vychod (0,81), Pelhfimov (0,77)
a Plzen-mésto (0,72).

Okresy vykazujici nepiiznivou situaci v ekonomickych a socidlnich podminkéch jsou lokalizo-
vény do pohrani¢ni periferie, jednd se o okres Dé¢in (0,36), Bruntdl (0,33), Ostrava-mésto (0,30),
Most (0,24) a Karvind (0,19; obr. 3.1)%.

Zména ckonomickych a socidlnich podminek ve srovndni let 2009, 2014 a 2019 nenastala
v pfipad¢ rozpéti maximdlni a minimélni hodnoty indexu, a prostorové diferenciace indexu tak
zlstdvaji v Case znacné. K proméné vSak dochdzi u hodnot a pofadi jednotlivych okrest. Zatimco
v roce 2009 lze nejvéesi podil okresti s nepfiznivymi ekonomickymi a socidlnimi podminkami lo-
kalizovat pfedev$im do tzemi zdpadnich Cech (obr. 3.2), v roce 2014 se k nim pfiddvd zna¢nd
¢ast moravskych okrest (obr. 3.3). V roce 2019 je pro umisténi okrestt s podprimérnymi ekono-
mickymi a socidlnimi podminkami typickd zipadnf a severni pohrani¢ni periferie Ceské republiky.
V piipadé okresti s vysokou, tedy pozitivni hodnotou indexu nenastdvd ve sledovanych letech Zddnd

vyznamnd zmeéna.

» Obr. 3.2 Index ekonomickych podminek a socialni ochrany v okresech
Ceské republiky (rok 2009)

» Fig. 3.2 Index of economic conditions and social protection in districts
of the Czech Republic (year 2009)

Zdroj dat (Data source): MPSV CR, 2009; €SU, 2009a ’Sokolov,
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regional towns or districts in their immediate vicinity: Praha-zdpad (with an index value of 0.83),
Hlavni mésto Praha (Prague) (0.82), Praha-vychod (0.81), Pelhfimov (0.77), and Plzen-mésto (0.72).

Districts showing an unfavourable situation in economic and social conditions are located in
border areas, i.e., the districts of Dé&in (0.36), Bruntal (0.33), Ostrava-mésto (0.30), Most (0.24)
and Karvind. (0.19; Fig. 3.1)%.

No change in economic and social conditions in comparison with 2009, 2014 and 2019 oc-
curred in the case of the gap between the maximum and minimum values of the index; therefore,
the spadial differentiation of the index remains considerable over time. However, there is a change
in the values and order of individual districts. While in 2009, the largest share of districts with
unfavourable economic and social conditions were located mainly in the area of western Bohemia
(Fig. 3.2), in 2014 a significant number of districts in Moravia joined them (Fig. 3.3). In 2019, the
western and northern border regions of the Czech Republic were typical locations of districts with
below-average economic and social conditions. In the case of districts with a high, i.c., positive,
index value, there was no significant change in the years under review.
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<« Obr. 3.3 Index ekonomickych podminek a socidlni ochrany v okresech
Ceské republiky (rok 2014)

<« Fig. 3.3 Index of economic conditions and social protection in districts
of the Czech Republic

(year 2014)

Zdroj dat (Data source): MPSV CR, 2014q; CSU, 2014a

4 The intervals in the maps are created on the basis of natural division with respect to the median.
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Oblast vzdélani

Dana Hiibelovd, Beatrice-Elena Chromkovd Maneaq, Ales Pefina

Podstatny a trvaly vztah mezi vzdéldnim a zdravim je prokdzan v fadé zemf véetné Ceské republiky.
Obecné plati, ze vzdélangjsi osoby se dozivaji vyssiho véku, disponuji lepsi kvalitou zdravi, maji
zodpoveédngj$i a zdravejsi zivorni styl a ve vét$i mife vyuzivaji nabidek preventivnich programi.
V Ceské republice je vliv vzdélini na uvedené skute¢nosti vyznamnéjsi, nez je tomu napiiklad
u pusobeni vzdéldni na vysi pifjmu nebo socioekonomicky status (EC, 2013).

Ve vzdélanostn{ struktute Ceské republiky se podle s¢itini lidu v roce 2011 vyznamné projevuje
vliv vékové a pohlavni strukeury. Zdkladni vzdéldni je nejcastéjsi u osob nad 75 let, a to s vyraz-
nou pievahou Zen zplsobenou jejich vy$si nadéji dozitd. Vysokoskolské vzdéldni je vyrazné Castéji
zastoupeno mezi mlad$imi lidmi. Z celkovych vysledkii s¢itdni lidu 2011 je ziejm4 také souvislost
mezi nejvy$$im ukoncenym vzdéldnim a velikostnimi skupinami obei. Vice nez pétinovy podil osob
se zdkladnim vzdéldnim vykazuji obce do 999 obyvatel a zdroven maji nejnizsi podil osob s vyso-
koskolskym vzdéldnim. Naopak nejméné osob se zdkladnim vzdéldnim a soucasné nejvice osob
s vysokoskolskym vzdélinim vykazuji obce nad 100 000 obyvatel (CSU, 2014b). Neptizniva vzdé-
lanostni strukeura tzce souvisi také s periferni polohou, ale i s mirou registrované nezaméstnanosti
a dal$imi negativnimi sociodemografickymi jevy. Ty maji nepiiznivé dusledky v rozvoji regiond, pro
jednotlivee ve vztahu k uréeni jeho pozice v rdmci spole¢nosti a umocnuji riziko dalsich socidlnich
probléma (napt. kriminalita, rodinné a socidlni konflikty; Hiibelovd, 2014).

Index vzdéldni je sestaven ze dvou témat:

a) z podilu osob bez vzdéldni a s ukondenym zdkladnim vzdéldnim ve véku 15 a vice leta
b) z podilu osob s vysokoskolskym vzdéldnim ve véku 15 a vice let.

Zatimco okresy s nejvyssimi podily osob bez vzdéldni a se zédkladnim vzdéldnim se koncentruji
v pohrani¢nich regionech (obr. 4.1), nejvyssi podily osob s vysokoskolskym vzdéldnim jsou naopak
vézény predevsim na velkd mésta a jejich zdzemi (obr. 4.2).

Pramérnd hodnota indexu vzdéldni je 0,34 a rozdily mezi okresy s nizkou a vysokou hodnotou
indexu jsou znaéné (min. 0,00; max. 100,00). Nejvyssi hodnotu indexu vykazuji okresy, které jsou
soucasné tvofeny krajskymi mésty, a to hlavni mésto Praha (0,99) a Brno-mésto (0,91), vyrazné
nadpriamérné jsou okresy Praha-zdpad (0,83), Praha-vychod (0,70) a Plzen-mésto (0,66). Naopak
nizkou, tedy negativni hodnotu indexu maji okresy Tachov (0,07) a Sokolov (0,00; graf 4.1).

Na trovni okresti dosahuji prostorové diferenciace pomérné vyraznych rozdila. V Ceské re-
publice vznikaji urcitd jddrovd Gzemi s piiznivéjsi vzdélanostni strukturou obyvatelstva, keerd jsou
lokalizovdna ve velkych (krajskych) méstech a jejich okoli. Jednd se kromé vyse uvedenych okrest
o okresy Hradec Krdlové (0,57), Ceské Budé¢jovice (0,57), Pardubice (0,54), Olomouc (0,52) a Os-
trava-mésto (0,47).

V tzemi piihrani¢ni periferie se naopak lokalizuji okresy s nepfiznivou vzdélanostni strukeurou
(Cesky Krumlov, 0,18; Jesenik, 0,17; Louny, 0,16; Bruntdl, 0,16; Teplice, 0,15; Znojmo, 0,15;
Most, 0,13; Cheb, 0,13; Dé¢in, 0,11; Chomutov, 0,10; Tachov, 0,07 a Sokolov 0,00; obr. 4.3).

Prestoze vzdélanost se v Ceské republice v éase zvysuje, setrvavaji stile shodné prostorové dife-
renciace. Ve s¢itdni lidu v roce 1991 dosahovaly nejvyssich podilii obyvatelstva s vysokoskolskym
vzdéldnim velkd mésta, tj. hlavni mésto Praha, okresy Brno-mésto, Plzen-mésto a Ostrava-mésto
(10-16 %). Naopak nejniz$i byl v daném s¢itdni podil vysokoskoldkt v okresech Teplice, Plzen-se-
ver, Chomutov, Plzen-jih, Déin a Sokolov (méné nez 4 %; CSU, 1992).

Ztejmé a pretrvévajici tzemni rozdily mezi okresy jsou patrné i ve srovndni podila obyvatelstva
sledovanych vzdélanostnich skupin ve s¢itdni lidu z roku 2001 a 2011. Ackoliv v obdobi mezi té-
mito s¢itdnimi klesl podil osob bez vzdéldni a s ukondenym zdkladnim vzdéldnim (pramérnd zména

Education index

Dana Hiibelovd, Beatrice-Elena Chromkovd Maneaq, Ales Pefina

There is a substantial and lasting relationship between education and health demonstrated in a num-
ber of countries, including the Czech Republic. In general, more educated people live to be older,
have better health, have a more responsible and healthier lifestyle, and make greater use of preventa-
tive programmes. In the Czech Republic, the impact of education on these facts is more significant
than, for example, the impact of education on income or socio-economic status (EC, 2013).

According to the 2011 census, the influence of age and gender structure is significantly reflected
in the educational structure of the Czech Republic. Basic education is most common among people
over the age of 75, with a significant predominance of women due to their higher life expectancy.
University education is represented significantly more often among younger people. The connec-
tion between the highest completed education and the size groups of municipalities is also clear
from the overall results of the 2011 census. Municipalities with up to 999 inhabitants reported
more than a fifth of the number of persons with basic education and at the same time had the low-
est share of persons with university education. On the other hand, municipalities with more than
100,000 inhabitants reported the least number of persons with basic education and at the same
time the most persons with university education (CZSO, 2014). An unfavourable educational
structure is also closely related to border regions, but also to the registered unemployment rate and
other negative socio-demographic phenomena. These have adverse consequences for the develop-
ment of regions, for the individual in relation to the determination of his or her position within
society and exacerbate the risk of other social problems (e.g., crime, family, and social conflicts;
Hiibelov4, 2014).

The education index is made up of two themes:
a) The share of persons without education and having completed basic education aged 15 and

over, and
b) The share of persons with a university degree aged 15 and over.

While the districts with the highest share of persons without education and with basic educa-
tion are concentrated in border regions (Fig. 4.1), the highest share of persons with university
education are tied mainly to large cities and their surroundings (Fig. 4.2).

The average value of the education index is 0.34, and the differences between the districts with
a low and high value of the index are considerable (min. 0.00; max. 100.00). The highest value of
the index is reported by districts, which are at the same time formed by regional cities, i.c., Prague
(0.99) and Brno-mésto (0.91), significantly above average are the districts of Praha-zdpad (0.83),
Praha-vychod (0.70), and Plzefi-mésto (0.66). On the contrary, the districts of Tachov (0.07) and
Sokolov (0.00; graph 4.1) have a low, i.e., negative index value.

At the district level, spatial differentiations reach relatively significant differences. In the Czech
Republic, certain core areas with a more favourable educational structure of the population are
emerging, which are located in large (regional) cities and their surroundings. In addition to the
above-mentioned districts, these are the districts of Hradec Krilové (0.57), Ceské Bud¢jovice
(0.57), Pardubice (0.54), Olomouc (0.52), and Ostrava-mésto (0.47).

Inborder peripheral regions, on the other hand, there are districts with an unfavourable edu-
cational structure (Cesky Krumlov, 0.18; Jesenik, 0.17; Louny, 0.16; Bruntdl, 0.16; Teplice, 0.15;
Znojmo, 0.15; Most, 0.13, Cheb, 0.13, Decin, 0.11, Chomutov, 0.10, Tachov, 0.07, and Sokolov
0.00, Fig. 4.3).

Although levels of education in the Czech Republic are increasing over time, the same spatial
differentiations remain. In the 1991 census, the largest shares of the population with a university de-
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v okresech je —5,4 %), a naopak narostl podil osob s vysokoskolskym vzdéldnim (pramérnd zména
je 3,0 %), meziokresni rozdily ztstdvaji zna¢né. Nejpiiznivéj$i zménu obou hodnocenych vzdé-
lanostnich skupin mezi lety 2001 a 2011 zaznamendvaji okresy Praha-vychod, Praha-zdpad a Br-
no-venkov. Vzdélanostni struktura se i pres jeji nepiiznivé hodnoty vyrazné nezlepsuje v okresech

Tachov, Cheb, Sokolov nebo Dé¢in (tab. 4.1; graf 4.2).

» Obr. 4.1 Obyvatelstvo 15leté a starii bez vzdéléni a s ukonéenym
zékladnim vzdélanim v okresech Ceské republiky (rok 2011)

» Fig. 4.1 Population aged 15 and over without education and with
completed basic education in districts of the Czech Republic (year 2011)
Zdroj dat (Data source): CsU, 2014b
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gree were in large cities, i.c., in Prague, the districts of Brno-mésto, Plzen-mésto and Ostrava-mésto
(10-16%). On the contrary, the lowest share of university students in the given census was in the dis-
d Sokolov (less than 4%; CSU, 1992).
Clear and persistent territorial differences between districts are also evident when comparing
the share of the population of the monitored educational groups in the 2001 and 2011 censuses.
Although in the period between these censuses, the share of persons without education and with
completed basic education decreased (the average change in districts was -5.4%) and, on the con-

v/

tricts of Teplice, Plzent-sever, Chomutov, Plzeii-jih, Décin an

trary, the share of persons with university education increased (the average change was 3.0%), inter-
district differences remained significant. The most favourable change of both of the evaluated edu-
cational groups between 2001 and 2011 is recorded in the districts of Praha-vychod, Praha-zdpad
and Brno-venkov. Despite their unfavourable values, the educational structure did not significantly

(Table 4.1; graph 4.2).

v v/

improve in the districts of Tachov, Cheb, Sokolov, or Dééin

Jablonec
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< Obr. 4.2 Obyvatelstvo 15leté a stardi s vysokoskolskym vzdélanim
v okresech Ceské republiky (rok 2011)

<« Fig. 4.2 Population aged 15 and over with a university education
in districts of the Czech Republic (year 2011)

Zdroj dat (Data source): €SU, 2014b



Obr. 4.3 Index vzdéléni v okresech Ceské republiky podle S&itani lidu, domi a byt 2011
Fig. 4.3 Education index in the districts of the Czech Republic according to the 2011 census

Zdroj dat (Data source): ¢sU, 2014b
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Tab. 4.1 Obyvatelstvo 15leté a starsi podle ukonéeného vzd&lani v okresech Ceské republiky

(rok 2001 a 2011) bez vzdélani | vysokoskolské | bez vzdéléani vysoko- o
a zékladni / e azékladni / | skolské / Index V/lde'“'
Table 4.1 Population aged 15 and over by completed education, districts of the Czech Republic w::::deg::;h- university \;::::l:deg::;: university Education
(year 2001 and 2011) index
Mladé Boleslav 23,3 6,4 171 9,2 0,39
Most 29,3 5,2 24,0 7,5 0,13
Néchod 23,7 6,1 19,2 8,2 0,30
bez'\ll(fdjlél}i vysoko/ikolské bez'\ll(fdjlélu}i ”‘Il(yioli(?-/ Index vzdslani Novy Ji&in 24,5 6,9 19,4 10,0 0,35
w‘i:hz:ut:d:Icati- university v;t::)uto e:t:ca- :n‘i,vser:ity / . Nymburk 231 6,6 17,2 10,2 0,42
on and basic tion and basic Edi:z:':’“ Olomouc 22,6 10,3 17,5 14,5 0,52
Opava 26,3 7.0 20,2 10,8 0,34
Benesov 25,2 6,2 18,1 9.8 0,38 Ostrava-mésto 24,5 10,5 19,2 14,4 0,47
Beroun 23,3 6,1 17,0 10,4 0,43 Pardubice 19,9 92 15,5 12,7 0,54
Blansko 22,7 7,2 17,5 1,0 0,43 Pelhfimov 24,4 6,1 19,2 8,8 0,32
Brno-mésto 17,7 17,9 13,2 23,6 0,91 Pisek 23,0 7,5 18,1 10,2 0,39
Brno-venkov 23,5 7,2 17,9 12,6 0,46 Plzefi-jih 25,3 5,3 20,8 7,5 0,23
Bruntal 28,6 54 23,1 7,6 0,16 Plzefi-mésto 17,9 12,5 14,3 15,6 0,66
Breclav 29,4 5,5 23,0 8,5 0,19 Plzen-sever 26,4 51 21,0 8,4 0,25
Ceska Lipa 271 5,3 21,1 6,9 0,21 Praha 14,6 18,8 10,4 23,6 1,00
Ceské Budé&jovice 21,2 10,2 16,1 14,5 0,57 Praha-vychod 20,0 95 13,8 16,5 0,70
éesk)" Krumlov 27,9 5,8 22,7 79 0,18 Praha-zépad 20,3 11,1 13,3 20,8 0,83
Dééin 28,4 4,5 23,5 6,2 on Prachatice 26,3 6,1 20,6 8,5 0,26
Domazlice 25,2 5,3 20,8 6,9 0,22 Prostéjov 23,5 7,0 17,9 10,0 0,39
Frydek-Mistek 24,6 7,8 18,5 n7 0,42 Prerov 24,1 7,6 19,2 10,4 0,36
Havli¢kov Brod 23,4 6,2 18,2 8,8 0,35 Pribram 24,0 6,7 19,2 9,4 0,33
Hodonin 28,3 6,0 22,0 8,7 0,23 Rakovnik 26,1 5,8 20,3 8,3 0,27
Hradec Krélové 20,0 10,8 15,8 14,3 0,57 Rokycany 23,3 6,3 18,5 8,5 0,33
Cheb 27,9 57 23,4 6,8 0,13 Rychnov n. Knéznou 23,3 6,3 18,3 8,8 0,35
Chomutov 29,5 4,5 24,0 6,4 0,10 Semily 23,6 6,5 18,8 91 0,34
Chrudim 24,6 5,8 19,3 8,5 0,30 Sokolov 31,7 4,0 26,2 5,2 0,00
Jablonec n. Nisou 24,0 7.0 19,1 95 0,34 Strakonice 24,8 6,4 19,0 8,9 0,33
Jesenik 279 58 23,0 79 0,17 Svitavy 26,1 5,8 20,8 8,2 0,25
Jigin 23,5 6,3 18,3 8,6 0,34 Sumperk 26,2 6,5 21,2 91 0,26
Jihlava 23,9 7,0 18,2 99 0,38 Tabor 22,9 8,2 17,8 10,9 0,42
Jindfichdv Hradec 26,7 6,1 21,4 8,5 0,24 Tachov 30,3 50 24,3 5,8 0,07
Karlovy Vary 27,1 6,6 20,9 8,5 0,25 Teplice 29,4 4,9 23,0 7,2 0,15
Karvind 27,4 6,4 21,9 9,2 0,24 Trutnov 25,5 59 20,1 8,0 0,27
Kladno 24,9 6,9 19,4 10,3 0,35 Trebi¢ 26,1 6,8 20,1 9,5 0,31
Klatovy 24,9 6,6 19,2 9,0 0,32 Uherské Hradisté 271 7 21,0 10,6 0,31
Kolin 24,3 6,1 18,6 8,9 0,34 Usti nad Labem 24,7 7.4 20,0 10,0 0,32
Kromériz 23,9 7,2 19,0 10,3 0,36 Usti nad Orlici 23,7 6,2 19,2 8,8 0,32
Kutné Hora 24,2 6,4 18,9 9,0 0,33 Vsetin 25,5 7.5 19,4 10,6 0,36
Liberec 23,1 8,5 18,2 1,6 0,42 Vyskov 25,7 72 19,4 10,8 0,36
Litoméfice 26,8 5,7 20,5 8,3 0,26 Zlin 24,4 8,6 18,7 12,8 0,44
Louny 29,0 5,5 23,0 7.5 0,16 Znojmo 30,5 5,5 23,7 79 0,15
Mélnik 24,0 6,2 18,3 8,8 0,35 Zdar nad Sazavou 24,5 7.2 18,9 10,2 0,37

Zdroj dat (Data source): €SU, 2003a; 2014b, vlastni vypocty
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Oblast demografické
sifuace

Dana Hiibelovd, Ales Pefina

Demografické ukazatele determinuji rozvoj regionu a reprodukéni chovdni obyvatel a jsou pod-
statné pii hodnoceni Gzemnich nerovnosti ve zdravi. Promény demografického a reprodukéniho
chovéni obyvatelstva vznikaji jako dusledek socidlnich, ekonomickych a politickych transformaci
a promén ve vnitfni migraci (Hiibelovd et al., 2021). Demograficky vyvoj je od 90. let minulého
stoleti z hlediska ¢eské popula¢ni historie zcela jedineény a jeho specificnost spoéivd piedevsim
v dynamice a délce trvdni zmén. Pfi hodnoceni demografickych zmén v regionech se projevuji
i vlivy dalsich fakeorti, jako je napiiklad geografickd poloha.

Zzkladnim rysem vyvoje obyvatelstva Ceské republiky, podobné jako ve viech vyspélych zemich,
je stdrnuti populace, pfi némz dochdzi k proméndm podilt vékovych skupin, a to zejména s ristem
podilu vékové skupiny 65 a vice let. Vekové slozeni populace formuje nejen akeudlni zdravotni stav
obyvatelstva a jeho predesly vyvoj, ale také siln¢ ovliviiuje budouci stav a zpiisoby intervenci do
popula¢niho zdravi (Srivarathan et al., 2019). Uzemn{ rozdily ve vékové struktute populace ptisobi
na Gzemi, kde m4 vékové slozeni vétsi vliv na nabidku a poptévku riznych druhu sluzeb. To plati
zejména pro vzdeldvéni a socidlni a zdravotni péci (Sidlo, Sprocha, 2020).

Ve vyspélych zemich vzristd v souvislosti s demografickym stdrnutim podil seniorti a s vé-
kem roste i polymorbidita (tj. piitomnosti vice chorob soucasné) spojend s potiebou ambulantni
a tstavni péce (Ramos et al., 2016). Je pravdépodobné, Ze s prohlubujicim se stdrnutim popu-
lace poroste mira prevalence chronickych chorob, pfedev$im srde¢nich a cévnich onemocnéni,
degenerativnich onemocnéni nervové soustavy, a lze pfedpoklddac také vzestup zhoubnych nd-
dortt (O’Connell et al., 2019). V Ceské republice bylo v roce 2018 ve vékové skupiné 65 roku
a vice hldseno 68 % vech zhoubnych novotvarii, u Zen této vékové skupiny to bylo 60 % (UZIS,
2019a). Lze fici, ze Castéjs$i vyskyt zhoubnych novotvarti ve vys$sich vékovych skupinich je charak-
teristickym jevem.

Prezentovany index demografické zmény je slozeny ze tif témat:

a) migrace (podil cizinct podle nejcastéjsich obcanstvi — Ukrajina, Slovensko, Vietnam, Rusko,

Polsko a Némecko),

b) stdrnuti (index stdif jako pocet osob ve véku 65 a vice let viici poctu osob ve véku 0-14 let) a
¢) mira urbanizace.

Vybér konkréenich ukazatelt se vztahuje k vékové strukeufe (index stdfi) a zahrani¢ni migraci,
nebot podle Evropské komise zvldsté nizkou droven zdravi vykazuji mj. pfislusnici ndrodnostnich
a etnickych mensin a pfist¢hovalci. Zahrnuta je také mira urbanizace, a to z toho diivodu, Ze oby-
vatelstvo Zijici v méstském prostiedi je spojovdno s vys$si drovni dosazeného vzdéldni (kapitola 4),
kterd souvisi s vy$si kvalitou zdravi, a disponuje také lepsi dostupnosti zdravotni péée (kapitola 9).

Index demografické zmény sice vykazuje prostorové diferenciace, ale rozdil mezi jeho nejvyssi
a nejnizsi hodnotou je relativné nizky (min. 0,37; max. 0,66; pramér 0,62 a medidn 0,64). Vétsina
okrest zépadniho piihranidi (zejména Cesk4 Lipa 0,65; Most 0,64; Usti nad Labem 0,63; D&
¢in 0,62; Chomutov 0,61 a Sokolov 0,61) a pithranici severovychodni Moravy (zejména Ostrava-
-mésto 0,66 a Novy Jic¢in 0,60) dosahuje nadpramérnych hodnot.

Naopak nejnizsi je index v okresech Karlovy Vary (0,37), Mladd Boleslav (0,38) a Jesenik (0,39),
dale na tzemi Plzeniského kraje a v oblasti jihovychodniho moravského piihrani¢i (obr. 5.1).

Rozkladem indexu na diléi ukazatele je zfejmé, Ze pozitivni demografickd situace vznikd kom-
binaci nizkého podilu cizinci podle nejcastéjsich obcanstvi, podpramérného indexu stdff a vlivem
vy$$i miry urbanizace. Velmi nizky podil cizinct je pfedev$im v okresech moravského piihranici
a ¢ini v jejich sou¢tu méné nez 1 %. Nejnizs$i hodnota indexu stdif je v suburbdnnim zdzemi metro-
poli Prahy (okres Praha-vychod a Praha-zdpad) a Brna (okres Brno-venkov), kde dochdzi k omlazo-
véni vékové struktury migraci osob v mlad$im ekonomicky aktivnim véku. Nizsi index stéif je také

Demographic situation
index

Dana Hiibelovd, Ales Pefina

Demographic indicators determine the development of the region and the reproductive behaviour
of the population and are essential in assessing territorial health inequalities. Changes in the demo-
graphic and reproductive behaviour of the population arise as a result of social, economic, and politi-
cal transformations and changes in internal migration (Hiibelovd et al., 2021). Demographic devel-
opment has been completely unique in terms of the history of the Czech population since the 1990s,
and its specificity lies primarily in the dynamics and duration of change. The impact of other factors,
such as geographical location, is also reflected in the assessment of demographic change in the regions.

The basic feature of the development of the population of the Czech Republic, as in all devel-
oped countries, is an aging population, in which the shares of age groups change, especially with
the growth in the share of the age group of 65 and over. The age composition of the population
not only shapes the current health status of the population and its previous development, but also
strongly influences the future status and methods of interventions in the health of the population
(Srivarathan et al., 2019). Territorial differences in the age structure of the population affect areas
where the age composition has a greater influence on the supply and demand of different types of
services. This is especially true for education and social and health care (Sidlo, Sprocha, 2020).

In developed countries, in connection with demographic aging, the share of seniors increases,
and with age the polymorbidity (i.e., the presence of several diseases at the same time) associated
with the need for outpatient and inpatient care increases (Ramos et al., 2016). It is likely that as
the population ages, the prevalence of chronic diseases will increase, especially cardiovascular dis-
ease, degenerative diseases of the nervous system, and an increase in cancer can also be expected
(O’Connell et al., 2019). In the Czech Republic, in 2018, 68% of all malignant neoplasms were
reported in the age group of 65 years and more, and 60% for women in this age group (UZIS,
2019a). It can be said that the more frequent occurrence of malignant neoplasms in older age
groups is a characteristic phenomenon.

The presented demographic change index is made up of three themes:

a) Migration (share of foreigners by most frequent citizenships — Ukraine, Slovakia, Vietnam,

Russia, Poland, and Germany),

b) Aging (age index as the number of persons aged 65 and over versus the number of persons aged

0-14), and
c) Level of urbanisation.

Selection of the specific indicators relates to the age structure (age index) and foreign migration,
because according to the European Commission, members of national and ethnic minorities and
immigrants, among others, have a particularly low level of health. The level of urbanisation is also
included, due to the fact that the population living in an urban environment is associated with
a higher level of educational attainment (Chapter 4), which in turn is related to a higher quality of
health, and also has better access to health care (Chapter 9).

Although the demographic change index shows spatial differentiation, the difference between
its highest and lowest values is relatively low (min. 0.37, max. 0.66, average 0.62, and median
0.64). Most districts of the western border regions (especially Ceskd Lipa 0.65, Most 0.64, Usti
nad Labem 0.63, Dé&c¢in 0.62, Chomutov 0.61, and Sokolov 0.61) and the north-eastern Moravia
border regions (especially Ostrava-mésto 0.66, and Novy Ji¢in 0.60) reach above-average values.

On the other hand, the lowest index values are in the districts of Karlovy Vary (0.37), Mlad4
Boleslav (0.38), and Jesenik (0.39), followed by districts in the Plzeni region and the south-eastern
Moravian border regions (Fig. 5.1).

Breaking down the index into partial indicators shows that a positive demographic situation
arises from a combination of a low share of foreigners according to the most frequent citizenships,
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v okresech zdpadniho piihranidi, pfi¢emz zde se ale jednd o vliv doznivani diivéjsi mladsi vékové
struktury. Region zdpadniho pfihraniéi s vyznamnou téZzbou hnédého uhli se soucasné formoval
jako silné urbanizované tzemi, na rozdil napiiklad od okrest jizni ¢asti Plzetiského nebo Jihomo-
ravského kraje.

V ptipadé srovndni vyvoje indexu demografické zmény v ¢ase v letech 2019, 2014 a 2009 jsou
patrné dvé zdkladni charakeeristiky: relativné nizky rozdil mezi hodnotami indexu v case zlstdvd,
ale mirné se méni prostorové diferenciace zejména oproti roku 2009. Vysledky a prostorové rozlo-
zeni okrest v roce 2019 a 2014 jsou podobné, zatimco v roce 2009 ptfipadal vétsi podil okrestt do
skupiny s vyssi, a tedy piiznivéjsi hodnotou indexu. Jednalo se zejména o okresy ¢esko-moravského
pomezi a okresy Jihoceského kraje. Snizeni hodnoty indexu demografickych zmén v ¢ase u téchto
okresti je zplisobeno zejména ndristem dilétho ukazatele, kterym je index stéif, coz dokazuje na po-
mérné rychlou dynamiku stdrnuti v téchto okresech (tab. 5.1). V souboru existuji i okresy, u nichz
index stdif naopak v case klesl (hlavni mésto Praha, Praha-vychod a Brno-mésto).
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a below-average age index, and the effect of a higher level of urbanisation. The share of foreigners is
very low, especially in the districts of the Moravian border region, amounting for less than 1%. The
lowest age index value is in the surrounding suburban areas of Prague (districts of Praha-vychod and
Praha-zdpad) and Brno (district of Brno-venkov), where the age structure of migrating people at
a younger economically active age is becoming younger. The age index is also lower in the districts
of the western border region, but this is due to the effect of the waning of the previously younger
age structure. At the same time, the western border region with significant lignite mining was
formed as a heavily urbanised area, in contrast to, for example, the districts of the southern part of
the Plzen region or the South Moravian region.

After comparing the development of the demographic change index over time in 2019, 2014
and 2009, two basic characteristics are apparent: the relatively low difference between the index
values over time remains, but spatial differentiation changes slightly, especially compared to 2009.
The results and spatial distribution of districts in 2019 and 2014 are similar, while in 2009 a larger
share of districts belonged to the group with a higher, and, therefore, more favourable index value.
These were mainly districts in the Czech-Moravian border regions and the districts of the South
Bohemian region. The decrease in the value of the demographic change index over time in these
districts is mainly due to an increase in the age index sub-indicator, which proves the relatively fast
dynamics of aging in these districts (Table 5.1). There are also districts in the set for which, on the
contrary, the age index has decreased over time (Prague, Praha-vychod, and Brno-mésto).



Obr. 5.1 Index demografické situace v okresech Ceské republiky (rok 2019)
Fig. 5.1 Demographic situation index in the districts of the Czech Republic (year 2019)

Zdroj dat (Data source): ¢sU, 2019a
s )

nadiNisoul

Mlada
Boleslav

; Rychnov/nad
; Knéznou
Beroun ; Pl ‘ 0 Rardubice)
Prahaszapad, -
Rokycany ¢ 4 a : :
n-mé S Bruntal

Pribram
Domatzlice
@Stravazmesto Kaving]

Zdarnad

Strakonice’ ~ S O ErydekiMistek

JindrichGv
Hradec

Kromeriiz:

Prachatice Trebic

Bl " ‘
: I _ Brno-venkov

< 0,420 g .
<0460 | CeskylKrumiow

0490 [

0,510

0,530 Souradnicovy systém S-JTSK
0,580

<0660 o 10 20 30 40 50

Uherské
Hradiste

IN

Breclav

IN

IN

km

111 DR



Tab. 5.1 Vyvoj indexu demografické situace a indexu stéfi ve srovnani let 2019 a 2009, okresy Ceské republiky
Pozn. V pravém sloupci tabulky je uvedena zmé&na mezi hodnotou indexu stafi v roce 2009 a 2019. Cim vys3i je &islo, tim rychleiii je starnuti populace v okrese.

Table 5.1 Development of the demographic situation index and the age index in comparison with 2019 and 2009, districts of the Czech Republic
Note: The right column of the table shows the change between the value of the age index in 2009 and 2019. The higher the number, the faster the aging of the population in the district.

Index demografické situace Index stari (%)
Demographic situation index Age index (%)

Index demografické situace Index stafi (%)
Demographic situation index Age index (%)

2019 2009 2019 2009 dif’f‘;zr:::c?;g]/qo/qo(;/"({% ) 2019 2009 2019 2009 dif’f‘:’r:::c?;gl/q%(;/})% )

Benesov 0,50 0,54 121,25 105,00 16,26 Nymburk 0,53 0,53 105,49 96,91 8,57
Beroun 0,47 0,47 103,00 98,74 4,26 Olomouc 0,56 0,58 119,93 108,30 1,62
Blansko 0,50 0,53 124,01 111,33 12,68 Opava 0,55 0,60 122,08 102,53 19,55
Brno-mésto 0,57 0,51 133,62 136,26 -2,64 Ostrava-mésto 0,66 0,70 130,80 110,72 20,09
Brno-venkov 0,49 0,46 100,91 100,18 0,73 Pardubice 0,52 0,53 124,43 118,40 6,03
Bruntal 0,54 0,72 141,58 91,59 49,99 Pelhfimov 0,43 0,52 147,72 121,13 26,59
Breclav 0,46 0,53 127,74 104,14 23,60 Pisek 0,44 0,54 144,82 121,12 23,70
Ceska Lipa 0,65 0,80 115,68 77,20 38,48 Plzefi-jih 0,40 0,46 129,97 107,70 22,27
Ceské Budgjovice 0,58 0,61 115,53 104,03 11,50 Plzeri-mésto 0,46 0,43 135,07 135,04 0,03
éesk)" Krumlov 0,51 0,59 108,77 79,07 29,70 Plzer-sever 0,45 0,52 115,89 95,07 20,82
Dééin 0,62 0,74 12717 88,74 38,43 Praha 0,46 0,37 119,60 129,51 -9,91
Domazlice 0,41 0,50 123,36 96,99 26,37 Praha-vychod 0,49 0,45 70,07 74,32 -4,25
Frydek-Mistek 0,52 0,57 122,07 102,43 19,64 Praha-zédpad 0,50 0,45 74,02 68,07 5,95
Havli¢kdv Brod 0,50 0,56 134,31 112,30 22,01 Prachatice 0,49 0,62 122,93 92,33 30,59
Hodonin 0,40 0,49 141,28 113,33 27,95 Prostéjov 0,48 0,51 130,05 113,69 16,36
Hradec Krélové 0,50 0,54 138,66 122,62 16,04 Prerov 0,50 0,56 138,55 113,81 24,74
Cheb 0,44 0,56 127,45 89,93 37,52 Pfibram 0,48 0,54 129,16 106,50 22,67
Chomutov 0,61 0,73 112,28 81,41 30,87 Rakovnik 0,39 0,40 129,86 108,21 21,65
Chrudim 0,53 0,58 130,50 108,09 22,41 Rokycany 0,39 0,43 131,77 120,32 11,45
Jablonec nad Nisou 0,54 0,61 128,29 101,81 26,49 Rychnov n. Knéznou 0,48 0,57 127,24 103,94 23,30
Jesenik 0,39 0,56 151,04 99,78 51,26 Semily 0,44 0,50 138,76 116,61 22,15
Jiéin 0,47 0,51 133,70 113,76 19,94 Sokolov 0,61 0,74 121,72 85,64 36,08
Jihlava 0,56 0,60 119,64 104,67 14,97 Strakonice 0,49 0,52 130,81 112,81 18,00
JindFichdv Hradec 0,49 0,62 141,83 105,45 36,38 Svitavy 0,49 0,59 127,62 98,53 29,09
Karlovy Vary 0,37 0,45 145,55 110,97 34,58 §umperk 0,46 0,56 136,60 106,16 30,44
Karvind 0,58 0,67 139,09 110,11 28,99 Tébor 0,53 0,58 136,86 17,26 19,60
Kladno 0,51 0,55 112,62 101,15 1,47 Tachov 0,42 0,56 113,09 81,72 31,37
Klatovy 0,46 0,54 145,70 114,06 31,64 Teplice 0,52 0,63 121,63 90,76 30,86
Kolin 0,45 0,46 114,76 108,42 6,34 Trutnov 0,50 0,62 139,25 103,91 35,34
Kromériz 0,53 0,57 136,44 116,34 20,10 Trebi¢ 0,48 0,58 135,01 104,96 30,06
Kutné& Hora 0,42 0,46 134,13 118,44 15,69 Uherské Hradisté 0,42 0,48 137,79 115,63 22,15
Liberec 0,58 0,64 17,47 96,54 20,93 Usti nad Labem 0,63 0,71 119,96 89,08 30,88
Litoméfice 0,52 0,59 121,28 100,25 21,03 Usti nad Orlici 0,51 0,60 12517 97,28 27,89
Louny 0,55 0,64 118,26 90,36 27,89 Vsetin 0,50 0,59 129,58 105,59 23,99
Mélnik 0,52 0,55 109,10 95,97 13,13 Vyskov 0,51 0,53 113,40 104,45 8,95
Mladé Boleslavy 0,38 0,41 110,89 98,00 12,88 Zlin 0,54 0,59 135,77 116,98 18,78
Most 0,64 0,72 118,75 90,35 28,40 Znojmo 0,45 0,53 124,13 97,38 26,75
Néchod 0,52 0,61 138,37 109,12 29,26 Zd4r n. Sézavou 0,50 0,59 124,12 100,88 23,24
Novy Ji¢in 0,60 0,70 119,97 94,29 25,68 Zdroj dat (Data source): éSU, 2019a
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Oblast environmentdlnich
podminek

Ales Pefina, Alice Kozumplikova

Environmentdlni podminky pro Zivot ¢lovéka jsou vytvafeny piedevsim kvalitou jednodivych slo-
zek vngjsiho prostiedi, zejména kvalitou ovzdusi, vody i pady. Soubor abiotickych i biotickych slo-
zek prostfedi ovliviiuje zdravi ¢loveka pfimo nebo zprostfedkované.

Cetné epidemiologické studie v poslednich 25 letech napiiklad prokdzaly robustni zdvislost
mezi znedisénim ovzdusi suspendovanymi ¢dsticemi a imrtnosti obyvatelstva (Pope et al., 2020).
Vliv na zdravi byl pozorovén v tmrtnosti celkové, v imrtnosti na nemoci obéhové soustavy a dy-
chaci soustavy. Kvalita ovzdusi piimo ovliviluje inhala¢ni expozici cloveka, ale také prostiednictvim
spadil a atmosférickych srézek do urcité miry ovliviiuje troven znecisténi ptidy a vodstva, keeré jsou
materif pro produkeci potravin.

Vztahy mezi kvalitou zivotniho prostfedi, zptsobem vyuzivéni pfirodnich zdroji a dopady na
zdravi ¢lovéka jsou velmi komplikované. Také nase vysledky naznacuji, Ze nelze trvat na jednodu-
chych korelacich mezi typem Gzemi a zdravim obyvatelstva. Napiiklad venkovské (rurdlni) regiony
jsou také zatizeny, pouze z jinych zdroji nez oblasti méstské a industridlni. Intenzivni zemédélskd
vyroba se stdvd zdrojem emisi jemnych frakci suspendovanych ¢éstic (PM, 5) vlivem zvifen{ (resus-
penze) zemského povrchu, které maze byt ovlivnéno zplisobem zdrodiiovéni pudy, mirou sucha
¢ vlivem provozu zemédélskych stroji a zafizeni apod. (Domingo et al., 2021). K vlivu, keery vy-
plyvé z intenzivni zemédélské vyroby, muzeme dale pfipocitat napt. vliv domdcich topenist. Podle
publikovanych odhadtl (Brzezina, 2021) enormni emise tuhych znecistujicich ldtek pfipadaji na
prohofivaci kotle na hnédé uhli (cca 180 kg/rok) v porovndni s plynovymi kodli, kde roéni emise
¢ini méné nez 0,1 kg/rok. Témito a podobnymi vlivy si vysvétlujeme, Ze v pdsmech s nizkym &
podprimérnym environmentdlnim indexem nachdzime tzemi rurdlni stejné jako industridlni.

Kvalita okolniho vnéjsiho prostiedi je v indexu vyjddiena koeficientem ekologické stability, ktery
vyjadiuje pomér ploch ekologicky stabilnich (lesy, vodni plochy, trvalé travni porosty, sady, zahrady)
a nestabilnich (ornd puda, zastavéné a ostatni plochy). Cim vice je krajina okresu tvofena plochami
s vys$si biologickou diverzitou, tim je krajina celkove stabilnéjsi, poskytuje obyvatelim cetné eko-
systémové sluzby a je odolnéjsi viuci klimatické zméné (Fischer et al., 2006). Cim je vyuziti krajiny
loveékem intenzivndj$i, biodiverzita niz$f, tim je niZsi i jeji ekologickd stabilita (Folke et al., 2004).

Prezentovany index environmentélnich podminek je komponovan z ukazatelii kvality ovzdusi,
u keerych jsou stanoveny imisni limity pro ochranu zdravi a ekologické stability krajiny. Je slozen
ze dvou témat:

a) kvalita ovzdusi vyjadiend ukazateli roéni koncentrace znecistujicich litek suspendovanych éstic

o velikosti 2,5 a 10 pm (PM, 5, PM,; v pug.m?), oxidu dusi¢itétho (NO,; v pg.m?), benzenu

(v pg.m?) a benzo[a]pyrenu (BaP; dle obsahu v PM,, v ng.m”) a
b) koeficient ekologické stability jako podil ekologicky stabilnich ploch k plochdm nestabilnim.

Z hlediska environmentilnich podminek miizeme v Ceské republice nalézt vyrazné rozdily v hod-
notdch indexu (min. 0,01; max. 0,95; pramér 0,53; medidn 0,58) i prostorové diferenciace (obr.
6.1). Nizkd hodnota indexu environmentélnich podminek (pod hodnotou 0,22) se nachdzi v Praze,
v pramyslovych okresech Ostrava-mésto, Karvind, Most spolu s primyslové-zemédélskymi regiony
(okresy Hradec Krdlové, Nymburk, Praha-vychod, Olomouc, Pierov, Krométiz a Uherské Hradisee).

Podprimérnych hodnot environmentdlntho indexu (0,22-0,50) dosahuji napf. okresy Olo-
mouc, Pierov, Krométiz, Uherské Hradisté, Ostrava-mésto, Karvind, Praha, Praha-vychod, Nym-
burk, Hradec Krélovd, Most aj.

Skupina okresti okolo primérné hodnoty indexu (0,50-0,60) je tvofena naptiklad okresy Bene-
$ov, Louny, Ust{ nad Labem. Pramérné hodnoty také vykazuje vyrazny pds okrestt mezi vychodem
a zdpadem Ceské republiky (Rychnov nad Knéznou, Chrudim, Usti nad Orlici, Sumperk, Svitavy,
Blansko, Brno-venkov, Tiebi¢, Znojmo).
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Environmental conditions
index

Ales Pefina, Alice Kozumplikova

Environmental conditions for human life are created primarily by the quality of air, water, and soil,

and other components of the landscape, and as a result, the overall quality of the external environ-

ment. These abiotic and biotic components of the environment exist in mutual relations, but at the
same time they significantly affect human health directly or indirectly.

For example, numerous epidemiological studies over the last 25 years have shown a robust rela-
tionship between air pollution, especially suspended particles, and population mortality (Pope et al.
2020). The effect on health is observed in the overall mortality, in the mortality from diseases of the
circulatory system, and from diseases of the respiratory system. The state of the air directly affects
the inhalation exposure of humans, but also, through atmospheric pollution and precipitation, the
level of contamination of soil and water, which are matters of food production.

The relationships between the quality of the environment, the ways in which natural resources
are used, and the impact on human health are very complicated. Our results also suggest that we
cannot rely on simple correlations between the type of territory and the health of the population.
Rural areas are only burdened by other sources than urban and industrial areas. Intensive agricul-
tural production is becoming a source of emissions of fine fractions of suspended PM, 5 particles
due to resuspension of the Earth’s surface, which may be affected by land reclamation, drought,
or the operation of agricultural machinery and equipment, etc. (Domingo et al. 2021). To the
influence resulting from intensive agricultural production, we can also add, for example, the in-
fluence of domestic heating: according to published estimates (Brzezina, 2021) coal-fired boilers
(approximately 180 kg/year) are accountable for enormous emissions of solid pollutants compared
to gas boilers, where the annual emissions are less than 0.1 kg/year. We explain these and similar
influences by the fact that in zones with a low or below-average environmental index we find both
rural and industrial areas.

The quality of the surrounding external environment is expressed in the index by the coeflicient
of ecological stability, which expresses the ratio of ecologically stable areas (forests, water areas,
permanent grasslands, orchards, gardens) and unstable areas (arable land, built-up land, and other
areas). The more the landscape of a district is made up of areas with higher biodiversity, the more
stable the landscape is overall, it provides inhabitants with numerous ecosystem services, and is
more resilient to climate change (Fischer et al., 2006). The more intensive the use of the landscape
by man, the lower the biodiversity, and the lower its ecological stability (Folke et al., 2004).

The presented environmental conditions index is made up of air quality indicators, for which
air pollution limits are set for the protection of health and the ecological stability of the landscape.
It consists of two themes:

a) Air pollution with indicators of annual concentrations of pollutants of suspended particles of
2.5and 10 pm (PM, 5, PM,; in pg.m™), nitrogen dioxide (NO,; in pg.m?), benzene (in pug.m™)
and benzo(a)pyrene (BaP; according to the content in PM,, in ng.m?), and

b) Coeflicient of ecological stability as the ratio of ecologically stable areas to unstable areas.

In terms of environmental conditions, we can find significant differences in the index values
in the Czech Republic (min. 0.01, max. 0.95, average 0.53, median 0.58) and in spatial differ-
entiations (Fig. 6.1). Low values of the environmental conditions index (below the value of 0.22)
are found in Prague, in the industrial districts of Ostrava-mésto, Karvind, and Most, as well as
industrial-agricultural areas such as Hradec-Krdlové, Nymburk, Praha-vychod, Olomouc, Pferov,
Kroméiiz, and Uherské Hradiseé.

Below-average environmental index values (0.22-0.50) are found in the districts of Olomouc,
Prerov, Kroméiiz, Uherské Hradist¢, Ostrava-mésto, Karvind, Praha, Praha-vychod, Nymburk,
Hradec Krélovd, Most aj.



Obr. 6.1 Index environmentdlnich podminek v okresech Ceské republiky (rok 2019)
Fig. 6.1 Environmental conditions index in districts of the Czech Republic (year 2019)

} Zdroj dat (Data source): Nérodni geoportél INSPIRE, 2020; CSU, 2019b
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Nadpramérnych hodnot environmentdlniho indexu (0,66-0,75) dosahuji tizemi s pfiznivou
kvalitou ovzdusi i pomérné stabilni krajinou, a to zejména diky vy$$imu zastoupeni lest. Jednd se
zejména o okresy kraje Vysoina a Jiho¢eského kraje (Havli¢kav Brod, Zd4r nad Sdzavou, Jihlava,
Pelhiimov, Tibor, Ceské Budéjovice, Pisek, Strakonice), ale také okres Chomutov, Jesenik a Brun-
tal. Nejvyssich hodnot (nad 0,75) potom dosahuji okresy, na jejichz Gizemi se nachdzi naptiklad
velkoplo$nd chrdnénd Gzemi (Cesk}? Krumlov, Prachatice, Klatovy, Tachov, Jablonec nad Nisou,
Liberec, Décin) a okresy Karlovarského kraje (Cheb, Sokolov, Karlovy Vary; obr. 6.1).

[ pies postupné dlouhodobé zvysovini kvality ovzdusi na tizemi Ceské republiky stile pretrva-
vaji uvedené prostorové diferenciace. S postupnym rozvojem novych technologii v oblasti energe-
tiky, pramyslu i lokdlniho vytdpéni lze odekdvat dalsi postupné zlepsovani kvality vnéjsiho ovzdusi.
Pfesto ziistdvaji problematické imise z dopravy a lokdlnich topenist, které mohou prechodné situaci
v piipadé nepiiznivych rozptylovych podminek zhorovat. Koeficient ekologické stability zastdvd
v ¢ase nezménén, ale i zde se skryvd potencidl pro postupné zlepsovani situace v podobé napiiklad
dalsich rekultivaci a revitalizaci degradovanych ploch.

The group of districts around the average index value (0.50-0.66) consists of, for example, the
districts of Benesov, Louny, Usti nad Labem. Average values are also shown by a significant belt of
districts between the east and west of the Czech Republic (Rychnov nad Knéznou, Chrudim, Usti
nad Orlici, Sumperk, Svitavy, Blansko, Brno-venkov, Tebi¢, Znojmo).

Above-average values of the environmental index (0.66-0.75) are achieved by areas with favour-
able air quality and a relatively stable landscape, mainly due to a higher proportion of forest land.
These are mainly the districts in the regions of Vyso¢ina and South Bohemia (Havli¢kav Brod,
Zd4r nad Sizavou, Jihlava, Pelhfimov, Tébor, Ceské Budé¢jovice, Pisek, Strakonice), but also the
districts of Chomutov, Jesenik, and Bruntdl. The highest values (above 0.75) are reached by districts
in whose territory there are, for example, large protected areas (Cesky Krumlov, Prachatice, Kla-
tovy, Tachov, Jablonec nad Nisou, Liberec, Dé¢in) and districts in the Karlovy Vary region (Cheb,
Sokolov, Karlovy Vary; Fig. 6.1).

Despite the gradual long-term increase in air quality in the Czech Republic, these spatial dif-
ferentiations still persist. With the gradual development of new technologies in the field of energy,
industry, and local heating, further gradual improvement of ambient air quality can be expected.
Nevertheless, immissions from transport and local heating remain problematic, which may tempo-
rarily worsen the situation in the event of unfavourable dispersion conditions in the districts. The
coeflicient of ecological stability remains unchanged over time, but even here there is the potential
for a gradual improvement of the situation in the form of, for example, further reclamation and
revitalisation of degraded areas.
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Oblast individudlnich

zivotnich podminek

Alice Kozumplikovd, Ale$ Pefina, Dana Hibelova

V obecném pohledu chdpeme indikdtor individudlnich Zivotnich podminek jako soubor zd4nlivé
nesouvisejicich zdroja zdravi. Kvalita bydleni je povazovédna za jednu z daleZitych socidlnich deter-
minant zdravi (Dahlgren, Whitehead, 1991; Marmot, 2010). Vztah mezi velikosti obytného pro-
storu a subjektivni pohodou se obecné povazuje za pozitivni. Hodnota ,,plochy bydleni na osobu®
byla pouzita jako indikdtor kvality zivota napiiklad v ,OECD Better Life Index” (2011), nebo
v ,European Quality of Life Survey (2012).

Vyznamnym faktorem kvality bydleni je i zpsob vytdpéni, ktery md vliv jak na kvalitu vniti-
niho ovzdusi, tak i na kvalitu ovzdusi vnéjsiho. Soucasné je moznost instalace pokrodilejsiho zpi-
sobu vytdpéni urcitym ukazatelem schopnosti vytvofit vys$i standard zivotnich podminek. Zejména
lokélni vytdpéni na tuhd paliva se ukazuje jako hlavni zdroj znedistujicich ldtek v ovzdusi pfedevsim
v podobé vysokych hodnot dennich koncentraci benzo[a]pyrenu (vedlejsi produke spalovéni tu-
hych paliv) v zimnich mésicich v nékterych venkovskych oblastech. Podle nédrodni inventury emisi
je Cesky reziden¢ni sektor zodpovédny za vice nez 98,8 % emisi BaP (Schreiberovd et al., 2020).
Duvodem je napf. chybéjici plynofikace, stdfi domu, stav jeho zatepleni, ndro¢nost obsluhy zafi-
zeni (revize komint), ale znaénou mérou se podili také redlné ceny plynu a dalsich zdroju energie
(Hodbod, 2020).

Cistirny odpadnich vod (COV) maji primdrné vyznam pro zlepsovani jakosti povrchovych
tekoucich vod v dusledku snizovdni mnozstvi vypousténych znedistujicich ldtek do vodnich toku.
K tomuto efektu dochdzi zejména vystavbou, rekonstrukcemi a intenzifikacemi COV s efektivnim
odbourivinim dusiku a fosforu. COV jsou viak soucasné jistym aspektem obcanské vybavenosti
obce a indikitorem zprostiedkované Zivotn{ Grovné a Zivotnich podminek: COV je nutné svizina
s vystavbou domovni kanalizace a napojeni domdcnosti na ni, coz s sebou pfindsi zmény v zachd-
zeni s odpadnimi vodami v domdacnostech.

Index individudlni %ivotni podminky znizorfuje kvalitu okresti Ceské republiky v kontextu
dvou témat:

a) podminky bydleni (plocha obytného prostoru na osobu a podil byt podle energie pouzivané
k vytdpéni vyjédiené jako podil ekologicky (elektiina, plyn) a neekologicky vytdpénych obyt-
nych objeket (tuhd paliva)) a

b) troven technické infrastruktury v okresech Ceské republiky (podil obci s napojenim na kanali-
zaci zakon&enou COV).

Index zivotni podminky (obr. 7.1) je charakteristicky zna¢nym rozpétim hodnot (min. 0,16;
max. 0,91; pramér 0,41; medidn 0,39). Nejnizsich hodnot dosahuje index Zivotnich podminek ze-
jména v okresech Liberec, Semily, Ji¢in a v pasu okresii ¢esko-moravského pomezi. Pro tyto okresy
je charakreristicky nizky podil obci napojenych na kanalizaci zakoncenou COV, vyssi podil obyd-
lenych bytt s neekologickym zptsobem vytdpéni (kromé okresu Liberec, Zlin, Jihlava a Blansko)
a pramérnd plocha obytného prostoru na osobu (kromé okresu Ji¢in a Semily).

Podprimérnymi hodnotami indexu (0,28-0,36) disponuji okresy severnich Cech, severovy-
chodni Moravy a okresy Strakonice, Tébor nebo Pelhfimov. Naptiklad pro okresy Ostrava-mésto
a Most (0,35) je typicky pozitivai velice nizky podil neekologického vytdpéni obytnych prostor,
a naopak pro okresy Domazlice, Plzen-jih (shodné 0,35) ¢i Pelhfimov (0,31) je charakteristicky vyssi
podil vyuzivani tuhych paliv. V okresech jako Strakonice ¢i Tébor (oba 0,31) je vyznamné niz$i po-
dil obci s napojenim na kanalizaci zakonéenou COV, opaéné vysi podil obci napojenych na COV
je zaznamendn v okresech Vsetin, Ostrava-mésto a Most (0,36). Tento stav Gzce souvisi se sidelni
strukcurou, nebot regiony s velkym podilem malych obci a venkovskym charakeerem disponuji pod-
pramérnou technickou vybavenosti obci. Jedna se napt. o Jihocesky kraj nebo Kraj Vysocina.
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Individual living
conditions index

Alice Kozumplikovd, Ale$ Pefina, Dana Hibelova

From a general point of view, we understand the indicator of individual living conditions in relation
to the availability of seemingly unrelated sources of health. Quality of housing is considered one of
the important social determinants of health (Dahlgren, Whitehead, 1991; Marmot, 2010). The re-
lationship between the size of living space and subjective well-being is generally considered positive.
The value of “living space per person” was used as an indicator of the quality of life, for example in
the “OECD Better Life Index” (2011) or in the “European Quality of Life Survey” (2012).

An important factor in the quality of housing is the method of heating, which affects both the
quality of indoor air and the quality of outdoor air. At the same time, the possibility of installing
a more advanced method of heating is a certain indicator of the ability to create a higher standard
of living. In particular, local heating with solid fuels proves to be the main source of air pollutants,
mainly in the form of high values of daily concentrations of benzo(a)pyrene (BaP; a by-product of
solid fuel combustion) in the winter months in some rural areas. According to the national emis-
sion inventory, the Czech residential sector is responsible for more than 98.8% of BaP emissions
(Schreiberovd et al., 2020). The reason is, for example, the lack of natural gas networks, the age of the
house, the state of its insulation, the complexity of operating the equipment (chimney inspection),
but the real prices of gas and other ecological energies also play a significant role (Hodbod, 2020).

Wastewater treatment plants (WWTDPs) are important mainly for improving the quality of sur-
face water due to reducing the volume of pollutants discharged into watercourses. This effect occurs
mainly through the construction, reconstruction, and intensification of WWTPs with efficient
nitrogen and phosphorus degradation. However, WWTPs are also a certain aspect of the civic
amenities of a municipality and an indicator of the mediated standard of living and living condi-
tions: WWTDPs are linked to the construction of domestic sewerage systems and the connection of
households to them, which brings with it changes in the handling of wastewater in households.

The individual living conditions index shows the quality of districts of the Czech Republic in
the context of two themes:

a) Housing conditions (living space per person and share of dwellings by the energy used for hea-
ting expressed as a share of ecologically (electricity, gas) and non-ecologically heated residential
buildings (solid fuels), and

b) The level of technical infrastructure in the districts of the Czech Republic (share of municipali-
ties connected to the sewerage system terminated by a WWTP).

The individual living conditions index (Fig. 7.1) is characterised by a considerable range of
values (min. 0.16, max. 0.91, average 0.41, median 0.39). The index reaches the lowest values in
the districts of Liberec, Semily, Ji¢in and in the districts of Bohemian and Moravian border. These
districts are characterised by a very low share of municipalities connected to the sewerage system
terminated by a WWTDT, a higher share of inhabited dwellings with non-ecological heating (except
for the districts of Liberec, Zlin, Jihlava and Blansko) and average living space per person (except
for Ji¢in and Semily).

The districts of northern Bohemia, north-east Moravia and districts Strakonice, Tdbor or
Pelhiimov have below-average values of the index (0.28-0.36). For example, the districts of
Ostrava-mésto and Most (0.35) are characterised by a very low positive share of non-ecological
heating of residential premises, and conversely the districts of Domazlice, Plzeni-jih (both 0.35),
and Pelhiimov (0.31) are characterised by a higher share of use of solid fuels. In districts such as
Strakonice and Tdbor (both 0.31), the share of municipalities connected to the sewerage system
terminated by a WWTP is significantly lower, while a higher share of municipalities connected to
the WWTP is recorded in the districts of Vsetin, Ostrava-mésto, and Most (0.36). This situation



Obr. 7.1 Index individuélnich Zivotnich podminek v okresech Ceské republiky

D Fig. 7.1 Individual living conditions index in the districts of the Czech Republic
Zdroj dat (Data source): CsU, 20114, 2011b; CSU, 2019¢
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Pramérné hodnoty indexu reprezentuji okresy zejména zdpadni ¢dsti republiky, na Moravé po-
tom napt. okresy Jesenik, Sumperk. Okresy Rokycany (0,37), Mlad4 Boleslav (0,37), Pisek (0,39),
Benesov (0,40) ¢i Klatovy (0,40) vykazuji oproti ostatnim okresim v této skupiné vy$si pramér-
nou velikost obytného prostoru na osobu. Okresy Vyskov (0,37), Uherské Hradisté, Pardubice
(oba 0,39), Hodonin (0,44), Ust{ nad Labem (0,45), Chomutov a Karvind (oba 0,47) disponuji
vysokym podilem byt s ekologickym vytdpénim a nadprimérnym podilem obci napojenych na
kanalizaci zakonenou COV.

Nadpramérné vysoky index individudlnich zivotnich podminek vykazuji okresy jizni a severo-
zdpadni &sti Ceské republiky: Brno-venkov (0,47), Znojmo (0,53), Ceské Bud¢jovice (0,49), Ta-
chov (0,48), Plzen-mésto (0,49), Louny (0,52), Mélnik (0,48). Okresy Sokolov (0,50) a Olomouc
(0,49) disponuji z této skupiny nejvy$iim podilem obci napojenych na koncovou COV. Jindtichav
Hradec (0,52) a Kolin (0,47) potom vykazuji vys$i pramérnou obytnou plochu na osobu s nizsim
podilem ekologického vytdpéni. Nejvyssi hodnoty indexu individudlnich Zivotnich podminek re-
prezentuji okresy Praha-zdpad (0,91) a Praha-vychod (0,79) a déle napiiklad Teplice, Nymburk,
Cheb, Breclav ¢i Brno-mésto (véechny nad 0,54).

Z vysledkii rozdéleni indexu individudlni Zivotni podminky je patrné, ze zhruba polovina viech
okresti Ceské republiky se nachdzi v pasmu kolem priimérné hodnoty. V oblasti vyrazné podprii-
mérné se vyskytuje fada horskych a podhorskych okresii, mimo podhorskych industridlnich oblasti
anebo oblasti s rozvinutym cestovnim ruchem (jako napf. Podkru$nohofi s nadpramérnymi okresy
Teplice, Karlovy Vary ¢i jihocesky okres Cesky Krumlov). Nejhife jsou v tomto sméru vybaveny
obce okresti Ceskomoravské vrchoviny (Havli¢kiv Brod, Zd4r nad Sazavou, Jihlava), okresy Orlic-
kych hor (Usti nad Orlici), Jizerskych hor (Semily, Liberec) nebo Bilych Karpat (Zlin).

Alkoliv pfi nasich intepretacich vychdzime ze star$ich dat (SLDB, 2011 a CSU Vefejné tech-
nické a ob¢anské vybavent a sluzby, 2019c¢), sidelni struktura v Ceské republice je dlouhodobé po-
mérné stabiln{ a v rdmci republiky se mén{ prakticky proporciondlné. Pro Cechy a oblast Cesko-
moravské vrchoviny je typickd hustd sit malych sidel. V pahorkatindch a podhorskych oblastech je
sice hustota osidlen{ nizsi, ale je doplnénd pomérné velkym mnozstvim lokalit s domovnim fondem
vyuzivanym prevazné k rekreaci. V horskych oblastech pfevazuji sidla tdolniho typu doprovdzend
fadou izolovanych horskych samot (CSU, 2003b). Obecné vzato je vystavba sideln{ infrastrukrury
pro obce investiéné ndkladnou zéleZitosti a ndkladnost investice je podminéna téz konfiguraci te-
rénu. Napiiklad vystavba COV (technologicky pomérné nékladného zatizeni) znamen4 v oblastech
s niz${ hustotou osidlenim investici s niz$i rentabilitou.

Lze oéekdvat, e s postupnou modernizaci, dal§f vystavbou COV a podporou inovaci ve zpi-
sobech vytdpéni bude postupné dochdzet k ndriistu hodnot tohoto indexu a kvality individualnich
zivotnich podminek zvlasté v okresech, kde je soucasnd hodnota indexu podprimérna.

is closely related to the settlement structure, as regions with a large share of small municipalities
and a rural character have below-average technical facilities in their municipalities. These are, for
example, the South Bohemian region or the Vysocina region.

Districts in the western part of the country, and in Moravia, for example, the districts of Jesenik,
Sumperk have average index values. The districts of Rokycany (0.37), Mladé Boleslav (0.37), Pisek
(0.39), Benesov (0.40), and Klatovy (0.40) show a higher average size of living space per person
compared to other districts in this group. The districts of Vyskov (0.37), Uherské Hradisté, Pardu-
bice (both 0.39), Hodonin (0.44), Usti nad Labem (0.45), Chomutov, and Karvind (both 0.47)
have a high share of dwellings with ecological heating and an above-average share of municipalities
connected to the sewerage system terminated by a WWTP,

Districts in the southern and north-western parts of the Czech Republic show an above-
average high index of individual living conditions: Brno-venkov (0.47), Znojmo (0.53), Ceské
Bud¢jovice (0.49), Tachov (0.48), Plzeni-mésto (0.49), Louny (0.52), and Mélnik (0.48)). The dis-
tricts of Sokolov (0.50) and Olomouc (0.49) have the highest share of municipalities connected to
a WWTP. Jindfichtiv Hradec (0.52) and Kolin (0.47) have a higher average share of living space per
person with a lower share of ecological heating. The highest values of the index of individual living
conditions are represented by the districts of Praha-zdpad (0.91) and Praha-vychod (0.79) and also
by, for example, Teplice, Nymburk, Cheb, Bfeclav, and Brno-mésto (all over 0.54).

The results of the distribution of the individual living conditions index show that roughly half of
all districts of the Czech Republic are in a band around the average value. Several mountainous and
foothill districts are in the significantly below-average area, and industrial areas outside the foothills
or areas with developed tourism (such as Podkrusnohoti with the above-average districts of Teplice,
Karlovy Vary, or the South Bohemian district of Cesky Krumlov). Municipalities in the districts of
the Bohemian-Moravian Highlands (Havli¢kav Brod, Zdir nad Sizavou, Jihlava), districts in the
Orlic Mountains (Usti nad Orlici), the Jizera Mountains (Semily, Liberec), or the White Carpathi-
ans (Zlin) are the worst equipped in this respect.

Although our interpretations are based on older data (SLDB, 2011 and “Public Technical and
Civic Amenities and Services”, 2016), the settlement structure in the Czech Republic has been
relatively stable for along period of time and is changing practically proportionally within the
country. A dense network of small settlements is typical for Bohemia and the Bohemian-Moravian
Highlands. Although the population density is lower in hills and foothill areas, it is supplemented
by a relatively large number of small localities with housing used mainly for recreation. In moun-
tainous areas, valley-type settlements predominate, accompanied by a number of isolated mountain
hamlets (CSU, 2003). In general, the construction of residential infrastructure for municipalities is
an investment cost, which is also conditioned by the configuration of the terrain. For example, the
construction of a WWTP (relatively technologically expensive facility) means an investment with
lower profitability in areas with a lower population density.

It may be expected that with the gradual modernisation, further construction of WWTPs and
support of innovations in heating methods, the values of this index and the quality of individual
living conditions will gradually increase, especially in districts where the current index value is
below average.
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Oblast bezpeénosti v silniéni
dopravé a kriminality

Dana Hibelovd, Martina Urbanovd

Podminky bezpe¢nosti v silni¢ni dopravé a disledky vybranych ukazatelti kriminality ovliviiuji kva-
litu zdravi a Zivota v regionech. V souvislosti s realizaci dopravni politiky jsou zvefejiiovdny strate-
gické dokumenty, v nich? je mj. cileno také na bezpec¢nost silni¢ni dopravy, keerou je nutné fesit
nejen na ndrodni, ale také na mezindrodni Grovni, nebot problémy s bezpe¢nost! v silni¢ni dopravé
jsou Casto spole¢né (IRU, 2018). Dopravni nehodovost je multifaktorovy jev, jelikoz zohlediiuje
pusobeni vice nez jednoho vlivu ¢ faktoru. Dopravni nehody tedy nevznikaji pouze pochybenim
fidide, ale jde vzdy o kombinaci nékolika faktort, a to pfedevsim Gcastnikt provozu, dopravnich
prostiedku, dopravni infrastrukeury a jejtho okoli (Striegler et al., 2014).

Kriminalitu je mozné charakterizovat jako trestné chovdni nebo chovén{ krimindlné vyjédiené
souhrnem trestnych ¢ind, keeré tmyslné nebo z nedbalosti spachali trestné odpovédni pachatelé
na ur¢itém tzemi a v uréitém casovém obdobi. Kriminalita je jev vyrazné spole¢ensky podminény,
jehoz konkrétni stav, struktura a vyvoj jsou ovlivnény fadou faktort. Kli¢ovym faktorem je pfitom
troven socidlni kontroly a kvalita jejiho pisobeni ve spole¢nosti. Miru vlivu socidlni kontroly lze
demonstrovat napf. na fakeu, Ze ve velkych méstech je tradi¢né niz$i trovenl neformdlni kontroly,
coz spolu s vyraznéjsim vyskytem dalsich kriminogennich faktort zptisobuje vys$si kriminalitu.
V prostiedi mensich mést a vesnic je naopak vysokd mira neformélni kontroly, a kriminalita je tak
mnohem niz$i (Urbanovd, 20006). Ke komplexu faktort kriminality patif i mira hustoty obyvatel-
stva (Nolan, 2004) a pfijmové nerovnosti, které maji vliv na pocet vrazd. Ukazuje, Ze ,,zemé s vyssi
piijmovou nerovnosti maji vési pravdépodobnost mit vyssi pocty ndsilnych vrazd nez zemé s nizsi
nerovnosti“ (UNODC, 2019, s. 9).

V roce 2019 Policie CR vyetiovala 143 vrazd, kdy souddsti statistik byl i pokus o vrazdu a jeji
piiprava. Oproti roku 2018, kdy bylo zaznamendno nejméné vrazd za poslednich tficet let, ¢inil
ndrast 27 piipadil, coz je 23 % (Sheinost et al., 2020). K nejc¢astéjsim motiviim vrazd patif osobni
vztahy, tedy kvalita interpersondlnich vztaht casto rodinnych ¢i piibuzenskych. Svou roli hraje
i vliv alkoholu a psychotropnich ldtek, zejména pervitinu. Na vSech 113 pachateldi vrazd pfipadd
23 7en pachatelek.

Index bezpeénosti v silni¢ni dopravé a kriminality je slozeny ze dvou témat:

a) dopravni nehody (podil dopravnich nehod/obyv., podil dopravnich nehod pod vlivem alkoholu

a standardizovand mira dmrtnosti zptsobend dopravnimi nehodami) a
b) kriminalita (standardizovand mira dmrtnosti zptisobend napadenim/dGtokem a podil registrova-

nych trestnych ¢inti/obyv.).

Okresy Ceské republiky dosahuji v p¥ipadé bezpe¢nosti v silnién{ dopravé a kriminality rozdil-
nych vysledkt (min. hodnota indexu 0,40; max. 0,93; pramér 0,71; medidn 0,74; obr. 8.1).

Ptiznivé hodnoty indexu jsou zaznamendny u okrestit Vyskov (0,93), Ttebi¢ (0,85), Tébor (0,85),
Tiebi¢ (0,85), Zd4r nad Sézavou (0,82), Blansko (0,82), Jindfichiiv Hradec (0,82), Pierov (0,81),
Prostéjov (0,81), Nymburk (0,80) a Zlin (0,80). Nejnizsich hodnot indexu dosahuji okresy Ji¢in
(0,55), Louny (0,52), Praha (0,51), Tachov (0,49) a Cesk4 Lipa (0,41). V dil¢ich ukazatelich in-
dexu dosahuji tyto okresy rozdilnych vysledkii zejména v podilu dopravnich nehod na obyvatele,
ale také v mife Umrtnosti zpisobené dopravnimi nehodami.

Podil registrovanych trestnych ¢ind je spojovdn zejména s méstskym prostiedim: Brno-mésto
(28,4 registrovanych trestnych ¢ina / 1 tis. obyv.), Ostrava-mésto (31,2) a hlavni mésto Praha
(36,4), na rozdil od okresti vyznacujicich se spise venkovskym typem osidleni (Vyskov 7,8 regis-
trovanych trestnych ¢inti / 1 tis. obyv.; Zd4r nad Sazavou 8,1; Usti nad Orlici 8,2 a Rychnov nad
Knéznou 9,0). Zejména v hlavnim mésté Praze je tfeba brdt v tivahu mnoho kriminogennich fak-
tord, k nim? patfi zejména nizky podil neformalni kontroly.
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Road safety and
crime index

Dana Hiibelovd, Martina Urbanovd

Road safety conditions and the consequences of selected crime indicators affect the quality of health
and life in the regions. Strategic documents are published in connection with the implementa-
tion of transport policy, which, among other things, also focuses on road safety, which must be
addressed not only at the national but also at the international level, as problems with road safety
are often shared (IRU, 2018). Traffic accidents are a multifactorial phenomenon, as they take into
account the effect of more than one influence or factor. Therefore, traffic accidents are not only
caused by the driver’s mistake, but are always a combination of several factors, including road users,
vehicles, transport infrastructure and its surroundings (Striegler et al., 2014).

Crime can be characterised as criminal behaviour or behaviour criminally expressed by the sum
of criminal offenses committed intentionally or negligently by criminal offenders in a certain terri-
tory and within a certain period of time. Crime is a highly socially conditioned phenomenon, the
specific state, structure, and development of which are influenced by a number of factors. The key
factor is the level of social control and the quality of its operation in society. The level of influence
of social control can be demonstrated, for example, by the fact that in large cities there is tradi-
tionally a lower level of informal control, which together with a more pronounced occurrence of
other criminogenic factors causes higher crime. In smaller towns and villages, on the other hand,
there is a high level of informal control and crime is, therefore, much lower (Urbanovd, 2006).
The complex of crime factors also includes population density (Nolan, 2004) and income inequal-
ity, which affect the number of murders. It shows that “countries with higher income inequality
are more likely to have higher numbers of violent murders than countries with lower inequality”
(UNODC, 2019, p. 9).

In 2019, the Police of the Czech Republic investigated 143 murders, whose statistics also in-
cluded attempted murders. Compared to 2018, when there were the fewest recorded murders in
the last thirty years, there was an increase of 27 cases, which is 23% (Sheinost et al., 2020). The
most common motives for murder include personal relationships, i.e., the quality of interpersonal
relationships, often family or relatives. The influence of alcohol and psychotropic substances, es-
pecially methamphetamines, also plays a role. Of the 113 perpetrators of murder, there were only
23 women.

The road safety and crime index is made up of two themes:

a) Traffic accidents (share of traffic accidents/population, share of traffic accidents under the in-
fuence of alcohol, and the standardised mortality rate caused by traffic accidents), and

b) Crime (the standardised mortality rate caused by assault/attack, and the share of registered
crimes/population).

Districts of the Czech Republic achieve different results in the case of road safety and crime
(min. value 0.40, max. 0.93, average 0.71, median 0.74; Fig. 8.1).

Favourable index values are recorded in the districts of Vyskov (0.93), Ttebi¢ (0.85), Tibor
(0.85), Trebi¢ (0.85), Zd4r nad Sizavou (0.82), Blansko (0.82), Jind¥ichiiv Hradec (0.82), Pierov
(0.81), Prostéjov (0.81), Nymburk (0.80), and Zlin (0.80). The lowest index values are reached in
the districts of Ji¢in (0.55), Louny (0.52), Prague (0.51), Tachov (0.49), and Cesk4 Lipa (0.41). In
terms of the sub-indicators of the index, these districts achieve different results mainly in the share
of traffic accidents per capita, but also in the mortality rate caused by traffic accidents.

The proportion of registered crimes is mainly associated with urban environments: Brno-mésto
(28.4 registered crimes/1,000 inhabitants), Ostrava-mésto (31.2), and Prague (36.4), in contrast
to districts characterised mostly by rural settlements (Vyskov 7.8 registered crimes/1,000 inhabit-
ants, Zd4r nad Sdzavou 8.1, Usti nad Orlici 8.2, and Rychnov nad Knéznou 9.0). In Prague in



Obr. 8.1 Index bezpenosti v silniéni dopravé a kriminality v okresech Ceské republiky
Fig. 8.1 Road safety and crime index in the districts of the Czech Republic
Zdroj dat (Data source): CsU, 2018b; UZIS, 2017
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Prostorové diferenciace indexu bezpecnosti v silni¢ni dopravé a kriminality se poji s kvantitou
a kvalitou silni¢ni dopravy, s mirou urbanizace a anonymitou méstského prostiedi, ale také s regi-
ony v perifernich oblastech. Tyto regiony jsou ve vésiné piipada ekonomicky problémové, s pod-
pramérnou vzdélanostni strukturou a kvalitou zivota a zvySenou mirou nezaméstnanosti. V nékee-
rych lokalitich perifernich regiont se projevuje socidln{ deprivace (napt. okresy Ceskd Lipa, Tachov,
Sokolov aj.). V prostorové diferenciaci indexu je patrné, ze pievazujicich pozitivnich hodnot dosa-
huji okresy Moravy.

Ve srovndni zmén indexu bezpecnosti v silni¢ni dopravé a kriminality v letech 2009, 2014
a 2019 nenastdvaji v ¢ase vyrazné rozdily v krajnich hodnotéch, praméru ani v medidnu. Dochdzi
ale k prostorovym proméndm a obecné plati, Ze pramérnych a nadpramérnych vysledka v roce
2009 a 2014 dosahuji pfedevs$im okresy Moravy (zejména stiedni a jizni ¢4sti) a déle v severo-jiz-
nim pésu okresy Krdlovéhradeckého a Pardubického kraje a Kraje Vysodina, k nimz se pfipojuji né-
které okresy Plzenského kraje a podkrusnohorské oblasti. V roce 2019 uz v této skupiné s pozitivni
bezpecnostni situaci nejsou zastoupeny okresy Podkrusnohoii. U nékterych okrestt nastdvd v roce
2019 oproti piedeslym sledovanym letim propad hodnoty indexu. Jednd se pfedev$im o okres Pel-
hfimov (v roce 2009 hodnota indexu 0,87; 0,75 v roce 2014 a 0,56 v roce 2019) a Svitavy (v roce
2009 hodnota indexu 0,79; 0,76 v roce 2014 a 0,60 v roce 2019), stabilné podprimérny index md
okres Ostrava-mésto a hlavni mésto Praha.

particular, many criminogenic factors need to be taken into account, including the low share of
informal control.

The spatial differentiation of the road safety and crime index is linked to the quantity and qual-
ity of road transport, the level of urbanisation and the anonymity of the urban environment, but
also to regions in peripheral areas. These regions are in most cases economically problematic, with
a below-average educational structure and quality of life, and elevated unemployment. In some
peripheral regions, social deprivation is manifested (e.g., districts of Cesk4 Lipa, Tachov, Sokolov,
etc.). In the spatial differentiation of the index, it is evident that predominantly positive values are
achieved by districts in Moravia.

Comparing the changes in the results of the road safety and crime index in 2009, 2014 and
2019, there are no significant changes over time in terms of extreme, average, or median values.
However, spatial changes are taking place and it is generally true that the average and above-average
results in 2009 and 2014 are achieved mainly by districts in Moravia (especially the central and
southern parts) and in the north-south belt by the districts of Hradec Krdlové and Pardubice and
Vysoéina, which are also joined by some districts of the Plzen region and Podkru$nohofi region. In
2019, districts in the Podkrusnohofi region were no longer represented in this group with a positive
safety situation. The index value fell in 2019 in some districts compared to previous years, including
the district of Pelhfimov (index value of 0.87 in 2009, 0.75 in 2014, and 0.56 in 2019) and Svitavy
(index value of 0.79 in 2009, 0.76 in 2014, and 0.60 in 2019). The districts of Ostrava-mésto and
Prague have a consistently below-average index.
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Oblast kapacity zdravotni
a socidlni péce

Dana Hiibelovd, Ales Pefina

Efektivni systém zdravotni a socidlni péce, ktery poskytuje rovny piistup a zajistuje kvalitni péci,
rovnéz piispivd ke kvalité zdravotniho kapitdlu, vyssi Zivotni spokojenosti obyvatel a ¢ini spole¢nost
vice inkluzivni (James et al., 2017). Pii hodnoceni dostupnosti zdravotnich sluzeb a socidlni péce
a zachyceni prostorovych diferenciaci se nejéastji vyuziva ukazatel, keery prepocitavd (fyzicky) po-
et 1ékatt ¢i luzek na urcitém Gzemi.

Pocet Iékatt a zdravotnickych pracovnikil se v poslednich dvaceti letech zvy$uje a hustota [ékaft
na 1 000 obyvatel ¢inf 5,7 v méstskych oblastech a 4,2 ve venkovskych oblastech (OECD, 2018).

Situace v oblasti socidlni péce neni uspokojivd, nebot zejména polet neumisténych klientt
v ustavnich typech zafizeni pro seniory pfevySuje nedostatecné zajisténou kapacitu. V souvislosti
se starnutim populace (kapitola 5) se mize tato nepfiznivd situace nadile prohlubovat. Prestoze
pocty zafizeni socidlnich sluzeb v oblasti péce o seniory, zejména pak domovii pro seniory, v case
s meziro¢nimi vykyvy nar@staji, jejich pramérnd kapacita naopak spiSe mirné klesd, coz je s nejvetsi
pravdépodobnosti zpisobeno snahami o zkvalitiiovdni sluzeb (Sidlo, Ktestanovi, 2018).

Nejrozéitenéjsi formou zdravotnického zatizeni v Ceské republice je soukromé zdravotnické
zafizeni zfizované fyzickou osobou, pfip. cirkvi a jinou prévnickou osobou. V téchto zafizenich
pracuje pfiblizné polovina lékatt (56,5 % v roce 2018; UZIS 2019a) a samostatnych nelékaiskych
zdravornickych pracovniki (40,2 % v roce 2018; UZIS, 2019a). Druhym nejéastéj$im typem zdra-
votnického zafizeni je zdravotnické zatizeni zfizované krajem: v krajskych zdravotnickych zafizenich
pracuje priblizné ¢evrtina vSech lékait a samostatnych nelékatskych zdravotnickych pracovniki.

Strukeura poskytované péée v liizkovych zdravotnickych zafizenich se dlouhodobé neméni, pra-
mérnd odetfovaci doba v akutni a nisledné péci ¢ini 6,6 dne (UZIS, 2019a). Z toho vyplyvd, ze
novejsi metody péce reprezentované napiiklad tzv. jednodenni chirurgii tvofi stdle jen mensi podil
z celkovych poskytovanych sluzeb. Nerovnosti se vak mohou vyskytovat také v samotné skladbé
odbornosti, to plati zejména u zdravotnickych zafizeni, kterd jsou zfizovdna fyzickymi osobami
a kterd tvoff mezi zdravotnickymi zafizenimi nejvétsi podil. Mimo to existuji izemni disproporce
mezi pocty ambulanci prakeickych lékatti a poéty ambulantnich specialisti. Uvedenou skute¢nost
lze demonstrovat napf. v okresu Brno-mésto, u n¢hoz jsme identifikovali jeden z nejvyssich indext
kapacity zdravotni a socidlni péce a jez je prévé rozdilem mezi typem ambulantni péce postizen.
Disponuje ze vSech okrest nejvy$$im poctem ambulantnich specialistii na tikor praktickych lékat.
Pfitom ti maji mit nezastupitelné postaveni v primdrni péci (Hordkovd, 2019).

Obecné je dostupnost lékaiské péce, napt. ve srovndni se zemémi OECD, ve viech regionech
Ceské republiky relativné vysokd, a proto rozdily ve vysledcich v oblasti zdravi pravdépodobné od-
rézeji Gzemni rozdily spise v socioekonomickych podminkich. A¢koliv je v Ceské republice geo-
grafické pokryti poskytovatelt zdravotnich sluzeb rozlozeno pomérné rovhomérné, nase vysledky
doklddaji nekeeré prostorové diferenciace.

Index zdravotni a socidlni péce je hodnocen pomoci kvantitativnich ukazateld (kapacity)
a sklddd se z jedné dimenze zahrnujici:

a) kapacitu zdravotni a socidlni péce (podil lékait ve zdravotnickych zafizenich, podil liizek v ne-
mocnicich a podil mist v zafizenich socidlnich sluzeb, vzdy v pfepoctu na 1 tisic obyvatel).

Relativné znaény je rozdil mezi maximdlni a minimdln{ hodnotou indexu, coz naznaluje né-
které tzemni diferenciace dostupnosti zdravotni a socidlni péée v pfipadé hodnoceni pomoci jejich
kapacit (min. 0,20; max. 0,82; pramér 0,48; medidn 0,46; obr. 9.1).

Zcela jednoznadné se ve vysledcich indexu projevuje vliv urbanizace. Plati vztah, v némz okresy
s vy$$i mirou urbanizace disponuji nadpriimérnou kapacitou zdravotni a socidlni péce. Mezi okresy
s nejvy$si hodnotou indexu patfi okres Ust{ nad Labem (0,83), Plzefi-mé&sto (0,82), Brno-mésto
(0,80) a Olomouc (0,70).
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An effective health and social care system that provides equal access and quality care also contri-
butes to the quality of health capital, higher life satisfaction of the population and makes society
more inclusive (James et al., 2017). When evaluating accessibility to health services and social care
and capturing spatial differentiation, an indicator that recalculates the (physical) number of doctors
or beds in a certain area is most often used.

The number of doctors and health professionals has increased over the last twenty years, with
a density of doctors per 1,000 inhabitants of 5.7 in urban areas and 4.2 in rural areas (OECD, 2018).

The social care situation is currently inadequate, because the number of mainly unplaced clients
in institutional types of facilities for the elderly exceeds the insufficiently secured capacity. In the
context of an aging population (Chapter 5), this unfavourable situation may worsen. Although the
number of social service facilities in the area of care for the elderly, especially homes for the elderly,
is increasing over time with year-on-year fluctuations, their average capacity is declining slightly,
which is most likely due to efforts to improve these services (Sidlo, Kfestanovd, 2018).

The most common form of health care facility in the Czech Republic is a private medical facility
established by a natural person, or the Church and another legal entity. Approximately half of all
physicians (56.5% in 2018; UZIS 2019) and independent non-medical health workers (40.2% in
2018; UZIS, 2019) work in these facilities. The second most common type of health care facility is
a medical facility established by regional authorities. Approximately a quarter of all physicians and
independent non-medical medical staff work in regional medical facilities.

The structure of care provided in inpatient health care facilities has not changed for a long
time, with the average treatment time in acute and follow-up care being 6.6 days (UZIS, 2019). It
follows that newer methods of care represented by, for example, one-day surgery still account for
only a small share of the total services provided. However, inequalities may also occur in the struc-
ture of expertise, which is especially true for health care facilities established by natural persons,
which make up the largest share of health care facilities. In addition, there are territorial disparities
between the number of outpatient clinics and the number of outpatient specialists. This fact can
be demonstrated, for example, in the district of Brno-mésto, where we have identified one of the
highest indices of health and social care capacity, and which is affected by the difference between
the type of outpatient care. It has the highest number of outpatient specialists of all districts at the
expense of general practitioners. At the same time, they should have an irreplaceable position in
primary care (Hordkovd, 2019).

In general, access to medical care, e.g., in comparison with OECD countries, is relatively good
in all regions of the Czech Republic, and therefore differences in health outcomes are likely to
reflect territorial differences more in socio-economic conditions. Although the geographical cover-
age of health care providers in the Czech Republic is relatively evenly distributed, our results still
demonstrate some spatial differentiations.

The health and social care index is assessed using quantitative indicators (capacity) and consists
of one dimension:

a) Capacity of health and social care (share of doctors in health care facilities, share of beds in hos-
pitals, and share of places in social services facilities, always per 1,000 inhabitants).

The difference between the maximum and minimum values of the index is relatively significant,
which indicates some territorial differentiations of the availability of health and social care in the
case of performing an evaluation using their capacity (min. 0.20, max. 0.82, average 0.48, median
0.46; Fig. 9.1).

The effect of urbanisation is clearly reflected in the results of the index. There is a relationship
in which districts with a higher degree of urbanisation have above-average health and social care



Obr. 9.1 Index kapacity zdravotni a socidlni pé&e v okresech Ceské republiky
Fig. 9.1 Health and social care index in the districts of the Czech Republic
Zdroj dat (Data source): ¢sU, 2018¢
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Naopak negativni stav zdravotnich kapacit je zaznamenany u okrest s nizkym indexem. Ty jsou
lokalizovény bud v zdzemi velkych krajskych mést, nebo v periferii: Praha-vychod (0,29), Cesk4
Lipa (0,25), Tachov (0,23), Praha-zdpad (0,23), Brno-venkov (0,21) a Plzefi-sever (0,21; obr. 9.1).

Pod hodnotou priiméru se nachdzi o néco vice nez polovina okrestl, konkrétné 42 okresti, coz
je 54 % z celkového poctu. Jednd o tyto okresy, vyjmenované v sestupném potadi: Sumperk, Novy
Ji¢in, Mlad4 Boleslav, Bruntél, Tébor, Rakovnik, Strakonice, Trutnov, Jindfichiv Hradec, Zdir
nad Sizavou, Nédchod, Mélnik, Bieclav, Prachatice, Chrudim, Tiebi¢, Opava, Pelhfimov, Cesky
Krumlov, Kutnd Hora, Bene$ov, Znojmo, Usti nad Orlici, Hodonin, Nymburk, Cheb, Plzesi-jih,
Liberec, Vyskov, Blansko, Rychnov nad Knéznou, Rokycany, Semily, Domazlice, Sokolov, Jablonec
nad Nisou, Praha-vychod, Cesk4 Lipa, Tachov, Praha-zépad, Brno-venkov a Plzefi-sever. Z vy¢tu
okresti lze vidét, Ze se jednd o okresy spiSe vzddlené od jadrovych oblasti, ale i okresy plnici funkei
satelitll ve vztahu k velkym centrim: okresy Praha-vychod a Praha-zdpad ¢i okres Brno-venkov
s hodnotami indexu jen v pdsmu mezi 0,20 az 0,30.

Nicméné pfi srovndni hodnot indexu a jeho prostorovych zmén v roce 2009, 2014 a 2018 je
patrny pozitivni vyvoj. V Case dochdzi k ristu indexu prakticky u vSech okresti. V roce 2009 byly
pouze Ctyfi okresy s hodnotou indexu rovnou nebo vyssi nez 0,60 (Brno-mésto 0,83; Plzen-mésto
0,68; Hradec Kralové 0,62 a Usti nad Labem 0,60), v roce 2014 se k témto okrestim pfidavd s nej-
vy$$im ndrtistem okres Olomouc (0,66) a Most (0,61) a dalsi okresy zejména podkrusnohorské ob-
lasti. Hodnota indexu se pak v roce 2018 zvysila u vSech okrest, coz je zptsobeno zejména zvysujici
se kapacitou zdravotni péce na rozdil od péée socidlni.

capacity. The districts with the highest index value include Usti nad Labem (0.83), Plzefi-mésto
(0.82), Brno-mésto (0.80), and Olomouc (0.70).

On the contrary, a negative state of health capacities is recorded in districts with a low index.
These are located cither in the surroundings of large regional cities or in border regions: Praha-
vychod (0.29), Ceska Lipa (0.25), Tachov (0.23), Praha-zdpad (0.23), Brno-venkov (0.21), and
Plzeti-sever (0.21; Fig. 9.1).

Just below half of the districts, i.e., 42 districts, are below the average value, which is 54% of
the total number. These are the following districts, listed in descending order: Sumperk, Novy
Ji¢in, Mlad4 Boleslav, Bruntél, Tébor, Rakovnik, Strakonice, Trutnov, Jindfichiiv Hradec, Zdir
nad Sdzavou, Néchod, Mélnik, Bieclav, Prachatice, Chrudim, Ttebi¢, Opava, Pelhfimov , Cesky
Krumlov, Kutnd Hora, Bene$ov, Znojmo, Usti nad Orlici, Hodonin, Nymburk, Cheb, Plzei-jih,
Liberec, Vyskov, Blansko, Rychnov nad Knéznou, Rokycany, Semily, Domazlice, Sokolov, Jablonec
nad Nisou, Praha-vychod, Cesk4 Lipa, Tachov, Praha-zdpad, Brno-venkov, and Plzefi-sever. From
the list of districts, it can be seen that these are mostly districts distant from the core areas, but also
districts fulfilling the function of satellites in relation to large centres: districts of Praha-vychod and
Praha-zdpad, or the district of Brno-venkov with index values are only in the range of 0.20 to 0.30.

However, when comparing the values of the index and its spatial changes in 2009, 2014 and
2018, a positive development is evident. The index has increased over time in virtually all of the
districts. In 2009, there were only four districts with an index value equal to or higher than 0.60
(Brno-mésto 0.83, Plzen-mésto 0.68, Hradec Kralové 0.62, and Usti nad Labem 0.60), in 2014
Olomouc (0.66) and Most (0.61) and other districts, especially in the Podkrusnohofi region, were
added to these districts with the highest increase. The value of the index then increased in all dis-
tricts in 2018, which is mainly due to the increasing capacity of health care in contrast to social care.
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Oblast zdravotniho
stavu
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Zdravotni stav je ovlivnén souborem faktorti, poéinaje dostupnosti a kvalitou pécée az po Zzivorni
podminky ¢i volbu Zivotniho stylu obyvatelstva. Rozdily ve vysledcich v oblasti zdravi proto velmi
pravdépodobné odrézeji odlisnou kvalitu sluzeb, zdravotni stav obyvatelstva, troveri zdravotni gra-
motnosti nebo prevalenci rizikovych faktori chovdni (ODEC, 2018). Uroveni zdravotniho stavu

obyvatelstva ovliviiuje také kvalita Zivotniho prostiedi (kapitola 6).

Nadgje doziti patii k diilezitym syntetickym ukazatelim odrdZejicim intenzitu imrtnosti. Na-
déji doziti lze v Sirsich souvislostech poklddat také za ukazatel kvality Zivota, blahobytu a Grovné
zdravi populace nebo regionu, nebot je odrazem socidlnich a ekonomickych podminek a kvality
a dostupnosti infrastruktury vefejného zdravi a zdravotni péée (Ho, Hendi, 2018).

Mezi nejéastéjsi piiciny smrti dlouhodobé v Ceské republice patii neinfekéni nemoci: nemoci
obéhové, dychaci a travici soustavy, novotvary a vnéjsi priciny. V roce 2019 pfipadalo z celkového
poltu viech zemielych 42,2 % dumrti na nemoci obéhové soustavy (CSU, 2020).

Na novotvary zemielo 25,7 % populace, na nemoci dychaci soustavy 7,3 %, na nemoci trdvici
soustavy 4,5 % a na vnéjsi piiciny 5,1 %. Okolo 4 % Gmrti pfipadd na nemoci endokrinni, nemoci
vyzivy a pfemény ldcek.

Kojeneckd a novorozeneckd tmrtnost odrdzi zivotn{ tGroven, a predevsim pak kvalitcu novoro-
zenecké zdravotni péce, kterd je v Ceské republice dlouhodobé tradiéné na velmi vysoké trovni.
K tomu piispivd sit perinatologickych center intenzivni a intermedidrni péce. Perinatologickd cen-
tra intermedidrni péce jsou zfizena v Havlickové Brodé¢, v Horovicich (okres Beroun), Jihlavé, Kar-
lovych Varech, Kladné, Koliné, Liberci, Mladé Boleslavi, Pardubicich, Pisku, Ostravé a dvé centra
v Praze. Na centra intermedidrni péée pak navazuji perinatologickd centra intenzivni péée. Ta jsou
ztizena v Brng, Ceskych Bud&jovicich, Hradci Krilové, Mosté, Olomouci, Ostravé, Plzni, Usti nad
Labem, Zliné a tfi centra v Praze (CNeoS, 2021).

Soubor vyse uvedenych ukazatelt vystihuje jak zdravotni stav populace, tak sociockonomické
pomeéry. Ty jsou ovlivnény jak ekonomickou situaci, vzdéldnim a socioekonomickym statutem ro-
di¢a, tak vékem matky pfi porodu aj. (Tavares, 2017; Tomulic et al., 2017). Vliv uvedenych faktort
je zaznamendn také u novorozenct s nizkou porodni vdhou pod 2 500 g (Galobardes et al., 2004).
Ukazatel spontdnni potratovosti je povazovdn na jeden z moznych ukazatel reprodukéniho zdravi.
Neékteré studie dokazuji, Ze Zeny s nizsim socioekonomickym statusem, niz$im piijmem a vzdéld-
nim, pi{padné nezaméstnané jsou nepfimo ohrozeny zvy$enym rizikem spontdnniho potratu (Not-
sker et al., 2012; Zheng et al., 2017).

Diabetes mellitus je onemocnénim s rychlou dynamikou rastu, pficemz v 90-95 % piipadu se
jednd o diabetes 2. typu. Mezi rizikové faktory diabetu 2. typu se fadi nadvéha a obezita, vék nad 45
let, vyskyt diabetu v rodiné, etnickd prislusnost, vysoky krevni tlak, nepfiznivé hodnoty krevnich
lipid®i, nedostate¢nd fyzickd aktivita, prodélané srde¢né-cévni onemocnéni a pfitomnost inzulinové
rezistence (NIDDK, 2016). Je evidentni, Ze velkd ¢dst rizikovych fakcor je preventabilnich, jiné Ize
omezit dostupnou a vysoce kvalifikovanou zdravotni pédi ve fungujici siti zdravotnickych zatizeni.

Index zdravotniho stavu je slozeny ze Ctyf témat:

a) nadéje dozidl a strukeura dmrenosti (nadéje doziti pfi narozeni podle pohlavi, nadéje doziti ve
véku 65 let podle pohlavi, standardizované miry imrtnosti podle pohlavi, standardizované miry
umrtnosti na infekén{ a parazitdrni onemocnéni, na nemoci obéhové, dychaci a trévici soustavy
a na novotvary, standardizované miry imrtnosti na vnéjsi pfic¢iny a myslnym sebeposkozenim
podle pohlavi, kojeneckd a novorozeneckd imrtnost, tmrtnost zptisobend onemocnénim jater
a koufenim tabdku),

b) potratovost (samovolnd potratovost a indukovand potratovost),

c) diabetes (podil lé¢enych diabetikii v celkové populaci) a

d) zralost ditéte pii narozeni (podil déti s porodni hmotnosti do 2 500 g viiti viem Zivé narozenym).
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Health status is influenced by a set of factors, ranging from the accessibility and quality of care to
the living conditions or lifestyle choices of the population. Therefore, differences in health out-
comes are very likely to reflect differing quality of services, the health status of the population, levels
of health literacy, or the prevalence of behavioural risk factors (ODEC, 2018). The health status of
the population is also affected by the quality of the environment (Chapter 6).

Life expectancy is an important synthetic indicator, which is also considered an apt indicator
of mortality. Life expectancy can also be seen in a broader context as a indicator of the quality of
life, well-being, and health of a population or region, as it reflects social and economic conditions,
and the quality and accessibility of public health and healthcare infrastructure (Ho, Hendi, 2018).

The long-term most common causes of death in the Czech Republic include non-communica-
ble diseases: diseases of the circulatory, respiratory, and digestive systems, neoplasms, and external
causes. In 2019, circulatory system diseases accounted for 42.2% of the mortality rate out of the
total number of all deaths. Others included neoplasms (25.7%), diseases of the respiratory system
(7.3%), diseases of the digestive system (4.5%), and external causes of morbidity and mortality
(5.1%; CSU, 2020).

Infant and neonatal mortality reflects the standard of living, and especially the quality of neo-
natal health care, which has long been traditionally at a very high level in the Czech Republic. The
network of perinatological centres for intensive and intermediate care contributes to this. Perina-
tology centres of intermediate care are established in Havlickav Brod, Hofovice (Beroun district),
Jihlava, Karlovy Vary, Kladno, Kolin, Liberec, Mlad4 Boleslav, Pardubice, Pisek, Ostrava and there
are two centres in Prague. Perinatology centres of intensive care are linked to these intermediate care
centres and are established in Brno, Ceské Budéjovice, Hradec Kralové, Most, Olomouc, Ostrava,
Plzen, and there are three centres in Prague, Ust{ nad Labem, and Zlin (Anon, 2021).

The above-mentioned set of indicators captures both the health status of the population and
the socio-economic conditions. These are influenced by the economic situation, education, and
socio-economic status of the parents, as well as the age of the mother at birth, etc. (Tavares, 2017;
Tomulic et al., 2017). The effect of these factors has also been reported in neonates with a low birth
weight below 2,500 g (Galobardes et al., 2004). Spontaneous abortion is considered a indicator of
reproductive health determinants, especially in women. Some studies show that women with lower
socio-economic status, lower income, and education, or the unemployed, are indirectly at increased
risk of spontaneous abortion (Norsker et al., 2012; Zheng et al., 2017).

Diabetes mellitus is a disease with rapid growth dynamics, with 90-95% of cases being type 2
diabetes. Risk factors for type 2 diabetes include overweight and obesity, age over 45 years, inci-
dence of family diabetes, ethnicity, high blood pressure, unfavourable blood lipid values, insuffi-
cient physical activity, cardiovascular disease, and the presence of insulin resistance (Anon, 2016).
It is evident that most risk factors are preventable, others can be limited by accessible and highly
qualified health care in a functioning network of health care facilities.

The health status index is made up of four themes:

a) Life expectancy and mortality structure (life expectancy at birth by gender, life expectancy at
the age of 65 by gender, standardised mortality rates by gender, standardised mortality rates for
infectious and parasitic diseases, circulatory, respiratory, and digestive diseases, and neoplasms,
standardised mortality rates from external causes and intentional self-harm by gender, infant
and neonatal mortality, mortality from liver disease and tobacco smoking,

b) Abortion (spontaneous abortion and induced abortion),

¢) Diabetes (proportion of treated diabetics in the general population), and

d) Maturity of the child at birth (proportion of children with a birth weight of up to 2,500 g to
all live births).
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Index zdravotniho stavu nedosahuje velkého rozpéti mezi minimdlni a maximdlni hodnotou
(min. 0,32; max. 0,78; pramér 0,59; medidn 0,60). Nejniz$i hodnoty indexu zdravotniho stavu
tésné nad hodnotou 0,30 nalézdme v okresech Teplice (0,32), Most (0,33) a Chomutov (0,34),
na druhé strané spekera skupinu tf okresti se shodné nejvyssi hodnotou indexu 0,78 tvorfi okresy
Jihlava, Praha-zdpad a Hradec Kralové.

Ostatnf okresy Ceské republiky se pohybuji v pdsmu priiméru anebo v pasmu lehce nadpriimér-
ném, lze zminit napf. okresy Karlovy Vary (0,52), Benesov (0,59), Semily (0,63) anebo Ji¢in (0,72).
Jestlize se hodnoty indexu zdravi nachdzeji v rozmezi pfiblizné 0,30 az 0,80, tedy kolem hodnoty
0,50 + 0,30, pak v nizsim pdsmu 0,30 az 0,50 nalézdme okresy Teplice, Most, Chomutov, Soko-
lov, Bruntil, Louny, Ostrava-mésto, Jesenik, Cheb, Ceska Lipa, Karvini, Déin, Cesky Krumlov,
Litoméfice, Tachov, Kladno, Rokycany, Karlovy Vary, Prost&jov, Mélnik, Usti nad Labem, Liberec,
Strakonice, Prachatice, Kroméfiz, Novy Ji¢in, Prerov, Opava, Svitavy, Frydek-Mistek, Kolin, P¥i-
bram, Domazlice, Plzeni-jih, BeneSov a Jablonec nad Nisou, sefazené podle indexu zdravotniho
stavu vzestupné, tzn. celkem 36, tedy piiblizné polovina viech okrestt Ceské republiky (obr. 10.1).

Prostorové diferenciace hodnot indexu zdravotniho stavu jasné vymezuji oblasti s negativnimi
vysledky zdravotniho stavu obyvatelstva, které jsou lokalizovany v regionu zipadnich Cech a v okre-
sech severni Moravy s vyjimkou okresu Opava (obr. 10.1).

Uzemn{ diferenciace hodnot indexu zdravotniho stavu odpovidd hodnoceni vysledki nadéje
doziti, standardizované imrtnosti a také scruktufe dmrenosti. Jak Groven nadéje doziti pii narozeni
(obr. 10.2a; 10.2b), tak ve véku 65 let i celkovd mira standardizované imrtnosti (obr. 10.3a; 10.3b)
vymezuji negativn{ disparity v regionu zdpadnich Cech a v okresech severni Moravy.

Ve srovndni hodnot indexu zdravotniho stavu v letech 2009 a 2019 a jejich prostorovych di-
ferenciaci lze sledovat u fady okrest relativné vyraznou pozitivni i negativni zménu. Ke zlepseni
situace v roce 2019 oproti roku 2009 doslo u celkem 36 okresii.® Nejvys3i rast indexu vyjddreny
v procentudlni zméné je u okrestt Rakovnik (16,8 %), Plzei-sever (16,3 %), Ptibram (14,8 %),
Beroun (12,7 %), Ndchod (11,1 %), Praha-vychod (9,7 %) a Pisek (9,3 %). K okrestim, u nichz je
zaznamenany naopak nejvyraznéjsi pokles, patii okres Sokolov (18,4 %), Litoméfice (-20,4 %),
Louny (-20,8 %), Vyskov (-26,9 %), Ostrava-mésto (-28,8 %) a Jesenik (38,4 %; graf 10.1).
Akoliv se obecné imrtnostni poméry v CR zlepsuji, u okresti s negativni zménou indexu v ¢ase je
tento trend zpisoben zejména zvys$enim Umrti na ostatni piiciny, amrti zpasobenych sebeposko-
zovdnim u Zen a Gmrti zpasobenych onemocnénim jater (alkoholickd, toxickd, cirhdza, chronické
a jiné zdnéty a onemocnéni).

Okresy s nepfiznivymi hodnotami environmentdlniho indexu (kapitola &), tzn. Ostrava-mésto a Karving,
maiji hodnoty indexu zdravotniho stavu v dolni poloviné spektra, ale na srovnatelné drovni s okresy envi-
ronmentdlné nestigmatizovanymi. Napfr. okres Ostrava-mésto dosahuje indexu zdravotniho stavu 0,39,
ale jesté nize se nachdzi jinak environmentdlné velmi mélo stigmatizovany okres Bruntdl s indexem 0,37.
Index v okresu Karvind (0,44) je dokonce o néco mdlo vyssi v porovndni s okresem Jesenik (0,41), ktery
je orientovdn k rekreaénimu a ldzeriskému vyuzivani.

Zména indexu je vyjédrena jako rozdil hodnot indexu v roce 2009 a 2019 a jeho podil viéi hodnoté
indexu v roce 2009 (v %).

The health status index does not reach alarge range between the minimum and maximum
values (min. 0.32, max. 0.78, average 0.59, median 0.60). The lowest values of the health status
index just above the value of 0.30 can be found in the districts of Teplice (0.32), Most (0.33), and
Chomutov (0.34). On the other hand, the three districts with the highest index value of 0.78 are
Jihlava, Praha-zdpad, and Hradec Kralové.

Other districts in the Czech Republic are in the average or slightly above-average bands. These
include the districts of Karlovy Vary (0.52), Benesov (0.59), Semily (0.63), and Ji¢in (0, 72). If the
values of the health index are in the range 0of 0.30 to 0.80, i.c., around the value of 0.50 % 0.30, then
in the lower range of 0.30 to 0.50 we find the districts of Teplice, Most, Chomutov, Sokolov, Bruntal
, Louny, Ostrava-mésto, Jesenik, Cheb, Ceskd Lipa, Karvind, Dé¢in, Cesky Krumlov, Litoméfice, Ta-
chov, Kladno, Rokycany, Karlovy Vary, Prost&jov, Mélnik, Usti nad Labem, Liberec, Strakonice, Pra-
chatice, Krométiz, Novy Ji¢in , Prerov, Opava, Svitavy, Frydek-Mistek, Kolin, P¥ibram, Domazlice,
Plzen-jih, Benesov, and Jablonec nad Nisou, in ascending order according to the health status index,
i.e., a total of 36 districts or approximately half of all the districts in the Czech Republic (Fig. 10.1).

Spatial differentiations of the health status index values clearly define areas with negative results
of the health status of the population, which are located in the region of Western Bohemia, and
districts in northern Moravia, with the exception of the district of Opava (Fig. 10.1).

Territorial differentiations of the values of the health status index correspond to the evaluation
of the results of life expectancy, standardised mortality and also the structure of mortality. Both the
level of life expectancy at birth (Fig. 10.2a; b) and at the age of 65, and the overall standardised
mortality rate (Fig. 10.3a; b) define negative disparities in the region of western Bohemia and in
districts in northern Moravia.

A comparison of the values of the health status index in 2009 and 2019 shows relatively sig-
nificant positive and negative changes in spatial differentiation in several districts. The situation
improved in 2019 compared to 2009 in a total of 36 districts.® The highest increase of the index ex-
pressed in percentage change is in the districts of Rakovnik (16.8%), Plzeii-sever (16.3%), Piibram
(14.8%), Beroun (12.7%), Ndchod (11.1%), Praha-vychod (9.7%), and Pisek (9.3%). On the other
hand, the districts with the most significant decrease are Sokolov (-18.4%), Litoméfice (-20.4%),
Louny (-20.8%), Vyskov (-26.9%), Ostrava-mésto (-28.8%), and Jesenik (-38.4%; graph 10.1).

Districts stigmatised by environmental index values (Chapter 6), i.e., Ostrava-mésto and Karvind, have
values of the health status index in the lower half of the spectrum, but at a comparable level with non-envi-
ronmentally stigmatised districts. For example, the Ostrava-mésto district achieves a health status index of
0.39, but the otherwise environmentally very low stigmatised district of Bruntdl is even lower with an index
of 0.37. The index in the Karvind district (0.44) is slightly higher compared to the Jesenik district (0.41),
which is oriented towards recreational and health spa use.

The change in the index is expressed as the difference between the values of the index in 2009 and 2019
and its share in relation to the value of the index in 2009 (in %).
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» Obr. 10.2a Nadéje doziti pfi narozeni v okresech Ceské
republiky — muZi

» Fig. 10.2a Life expectancy at birth by districts in the Czech
Republic — male population

Zdroj dat (Data source): ¢sU, 2019d
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» Obr. 10.3a Celkové mira standardizované dmrtnosti
v okresech Ceské republiky — muzi (na 100 fis. obyv.)
» Fig. 10.3a Overall standardized mortality rate
by districts in the Czech Republic — male population
(per 100 thou. inhabitants)

Zdroj dat (Data source): 0zis, 2017
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Index zdravi

Dana Hibelovd, Ales Pefing, Ivana Tyléerové

Nerovnosti ve zdravi jsou chdpdny jako nespravedlivé rozdily vyplyvajici z nerovnosti determinant
rizné povahy, keeré patii do oblasti socidlni, ekonomické, environmentdlni aj. Determinanty zdravi,
které ovliviiuji vysledky v oblasti zdravi a rozdily v kvalit¢ zdravi podle sociockonomické trovné,
jsou univerzdlni (Mackenbach et al., 2008) bez ohledu na to, zda jsou pouzity objektivni ukazatele
zdravi (nemoc, zdravotni postizeni, imrtnost) nebo subjektivni ukazatele zdravi, kdy respondenti
hodnoti sami vlastni zdravotni stav (Hu et al., 2016). Identifikace nerovnosti ve zdravi je podstatnd
ve dvou rovindch: 1. pro zlepSeni pramérné kvality zdravi v populaci a 2. pro samotné snizovani
nerovnosti ve zdravi (National Academies of Sciences, Engineering and Medicine, 2016).

Souhrnny index zdravi s vdhami prezentuje vysledky osmi oblasti v jediné hodnoté (podrobnéji
metodika v kapitole 2) a ukazuje na prostorové diferenciace nerovnosti ve zdravi v komplexu rele-
vantnich determinant a ukazateli zdravi. Nabizi celkovy pohled na prostorové diferenciace v redukei
60 indikdcort, vyjadfené v jedné hodnoté indexu zdravi. Umoznuje tak ziskat komplexni piehled
tizemnich diferenciaci nerovnosti ve zdravi a sefazeni 77 okrest podle dosazenych hodnot (graf 11.1).

Rozdil mezi krajnimi hodnotami indexu zdravi je ndsledujici: minimum je 0,25 a maximum je
0,76 (prameér je 0,49 a medidn 0,48). Nejvyssi hodnoty indexu zdravi jsou v okresech, kreré lezi
v blizkosti krajskych mést (Praha-zdpad 0,76 a Praha-vychod 0,66) anebo jsou piimo krajskymi
mésty tvofeny (hlavni mésto Praha 0,70; Brno-mésto 0,70 a Plzent-mésto 0,65).

Naopak nizkd hodnota indexu zdravi je pfedevs$im v okresech zdpadniho pohrani¢i (Most 0,25;
Teplice 0,32; Sokolov 0,33; Louny 0,34 a Chomutov 0,35) a severni Moravy (Karvind 0,25; Brun-
tal 0,31; Ostrava-mésto 0,33; Jesenik 0,33; obr. 11.1).

Pfi srovndni vyvoje indexu zdravi v letech 2019, 2014 a 2009 zaznamendvdme u vétsiny okrest
téméf stabilni hodnoty pouze s mirnymi vykyvy, dochdzi ale také k progresi, regresi i kolisani hod-
not. Prostorovd diferenciace obecné zlstdvd téméf nezménéna.

Pozitivn{ vyvoj indexu o 0,07 mezi lety 2009 a 2019 byl zaznamendn v okresech Ust{ nad La-
bem (z 0,43 na 0,50) a Beroun z 0,45 (2009) na 0,52 (2019). Okres Benesov vykazuje vitbec nej-
vy$$i ndrast indexu ze vech sledovanych okrest v mezidobi, a to 0 0,10 mezi lety 2009 a 2014
(z 0,44 na 0,54), nésledné vsak do roku 2019 nastdvd pokles na 0,51.

Nejvyraznéjsi pokles indexu zdravi s rozdilem —0,13 mezi lety 2009 a 2019 byl v okrese Brun-
tal z 0,44 (2009) na 0,31 (2014 a 2019). Podobné tomu bylo v okrese Jesenik s poklesem indexu
0 —0,10 z hodnoty z 0,43 (2009) na 0,33 (2019). SniZeni indexu o —0,08 bylo zaznamendno také
v okresech Vyskov z hodnoty z 0,60 (2009) na 0,52 (2019), Karvind z hodnoty z 0,33 (2009) na
0,25 (2019) a Semily z 0,55 (2009) na 0,47 (2019). K poklesu indexu doslo také v okrese Domaz-
lice 0,53 (2009) na 0,44 (2019), v jihomoravskych piihrani¢nich okresech Znojmo z 0,50 (2009)
na 0,44 (2019), Hodonin z 0,46 (2009) na 0,40 (2019), a Bfeclav z 0,54 (2009) na 0,50 (2019)
a také v okrese Krométiz z 0,49 (2009) na 0,43 (2019).

Vyraznéjsi kolisdni hodnot indexu béhem let 2009, 2014 a 2019 bylo zfejmé v okrese Litomé-
fice, a to z hodnoty 0,48 (2009) s poklesem na 0,39 (2014) a opét ndrtstem na 0,42 (2019). Dalsi
kolisavé hodnoty byly sledovdny v okresech Zlinského kraje: Vsetin z 0,49 (2009) pokles na 0,41
(2014) a ndrist na 0,43 (2019), Uherské Hradise¢ z 0,50 (2009) pokles na 0,43 (2014) a ndrast
na 0,50 (2019) a Zlin z 0,58 (2009) pokles na 0,52 (2014) a ndrist na 0,57 (2019) a také v okrese
Sumperk z 0,48 (2009) pokles na 0,43 (2014) a ndrtst na 0,47 (2019). Vykyvy hodnot indexu
ve sledovaném obdobi byly zietelné také v okrese Rokycany z 0,45 (2009) ndrtist na 0,49 (2014)
a poté pokles na 0,42 (2019), Ji¢in z 0,50 (2009) ndrtist na 0,57 (2014) a pokles na 0,53 (2019),
Sokolov z 0,38 (2009) ndrtst na 0,39 (2014) a nasledné snizeni na 0,33 (2019) nebo Mlad4 Bole-
slav z 0,48 (2009) nértst na 0,53 (2014) a poté pokles na 0,46 (2019).

Health index

Dana Hibelovd, Ales Pefing, Ivana Tyléerové

Health inequalities are understood to be unfair differences resulting from inequalities in various
determinants in social, economic, and environmental areas etc. Health determinants that affect
health outcomes and differences in the quality of health according to socio-economic level are uni-
versal (Mackenbach et al., 2008) regardless of whether objective health indicators (illness, disability,
mortality) or subjective health indicators, where respondents assess their own health status, are used
(Hu et al., 2016). The identification of health inequalities is essential on two levels: 1) to improve
the average quality of health in the population, and 2) to reduce the health inequalities themselves
(National Academies of Sciences, Engineering and Medicine, 2016).

The cumulative Health Index with weights presents the results of eight areas in a single value
(more details on the methodology in Chapter 2) and shows the spatial differentiation of health
inequalities in a complex of relevant determinants and health indicators. It provides an overview of
spatial differentiation after the reduction of 60 indicators, expressed in a single Health Index value,
whereby offering a comprehensive overview of territorial differentiations of health inequalities and
a ranking of the 77 districts according to the achieved values (graph 11.1).

The differences between the extreme values of the Health Index are as follows: the minimum is
0.25, and the maximum is 0.76 (average 0.49, median 0.48). The highest values of the Health In-
dex are found in districts that are close to regional cities (Praha-zdpad 0.76, and Praha-vychod 0.66)
or are directly formed by regional cities (Prague 0.70, Brno-mésto 0.70, and Plzen-mésto 0.65).

On the contrary, low values of the Index are mainly found in the districts on the western border
(Most 0.25, Teplice 0.32, Sokolov 0.33, Louny 0.34, and Chomutov 0.35) and northern Moravia
(Karvind 0.25, Bruntdl 0.31, Ostrava-mésto 0.33, and Jesenik 0.33; Fig. 11.1).

Comparing the development of the Health Index in 2019, 2014 and 2009, we find almost
stable values in most districts with only slight fluctuations, but there is also progression, regression,
and fluctuation in the values. Spatial differentiation generally remains unchanged.

A positive development of the index by 0.07 between 2009 and 2019 was recorded in the districts
of Ust{ nad Labem (from 0.43 to 0.50), and Beroun from 0.45 (2009) to 0.52 (2019). The Benefov
district shows the highest increase in the index of all the monitored districts between 2009 and 2014
i.e., by 0.10 (from 0.44 to 0.54), but then there is a decrease to 0.51 between 2014 and 2019.

The most significant decrease in the Health Index, with a difference of -0.13 between 2009 and
2019, was in the Bruntal district, i.e., from 0.44 (2009) to 0.31 (2019). This situation was similar
in the Jesenik district with a decrease of the index by -0.10 from 0.43 (2009) to 0.33 (2019). A de-
crease of the index by -0.08 was also recorded in the districts of Vyskov from 0.60 (2009) to 0.52
(2014 and 2019), Karvind from 0.33 (2009) to 0.25 (2019), and Semily from 0.55 (2009) to 0.47
(2019). The index also decreased in the district of Domazlice from 0.53 (2009) to 0.44 (2019), in
the South Moravian border districts of Znojmo from 0.50 (2009) to 0.44 (2019), Hodonin 0.46
(2009) to 0.40 (2019), and Bfeclav 0.54 (2009) to 0.50 (2019), and also in the district of Kroméfiz
0.49 (2009) to 0.43 (2019).

Significant fluctuations in the values of the index during 2009, 2014 and 2019 were evident in
the Litoméfice district, from 0.48 (2009) with a decrease to 0.39 (2014) and again an increase to
0.42 (2019). Other fluctuating values were recorded in the districts of the Zlin Region: Vsetin from
0.49 (2009) a decrease to 0.41 (2014) and an increase to 0.43 (2019), Uherské Hradisté 0.50 (2009)
a decrease to 0.43 (2014) and an increase to 0.50 (2019), and Zlin 0.58 (2009) a decrease to 0.52
(2014) and an increase to 0.57 (2019), and also in the district of Sumperk from 0.48 (2009) a de-
crease to 0.43 (2014) and an increase to 0.47 (2019). Fluctuations in index values in the observed
period were also evident in the Rokycany district from 0.45 (2009) an increase to 0.49 (2014) and
then a decrease to 0.42 (2019) and also in the districts Ji¢in, Sokolov or Mlad4 Boleslav.
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Graf 11.1 Index zdravi v okresech Ceské republiky (WSA metoda s vahami)
Graph 11.1 Health Index, WSA method with weights, districts of the Czech Republic
Zdroj dat (Data source): podrobné tab. 2.1 (detailed Table 2.1)
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Oblast kvality Zivota
a blahobytu

Beatrice-Elena Chromkovd Manea

Kvalita zivota (quality of life; QOL) je $iroky multidimenziondlni koncept, ktery obvykle zahrnuje
subjektivni hodnoceni pozitivnich i negativnich aspekei zivota (WHOQOL Group, 1998). Mé-
feni kvality Zivota a kvality zivota ve zdravi se li${ podle védecké discipliny. Aspekty vztahujici se ke
kultufe, hodnotdm a religiozité jsou také klicovymi doménami celkové kvality Zivota, keeré zvysuji
slozitost jeho méfeni. Védei vyvinuli uZite¢né techniky, které pomohly konceptualizovat a méfit
tyto dimenze a jejich vzdjemny vzeah.

Koncept kvality zivota souvisejici se zdravim (Health-related quality of life; HRQOL) a jeho de-
terminanty se neustdle vyvijeji tak, aby zahrnovaly ty aspekty celkové kvality Zivota, u nichz lze jasné
prokdzat, ze ovliviiujf zdravi — at uz fyzické, nebo psychické. Stejné tak nékeeré elementy kvality
zivota naopak ovliviiuji zdravotn{ stav obyvatelstva. Pfestoze je zdravi jednou z dulezitych oblasti
celkové kvality zivota, existuji i jiné oblasti neméné dalezité jako napiiklad zaméstndni, bydleni,
vzdéldni, spoledenskd a ob¢anskd participace atd.

Souvisejicim konceptem pro kvalitu zivota ve zdravi (HRQOL) je blahobyt, ktery hodnoti po-
zitivni aspekty zivota ¢loveka, jako jsou pozitivni emoce a zivotni spokojenost. Blahobyt je relativni
stav, kdy ¢lovék maximalizuje své fyzické, dusevni a socidlni fungovéni v kontextu podptirnych pro-
stfedi, aby mohl zit plny, uspokojivy a produktivni Zivot (Veenhoven, 1984; Diener, 1994; 2000;
Fleurbaey, 2009). Subjektivni blahobyt (nebo osobni blahobyt) se méti ptimou dotaznikovou otdz-
kou a hodnoti aspekty, jako jsou Zivotni spokojenost a Stésti.

Sociologické vyzkumy ukdzaly, Ze mira subjektivniho blaha (mikro-rovina) souvisi s mak-
rostrukeurdlnimi charakeeristikami (proménnymi), jako jsou ekonomickd Groven zemé, Groven de-
mokracie, moznosti vzdélavéni, droveil zdravotni péée a povaha trhu préce (Chromkovd Manea et
al., 2019).

Index kvality Zivota a blahobytu pfedstavuje prostorové diferenciace na zdkladé dvou témat:

a) subjektivni blahobyt zahrnujici spokojenost se Zivotem a indikdtor $tésti a
b) subjektivni zdravotni stav méfeny sebehodnocenim zdravi, zivotnimi névyky, fyzickym, funke-
nim a mentdlnim zdravim.

V ptipadé prvni dimenze (subjektivni blahobyt) vime z dfivéjsich vyzkum, ze pramérnd hod-
nota subjektivniho blaha métend indikdtorem ,,spokojenost se zivotem* se v Ceské republice zvy-
$uje neustdle od roku 1991, a to z 6,8 bod (z desetibodové stupnice) na 7,5 v roce 2017 (Chrom-
kovd Manea et al., 2019, s. 184). V roce 2018 pramérnd hodnota spokojenosti se Zivotem byla na
celostdtni trovni 7,3 bodt (z desetibodové stupnice).

Pramérnd celostdtni hodnota se ale lis podle okrest a pohlavi (graf 12.1). Nejniz$i hodnoty
subjektivniho blahobytu najdeme v okresu Kutnd Hora, kde je zdroven velice vyrazny i rozdil mezi
muzi a zenami (o 1,36 bodu ve prospéch zen). Nejlépe hodnocenymi okresy z hlediska subjektiv-
ntho blahobytu jsou Jesenik, Zd4r nad Sizavou a Litoméfice, kde se spokojenost se Zivotem pohy-
buje nad hranici osmi bodu.

Druhd dimenze indexu kvality Zivota a blahobytu méfi subjektivni zdravotni stav ve vice té-
matech — sebehodnoceni zdravi, ndvyky, fyzické, funkéni a mentdlni zdravi. Zde pozorujeme opét
rozdily mezi okresy jak v celkovém hodnoceni dimenze subjektivniho zdravi, tak v jeho dil¢ich té-
matech. Ve vysledcich sebehodnoceni zdravi (graf 12.2) bylo identifikovdno nékolik okrestl, v nichz
se podil osob, které uvddéji dobry zdravotni stav, pohybuje pod 50 %. Jednd se o okresy Roky-
cany (38,9 %), Karvind (42,8 %), Znojmo (44,4 %), Domazlice (44,7 %) nebo Zdir nad Sizavou
(47,1 %). Okres Tachov je okresem, ve kterém byl nalezen nejvétsi podil téch, ktefi deklarovali
$patny zdravotni stav (16,7 %). Dalsi okresy, v nichz byly zjistény vys$$i podily osob se $patnym
zdravotnim stavem, jsou Kroméfiz (16,2 %), Domazlice (15,7 %) nebo Sumperk (15,5 %).

Quality of life
and well-being

Beatrice-Elena Chromkovd Manea

Quality of life (QOL) is a broad multidimensional concept that usually involves a subjective evalu-
ation of both positive and negative aspects of life (WHOQOL Group, 1998). Measuring quality of
life and health-related quality of life varies according to the scientific discipline. Aspects related to
culture, values, and religiosity are also key domains of the overall quality of life, which increase the
complexity of its measurement. Researchers have developed useful techniques that help to concep-
tualise and measure these dimensions and their interrelationships.

The concept of health-related quality of life (HRQOL) and its determinants are constantly
evolving to include those aspects of overall quality of life that can be clearly demonstrated to affect
health — either physical or mental. Likewise, some elements of quality of life affect the health of
the population. Although health is one of the most important areas of the overall quality of life,
there are other areas no less important, such as employment, housing, education, social and civic
participation, etc.

A related concept to health-related quality of life is well-being, which evaluates positive aspects
of human life, such as positive emotions and life satisfaction. Well-being is a relative state in which
one maximises one’s physical, mental, and social functioning in the context of supportive environ-
ments in order to live a full, satisfying, and productive life (Veenhoven, 1984; Diener, 1994; 2000;
Fleurbaey, 2009). Subjective well-being (or personal well-being) is measured by a questionnaire and
evaluates aspects such as life satisfaction and happiness.

Sociological research has shown that the level of subjective well-being (micro-level) is related
to macrostructural characteristics (variables) such as the country’s economic level, democracy level,
educational opportunities, healthcare level and the nature of the labour market (Chromkovd Manea
etal., 2019).

The quality of life and well-being index represents spatial differentiation based on two themes:
a) Subjective well-being including life satisfaction and an indicator of happiness, and
b) Subjective health status measured by a self-assessment of health, life habits, physical, functional,

and mental health.

In the case of the first dimension (subjective well-being), we know from previous research that
the average value of subjective well-being measured by the indicator “life satisfaction” in the Czech
Republic has been constantly increasing since 1991, i.e., from 6.8 points (on a ten-point scale) to
7.5 in 2017 (Chromkovd Manea et al., 2019, p. 184). In 2018, the average value of life satisfaction
at the national level was 7.3 points (on a ten-point scale).

However, the national average varies by district and by gender (graph 12.1). The lowest values of
subjective well-being can be found in the district of Kutnd Hora, where the difference between men
and women is also very significant (by 1.36 points in favour of women). The best rated districts in
terms of subjective well-being are Jesenik, Zd4r nad Sizavou, and Litoméfice, where life satisfaction
ranges above eight points.

The second dimension of the index of quality of life and well-being measures subjective health
status in several topics — self-assessment of health, life habits, physical, functional, and mental
health. Here we again observe the differences between the districts both in the overall evaluation
of the dimension of subjective health and in its sub-topics. In the results of the self-assessment of
health (graph 12.2), several districts were identified in which the share of people who report good
health is below 50%. These are the districts of Rokycany (38.9%), Karvind (42.8%), Znojmo
(44.4%), Domazlice (44.7%), and Zd4r nad Sdzavou (47.1%). The Tachov district has the largest
share of persons who declared they have poor health (16.7%). Other districts in which higher pro-
portions of persons with poor health were found are Kroméftiz (16.2%), Domazlice (15.7%), and
Sumperk (15.5%).
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Dalsi téma subjektivniho zdravotniho stavu hodnoti fyzicky stav. Ten byl méfen na trovni zdra-
votnich omezeni a potizi. Vysledky jsou prezentovdny jako srovndni podilu téch, keeti deklarujf,
ze nemaji z4dné zdravotni omezeni, oproti tém, ktefi maji hodné zdravotnich omezeni. Okresy
s nejvy$sim podilem osob, které nemaji zddné omezeni, jsou Strakonice, Liberec, Klatovy nebo
Jesenik (vSechny maji podil vys$si nez 75 %). Klatovy zdroven patfi mezi okresy s nadprimérnym
podilem osob deklarujicich hodné zdravotnich omezeni. Nejvys$si podil osob deklarujicich hodné
zdravotnich omezeni byl zji$tén v okresech Domazlice (31,6 %), Tachov (21,1 %), Usti nad Labem
(20,4 %), Znojmo (19,6 %) nebo Most (17,8 %; graf 12.3).

Index kvality zivota a blahobytu poukazuje na urcitou prostorovou diferenciaci (graf 12.4). Roz-
dil mezi nejvy$si a nejniz$i hodnotou je pomérné vyznamny (min. 0,30; max. 0,80; pramér 0,54
a medidn 0,54). Nejnizsi index byl v okresech Sumperk (0,31), Frydek-Mistek (0,38), Kutnd Hora
(0,39), déle v okresech Mladd Boleslav (0,39), Chrudim (0,40) a Tachov (0,40). Naopak nejlepsi
okres z hlediska hodnot indexu kvality Zivota a blahobytu byl okres Jesenik (0,80). Ndsledujici dva
okresy v Libereckém kraji dosahuji dalsich dvou nejvyssich hodnot indexu: Semily (0,75) a Liberec
(0,72). Niésleduje okres Praha-zépad s hodnotou 0,71 (obr. 12.1).

Dekompozice indexu na jednotlivé dimenze a jejich témata ukazuje, Ze okresy Semily a Liberec
se umistily téméf ve vech slozkdch indexu na nejvyssich prickdch, ¢imz vykazuji nadpramérnou
situaci v subjektivnim hodnoceni blahobytu a zdravotniho stavu ve srovndni s ostatnimi okresy.

v Graf 12.1 Promérné hodnota spokojenosti se Zivotem podle okresi Ceské republiky
v Graph 12.1 Average values of life satisfaction by districts of the Czech Republic
Zdroj dat (Data source): Ceské panelové Zeteni domdcnosti, 2018; vlastni vypoéty (own calculation)

Another aspect of subjective health assesses physical condition. This was measured at the level
of health restrictions and difficulties. The results are presented as a comparison of the proportion of
those who declare that they have no health restrictions compared to those who have many health
restrictions. The districts with the highest share of persons who have no restrictions are Strakonice,
Liberec, Klatovy, and Jesenik (all with a share higher than 75%). At the same time, Klatovy is a dis-
trict with an above-average share of persons declaring a large number of health restrictions. The
highest shares of persons declaring a large number of health restrictions were found in the districts
of Domazlice (31.6%), Tachov (21.1%), Ust{ nad Labem (20.4%), Znojmo (19.6%), and Most
(17.8 %; graph 12.3).

The quality of life and well-being index points to a certain spatial differentiation (graph 12.4).
The difference between the highest and lowest values is relatively significant (min. 0.30, max. 0.80,
average 0.54, and median 0.54). The lowest index was in the districts of Sumperk (0.31), Frydek-
Mistek (0.38), Kutnd Hora (0.39), then in the districts of Mlad4 Boleslav (0.39), Chrudim (0.40),
and Tachov (0.40). On the contrary, the best district in terms of the values of the quality of life and
well-being index was the Jesenik district (0.80). The following two districts in the Liberec region,
Semily (0.75) and Liberec (0.72), achieved the next two highest values of the index. This was fol-
lowed by the district of Praha-zdpad with a value of 0.71 (Fig. 12.1).

Breaking down the index into individual dimensions and their topics reveals that the Semily
and Liberec districts ranked highest in almost all components of the index, whereby showing an
above-average situation in the subjective assessment of well-being and health status in comparison
with the other districts.
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Obr. 12.1 Index kvality Zivota a blahobytu v okresech Ceské republiky
Fig. 12.1 Quality of life and well-being index in the districts of the Czech Republic
Zdroj dat (Data source): Ceské panelové setfeni domacnosti, 2018

Ostrava-mésto

Frydek-Mistek

63



Liberec - T

Plzeri-sever EEmmmmamaaaaaaaaaaaaaaas
Rychnov nad Knéznou p—
Litoméice L -
Tabor L
Jesenik - e
Chrudim I
Pisek I
Havlickiy Brod I
Kutn Hora -
Pardubice I
Prachatice I
Jihlava ——
Praha-zépad  —
Vyskov I
Beroun - e 0 B mm
Strakonice —_—
Kolin  —
. Vsetin I
Usti nad Labem L. -
Prostéjov  —
Praha —_—
Trebic L, -
Karlovy Vary I
Novy Jicin -
. Rakovnik I
Ceské Budgjovice I
Klatovy -
Hradec Krélove I
Plzefi-jih ]
Mladd Boleslav 3
Prerov j— ]
Cheb e
Praha-vychod I
Pribram |
Teplice I
Blansko I
Bno-mésto  —
. Ceska Lipa L,
Usti nad Orlici — ]
Nymburk I
rutnov L
Ostrava-mésto I
. Most —
Sumperk -
Plzefi-mésto '
Kladno I
Mélnik o
Chomutov —————————————————————
Opava ey
Zlin -
Louny —
Jindfichdv Hradec —
Néchod I
Semily -
. Décin [————————————————————————
Cesky Krumlov _————————————————————————————— ]
Svitavy -
Pelhiimov I
Olomouc L~ 029z
Brno-venkov T
Breclay I
Kroméfiz e —
Uherské Hradisté _———————
Benesoy . -
Frydek-Mistek I
Jicin _—
Bruntdl e
Sokolov I
Hodonin .
Jablonec nad Nisou N
: Tachov [ ]
Zddr nad Sézavou I
Domazlice I
Znojmo L
Karving -
Rokycany —

-20%  -10% 0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%
W Spatny B Dobry
Graf 12.2 Sebehodnoceni zdravi podle okresi Ceské republiky v roce 2018 (v %)

Graph 12.2 Self-assessed health status: by districts of the Czech Republic in year 2018 (in %)
Zdroj dat (Data source): Ceské panelové eteni domacnosti, 2018; vlastni vypoity (own calculation)
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Zdravotni stav, kvalita Zivota
a blahobyt na Grovni okresd
s nejvétsimi nerovnostmi ve zdravi —

3 vysledky vybérového Setreni

Beatrice-Elena Chromkovd Manea, Zuzana Derflerovd Brazdovd, Leona Muzikovd

Cilem této kapitoly je predstavit vysledky vlastniho vyzkumu na téma zdravi, blahobyt a Zivotni
styl. Vyzkum byl realizovan v zdmérné vybranych okresech, keeré byly identifikovdny jako lokality
s nejvésimi nerovnostmi ve zdravi. Tyto okresy byly vybrany na zdkladé¢ vysledkd analyz indext
oblasti, které jsme popsali v pfedchozich kapitoldch’. Na zédkladé vysledkii jednotlivych indext jsme
identifikovali 7 okresti, kde byly hodnoty vyrazné negativni. Témito okresy byly: Hodonin, Cho-
mutov, Karvind, Louny, Most, Teplice a Znojmo (obr. 13.1).

V kapitole si pfedstavime nejdulezitgjsi vysledky statistickych analyz vefejného minéni k dané
otdzkich spojenych se subjektivnim zdravotnim stavem, osobnim blahobytem, spokojenosti s riiz-
nymi aspekty zivota a osobnimi névyky.

Jesté pred prezentaci vysledkil je nutné predstavit samotny vyzkum z hlediska metodologie.
Souborem tohoto vybérového Setfeni je vyzkumny vzorec reprezentativni pro dospélou populaci
(stars{ 18 let) vy$e uvedenych okrestt Ceské republiky. Sbér dat probéhl v terminu 25. 2. 2021 az
6. 3. 2021. Celkovy vzorek je 509 respondentt.

Cilem vyzkumu bylo provedeni priizkumu ve vybranych lokalitich (okresech) Ceské republiky
dle kvétniho vybéru. Zohlednéna byla pfedevsim velikost mista bydlist¢ a dotazovéni jedinci ze
socidlné slabsich lokalit nebo lokalit s horsi infrascrukturou. Sbér dat takto zadaného vzorku zajis-
tovala agentura STEM/MARK. Vzhledem k pandemii covid-19 sbér dat probéhl prostiednictvim
metodiky CAWI (Computer Asssisted Web Interviewing). STEM/MARK spoluvlastni jeden z nej-
vétsich online panelt — Cesky narodni panel (vice ne 55 tisic respondenttt) — na kterém je mozné
namodelovat pii dané velikosti vzorku reprezentativni vybér obecné populace Ceské republiky, tedy
napfiklad i zdstupce ze skupiny lidi starsich 60 let a zdroven z venkovskych oblasti. Reprezenta-
tivita sbéru dat byla zajisténa vymezenim kvt odvozenych od redlného rozlozeni pozadovanych
charakteristik v populaci. Pro nastaveni kvot byly vyuzity jak vlastni datové opory STEM/MARK,
tak tdaje Ceského statistického tGtadu SLDB 2011. Kvéty byly stanoveny podle pohlavi, véku,
vzdéldni, okresu a velikosti mista bydlisté. Rozdily mezi strukturou sebraného vzorku a populace
ve vybranych okresech byly vyrovndny pomoci vizeni podle pohlavi, vékovych skupin, vzdélani
a velikosti mista bydlisté.

Souddsti prizkumu byla i pilotdz, kterd méla za cil ovéfit relevanci dotazovaciho néstroje. Né-
které z otdzek byly ¢dstecné prevzaty z jinych dotaznikd, ostatni jsme sami vytvafeli. Dotaznik,
pouzity v nasem vybérovém Setfeni, se sklddal z rliznych tematickych ¢dsti:

a) sociodemografické proménné,
b) osobni blahobyt,

¢) subjektivni zdravotni stav,

d) prevence,

e) névyky,

f) préce, bydleni, dostupnost a
g) covid obdobi.

Prvni kontrola dat probéhla bezprostiedné po spousténi vyzkumu v prvnim dnu dotazovdni
ve chvili, kdy dotaznik vyplnilo 20 respondentt. V této fézi byla provedena kontrola: a) zda jsou
v datech vSechny pozadované proménné, b) zda jsou tyto proménné ve sprdvném formdtu, c) zda
spravné funguji filtry, d) zda jsou sprdvné nastaveny kvéty, e) zda jsou pripojeny vSechny doda-

7 Prehled metod a zpUsobu vypoctu indexd je prezentovdn v kapitole 2.
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Health status, quality of life, and
well-being at the level of districts
with the largest health inequalities —
results of the ad-hoc survey

Beatrice-Elena Chromkovd Manea, Zuzana Derflerové Brdazdovd, Leona Muzikovd

The aim of this chapter is to present the results of our research on health, well-being, and lifestyle.
The research was performed in selected districts, which were identified as areas with the greatest
health inequalities. These districts were selected based on the results of the analysis of the indices of
areas we described in the previous chapters’. Based on the results of individual indices, we identified
seven districts where the values were significantly negative. These districts were: Hodonin, Chomu-
tov, Karvind, Louny, Most, Teplice, and Znojmo (Fig. 13.1).

Soufadnicovy systém S-ITSK

km
ERCE)

Obr. 13.1 Vybrané okresy s nejvétsimi nerovnostmi ve zdravi
Fig. 13.1 Selected districts with the greatest health inequalities

This chapter describes the most important results of the statistical analysis of public opinion on
a given issue. We will look at what the adult population living in the selected districts thinks about
individual issues related to subjective health, personal well-being, satisfaction with various aspects
of life, and personal habits.

Before presenting the results, it is necessary to describe the research in terms of its methodology.
The sample survey was made up of a research formula representative of the adult population (over
18 years of age) of the above-mentioned districts of the Czech Republic. Data collection took place
between 25 February 2021 and 6 March 2021. The total sample included 509 respondents.

The aim of the research was to carry out a survey in selected areas (districts) of the Czech Re-
public based on quota sampling. The size of the place of residence and the questioning of individu-
als from socially weaker localities or localities with poorer infrastructure were taken into account.
The collection of data from the sample was provided by the agency STEM/MARK, a.s. Due to
the COVID-19 pandemic, data collection was performed using the CAWI (Computer Assisted

7 An overview of methods and methods of calculating indices is presented in Chapter 2.



te¢né proménné. Findlni price s datovym souborem zahrnovala tyto ¢innosti: a) kontrola Gplnosti
a spravnosti dotazovanych proménnych, b) kontrola duplicit, ¢) kontrola otdzky k ovéfeni pozor-
nosti, d) kontrola pramérné délky dotazovéni, €) kontrola filert, £) kontrola odpovédi na jednotlivé
otazky. Kontrola nevykdzala zddné nedostatky v datovém souboru.

Pro préci s daty byl vyuzit statisticky software IBM SPSS Statistics.

13.1 Subjektivni blahobyt (Subjective well-being)

Jak obyvatelé vybranych okresti hodnoti spokojenost se zivotem nebo riiznymi aspekty zivota? Jak
moc jsou Stastni? Do jaké miry jsou spokojenti se svym zdravotnim stavem?

Subjektivni blahobyt je jiz dlouho pfedmétem bdddni v sociologii, psychologii nebo ekonomii.
V soucasné dobé¢ je chdpdn jako vicerozmérny koncept pokryvajici riizné aspekty zivota a lze fici, ze
je zastfesujicim terminem pro zivotni spokojenost a $tésti (Chromkovd Manea a Strapcovd, 2019).
Razné sociologické vyzkumy poukazuji na fake, ze existuji rozdily v mife subjektivniho blahobytu
jak mezi jednotlivymi zemémi, tak uvnitf zemi mezi rznymi regiony (Puntscher et al., 2014;
Rentfrow, 2018). Bylo také prokdzdno, ze troveii subjektivniho blahobytu v rliznych geografickych
oblastech souvisi s fadou ekonomickych, socidlnich a zdravotnich ukazatelt jak na makrodrovni,
tak na mikro-individudlni drovni (Chromkovd Manea a Strapcovd, 2019). Vztah mezi subjekeiv-
nim blahobytem a zdravotnim stavem je obousmérny. Existuji vyzkumy, keeré prokdzaly, ze subjek-
tivni blahobyt ovliviiuje zdravi a dlouhovékost (Diener, Chan, 2011; Veenhoven, 2012). Chrom-
kovd Manea a Strapcové (2019) zkoumaly subjektivni blahobyt v Cesku a na Slovensku a zjistily,
ze socio-demografické indikdtory jsou dulezicymi determinanty subjektivniho blahobytu v obou
zemich. Nejdulezitdjsi se jevi také zdravotni stav — ¢im lep$i zdravotni stav, tim vys$i spokojenost
se zivotem. Dal¥{ diilezity faktor je region, v némz lidé ziji. V Ceské republice jsou napf. obyvatelé
Prahy méné spokojeni se zivotem nez Moravané.

V nasem vyzkumu jsme zkoumali subjektivni blahobyt jako multidimenziondlni koncept. Sou-
asti vybérového Setfeni byla otdzka s deseti polozkami, které zjistovaly miru spokojenosti s riz-
nymi aspekty osobniho Zivota (graf 13.1). Dospéld populace zijici v téchto okresech hodnotila miru
spokojenosti s kazdou oblasti pomoci desetibodové skily, kde hodnota 1 znamenala, Ze respondent
je zcela nespokojen, 10 znamenala, ze respondent je zcela spokojen.

Spokojenost celkoveé se Zivotem

Spokojenost s osobnimi vztahy

Spokojenost s mistem, kde Zijete

Spokojenost s duchovnim Zivotem / ndboZenstvim
Spokojenost s materialnim zazemim

Spokojenost se zdravim

Spokojenost se Zivotni Urovni

Spokojenost s tim, ¢eho se vam dafi dosahovat
Spokojenost s jistotou do budoucnosti

Spokojenost s vymahatelnosti prava

Graf 13.1 Spokojenost s riznymi aspekty Zivota (promér — celkovy soubor)
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty

Web Interviewing) methodology. STEM/MARK, a.s. co-owns one of the largest online panels —
the Czech National Panel (more than 55,000 respondents) — from which it is possible to model
a representative sample of the general population of the Czech Republic for a given sample size; for
example, representatives from a group of people over 60 and at the same time from rural areas. The
representativeness of the data collection was ensured by defining quotas derived from the real dis-
tribution of the required characteristics in the population. Both the data support of STEM/MARK,
a.s. and data from the Czech Statistical Office SLDB 2011 were used to set the quotas. The quotas
were determined according to gender, age, education, district, and size of place of residence. Differ-
ences between the structure of the collected sample and the population in the selected districts were
compensated by weighting by gender, age group, education, and size of residence.

The survey also included piloting, which was aimed at verifying the relevance of the question-
naire tool. Some of the questions were partly taken from other questionnaires, and others we cre-
ated ourselves. The questionnaire used in our sample consisted of various thematic sections:

a) Socio-demographic variables,

b) Personal well-being,

¢) Subjective health status,

d) Prevention,

e) Habits,

f) Work, housing, accessibility, and
g) COVID-19 era.

The first data check was made immediately after the start of the research on the first day of the
survey, when 20 respondents completed the questionnaire. At this stage, we checked: a) whether all
required variables are in the data, b) whether these variables are in the correct format, ¢) whether
the filters are working properly, d) whether the quotas are set correctly, and e) whether all additional
variables are attached. The final work with the data file included the following activities: a) checking
the completeness and correctness of the queried variables, b) checking for duplicates, ¢) checking
the questions to verify attention, d) checking the average query length, ¢) checking the filters, and
f) checking the responses to the individual questions. These activities did not reveal any deficiencies
in the data file.

IBM SPSS Statistics software was used for processing the data.

13.1 Subjective well-being

How do the inhabitants of selected districts assess their satisfaction with their life or various aspects
of their life? How happy are they? To what extent are they satisfied with their state of health?
Subjective well-being has long been the subject of research in sociology, psychology, and econom-
ics. It is currently understood as a multidimensional concept covering various aspects of life and can
be said to be an umbrella term for life satisfaction and happiness (Chromkovd Manea and Strapcovd,
2019). Various sociological studies point to the fact that there are differences in the degree of subjec-
tive well-being both between countries and between different regions within countries (Puntscher et
al., 2014; Rentfrow, 2018). It has also been shown that the level of subjective well-being in various
geographical areas is related to a number of economic, social, and health indicators both at the macro
level and at the micro-individual level (Chromkovd Manea and Strapcovd, 2019). The relationship
between subjective well-being and health is reciprocal. There are studies that have shown that subjec-
tive well-being affects health and longevity (Diener, Chan, 2011; Veenhoven, 2012). Chromkov4
Manea and Strapcovd (2019) examined subjective well-being in the Czech Republic and Slovakia
and found that socio-demographic indicators are important determinants of subjective well-being
in both countries. The most important thing is also health status — the better the health status, the
higher the life satisfaction. Another important factor is the region in which people live. In the Czech
Republic, for example, the inhabitants of Prague are less satisfied with life than those from Moravia.
In our research, we examined subjective well-being as a multidimensional concept. The sample
survey included a question with ten items that determined the degree of satisfaction with various
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Z vysledka grafu 13.1 je patrné, ze se hodnota spokojenosti s riznymi aspekty Zivota se pohy-
buje v rozmezi 4,48 v piipadé¢ spokojenosti s vymahatelnosti priva a 7,04 pro spokojenost s osob-
nimi vztahy. Od hodnoceni spokojenosti s osobnimi vztahy se skoro nelisi spokojenost s duchov-
nim nebo ndbozenskym Zivotem a s mistem, kde Ziji respondenti. S vyznamnym odstupem se lisi
spokojenost s jistotou do budoucnosti a vymahatelnosti préva. Celkovd spokojenost se zivotem m4
hodnotu 7,02 a je téméf totoznd se spokojenosti s osobnimi vztahy.

Je nutno dodat, ze korela¢ni analyza (byl vyuzit Pearsontiv korelaéni koeficient) poukdzala na
stfedni az silnou asociaci mezi celkovou spokojenosti se Zivotem a ostatnimi aspekty Zivota (az
0,69) s vyjimkou spokojenosti s duchovnim Zivotem / nédbozenstvim a spokojenosti s vymahatel-
nosti prava, kde hodnota korela¢niho koeficientu byla nizsi (0,32). Faktorovd analyza provedena
na baterii polozek méfici spokojenost s riiznymi aspekty Zivota poukdzala na to, Ze baterie mé jen
jednu dimenzi (obecnd mira spokojenosti), kterd vycerpala 52 % variance odpovédi.

Podivdme-li se na spokojenost s riznymi aspekty zivota podle okrestl, zjistime urcité rozdily
mezi okresy. Ndsledujici grafy prezentuji spokojenost s nékterymi aspekty Zivota podle okrest (graf
13.2). Rozdily mezi okresy se pohybuji v rozmezi{ 0,7 az 1,5 bodu na desetibodové skdle. Nejvyssi
rozdil mezi okresy najdeme v piipadé¢ spokojenosti s duchovnim Zivotem (az 1,5 body: okres Tep-
lice 5,8 bodt oproti Znojmu se 7,3 body), spokojenosti s materidlnim zézemim (1,5 body: okres
Teplice 6,0 bodi oproti 7,5 bodu v Mosté) nebo spokojenosti s vymahatelnosti prava (az 1,2 body:
okres Teplice 3,8 oproti Znojmu 5,0). Nejnizsi rozdily pozorujeme ve spokojenosti se zdravim
(0,7 body: okres Karvind 6,2 oproti okresu Most 6,9) nebo ve spokojenosti s mistem, kde ¢lovek
zije (0,8 bodu: okres Teplice 6,6 bodu oproti 7,4 bodu ve Znojmé). Celkové vysledky poukazuji na
fake, Ze okres Teplice m4 nejnizsi spokojenost v sedmi z deseti aspektii Zivota. Naopak okres Most
ma nejvyssi spokojenost v Sesti z deseti aspektti Zivota méfenych v nasem vyzkumu.

Co se tyce dalsiho indikdtoru osobniho blahobytu — $tésti v Zivoté — je z grafu 13.3 zfejmé, ze
ze sedmi Setfenych okrest jsou nejstastnéjsi lidé v okresu Teplice (7,1 boda na desetibodové skle).
Lidé v okresu Karvind majf nejniz$i hodnotu $tésti ve srovndni s ostatnimi dotéenymi okresy (rozdil
mezi okresem Karvind a Teplice ¢inf jeden bod). Celkovd troven Stésti v nasem souboru (7 vybra-

nych okrest) je 6,4 bodu.

Louny 6,5
Hodonin 6,2

Karvina
3

o
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N

Graf 13.3 Urovefi §tésti v Zivoté (promér)

Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty
Graph 13.3 Level of happiness in life (average)

Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation
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aspects of personal life (Graph 13.1). The adult population living in these districts assessed the level
of satisfaction with each area using a ten-point scale, where a value of 1 meant that the respondent
was completely dissatisfied, and 10 meant that the respondent was completely satisfied.

The results in Graph 13.1 show that the value of satisfaction with various aspects of life ranges
from 4.48 in the case of satisfaction with law enforcement to 7.04 for satisfaction with personal
relationships. Satisfaction with spiritual or religious life and with the place where the respondents
live is almost indistinguishable from the evaluation of satisfaction with personal relationships. Satis-
faction with confidence for the future and law enforcement differs significantly. Overall satisfaction
with life has a value of 7.02 and is almost identical to satisfaction with personal relationships.

Overall life satisfaction

Satisfaction with personal relationships
Satisfaction with the place of living
Satisfaction with spiritual life/religion
Satisfaction with material conditions
Satisfaction with health

Satisfaction with living conditions

Satisfaction with what you manage to achieve
Satisfaction with confidence for the future

Satisfaction with law enforcement

Graph 13.1 Satisfaction with various aspects of life (average — total sample)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation

It should be added that correlation analysis (Pearson’s correlation coefficient was used) showed
a medium to strong correlation between overall satisfaction with life and other aspects of life (up to
0.69) with the exception of satisfaction with spiritual life/religion and satisfaction with law enforce-
ment, where the value of the correlation coeflicient was lower (0.32). A factor analysis performed on
a battery of items measuring satisfaction with various aspects of life indicated that the battery has only
one dimension (general level of satisfaction), which exhausted 52% of the variance of the responses.

If we look at satisfaction with various aspects of life by district, we find certain differences between
the districts. The following graphs present the satisfaction with certain aspects of life by district (for
an illustration, see Graph 13.2). The differences between the districts range from 0.7 to 1.5 points
on a ten-point scale. The highest difference between districts can be found in the case of satisfaction
with spiritual life (up to 1.5 points: the district of Teplice with 5.8 points compared to Znojmo with
7.3 points), satisfaction with material conditions (1.5 points: the district of Teplice with 6.0 points
compared to 7.5 points in Most), or satisfaction with law enforcement (up to 1.2 points: the district
of Teplice with 3.8 points compared to Znojmo with 5.0 points). The lowest differences are observed
in satisfaction with health (0.7 points: the Karvind district with 6.2 compared to the Most district
with 6.9) or in satisfaction with the place where a person lives (0.8 points: the Teplice district with
6.6 points compared to 7.4 points in Znojmo). The overall results point to the fact that the Teplice
district has the lowest satisfaction in seven out of the ten aspects of life. On the contrary, the Most
district has the highest satisfaction in six out of the ten aspects of life measured in our research.

As for another indicator of personal well-being — happiness in life — it is clear from Graph 13.3
that of the survey districts, the happiest people are in the Teplice district (7.1 points on the ten-
point scale). People in the Karvind district have the lowest value of happiness compared to the other
districts concerned (the difference between the Karvind and Teplice districts is one point). The total
level of happiness in our group (seven selected districts) is 6.4 points.
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Graf 13.2 Spokojenost s nékterymi aspekty Zivota podle okrest (vybér oblasti — promér)

Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty
Graph 13.2 Satisfaction with certain aspects of life by district (selection of areas — average)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation
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13.2 Hodnoceni subjektivniho zdravotniho stavu, prevence nemoci
a informovanosti o zdravotnim stavu

V dalsi ¢asti kapitoly prezentujeme vysledky analyzy otdzek, keeré se zaméfily jak na subjektivni
zdravotni stav dospélé populace ve vybranych okresech, tak na prevenci, informovanost o preven-
tivnich prohlidkdch a spokojenost s dostupnosti zdravotni péce.

Koncept subjektivniho nebo sebehodnoceného zdravi je pomérné bézné vyuzivan v sociologii, de-
mografii nebo psychologii a je standardni sou¢dsti fady mezindrodnich (kvantitativnich) vyzkumi, at
uz prifezovych, ¢ longitudindlnich. Sebehodnocené zdravi ¢asto figuruje jako jeden z diléich aspeket
$irSich koncept, napiiklad Zivotni spokojenost / Stésti / blahobyt, kvalita Zivota a kvalita Zivota
spojend se zdravim (health-related quality of life). Hiibelovd, Chromkovd Manea a Kozumplikov4
(2021) shrnuji nejdalezitéjsi aspekty subjektivniho zdravotniho stavu a poukazuji na komplexitu de-
finic a operacionalizaci tohoto konceptu. V nasem vyzkumu jsme pouzili pétibodovou likertovskou
$kalu v podobé sebehodnoceni zdravi jako ,,1 — vyborné, 2 — velmi dobré, 3 — dobré, 4 — pramérné/
uspokojivé, 5 — $patné” po vzoru riiznych mezindrodnich a éeskych vyzkumu (viz napt. mezindrodni
vyzkum ISSP — International Social Survey Program nebo CHPS — Czech Household Panel Study®).

V oblasti hodnoceni subjektivniho zdravotniho stavu pfevazuje pozitivni hodnoceni (graf 13.4).
Celkové¢ jako dobry az vyborny hodnoti sviij zdravotni stav Sest z deseti dotdzanych (pfiblizné
65 %), z toho 6 % jako ,,vyborny®, 24 % jako ,velmi dobry® a 35 % jako ,dobry®. Skoro ¢tvrtina
(24 %) respondenti své zdravi hodnoti jako ,,primérné®. Za ,$patny” povazuje sviij zdravotni stav
jeden z deseti dotdzanych respondentt (pfiblizné 11 %).

Dalsi vysledky ze stejného grafu (graf 13.4) ukazuji hodnoceni subjektivniho zdravotniho stavu
ve zkoumanych okresech. Nejlepsi okres je Chomutov, kde 70 % dospélé populace hodnoti zdra-
votn{ stav jako dobry az vyborny. Dalsi v pofadi jsou Znojmo (69 %) a Hodonin (68 %). Na dru-
hém konci se nachdzi okres Karving, kde pfiblizné 61 % respondenti udéva pozitivni hodnoceni.
Okresy Louny, Teplice a Karvind jsou okresy, kde najdeme nejvyssi zastoupeni téch, ktefi hodnoti
sviyj zdravotni stav jako $patny (13 az 15 %).

celkové 6 %
Znojmo |6%

X

13.2 Evaluation of subjective health status, disease prevention,
and health awareness

In the next part of the chapter, we present the results of the analysis of questions that focused on
the subjective health status of the adult population in the selected districts, as well as on prevention,
awareness of preventive examinations, and satisfaction with accessibility to health care.

The concept of subjective or self-assessed health is commonly used in sociology, demography,
or psychology, and is a standard part of several international (quantitative) research projects, either
cross-sectional or longitudinal. Self-assessment of health often appears a sub-aspect of broader con-
cepts, such as life satisfaction/happiness/well-being, quality of life, and health-related quality of life.
Hiibelovd, Chromkovd Manea and Kozumplikova (2021) summarise the most important aspects of
subjective health and point out the complexity of definitions and the operationalisation of this con-
cept. In our research, we used the five-point Likert scale in the form of a self-assessment of health
being “1. excellent, 2. very good, 3. good, 4. average, and 5. poor” following the example of various
international and Czech surveys (see e.g., the international research of ISSP — International Social
Survey Program or CHPS — Czech Household Panel Scudy®).

In the evaluation of subjective health status, a positive evaluation prevails (Graph 13.4). Over-
all, six out of ten respondents (approximately 65%) rated their health as being from good to excel-
lent, with 6% being “excellent”, 24% “very good” and 35% “good”. Almost a quarter (24%) of the
respondents rated their health as being “average”. One in ten respondents (approximately 11%)
considered their health status to be “poor”.

Other results from the same graph (Graph 13.4) show the evaluation of subjective health status
in the studied districts. The best district is Chomutov, where 70% of the adult population rated
their health as good to excellent. Next was Znojmo (69%), and the Hodonin (68%). At the other
end is the district of Karvind, where approximately 61% of respondents give a positive rating.
Louny, Teplice, and Karvind are districts where we find the highest proportion of those who rate
their health as being poor (13 to 15%).
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Graf 13.4 Hodnoceni subjektivniho zdravotniho stavu (v %) — celkové a podle okres
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty

& Data z CHPS jsme vyuzili v prvni fézi naseho projektu, kde jsme spoéitali indexy pro oblast 9. Z divodu

zachovdni kontinuity v méfeni jsme svolili pracovat se stejnou skdlou pro méreni subjektivniho zdravotniho
stavu.

Graph 13.4 Evaluation of subjective health status (in %) — total and by district
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation

& We used data from CHPS in the first phase of our project, where we calculated the indices for area 9.

In order to maintain continuity in the measurement, we worked with the same scale for measuring the
subjective health status.

73



Pokud jde o povédomi respondentii ohledné bezplatné 1ékatské preventivni prohlidky u vlast-
niho praktického lékaie jednou za dva roky, devét z deseti dotazovanych v nasich okresech tvrdi, ze
o této moznosti védi. Jen desetina respondentt deklaruje, Ze tuto moznost neznd. Co se tyce rozdila
mezi okresy, z grafu 13.5 zjitujeme, ze v okresu Louny je nejvys$i podil lidi (16 %), ktefi nemaji
povédomi o bezplatné lékaiské preventivni prohlidce u vlastniho prakeického lékafe jednou za dva
roky oproti 8 % v okresu Znojmo.

Dile se podivime na vysledky baterie otdzek, keerd méfila pravidelnost preventivnich prohlidek
jak u praktického Iékate, tak u zubniho nebo specializovaného lékate. Respondenti mohli odpo-
védét bud ,ano, pravidelné®, ,jen nékdy“, nebo ,nikdy jsem nechodil(a)“. Celkové 63 % vsech
respondent(l v danych okresech chodi pravidelné na preventivni prohlidky u praktického lékate,
tietina chodi nepravidelné a 7 % dotazovanych nikdy nechodi. Existuji néjaké rozdily mezi okresy
v pravidelnosti ndvstév u praktického lékate? Graf 13.6 ndm poskytuje rozloZeni odpovédi na pravi-
delnost ndvstév u prakeického lékafe podle okrest. Z grafu je patrné, ze existuji urcité rozdily mezi
okresy. Nejnizsi pravidelnost vykazuji okresy Znojmo (46 %) a Hodonin (50 %) oproti nejvyssi
pravidelnosti v okresu Most (71 %). Pravidelnosti nad 60 % dosahuji vSechny ostatni okresy v na-
$em vyzkumu. Naopak nejvyssi nepravidelnost vykazuji okresy Znojmo a Hodonin.

Vysledky v grafu 13.7 prezentuji pravidelnost preventivnich prohlidek u zubniho lékafe podle
okrest. I tady najdeme rozdily mezi okresy. Nejvétsi rozdil je mezi okresem Znojmo, kde jen néco
ptes polovinu respondenttl chod{ pravidelné k zubnimu Iékafi, a okresem Hodonin, kde tii ¢tvrtiny
respondent(l uddvaji, Ze chodi pravidelné. V ostatnich okresech se pravidelnost pohybuje mezi 65
a 70 %. Porovndme-li pravidelnost ndvstév u praktického a zubniho lékafe mezi okresy, zjistime
zajimavy vysledek, a to Ze Hodonin, i kdyZ m4 nejhorsi pravidelnost navstév u praktického lékate,
ma naopak nejlepsi pravidelnost u zubniho lékate.

Pro dplnost doplnime i vysledky pravidelnosti ndvstév u specializovaného lékaie (graf 13.8).
Celkové jen néco mélo pres polovinu dotazovanych pravidelné navitévuje specializovaného 1ékare
(54 %). Z hlediska distribuce odpovédi podle okresu pozorujeme nékolik rozdilti: v okresu Znojmo
jen 47 % respondenti pravidelné chodi k specializovanému 1ékafi, zatimco v okresu Louny se pra-
videlnost vySplhala na 65 %. Rozdily mezi okresy ¢dste¢né souvisi s incidenci chronickych one-
mocnéni a potiebou odborné specializované péce. Podivime-li se na strukturu tmrtnosti podle
nejcastéjsich pricin smrti, vybrané okresy na jizni Moravé (tj. Znojmo a Hodonin) jsou na tom
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Graf 13.5 Informovanost o prévu na bezplatnou lékafskou preventivni prohlidku u praktického

lékare (v %)

Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty
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Regarding the awareness of the respondents of free medical preventive examinations at their
own general practitioner once every two years, nine out of ten respondents in our districts stated
that they know about this possibility. Only one tenth of the respondents declared that they do not
know about this possibility. Regarding the differences between districts, Graph 13.5 shows that the
highest share of people unaware of free medical preventive examinations at their own general prac-
titioner once every two years is the Louny district (16%), compared to 8% in the Znojmo district.

Next, we will look at the results of a battery of questions that measured the regularity of preven-
tive examinations at both the general practitioner and the dentist or specialist doctor. Respondents

» o«

could answer either “yes, regularly”, “only sometimes” or “I've never been”. A total of 63% of all
respondents in the given districts regularly go for preventive check-ups at a general practitioner,
a third go irregularly and 7% of respondents never go. Are there any differences between the dis-
tricts in the regularity of visits to a general practitioner? Graph 13.6 provides us with a distribution
of answers to the regularity of visits to a general practitioner by district. The graph shows that there
are some differences between districts. The lowest regularity is reported by the districts of Znojmo
(46%) and Hodonin (50%) compared to the highest regularity in the district of Most (71%). All
other districts in our research achieve a regularity of above 60%. On the contrary, the highest ir-
regularity is shown by the districts of Znojmo and Hodonin.

The results in Graph 13.7 show the regularity of preventive examinations at the dentist by dis-
trict. Here, too, we find differences between districts. The biggest difference is found in the district
of Znojmo, where just over half of the respondents go to a dentist regularly, and the district of
Hodonin, where three quarters of the respondents state that they go regularly. In other districts, the
regularity is between 65 and 70%. If we compare the regularity of visits to a general practitioner
and a dentist between districts, we find an interesting result and the fact that Hodonin, although it
has the worst regularity of visits to a general practitioner, has the best regularity of visits to a dendist.

For completeness, we have also added the results of the regularity of visits to a specialist doctor
(Graph 13.8). In total, just over half of the respondents regularly visit a specialist doctor (54%).
In terms of the distribution of responses by district, we observe several differences: in the Znojmo
district, only 47% of respondents regularly see a specialist, while in the Louny district the regu-
larity climbs to 65%. Differences between districts are partly related to the incidence of chronic
diseases and the need for specialised care. If we look at the structure of mortality according to the
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Graph 13.5 Awareness of the right to a free preventive medical examination at a general practi-
tioner (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation



podstatné [épe se strukeurou dmrtnosti nez ostatni okresy v naSem vyzkumu (gj. Teplice, Most,
Chomutov, Karvind a Louny). Lécenych diabetikii je nadprimérné v okrese Znojmo a Teplice.

v/ 7

Chomutov, Znojmo a Karvind maji vy$$i imrtnost na onemocnéni jater, pficemz okresy zdpadnich
Cech (Teplice, Most, Chomutov a Louny) maji jednu z nejvy$sich tmrtnosti zptisobenou koute-
nim. Pravidelnost ndv§tév u specializovaného lékate souvisi s vékem. Cim star$f jsou respondenti,
tim vys$si je u nich pravidelnost ndvstév u specializovaného lékafe.
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Graf 13.6 Pravidelnost preventivnich prohlidek u praktického lékafe podle okrest (v %)
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty
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Graf 13.7 Pravidelnost preventivnich prohlidek u zubniho Iékare podle okresd (v %)
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty

most common causes of death, selected districts in South Moravia (i.e., Znojmo and Hodonin) are
significantly better than other districts in our research (i.e., Teplice, Most, Chomutov, Karvind, and
Louny). The number of treated diabetics is above average in the districts of Znojmo and Teplice.
Chomutov, Znojmo and Karvind have a higher mortality rate from liver disease, while districts in
western Bohemia (Teplice, Most, Chomutov, and Louny) have one of the highest mortality rates
due to smoking. The frequency of visits to a specialist doctor is related to age. The older the re-
spondents, the higher the frequency of visits to a specialist doctor.
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Graph 13.6 Regularity of preventive examinations at a general practitioner by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation
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Graph 13.7 Regularity of preventive examinations at the dentist by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation
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Graf 13.8 Pravidelnost preventivnich prohlidek u specializovaného lékare podle okrest (v %)
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty

Co se tyce srozumitelnosti informaci poskytovanych o zdravotnim stavu, mezi respondenty pre-
vlddd ndzor, Ze zcela rozuméli informacim o zdravotnim stavu, které jim byly sdéleny pfi preven-
tivni prohlidce (83 % respondenti). Jen 16 % dotdzanych md pocit, Ze jen ¢dste¢né porozuméli
informaci, a zbyvajici 1 % respondenttl vitbec nerozumélo.

13.3 Dostupnost lékarské péce — spokojenost

Respondenti byli dotazovéni i na spokojenost s dostupnosti [ékaiské péée. Spokojenost byla zjisténa
pomoci dvou otdzek, které méfily jak spokojenost se vzddlenosti bydlist¢ od ambulance praktického
lékate, tak spokojenost se vzddlenosti bydlist¢ od ambulance specializovanych lékaia. K tomu byla
pouzita Sbodovd skéla spokojenosti, kde 1 znamend ,,velmi spokojen(a)“ a 5 ,,velmi nespokojen(a)®.
Pro Géel této kapitoly byla skéla zredukovdna na kategorie spokojeny, neutrdlni a nespokojeny.

Z grafu 13.9 je patrné, Ze mezi respondenty pievlddd spokojenost se vzddlenosti od mista
bydlidt¢ k ambulancim prakrického lékate, a to ve vSech okresech. Urovet spokojenosti se pohy-
buje mezi 68 % v okresu Most a 84 % v okresu Teplice. Nejvice nespokojenych respondentt na-
jdeme v okresu Most (13 %) a nejméné v okresu Hodonin (jen 2 % nespokojenych respondenti).
V rémci dalsich analyz jsme zkontrolovali, jestli spokojenost se vzddlenosti bydlist¢ od ambulance
praktického lékafe nesouvisi se spokojenosti se vzddlenosti bydlisté¢ od krajského mésta vzhledem
k poctu prakeickych lékait podle velikosti obce. Zjistili jsme silnou statisticky signifikantni aso-
ciaci v okresech Karvind a Teplice, mirnou az stfedni asociaci v okresech Most, Znojmo, Hodonin
a Chomutov a zddnou asociaci v okresu Louny.

Podivdme-li se na spokojenost se vzddlenosti bydlist¢ od specializovanych ambulanci, zjistime,
ze se mira spokojenosti pohybuje mezi 61 % v okresu Louny a 72 % v okresu Chomutov (graf
13.10). Obecné je mira spokojenosti se vzddlenosti bydlist¢ od specializovanych 1ékatti mensi nez
se vzddlenosti bydlist¢ od prakrtickych lékatti. I mira nespokojenosti je vyssi a ve vSech okresech je
kazdy desdty respondent nespokojen se vzdalenosti od specializovanych Iékara. Opét jsme testovali
souvislost mezi spokojenosti a vzdalenosti bydlist¢ od krajského mésta, kde se nahdzi vétina vel-
kych lékaiskych zafizeni se specializovanymi ambulancemi, a spokojenosti se vzddlenosti bydlisté
od specializovanych lékatt. I v tomto piipadé jsme zjistili stfedni az silnou souvislost ve vSech okre-
sech s vyjimkou okresu Louny, kde se tato souvislost nepotvrdila.
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Graph 13.8 Regularity of preventive examinations by a specialist doctor by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation

Regarding the comprehensibility of the information provided on health status, the prevailing
opinion among the respondents is that they fully understood the information on health status
that was provided to them during the preventive examination (83% of respondents). Only 16%
of respondents feel that they only partially understood the information and the remaining 1% of
respondents did not understand at all.

13.3 Accessibility to medical care - satisfaction

Respondents were also asked about their satisfaction with the accessibility to medical care. Satis-
faction was determined using two questions that measured both satisfaction with the distance of
residence from a general practitioner’s outpatient clinic and satisfaction with the distance from
a specialist doctor’s outpatient clinic. A 5-point satisfaction scale was used for this, where 1 means
“very satisfied” and 5 “very dissatisfied”. For the purpose of this chapter, the scale has been reduced
to the categories satisfied, neutral, and dissatisfied.

Graph 13.9 shows that satisfaction with the distance from the place of residence to a general
practitioner’s outpatient clinic prevails among the respondents, in all districts. The level of satisfac-
tion ranges between 68% in the Most district and 84% in the Teplice district. The most dissatisfied
respondents can be found in the Most district (13%), and the least in the Hodonin district (only
2% dissatisfied respondents). During further analysis, we checked whether the satisfaction with
the distance from the place of residence to a general practitioner’s outpatient clinic is related to
satisfaction with the distance from the residence to a regional city due to the number of general
practitioners based on the size of the municipality. We found a strong statistically significant as-
sociation in the districts of Karvind and Teplice, a mild to moderate association in the districts of
Most, Znojmo, Hodonin, and Chomutov, and no association in the district of Louny.

If we look at the satisfaction with the distance from the place of residence to a specialist doc-
tor’s outpatient clinics, we find that the satisfaction rate is between 61% in the Louny district, and
72% in the Chomutov district (see Graph 13.10). In general, the degree of satisfaction with the
distance from the place of residence to a specialist doctor’s outpatient clinic is less than with the
distance to a general practitioner’s outpatient clinic. The level of dissatisfaction is also higher, and in
all districts every tenth respondent is dissatisfied with the distance to a specialist doctor’s outpatient
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Graph 13.9 Satisfaction with the distance from the place of residence to the general practi-

tioner’s outpatient clinic by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation
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Graph 13.10 Satisfaction with the distance from the place of residence to a specialist doctor’s
outpatient clinic by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation

clinic. Again, we tested the relationship between satisfaction with the distance from the place of
residence to a regional city, where most large medical facilities with specialist doctor’s outpatient
clinics are located, and satisfaction with the distance from the place of residence to a specialist doc-
tor’s outpatient clinics. Even in this case, we found a medium to strong correlation in all districts,
with the exception of the Louny district, where this correlation was not confirmed.
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13.4 Zivotni styl

vev/

Definic terminu zivotn{ styl existuje mnoho, od téch nejobecnéjsich (napt. ustdleny systém cinnosti
a vztaht charakeerizujici dany objekt) az k velmi konkrétnim. Chceme-li se vénovat zZivotnimu
stylu jako souboru determinant ovliviiujicich zdravi, pouzijeme pro tento Gcel definici Svétové
zdravotnické organizace (WHO), jez oznaluje souslovim Zzivotni styl takovy zptsob Zivota, ktery
ovliviiuje riziko vzniku zdvaznych onemocnéni a/nebo pfedcasné smrti (World Health Organisa-
tion, Regional Office for Europe, 1999).

Mezi kli¢ové determinanty zivotniho stylu jsou zafazovdny ty, které maji v souvislosti s ovliviio-
vénim zdravi, resp. rizikem pfedcasné smrti velky potencidl. Typicky pracuji epidemiologické studie
s faktory, jako jsou koufeni, vyziva, pohybovd aktivita, alkohol, déle uzivini drog, osobni hygiena,
socidlni kontakty, zvldddni stresu, sexudlni aktivita, spanek, expozice slune¢nimu zdfeni, chovdni
v silni¢nim provozu a dalsi. Pro nasi popisnou studii jsme vybrali ke sledovéni faktory, které v rdmci
zivotniho stylu ovliviuji rizika vzniku zdvaznych onemocnéni a pred¢asného tmrti nejsilnéji. Jsou
to kufdctvi, vyziva, pohybovd aktivita a konzumace alkoholu.

V ndmi sledovanych okresech respondenti uddvaji vysoky podil soucasnych pravidelnych kaz-
dodennich kufdka cigaret, a to od 18,6 % v Lounech az do 42,8 % v Teplicich, vice nez 10 cigaret
denné vykouii v Teplicich 27,8 % dotazovanych (graf 13.11).

Vyivové ndvyky z hlediska kritéria zdravotn{ vhodnosti lze v podminkdch Ceské republiky po-
mérné dobfe uchopit pomoci hodnoceni konzumace ovoce a zeleniny. Jednak jsou to komodity
jednozna¢né prospé$né zdravi, jednak je jejich konzumace asociovdna s dalsimi zdravymi vyzivo-
vymi ndvyky. Co se tyce $kdlovani konzumace ovoce a zeleniny, jsou v nasi studii pouzita frekveneni
pdsma, kterd lze pomérné zddrné interpretovat nejenom z hlediska zddouci versus nedostate¢né
konzumace, ale lze zkonstruovat i interpretovatelné intervaly mezi témito krajnimi hodnotami.
Doporuéeni pro zdravé dospélé obyvatele Ceské republiky hovofi o dennim doporuceném mnoz-
stvi 500 g, coz by odpovidalo 5 porcim, pokud bychom za jednu porci povazovali mnozstvi 100 g.
Kategorie 4 az vicekrdt denné se tedy velmi blizi tomuto doporuéeni. Za frekvenci, u které lze
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Graf 13.11 Frekvence koufeni podle okresi (v %)
Zdroj dat: Vybérové 3etfeni Zdravotni stav, kvalita Zivota a blahobyt, 2021; vlastni vypoéty
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13.4 Lifestyle

There are many definitions of the term lifestyle, from the most general (e.g., a stable system of
activities and relationships characterising a given object) to very specific ones. To address lifestyle
as a set of determinants of health, we use the definition of lifestyle from the World Health Organi-
sation (WHO), which states that a healthy lifestyle is a way of living that lowers the risk of being
seriously ill or dying early (World Health Organisation, Regional Office for Europe, 1999).

The key determinants of lifestyle are those that have a great potential to influence health or
risk of premature death. Typically, epidemiological studies work with factors such as smoking,
nutrition, physical activity, alcohol, drug use, personal hygiene, social contacts, stress management,
sexual activity, sleep, exposure to sunlight, road traffic behaviour, and more. For our descriptive
study, we selected factors for monitoring that most strongly influence the risks of serious illness and
premature death in the framework of lifestyle. These were smoking, nutrition, physical activity, and
alcohol consumption.

In our monitored districts, the respondents reported a high share of regular daily cigarette
smokers, ranging from 18.6% in Louny to 42.8% in Teplice, and 27.8% of respondents in Teplice
stated that they smoke more than 10 cigarettes a day (Graph 13.11).

Nutritional habits under the conditions of the Czech Republic can be understood relatively
well from the point of view of health suitability criteria by evaluating the consumption of fruits
and vegetables. On the one hand, these commodities are clearly beneficial to health, and on the
other hand, their consumption is associated with other healthy eating habits. Regarding the scaling
of consumption, our study uses frequency bands that can be relatively successfully interpreted not
only in terms of desirable versus insufficient consumption, but they can also construct interpretable
intervals between these extreme values. The recommended daily consumption for healthy adults in
the Czech Republic is 500 g, which corresponds to five servings, if we consider 100 g as a single
serving. Therefore, the category 4 to several times a day is very close to this recommendation. The
frequency at which the potential for a successful approach to the 500 g per day recommendation
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Graph 13.11 Frequency of smoking by district (in %)
Data source: Ad-hoc survey Health status, quality of life, and well-being, 2021; own calculation



predpoklddat potencidl pro Gspésné priblizeni se doporuceni 500 g denné, mazeme poklddat tidaj
1-3krdt denné, protoze ovoce ¢i zelenina se alespon denné néjakym zptsobem objevi v jidelnicku.
Dalsi frekvence jsou jednozna¢né nedostate¢né. Jako pravdépodobné vysvétleni nizké konzumace
miizeme nabidnout diivody ekonomické, déle ovlivnéni malou dostupnosti, absenci pravidelnych
vyzivovych ndvyka, chybéni vyzivové tradice spojené s jinymi kulturnimi zvyklostmi a nedosta-
te¢né nutri¢ni vzdeldni (tzv. nutriéni gramotnost).

NahliZeno timto prismatem lze vnimat fake, ze ve Znojmé, mistu s dlouhodobou tradici pro-
dukce ovoce a zeleniny, uddvali Gcastnici studie kazdodenni konzumaci ovoce a zeleniny ve 45,5 %,
zatimco v Mosté vykazovali respondenti pouze 26,6 %, zbylych 5 okrest vykazuje velmi nizkou
kazdodenni konzumaci v rozmezi od 31,6 % do 42,8 % (graf 13.12). Kazdopddné vSech 7 sledo-
vanych okresii vykazuje zcela nedostate¢nou konzumaci ovoce a zeleniny vzhledem k doporucent,
4 a vicekrdt denné konzumuji respondenti v rozmezi od 2,3 % ve Znojmé do 9,5 % v Lounech.

Do hodnoceni konzumace mléka a mléénych vyrobka se obvykle promitaji diivody ekono-
mické a socidlni (zejména vzdéldni). Vzhledem k tomu, Ze tyto komodity patii ke spiSe draz$im
potravindm, jejich vyssi konzumace (doporuceni zni 2-3 porce denné) ukazuje na vy$si nutri¢ni
gramotnost spojenou s lep$im sociockonomickym statusem. V kategorii 2 az vicekrdt denné se na-
lézaji podobné nizkd procenta respondentil jako u komodit ovoce a zeleniny: nejméné v Teplicich
(3,7 %), nejvice v Karviné a v Lounech (19 a 21,3 %; graf 13.13). Vysvétleni budeme pravdépo-
dobné hledat v pfijmech respondenta.

Pravidelnd konzumace lusténin patif k vyzivovym doporuc¢enim (mély by se konzumovat ales-
poil 2-3krét tydné). Pokud bychom hodnotili jako zcela minimalni pozadavek konzumaci alespon
jednou tydné, vidime, Ze sledované okresy vykazuji velmi nizkou frekvenci, tj. od nejméné 9,9 %
respondentit v Lounech do nejvice do 25,9 % respondenttl ve Znojmé (graf 13.14).

Konzumace cukrovinek, sladkosti a slazenych ndpoji svédéi mj. o nizké nutri¢ni gramot-
nosti, nizké motivaci ke zdravému Zivotnimu stylu, je asociovdna s niz$im vzdéldnim obecné
(Finger et al., 2013). Kazdodenni konzumaci vykazuji v ndmi sledovanych okresech respondenti
od 16,1 % v Mosté¢ (patrné vlivem niz$ich pi{jma v rdmci sedmi sledovanych okrest) do 25,1 %
v Karviné, nejméné 3krdt tydné pak od 31,7 % v Mosté do 51,6 % ve Znojmé a 53,8 % v Ho-
doniné (graf 13.15).

Konzumace tzv. ,fast food“ stravy je obvykle dokladem kombinace nizké nutriéni gramot-
nosti, nizké motivace k zdravi prospé&snému chovdni, ale zdroven ukazatelem nikoli nejnizsiho
ckonomického ptijmu. Z tohoto hlediska nepiekvapuje, ze frekvence konzumace této stravy neni
ve sledovanych okresech typicky kazdodenni (graf 13.16). Lze se domnivat, Ze za touto frekvenci
stoji prevdzné diivody ekonomické — tato strava je jednoduse pro nizkoptijmové skupiny populace
pfilis draha.

Hodnoceni fyzické aktivity ukazuje ve sledovanych okresech relativné vyssi podil fyzicky akeiv-
nich, vice nez jedenkrdt za tyden se vénuje fyzické aktivit¢ po dobu nejméné 20 minut od 45,3 %
v Teplicich do 55,3 % v Chomutové, 58,8 % v Karviné a 60,0 % v Lounech (graf 13.17). Nabizi se
vysvétlent, Ze se ve sledovanych oblastech jednd o vétsi podil manudlné pracujicich.

Pomineme-li metodologickou nejistotu, kterd provazi kazdé dotazovani na uzivini névykovych
ldtek véetné alkoholu, konstatujeme, Ze nejméné nékolikrét tydné konzumuji respondenti ve sledo-
vanych okresech alkohol od 16,8 % v Teplicich do 40,1 % v Mosté (graf 13.18).

can be assumed to be 1-3 times a day, because fruits or vegetables appear in the diet at least daily.
Other frequencies are clearly insufficient. As a probable explanation for low consumption, we can
offer economic reasons, as well as the influence of low availability, absence of regular eating habits,
lack of nutritional tradition associated with other cultural habits, and insufficient nutritional educa-
tion (so-called nutritional literacy).

Viewed through this prism, we can perceive the fact that in Znojmo, a place with a long tradi-
tion of fruit and vegetable production, 45.5% of recipients reported daily consumption of fruit and
vegetables, while in Most only 26.6% of respondents reported the same, the remaining five districts
showed very low daily consumption ranging from 31.6% to 42.8% (Graph 13.12). Nevertheless,
all seven of the monitored districts showed an entirely insufficient consumption of fruit and
vegetables according to the recommendations, respondents in the range from 2.3% in Znojmo to
9.5% in Louny consume fruit and vegetables 4 or more times a day.

Economic and social reasons (especially education) are usually reflected in the evaluation of
milk and dairy consumption. Due to the fact that these commodities mostly belong to more ex-
pensive foods, their higher consumption (the recommendation is 2-3 servings per day) indicates
higher nutritional literacy associated with better socio-economic status. In the category 2 to several
times a day, the percentages of respondents are low, similar to fruit and vegetable commodities: the
least in Teplice (3.7%), and the most in Karvind and Louny (19 and 21.3%; Graph 13.13). We will
probably look for an explanation in the respondents’” income.

Regular consumption of legumes is another nutritional recommendation (they should be con-
sumed at least 2-3 times a week). If we evaluate the very minimal requirement to be consumption at
least 1x per week, then we see that the monitored districts show a very low frequency, i.e., from the
least respondents in Louny (9.9%) to at most in Znojmo (up to 25.9% of respondents; Graph 13.14).

Consumption of confectionery, sweets, and sugary drinks indicates, among other things, low
nutritional literacy, low motivation for a healthy lifestyle, and is associated with lower education
in general (Finger et al. 2013). From the districts we monitored, 16.1% of respondents from Most
(probably due to the effect of lower levels of income from the seven monitored districts) to 25.1%
from Karvind reported daily consumption, and 31.7% from Most, 51.6% from Znojmo, and
53.8% from Hodonin reported consumption at least 3 times a week (Graph 13.15).

Consumption of fast food is usually evidence of a combination of low nutritional literacy, low
motivation for healthy behaviour, but not an indicator of the lowest economic income. From this
point of view, it is not surprising that the frequency of consumption of this diet is not typically daily
in the monitored districts (Graph 13.16). It can be assumed that this frequency is mainly due to
economic reasons — this diet is simply too expensive for low-income groups.

Evaluation of physical activity shows a relatively higher share of physically active in the moni-
tored districts. engaged in physical activity for at least 20 minutes from 45.3% of respondents in
Teplice engage in physical activity for more than 20 minutes more than once a week, 55.3% in
Chomutov, 58.8% in Karving, and 60.0% in Louny (Graph 13.17). An explanation may be that in
the monitored areas there is a larger share of manual workers.

Leaving aside the methodological uncertainty that accompanies any inquiry into the use of ad-
dictive substances, including alcohol, we state that respondents in the monitored districts consume
alcohol at least several times a week from 16.8% in Teplice to 40.1% in Most (Graph 13.18).
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Priciny prostorovych diferenciaci
nerovnosti ve zdravi: determinanty
a ukazatele zdravi

14

Dana Hisbelovd, Ales Pefina, Hana Vojdékova

Dekompozici souhrnného indexu zdravi podle vysledki jednotlivych oblasti Ize identifikovat hlavni

determinanty, keeré hodnotu indexu v téchto oblastech ovliviiuji. V pfipadé okresti, které dosahuiji

nejlepsich vysledkt souhrnného indexu zdravi (obr. 11.1 tmavd barva), se jednd o tyto oblasti

a ukazatele:

V oblasti 1 ekonomické podminky a socidlni ochrana (vdha 0,19) jsou piiznivé vysledky u vsech
okresti s vysokou hodnotou indexu zdravi s vyjimkou okresu Brno-mésto, u néhoz snizuji tro-
venl ekonomickych podminek a socidlni ochrany nadprimérné hodnoty mér nezaméstnanosti
jak podle pohlavi, tak podle veku.

V oblasti 2 vzdéldni (vdha 0,18) je pro okresy s vysokym indexem zdravi typické pozitivni nad-
pramérné zastoupeni osob s vysokoskolskym vzdéldnim, a naopak nizky podil osob s nedokon-
¢enym a zdkladnim vzdéldnim.

V oblasti 3 demografické ukazatele (vdha 0,08) dochdzi u vétsiny okresii ke snizeni pofadi, a to
zejména z divodu vys$si hodnoty indexu stdfi, nicméné v tomto piipadé ziistdvd piiznivéd pozice
u okrestt Praha-vychod a Praha-zdpad, které maji mladsi vékovou strukeuru.

Oblast 4 environmentdlni podminky (véha 0,14) je pro skupinu okrest s vysokymi indexem
zdravi spiSe nepfiznivé, coz je zptsobeno nadprimérnymi hodnotami znedisténi ovzdusi a niz-
kym koeficientem ekologické stability. Jedinou vyjimkou je v tomto piipadé okres Ceské Bu-
déjovice. Toto zjisténi miizeme totiz interpretovat také tak, Ze zdravi a pohoda obyvatel regionu
jsou v soucasné dobé spojeny spise s ckonomickym vykonem regionu’.

V oblasti 5 individudlni Zivotni podminky (vdha 0,09) dochdzi u véwiny okrest ke snizeni po-
fadi, pozitivni situace ziistdvd jen u okrest Praha-vychod a Praha-zdpad.

V oblasti 6 bezpe¢nost v silni¢ni dopravé a kriminalita (vdha 0,04) maji okresy s vysokym in-
dexem zdravi dobrou, pfipadné pramérnou pozici, a to kromé hlavniho mésta Prahy, kde je
negativni vysledek v oblasti 6 podminén nadpramérnym podilem dopravnich nehod a registro-
vanych trestnych ¢ina.

V oblasti 7 zdroje zdravotni a socidlni péce (vdha 0,10) je u okrest s vysokym indexem zdravi
situace velmi dobrd, nicméné okresy Praha-vychod a Praha-zdpad za ostatnimi okresy vyrazné
zaostavaji, coz je zptsobeno negativnimi vysledky kapacit [izek v nemocnicich.

V oblasti 8 zdravotni stav (véha 0,20) je situace pozitivni a okresy s vysokym indexem zdravi
spojuje nadpramérnd nadéje doziti a podprimeérnd celkovd standardizovand dmrenost, stejné
tak podprimérnd imrtnost podle zdkladnich pficin smrti, v¢. Gmrti zpasobenych koufenim
tabdku a onemocnénim diabetes mellitus.

V ptipadé okresii, které dosahuji naopak nejhorsich vysledkit souhrnného indexu zdravi

(obr. 11.1 svétld barva), se jednd o tyto oblasti a ukazatele:

V oblasti 1 ekonomické podminky a socidlni ochrana (vdha 0,19) maji vSechny okresy s nizkym
indexem zdravi nepfiznivé vysledky.

V oblasti 2 vzdéldni (vdha 0,18) maji vSechny okresy s nizkym indexem zdravi nepfiznivé vy-
sledky, jedinou vyjimkou je okres Ostrava-mésto s dobrou vzdélanostni strukeurou.

V oblasti 3 demografické ukazatele (vdha 0,08) jsou vysledky velmi rozdilné. Od téch nejvys-
$ich, tedy pfiznivych hodnot (urbanizované okresy Ostrava-mésto, Most, Chomutov, Soko-

Zdravotni politika (Kumar, P, et al. 2019. The nexus between air pollution, green infrastructure and human
health. Environment International. 133(Part A):105181. DOI: 10.1016/|.envint.2019.105181) by se méla
opirat o holistické chépdni vztahi mezi jednotlivymi slozkami Zivotniho prostiedi, Zivotnich podminek
a zdravi. Budovéni a rozvoj tzv. zelené infrastruktury, které mize byt uZitecnd pfi postupném reseni nar(s-
tajiciho znecisténi, mize znamenat lepsi provdzdni ekonomického vykonu regionu s objektivnim zdravim.
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Causes of spatial differentiations
in health inequalities: determinants
and indicators of health

Dana Hijbelovd, Ales Pefina, Hana Vojéaékova

Breaking down the cumulative Health Index according to the results of the individual areas, it is

possible to identify the main determinants that affect the value of the index in these areas. In the
case of the districts that achieve the best results of the cumulative Health Index (Fig. 11.1 dark
colour), these are the following areas and indicators:

In area 1 Economic conditions and social protection (weight 0.19), there are favourable results
in all districts with a high Health Index value, with the exception of the Brno-mésto district,
where the level of economic conditions and social protection is reduced due to above-average
unemployment rates by gender, and by age.

In area 2 Education (weight 0.18), districts with a high Health Index value are characterised
by a positive above-average representation of persons with a university degree, and, conversely,
a low share of persons with incomplete and basic education.

In area 3 Demographic indicators (weight 0.08), the ranking decreases in most districts, mainly
due to a higher value of the age index. However, in this case a favourable position remains in the
districts of Praha-vychod and Praha-zdpad, which have a younger age structure.

Area 4 Environmental conditions (weight 0.14) is mostly unfavourable for the group of dis-
tricts with a high Health Index value, which is due to above-average values of air pollution and
a low coefficient of ecological stability. The only exception in this case is the district of Ceské
Budé¢jovice. We can also interpret this finding as there currently being a link between health and
well-being of a region’s inhabitants and its economic performance.’.

In area 5 Individual living conditions (weight 0.09) the ranking is reduced in most districts.
A positive situation remains only in the districts of Praha-vychod and Praha-zdpad.

In area 6 Road safety and crime (weight 0.04), districts with a high Health Index value have
a good or average position, except for Prague, where the negative result in area 6 is conditioned
by an above-average share of traffic accidents and registered crimes.

In area 7 Sources of health and social care (weight 0.10), the situation is very good in districts
with a high Health Index value. However, the districts of Praha-vychod and Praha-zdpad lag
significantly behind other districts, which is caused by negative results of hospital bed capacity.
In area 8 Health status (weight 0.20), the situation is positive and there is a link between dis-
tricts with a high Health Index value and above-average life expectancy and below-average total
standardised mortality, as well as below-average mortality by basic causes of death, including
deaths due to smoking tobacco and diabetes mellitus.

In the case of districts, which, on the other hand, achieve the worst results of the overall

Health Index (Fig. 11.1 light colour), these are the areas and indicators:

In area 1 Economic conditions and social protection (weight 0.19), all districts with a low
Health Index value have unfavourable results.

In area 2 Education (weight 0.18), all districts with a low Health Index value have unfavourable
results, the only exception being the Ostrava-mésto district with a good educational structure.
In area 3 Demographic indicators (weight 0.08), the results are highly variable. From the high-
est, i.e., favourable values (urbanised districts of Ostrava-mésto, Most, Chomutov, Sokolov)

Health policy (Kumar, Petal. 2019. The nexus between air pollution, green infrastructure and human health.
Environment International. 133(Part A):105181. DOI: 10.1016/].envint.2019.105181) should be based on
a holistic understanding of the relationships between the various components of the environment, living
conditions, and health. Building and developing green infrastructure, which can be useful in gradually
addressing increasing pollution, can mean a better link between the region’s economic performance and
objective health.



Obr. 14.1 Shluky okrest Ceské republiky podle hodnot indexu zdravi
Fig. 14.1 Clusters of districts of the Czech Republic according to the values of the Health Index

Zdroj dat (Data source): podrobné tab. 2.1 (detailed Table 2.1)
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lov) se spiSe mladsi nebo priamérnou vékovou strukturou, az po nizké, tedy negativni hodnoty
v okrese Jesenik, ktery se vyznacuje nadprimérnym indexem stdff a je migracné ztrdtovy.

— Oblast 4 environmentalni podminky (vdha 0,14) vykazuje také rozdilné vysledky. Nadpru-
mérny je index oblasti v okresech Sokolov, Jesenik, Chomutov a Bruntdl a nejnizsi v okresech
Most, Karvina a Ostrava-mésto.

— V oblasti 5 individudlni zivotni podminky (véha 0,09) jsou vysledky také nejednotné. Nejméné
piiznivd je situace v okresech Most, Karvind a Ostrava-mésto a Chomutov, kterd je ovlivnéna
pfedev$im malym podilem bytii vytdpénych elektfinou nebo plynem.

— V oblasti 6 bezpe¢nost v silni¢ni dopravé a kriminalita (vdha 0,04) pfevazuji u okrest s nizkym
indexem zdravi negativni hodnoty, pouze okres Karvind je v této oblasti okolo praméru.

— 'V oblasti 7 zdroje zdravotni a socidlni péce (vdha 0,10) dosahuji okresy nadpriamérnych nebo
pramérnych vysleda s vyjimkou okresu Sokolov, ktery zaostdvd v podilu luzek v nemocnicich.

— V oblasti 8 zdravotni stav (vdha 0,20) maji vSechny okresy s nizkym indexem zdravi neptiznivé
vysledky.

Podle dosazenych hodnot souhrnného indexu zdravi (kapitola 11) byly pomoci shlukové ana-
lyzy vytvoteny shluky (klastry) okresti s podobnymi vysledky. Zelend piedstavuje pozitivni stav,
oranzovd pramérny a Cervend situaci spiSe negativni. Nejlepsiho postaveni dosihly okresy Praha-
-z4pad, Praha-vychod, Brno-mésto, Ceské Budéjovice a hlavni mésto Praha. Naopak nejhiie se
umistily okresy Jesenik, Louny, Sokolov, Teplice, Bruntdl, Chomutov, Ostrava-mésto, Most a Kar-
vind (obr. 14.1).

Pomoci statistickych metod jsme zkoumali vliv oblasti 1 az 7, v nichz jsou obsazeny ukazatele,
které povazujeme za determinanty zdravi, na oblast 8, ve které jsou zahrnuty ukazatele zdravi.
Z vysledkti vyplyvd, ze na oblast 8 (zdravotni stav) maji nejvétsi vliv vysledky oblasti 1 (ekonomické
podminky a socidlni ochrana) a oblasti 2 (vzdéldni). Ostatni oblasti (oblast 3 demografické ukaza-
tele, oblast 4 environmentdlni podminky, oblast 5 individudlni Zivotni podminky, oblast 6 bezpec-
nost v silni¢ni dopravé a kriminalita a oblast 7 zdroje zdravotni a socidlni péée) maji na zdravotni
stav obyvatelstva vliv relativné maly. Lze konstatovat, ze trovenl vzdéldn{ je podstatnym aspektem
zdravotniho stavu. Dusledkem uplatnénych pandemickych (covid-19) omezeni skolni dochdzky
a zavedenim domdciho vzdéldvani by mohlo dojit ke zhorseni kvality zdravi obzvldsté v okresech,
u kterych byly v oblasti 2 (vzdéldni) zaznamendny nepfiznivé vysledky, tj. okres Sokolov a Tachov.

with a mostly younger or average age structure, to low, i.e., negative values in the Jesenik district,
which is characterised by an above-average age index and negative values in terms of migration.

— Area 4 Environmental conditions (weight 0.14) also shows variable results. The area index is
above average in the districts of Sokolov, Jesenik, Chomutov and Bruntdl and is the lowest in
the districts of Most, Karvind, and Ostrava-mésto.

— Inarea 5 Individual living conditions (weight 0.09), the results are also inconsistent. The least
favourable situation is in the districts of Most, Karvind, and Ostrava-mésto and Chomutov,
which is mainly influenced by the small share of dwellings heated by electricity or gas.

— In area 6 Road safety and crime (weight 0.04), negative values prevail in districts with a low
Health Index value. Only the Karvind district is around the average in this area.

— In area 7 Sources of health and social care (weight 0.10), the districts achieve above-average
or average results, with the exception of the Sokolov district, which lags behind in the share of
hospital beds.

— Inarea 8 Health status (weight 0.20), all districts with a low Health Index value have unfavour-
able results.

According to the achieved values of the cumulative Health Index (Chapter 11), clusters of dis-
tricts with similar results were created using a cluster analysis. Green represents a positive position,
orange an average and red a mostly negative situation. The best positions were achieved by the
districts of Praha-zdpad, Praha-vychod, Brno-City, Ceské Budéjovice and Prague. On the contrary,
the worst positions were occupied by the districts of Jesenik, Louny, Sokolov, Teplice, Bruntdl,
Chomutov, Ostrava-mésto, Most, and Karvind (Fig. 14.1).

Using statistical methods, we examined the effect of areas 1 to 7, which contain indicators that
we consider to be determinants of health, on area 8, which includes health indicators. The results
show that area 8 (Health status) is most affected by the results of area 1 (Economic conditions
and social protection) and area 2 (Education). Other areas (area 3 Demographic indicators, area
4 Environmental conditions, area 5 Individual living conditions, area 6 Road safety and crime,
and area 7 Sources of health and social care) have a relatively small impact on the health status of
the population. It can be stated that the level of education is an essential aspect of health status.
As a result of the COVID-19 pandemic restrictions on school attendance and the introduction of
home education, there may be a decline in the quality of health, especially in the districts where the
adverse results were recorded in area 2 (Education), i.e., Sokolov and Tachov districts.
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Prdvni ramec

Jana Dudovd, Ivana Tyléerovd, Ales Pefina

Prévni rdmec ochrany vefejného zdravi vychdzi primdrné z mezindrodniho a evropského préva.
Privo na ochranu zdravi ¢lovéka v podminkich CR je v dstavni roviné zajiténo zejména v ¢lan-
cich 31, 6 a 35 Listiny zékladnich prv a svobod (dile jen LZPS). Clinek 31 LZPS piedstavuje
stézejni ustanoveni prdva na ochranu zdravi. Ve smyslu tohoto ustanoveni ,Kazdy mé privo na
ochranu zdravi. Obc¢ané maji na zdklad¢ vefejného pojisténi prévo na bezplatnou zdravotni péci
a na zdravotni pomiicky za podminek, které stanovi zikon.“ Clének 6 LZPS zakotvuje ochranu
zivota (a odvozené i zdravi lidské existence). Evropsky soud pro lidskd prava ve své jiz ustdlené
judikatufe k pravu na zivot v intencich ¢l. 2 Evropské imluvy o ochrané lidskych prév opakované
zdtiraznil potfebu ochrany Zivota, kterd je posuzovdna v celé jeji komplexnosti — i s ohledem na
pravo ¢lovéka Zit v piiznivém prostiedi (Oneryildiz v. Turkey [2004], stiznost ¢ 48939/99; Taskin
and Others v. Turkey [2004], Murillo Saldias and others v. Spain [2006)], Budayeva and others v.
Russia [2008]; Kolvadenko and others v. Russia [2012]; Brincat and others v. Malta [2014]; Ozel
and others v. Turkey [2015]). Samotné prdvo na piiznivé zivotni prostfedi upravuje ¢l. 35 LZPS
(Miillerov4 et al., 2016).

Aby prédvo na ochranu zdravi a pfiznivého zivotniho prostfedi mohlo byt vynutitelné, musi
byt ve smyslu ¢l. 41 LZPS dile zakotveno v zékoné. V podminkich CR neexistuje jednotny ko-
dex, ktery by komplexné podchytil ochranu vefejného zdravi. Ve smyslu ust. § 2 odst. 1 zdkona
¢. 258/2000 Sb., o ochrané vefejného zdravi, ve znéni pozd¢jsich predpist (déle jen ZOVZ), se pod
pojmem vefejné zdravi rozumi ,zdravotni stav obyvatelstva a jeho skupin. Tento zdravotni stav je
uréovdn souhrnem piirodnich, zivotnich a pracovnich podminek a zptsobem Zivota.“ Samotnou
ochranu vefejného zdravi pojimd ZOVZ extenzivné ve svém ustanoveni § 2 odst. 2 jako “souhrn
¢innosti a opatfeni k vytvdfeni a ochrané zdravych Zivotnich a pracovnich podminek a zabrdnéni
$ifeni infek¢nich a hromadné se vyskytujicich onemocnéni, ohrozeni zdravi v souvislosti s vyko-
ndvanou praci, vzniku nemoci souvisejicich s praci a jinych vyznamnych poruch zdravi a dozoru
nad jejich zachovdnim. OhroZenim vefejného zdravi je stav, pfi kterém jsou obyvatelstvo nebo jeho
skupiny vystaveny nebezpedi, z néhoz mira zdtéze rizikovymi fakeory pfirodnich, Zivotnich nebo
pracovnich podminek piekracuje obecné piijatelnou troven a pfedstavuje vyznamné riziko posko-
zeni zdravi.“ Prdvni Gprava obsazend v ZOVZ se pak zamétuje toliko na ochranu pred vybranymi
rizikovymi faktory, a ta je v mnoha ohledech vdgni a problematicka (srov. napf. omezené prévni nd-
stroje orgdnt ochrany vefejného zdravi pred hlukem z produkce venkovni hudby). Neurdity pravni
pojem ,vefejné zdravi“ tak pusobi aplika¢ni i interpretacni potize (Dudov4, 2011).

Ochrana vefejného zdravi je rdmcové obsazena mimo jiné i v prdvni Gpravé primdrné zameé-
fené na ochranu Zivotniho prostiedi (zejména ve vztahu k jednotlivym zédkladnim slozkdm Zivot-
niho prostiedi, jako je stav ovzdusi, vody a ptdy). Tato tprava vsak postrddd jednotnou koncepci
a mnohdy jen formdlné¢ (bez faktické vynutitelnosti) stanovi préva a povinnosti k ochrané vefej-
ného zdravi (Dudovi, 2014).

Vyse uvedené se pak negativiné promitd i ve vztahu k jednotlivym determinantdm zdravot-
niho stavu obyvatelstva. Neurcity pojem ,rozumné dosazitelnd mira“, keery zédkonoddrce pouzivd
k ochrané zdravi pfed nezddouci expozici (a to pouze u nékterych vybranych nebezpe¢nych ldtek,
jevii a vlivlt), je zdsadnim zptisobem determinovdn ekonomickymi moznostmi pivodcil zneéistént,
resp. expozice (Dudovd, 2013). V daném kontextu srov. napt. ustanoveni § 31 odst. 1 ZOVZ, ve
smyslu kterého se rozumné dosazitelnou mirou rozumi ,,pomér mezi ndklady na protihlukova nebo
antivibra¢ni opatfent a jejich pfinosem ke snizeni hlukové nebo vibraéni zdtéze fyzickych osob sta-
noveny i s ohledem na pocet fyzickych osob exponovanych nadlimitnimu hluku a vibracim®. Lze
shrnout, ze ,,pfijatelnd mira rizika“, kterou se ZOVZ zastituje, je plné komplementdrni s ,hodnoce-
nim zdravotnich rizik®, které je v ZOVZ definovano v §2, odst. 4 a aplikovidno na mnoha mistech
zdkona (procedurdlné napf. v § 82, odst. 2, pism. t.: ,krajskym hygienickym stanicim nélezi pro-
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Legal framework

Jana Dudovd, Ivana Tyléerovd, Ales Pefina

The legal framework for the protection of public health is based primarily on international and
European law. The right to protection of human health under the conditions of the Czech Republic
is ensured at the constitutional level mainly in Articles 31, 6 and 35 of the Charter of Fundamental
Rights and Freedoms (hereinafter referred to as CFRF). Article 31 of the CFRF is a key provision
of the right to health protection. In the sense of this provision, “Everyone has the right to the pro-
tection of her health. Citizens shall have the right, on the basis of public insurance, to free medical
care, and to medical aids under conditions provided for by law”. Article 6 of the CFRF enshrines
the protection of life (and, consequently, the health of human existence). In its already settled case
law on the right to life in accordance with Article 2 of the European Convention on Human Rights,
the European Court of Human Rights has repeatedly emphasised the need to protect life, which
is considered in all its complexity — including the human right to live in a favourable environment
((Oneryildiz v Turkey (2004), Complaint No. 48939/99; Taskin and Others v Turkey (2004),
Murillo Saldias and others v Spain (2006), Budayeva and others v Russia (2008); Kolvadenko and
others v Russia (2012), Brincat and others v Malta (2014), Ozel and others v Turkey (2015) The
right to a favourable environment is governed by Article 35 of the CFRF (Miillerovd et al., 2016).

In order for the right to the protection of health and a favourable environment to be enforce-
able, it must be further enshrined in law within the meaning of Article 41 of the CFRE Under the
conditions of the Czech Republic, there is no uniform code that would comprehensively capture the
protection of public health. Pursuant to the provisions of Article 2(1) of Act No. 258/2000 Coll.,
on the Protection of Public Health, as amended (hereinafter referred to as the Public Health Act),
the term public health means, “The health status of the population and its groups. This health status
is determined by the sum of natural, living, and working conditions and way of life”. The protection
of public health is understood by the Public Health Act extensively in the provision of Article 2(2)
as, “A set of activities and measures to create and protect healthy living and working conditions, and
prevent the spread of infectious and epidemic diseases, occupational health hazards, work-related
diseases and other significant health disorders, and the supervision of their maintenance. A threat
to public health is a condition in which the population or groups thereof are exposed to a danger in
which the level of exposure to risk factors for natural, living or working conditions exceeds a gener-
ally acceptable level and poses a significant risk of harm to health”. The legal regulation contained
in the Public Health Act then focuses only on protection against selected risk factors, and this is in
many respects vague and problematic (cf., for example, limited legal instruments of public health
authorities against noise from outdoor music production). Therefore, the indefinite legal concept of
“public health” causes difficulties in its application and interpretation (Dudov4, 2011).

The protection of public health is also included in legislation primarily focused on the protec-
tion of the environment (especially in relation to individual basic components of the environment
such as the state of the air, water, and soil). However, this legislation lacks a uniform concept and
often only formally (without factual enforceability) sets out rights and obligations to protect public
health (Dudov4, 2014).

This is then negatively reflected in relation to the individual determinants of the health status
of the population. The vague term “reasonably achievable rate”, which the legislator uses to protect
health from unwanted exposure (and only for certain selected hazardous substances, phenomena,
and effects), is fundamentally determined by the economic possibilities of the polluter, or the ex-
posure (Dudovd, 2013). In the given context, cf. e.g., Article 31(1) of the Public Health Act, in the
sense of which the reasonably achievable rate means “The ratio between the cost of noise-reduction
or anti-vibration measures and their contribution to reducing the burden of the noise and vibration
on individuals determined with regard to the number of individuals exposed to above-limit levels
of noise and vibration”. It can be concluded that the “acceptable level of risk”, which is protected by



védét hodnoceni a fizeni zdravotnich rizik z hlediska prevence negativniho ovlivnéni zdravotniho
stavu obyvatelstva“ ¢i § 84, odst. 1, pism. q.: ,,Orgdny ochrany vefejného zdravi mohou v rdmci své
ptisobnosti uloZit zajisténi zpracovani hodnoceni zdravotnich rizik osobé, jejiz ¢innost je nebo muize
byt zdrojem takového rizika.“

Index environmentilnich a zivotnich podminek by mohl byt G¢innéji propojen s jednotlivymi
prévnimi ndstroji obsazenymi v ZOVZ a v dal$i prévni Gpravé zaméfené primdrné na ochranu zi-
votniho prostiedi. Problematickou vynutitelnost pravni Gpravy lze demonstrovat napf. na Gpravé
obsazené v zdkoné ¢. 201/2012 Sb., o ochrané ovzdusi, ve znéni pozdéjsich predpisti. Z ustanoveni
§ 9 citovaného zdkona napt. vyplyvd, ze v ptipadé, ze je v z6né nebo aglomeraci piekrocen imisnf
limit vicekrdt, nez je zde stanoveny maximdlni pocet piekroceni, zpracuje ministerstvo Zzivotniho
prostiedi ve spoluprici s piislusnym krajskym tfadem nebo obecnim tfadem a s piislusnym krajem
nebo obci v samostatné pusobnosti do 18 mésict od konce kalenddiniho roku, ve kterém doslo
k ptekroceni imisniho limitu, pro danou zénu nebo aglomeraci program zlepsovéni kvality ovzdusi®.

Uz jen samotnd okolnost, ze zdkon umoziiuje vyjimky ze stanovenych limitd, pfedstavuje z4-
sadni problém z hlediska faktické vynutitelnosti prava.

Nélezitosti programu zlepSovani kvality ovzdusi pfitom musi byt (v souladu s ¢l. 23 odst. 1
smérnice Evropského parlamentu a Rady 2008/50/ES o kvalit¢ vnéjsiho ovzdusi a ¢istsim ovzdusi
pro Evropu) téZ vy¢isleni o¢ekdvaného pfinosu jednotlivych opatieni ke zlepseni kvality ovzdusi za
tcelem jejich vzdjemného porovndni z hlediska G¢innosti, a déle ¢asovy pldn provddéni jednodivych
opatfeni tak, aby bylo mozné prubézné kontrolovat jejich plnéni. Redlné tyto pozadavky nejsou
v aplikacni praxi ¢asto v programech zlepSovani kvality ovzdusi jasné vymezeny a déle pak dodrzo-
vény a respektovdny, coz se pak negativiné odrdzi ve skute¢nosti, ze v primyslovych aglomeracich
jsou dlouhodobé piekracovany imisni limity $kodlivych ldtek v ovzdusi, stanovené pravnimi pred-
pisy, konkrétné zejména cdstic polétavého prachu PM,, a PM, 5 a benzo[a]pyrenu. Dochdzi tak ke
kraceni vefejnych subjektivnich prdv, a to konkrétné préva na piiznivé zivotni prostiedi, ddle priva
na ochranu soukromého a rodinného Zivota, na ochranu zdravi a préva vlastnického. Vyse uvedené
se pak projevuje v tzemnich disparitdch z pohledu mnohdy neadekvdtni kvality Zivota (k tomu viz
napf. rozsudek Nejvyssiho spravniho soudu ze dne 20. 12. 2017, ¢&j. 6 As 288/2016-1406).

Negativni vliv zivotniho prostied a Zivotnich podminek predstavuji vyznamné determinanty
zdravi, keeré vétsinou nelze zcela kompenzovat pozitivnimi individudlnimi rozhodnutimi. Je vSak
nutno vaimat tyto jevy synergicky. Individudlni chovdni je do zna¢né miry podminéno relevant-
nimi informacemi, které mohou pozitivné ¢i negativné stimula¢né pusobit. Préva a povinnosti jsou
primdrné vymezeny v jednotlivych prévnich piedpisech. Pro jedince, ktery nemd pravni vzdéldni,
je mnohdy velmi komplikované tyto predpisy (v celé jejich $ifi a vzdjemné propojenosti) spravné
interpretovat a aplikovat.

V piipadé konkrétnich dotazii na informace vztahujici se ke zkoumanému témartu zdravot-
nich determinant lze v obecné roviné vychdzet ze zdkona ¢. 106/1999 Sb., o svobodném piistupu
k informacim. Specidlné pak lze pouzit zdkon ¢. 123/1998 Sb., o pravu na informace o Zivotnim
prostiedi, ktery se vztahuje mimo jiné i na problematiku stavu vefejného zdravi, bezpe¢nost a na
podminky Zivota lidi, pokud jsou nebo mohou byt ovlivnény stavem slozek Zivotniho prostiedi.
Tyto zdkony zapracovévaji pfislusné piedpisy Evropské unie a upravuji pravidla pro poskytovini
informaci a podminky pfistupu k témto informacim. Povinnymi subjekty, které maji podle této
prévni Gpravy povinnost poskytovat informace vztahujici se k jejich pasobnosti, jsou stdtni orgny,
tzemni samosprdvni celky a jejich orgdny a vefejné instituce. Diéle se jednd o subjekty, kterym z4-
kon svéfil rozhodovani o pravech, pravem chrianénych zdjmech nebo povinnostech fyzickych nebo
prévnickych osob v oblasti vefejné sprévy, a to vzdy pouze v rozsahu jejich rozhodovaci ¢innosti.

Cenné aktudlni informace lze ad hoc dohledat také v nejraznéjsich varovnych systémech. Tyto
systémy jsou vedeny na tirovni tstfednich orgdnt stdtni spravy. V rdmci zkoumaného tématu lze uvést
zejména varovny systém Ministerstva zdravotnictvi (hteps://www.mzcr.cz/nebezpecne-vyrobky/).

Fungovini varovného systému RASFF (Rapid Alert System for Food and Feed) je v Ceské re-
publice podrobné upraveno Naftizenim vlidy ¢. 98/2005 Sb., kterym se stanovi systém rychlého va-
rovéani o vzniku rizika ohrozeni zdravi lidi z potravin a krmiv. RASFF je vzdjemné propojenou siti,
kterd spojuje ¢lenské zemé Evropské unie s Evropskou komisi a Evropskym Gfadem pro bezpe¢nost
potravin (EFSA). Hlavnim smyslem tohoto systému je zabrdnit ohroZeni spotiebitele nebezped-

the Public Health Act is fully complementary to the “health risk assessment”, which is defined in
Article 2(4) of the Public Health Act and is applied in many places in the Act (procedurally e.g., in
Article 82(2)(t), which states that, “Regional health authorities are responsible for performing the
assessment and management of health risks from the point of view of preventing a negative impact
on the health status of the population”, or Article 84(1)(q), which states that, Public health authori-
ties may, within the scope of their competence, impose the elaboration of a health risk assessment
on those whose activities are or may be a source of such a risk”.

The Environmental and living conditions index should be more effectively linked to the in-
dividual legal instruments contained in the Public Health Act and in other legislation focused
primarily on environmental protection. The problematic enforceability of the legal regulation can
be demonstrated, for example, in the regulation contained in Act No. 201/2012 Coll., on air pro-
tection, as amended. The provisions of Article 9 of the Act, for example, state that, “In the event
that the limit value in a zone or agglomeration is exceeded more than the maximum number of
exceedances specified herein, the Ministry of the Environment shall prepare, in cooperation with
the relevant regional authority or municipal authority and the relevant region or municipality with
independent competence, within 18 months from the end of the calendar year in which the limit
value was exceeded, an air quality plan for the given zone or agglomeration”.

The fact that the Act allows exceptions to the set limits is a fundamental problem in terms of
the enforcement of the law.

The requirements of these air quality plans must also include (pursuant to Article 23(1) of Di-
rective 2008/50/EC of the European Parliament and of the Council of 21 May 2008 on ambient
air quality and cleaner air for Europe) a quantification of the expected contribution of individual
air quality improvement measures to their mutual comparison in terms of effectiveness, as well as
a timetable for the implementation of individual measures so that it is possible to continuously
monitor their implementation. In reality, these requirements are often not clearly defined in air
quality plans and are then not observed or respected, which is negatively reflected in the fact that
in industrial agglomerations the limits of air pollutants set by legislation are exceeded over a long
period of time, specifically in the cases of PM,, and PM, 5 airborne dust particles and benzo(a)
pyrene. This leads to a curtailment in public subjective rights, namely the right to a favourable en-
vironment, as well as the right to the protection of private and family life, the protection of health
and the right to property. This is subsequently reflected in territorial disparities from the point of
view of an often-unsatisfactory quality of life (see, for example, the judgment of the Supreme Ad-
ministrative Court of 20 December 2017, Ref. 6 As 288/2016-146).

Negative impacts on the environment and living conditions are important determinants of
health, which cannot usually be fully compensated by positive individual decisions. However, it is
necessary to perceive these phenomena synergistically. Individual behaviour is largely conditioned
by relevant information, which can have a positive or negative stimulating effect. Rights and obli-
gations are primarily defined in individual legal regulations. For an individual who does not have
a legal education, it is often very complicated to correctly interpret and apply these regulations (in
all their extent and interrelations).

In the case of specific requests for information related to the researched theme of health deter-
minants, it is possible to proceed in general pursuant to Act No. 106/1999 Coll., on free access to
information. In particular, Act No. 123/1998 Coll., on the right to information on the environ-
ment, which applies, among other things, to the issue of the status of public health, safety and living
conditions of people, if they are or may be affected by the state of the components of the environ-
ment, can also be used. These laws incorporate the relevant regulations of the European Union and
regulate the rules for the provision of information and the conditions of access to this information.
Obliged entities, which according to this legal regulation are obliged to provide information related
to their competence, include state bodies, territorial self-governing units and their bodies, and pub-
lic institutions. Furthermore, these are entities to which the law has entrusted decision-making on
the rights, legally protected interests, or obligations of natural or legal persons in the field of public
administration, and always only within the scope of their decision-making activities.

Valuable up-to-date information can also be found ad hoc in various warning systems. These
systems are maintained at the level of central state administration bodies. The warning system
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nymi potravinami nebo (zprostiedkované) krmivy. Stdtni zemédélskd a potravindiskd inspekee je
podle §15 odst. 4 zdkona ¢.110/1997 Sb., o potravindch a tabdkovych vyrobcich, ve znéni pozdéj-
$ich piedpist (ddle jen zdkon o potravindch), ndrodnim kontakenim mistem v systému rychlého
varovdn{ (www.bezpecnostpotravin.cz).

Systém RAPEX (Rapid Alert System for Non-Food Products) pfedstavuje komplexni kont-
rolu pfed nebezpednymi vyrobky v ramci EU. Systém RAPEX funguje v Ceské republice od roku
2004 a kontaktnim mistem systému je Ministerstvo primyslu a obchodu CR, kreré distribuuje
informace zaslané do systému podle kompetenci jednotlivym ¢lenim nérodni sit¢ RAPEX. Systém
RAPEX umoznuje rychlou vyiménu informaci mezi ¢lenskymi stdty a Komisi (hetps://ec.europa.cu/
safety-gate-alerts/screen/webReport/). Mize omezit nebo zabrénit $ifeni nebezpeénych vyrobku.
Prévni zéklad pro ziizeni systému RAPEX je smérnice Evropského parlamentu a Rady 2001/95/ES
ze dne 3. prosince 2001 o obecné bezpec¢nosti vyrobka. Smérnice byla do ¢eského prévniho fddu
implementovdna zédkonem ¢. 102/2001 Sb., o obecné bezpe¢nosti vyrobki, ve znéni pozdéjsich
predpist, a nafizenim vlddy ¢. 396/2004 Sb., o postupech, obsahu a formé informace o vyskytu
nebezpednych nepotravindiskych vyrobka (hteps://www.mzcr.cz/rapex-zakladni-informace).

Mezi vyznamné zdravotni determinanty se fadi i kvalita lékatské péce. Prévni Giprava vztahujici
se k 1ékatské péci vyplyvd zejména ze zdkona & 372/2011 Sb., o zdravotnich sluzbach, a ze zdkona
¢ 37372011 Sb., o specifickych zdravotnich sluzbdch. Pravni rdmec ockovani vychdzi z ustano-
veni § 46 a ndsl., ZOVZ a jeho provédéci pravni Gpravy. Pfipadnou néhradu s$kody zptsobené
oc¢kovdnim pak specidlné upravuje zdkon &. 116/2020 Sb., o ndhrad¢ Gjmy zplsobené povinnym
ockovénim.

Pojem ,zdravy Zivotni styl“ neni prédvné vymezen. Vzhledem k moznému extenzivnimu vyctu
aktivit, které bychom do této oblasti mohli zaradit, lze uvést zejména prdvni Gpravu ve smyslu
zdkona ¢&. 65/2017 Sb., o ochrané pred $kodlivymi Géinky ndvykovych ldtek, zdkona ¢.167/1998
Sb., o ndvykovych ldtkdch, zdkona o potravindch (viz shora) a napftiklad i zdkona ¢&. 115/2001
Sb., o podpote sportu apod. Tim ov§em zdaleka neni dotéen okruh dals$i prdvni Gpravy (véetné
ndstroji pfimé a nepiimé regulace), ktery muaze se zdravym zivotnim stylem souviset. Z hlediska
soukromopravni dpravy (v daném kontextu se tykd predev$im problematiky ndhrady skody na
zdravi) je tieba vychdzet ze zdkona ¢ 89/2012 Sb., obcanského zikoniku, v¢. jeho provddéci
prévni Gpravy. Piipadné trestnéprdvni aspekty jsou pak upraveny v zdkoné ¢ 40/2009 Sb., trest-
nim zdkoniku v platném znéni.
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of the Ministry of Health (https://www.mzcr.cz/nebezpecne-vyrobky/) can be mentioned in the
framework of the researched theme.

The operation of the Rapid Alert System for Food and Feed (RASFF) warning system in the
Czech Republic is regulated in detail by Government Regulation No. 98/2005 Coll., which estab-
lishes a rapid alert warning system on the risk of endangering human health from food and feed.
RASFF is an interconnected network that links the Member States of the European Union with the
European Commission and the European Food Safety Authority (EFSA). The main purpose of this
system is to prevent the consumer from being endangered by dangerous food or (indirectly) feed.
Pursuant to Article 15(4) of Act No. 110/1997 Coll., on food and tobacco products, as amended
(hereinafter referred to as the Food Act), the State Agricultural and Food Inspection Authority is the
national contact point in the rapid alert system (www.bezpecnostpotravin.cz).

The Rapid Alert System for Non-Food Products (RAPEX) system is a comprehensive control
against dangerous products within the EU. The RAPEX system has been operating in the Czech
Republic since 2004 and the contact point of the system is the Ministry of Industry and Trade of
the Czech Republic, which distributes information sent to the system according to competencies
to individual members of the national RAPEX network. RAPEX allows for a rapid exchange of
information between Member States and the Commission (https://ec.europa.cu/safety-gate-alerts/
screen/webReport/). It can limit or prevent the spread of dangerous products. The legal basis for the
establishment of RAPEX is Directive 2001/95/EC of the European Parliament and of the Council
of 3 December 2001 on general product safety. The Directive was implemented into Czech law
by Act No. 102/2001 Coll., on general product safety, as amended, and Government Decree No.
396/2004 Coll., on the procedures, content, and form of information on the occurrence of danger-
ous non-food products. (https://www.mzcr.cz/rapex-zakladni-informace).

The quality of health care is another important health determinant. The legislation related to
health care is in particular Act No. 372/2011 Coll., on health services and Act No. 373/2011 Coll.,
on specific health services. The legal framework for vaccination is based on the provisions of Article
46 et seq., of the Public Health Act and its implementing legislation. Any compensation for dam-
age caused by vaccination is specially regulated by Act No. 116/2020 Coll., on compensation for
damage caused by compulsory vaccination.

The term “healthy lifestyle” is not legally defined. Given the possible extensive list of activities
that we could include in this area, we can particularly mention the legislation in the sense of Act No.
65/2017 Coll., on protection against the harmful effects of addictive substances, Act No. 167/1998
Coll., on addictive substances, the Food Act (see above) and, for example, Act No. 115/2001 Coll.,
on the promotion of sports, etc. However, this does not affect the scope of other legislation (inclu-
ding instruments of direct and indirect regulation), which can be related to a healthy lifestyle. From
the point of view of private law (in the given context, this mainly concerns the issue of compensa-
tion for damage to health) it is necessary to proceed pursuant to Act No. 89/2012 Coll., the Civil
Code, as well as its implementing legislation. Possible criminal law aspects are regulated by Act No.
40/2009 Coll., the Criminal Code, as amended.



Aplikace a intepretace
vysledkd

Ivana Tyléerovd, Ivana Draholové, Ales Pefina, Dana Hibelovd

Hodnoceni vysledka vyuzivd mezioborového pfistupu, coz nabizi komplexni identifikaci znevy-
hodnénych podminek a dovoluje pfi rozhodovacich procesech pozitivné ovliviiovat kvalitu Zivota
v celostdtnim, regiondlnim i lokdlnim méfitku.

Koncepénim ndstrojem strategického pldnovdni v oblasti zdravi v celé $kdle mezioborovych
vztahil je zdravotn{ politika. Monitorovani zdravotni situace se fadi spolu s posilovdnim zdravotnic-
kych systém, rozvijenim kapacit vefejného zdravotnictvi a zajisténim krizové pfipravenosti mezi
zékladni priority v oblasti zdravi v EU. Dalsi prioritou, reflektujici zdravotni nerovnost, je podilet
se na vytvafeni odolnych socidlnich skupin Zijicich v prostiedi, které je nepfiznivé pro jejich zdravi.
Monitorovdni determinant zdravi a zjisténi pfi¢in zdravotnich nerovnosti je tak zékladnim staveb-
nim kamenem, od kterého se jakdkoliv dal$i zdravotné politickd aktivita miize odvijet.

Vyznamnou roli v podpofe zdravi a feSeni nerovnosti ve zdravi maji mistni samosprévy. Deter-
minanty zdravi zahrnuji $irokou $kdlu individudlnich, socidlnich a ekonomickych fakcort i charak-
teristik Zivotniho prostfedi. Obce, mésta a kraje maji kompetence v fad¢ oblasti tykajicich se deter-
minant zdravi, jako je napf. bydleni, socidlni péce, vzdélavdni, doprava, zivotni prostiedi a izemni
pldnovéni, a mohou tak svym rozhodovdnim vyznamné ovlivnit faktory piisobici na zdravi obyvatel.

Role mistnich samosprav je klicova rovnéz ve schopnosti spojit Siroké spektrum aktéri na miseni
trovni — obcant, podnikatelii, neziskovych organizaci a obcanskych iniciativ s cilem vytvofeni
rdmce a podminek pro mezioborovou spoluprici pfi iniciovdni, tvorbé a implementaci politik, pro-
grami a aktivit podporujicich zdravi.

Pro tspésnou a cilenou intervenci pfi odstrafiovdni nerovnosti v oblasti zdravi je tieba mit k dis-
pozici piistup k Siroké skdle dat a informaci o klicovych determinantich a ukazatelich zdravi a zdra-
votniho stavu obyvatel v daném tGzemi. Tyto komplexni informace, které jsou vystupem projekeu,
jsou nyni vSem aktérim k dispozici, a to na jednom veiejné dostupném misté. Vhodnym zdrojem
dat mohou byt na ndrodni, regiondlni ¢i mistni Grovni pii formulovdni strategickych rozvojovych
programl, oborovych koncepci, zdravotnich pldnt ¢i tvorbé programi a aktivit zaméfenych na
podporu zdravi obyvatel. Vyuzit je mohou jak stdtni spréva a mistni samosprdva, tak i neziskové
organizace, obcanské iniciativy a spolky pfi své ¢innosti v oblasti podpory zdravi a kvality Zivota.

Povinnosti krajit Ceské republiky (Zikon ¢ 258/2000 Sb., o ochrané vefejného zdravi) je spo-
lupracovat s krajskou hygienickou stanici pfi hodnoceni zdravotniho stavu obyvatelstva kraje a jeho
vyvoje, vidy jednou za 5 let projednat zdravotni stav obyvatelstva a stanovit priority k feseni pro-
blému a zlepseni zdravotniho stavu obyvatelstva v regionu. Krajské hygienické stanice jsou povinny
zajistovat minimdlné jednou za 5 let hodnoceni zdravotniho stavu obyvatelstva ptislusného regionu
z hlediska vSech aspektii ovliviiujicich zdravotni stav obyvatelstva a navrhnout k tomu priority k fe-
Seni problému. Kraj se ve spoluprici s obcemi a v souladu s ndrodni politikou ochrany a podpory
vefejného zdravi podili na piipravé programi podpory vefejného zdravi véetné prevence nemoci
a zdravotnich rizik, spolupracuje pfi jejich realizaci a poskytuje jim podporu.

Pro realizaci zdravotni politiky je tedy nutné mit k dispozici odpovidajici deskripci Siroké skdly de-
terminant. V Ceské republice neni dosud jednotnd metodika, kterd by hygienickym stanicim stanovila
postupy, jak zpracovat popis zdravotniho stavu obyvatel v regionu, jaké zdroje dat vyuzivat a jak do
tohoto popisu zahrnout také sociockonomické, individudlni a dal$i fakrory, keeré jednozna¢né ovliv-
tji zdravi. Zpréva o zdravi obyvatel CR z roku 2014 poskytuje urity vzor, podle néhoz jednotlivé
krajské hygienické stanice doposud zpracovévaly zprévy o zdravi, a plnily tak legislativni pozadavek.

Ziskavani informaci o nerovnostech v oblasti zdravi je zdsadni pro tvorbu zdravotni politiky,
tvorbu intervenénich strategii v oblasti podpory zdravi, organizaci a metodickou oporu pro vykon
podpory zdravi v regionech. Stitn{ zdravorni tstav (SZU) je instituci, kterd dlouhodobé monito-
ruje zdravotni stav obyvatelstva a vénuje se $iroké skile ¢innosti v oblasti ochrany zdravi, véetné
védeckého vyzkumu. Pro analyzu zdravotniho stavu obyvatel v celorepublikovém méfitku tak md

Application and interpretation
of the results

Ivana Tyléerovd, Ivana Draholové, Ales Pefina, Dana Hibelové

The results can be applied in the creation of health policy of the Czech Republic and regions,
which also includes a comprehensive approach to addressing health inequalities. The text can also
be used in the creation of strategic regional development programmes. We believe that this book
will become a guide for the state administration and local governments in the selection and im-
plementation of appropriate programmes for the comprehensive health policy of regions, and for
the selection of sub-programmes supporting health. The publication can also be used as a source
of information for the work of health professionals, non-profit organisations, and interest groups
focused on disease prevention, and for individuals interested in this issue.

Health policy is the conceptual tool of strategic planning in the field of health in a whole range
of interdisciplinary relations. Monitoring the health situation, together with strengthening health
systems, developing public health capacity, and ensuring crisis preparedness, are all key health prio-
rities in the EU. Another priority, reflecting health inequalities, is to contribute to the creation of
resilient social groups living in an environment that is unfavourable to their health. Monitoring the
determinants of health and identifying the causes of health inequalities is, therefore, the foundation
from which any further health policy activity can be derived.

Local governments have an important role to play in promoting health and addressing health
inequalities. Determinants of health include a wide range of individual, social, and economic
factors, as well as environmental characteristics. Towns, cities, and regions have competencies in
a number of areas related to health determinants, such as housing, social care, education, transport,
the environment, spatial planning, and can, therefore, significantly influence factors affecting the
health of the population through their decision-making.

The role of local governments is also crucial in the ability to bring together a wide range of local
actors — citizens, entrepreneurs, non-profit organisations, and civic initiatives — to create a frame-
work and conditions for interdisciplinary cooperation in initiating, designing, and implementing
policies, programmes, and activities promoting health.

Successful and targeted intervention in tackling health inequalities requires access to a wide
range of data and information on key determinants and indicators of the health and health status of
the population in a given area. This comprehensive information, which is the output of the project,
is now available to all actors in one publicly accessible place. It can be a suitable source of data at
the national, regional, or local level when formulating strategic development programmes, branch
concepts, health plans, or creating programmes and activities aimed at promoting the health of the
population. It can also be used by the state administration and local self-governments, as well as
non-profit organisations, civic initiatives, and associations in their activities promoting health and
quality of life.

Regional authorities (Act No. 258/2000 Coll., on the protection of public health) are obliged to
cooperate with the regional health authorities in assessing the health status of the region’s popula-
tion and its development, discuss the health status of the population every five years, and set priori-
ties for solving problems and improving the health status of the population in the region. Regional
health authorities are obliged to provide at least once every five years an assessment of the health
status of the population of the relevant region in terms of all aspects affecting the health status of the
population and to propose priorities for solving problems. The regional authorities, in cooperation
with municipalities and in accordance with the national policy of protection and support of public
health, participate in the preparation of public health support programmes, including the preven-
tion of diseases and health risks, cooperate in their implementation, and provide them with support.

For the implementation of health policy, it is necessary to have an adequate description of
a wide range of determinants. In the Czech Republic, there is still no uniform methodology that
establishes the procedures of the health authorities for preparing a description of the health status
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v tomto materiilu zdroj deskripce determinant zdravi, a to v 77 regionech (okresech) Ceské repub-
liky, a také hodnotu souhrnného indexu zdravi, ktery poskytuje celorepublikové srovndni. Iden-
tifikace nerovnosti ve zdravi mize sméfovat k realizaci vyzkumnych projeked a projekett podpory
zdravi. Vysledné analyzy lze také vyuzit pii zpracovdni podkladta pro Ministerstvo zdravotnictvi
Ceské republiky v oblasti ochrany a podpory veiejného zdravi pro nirodni a regiondlni zdravotn{
politiku, pro zaji$téni mezindrodnich tkold a aktivit ¢i pro ndvrhy legislativni ¢innosti.

Vlastni ¢innost SZU je velmi Sirokd. Zaméfuje se mj. na sledovani trendt vyskytu chronickych
neinfekénich onemocnéni a sledovéni vyvoje determinant zdravi a rizikového chovdni populace,
ale také na témata a feseni problému pracovniho Iékafstvi a chorob z povoldni, toxikologie, kvality
ovzdusi, bezpe¢nosti potravin aj. Souddsti SZU jsou Ndrodni referen¢ni laboratote. SZU m4 v po-
pisu ¢innosti také vykon podpory zdravi v oblasti podpory vefejného zdravi. To se tykd zejména
tvorby intervencnich strategii v oblasti podpory zdravi nebo organizace a metodického zdzemi vy-
konu podpory zdravi v regionech. Ve vSech téchto aktivitdch je zdkladem popis daného stavu a jeho
vyvoj, keeré vystupy projektu rovnéz poskytuji.

Identifikace nejistot a omezeni vznikajicich pii préci s datovymi soubory patii k obvyklé sou-
asti védecky orientovaného piistupu. Nejistoty odhadit mohou mit pficiny v ndhodnych nebo
systematickych chybdch. Prezentovany projekt a jeho vysledky byly navrzeny jako tzv. statisticky
vycerpdvajici Setfeni, které je zaloZeno na rutinné pofizovanych ddajich, a to na Gzemi vSech
76 okresti Ceské republiky a hlavniho mésta Prahy. Uzemi hlavniho mésta Prahy jsme pro téely
naseho Setfeni povazovali za okres, atkoliv pocet jeho obyvatel vyznamné prevysuje pocet obyvatel
kteréholiv z okrestt CR (tab. 16.1).

V tabulce je poloha medidnu bez hlavniho mésta Prahy vyznacena stinovdnim, ¢iselné se na-
chdzi na hypotetickém 38,5. mist¢ mezi okresy Tebi¢ a Mélnik (medidn z celkového poctu oby-
vatelstva je 110 274,5). Pramérny pocet obyvatel v okresech Ceské republiky je po zaokrouhleni
123 179 obyvatel.

Hlavni mésto Praha s poctem obyvatel néco mélo pres 1,3 milionu statisticky vyznamné pievysSuje
kterykoliv ze zbyvajicich okresti Ceské republiky. Aviak eliminace nihodné chyby, kterd by mohla
mit plivod v nesourodosti tizemi, by nebyla proveditelnd. Divodem je skute¢nost, ze vétina tdaji je
v soucasnosti dostupnd pouze na trovni okresti ¢i hlavntho mésta Prahy bez dalsiho ¢lenéni. Jestlize
jsou veskeré nase vysledky ve vzdjemnych relacich i s tdaji za hlavni mésto Prahu, musime si byt
védomi mensich nepfesnosti, které by v§ak nemély mit zdsadni dopad na celkové zdvéry této studie.

Systematické chyby (bias) oznauje Smerhovsky (2000) za hrozbu pro interni validitu epide-
miologickych studii. Za jednu z nejvyznamnéjsich systematickych chyb je povazovan informadni
bias. Ve studiich tzv. ekologického typu, jako je pravé prezentovand studie, nékteff autofi dokonce
hovofi o zcela specifické systematické chybé oznacované jako ekologicky bias (Wakefield, 2008).
Ten byvd zapiic¢inén ztrdtou pivodnich dat o statistickych jednotkdch, tzn. o obyvatelich, zdrojich
znedistén ¢i jinych uddlostech, avsak takovdto ztrdta plivodnosti dat je pii vyuziti agregovanych dat
z rutinnich statistik prakticky nevyhnutelnd.

Existuje bezpocet ptiklada, které dokumentuji diisledky nedostate¢ného zohlednéni kuleurnich,
ekonomickych, socidlnich a jinych odli§nosti na publikované zavéry studi. Siroce zndmé jsou napt.
nepfesnosti v diagnostice pricin smrti.

Je viak tieba mit na paméti skute¢nost, Ze imrtnost podle pfi¢in je zatizena chybou z hldSent:
pfi¢ina smrti byvéd uréena presnéji u zemfelych v nemocnicich ¢i lééebnych dstavech, coz jsou asi
dvé tietiny viech imrti v Ceské republice, nicméné ztistava asi tietina zemfielych, krefi umirajf
mimo zdravotnickd zafizeni (tzn. doma, na ulici, na jiném vefejném misté nebo v jiném nezdravot-
nickém zafizen{). Dokonce zde existujf i rozdily mezi pohlavimi, nebot vétsi pocet zemfelych mimo
zdravortnickd zatizeni, a tedy s nepfesné uréenou piicinou, je mezi muzi (UZIS, 2019b). Umrti
z divodu sebeposkozovani se stdvd zdvaznym celosvétovym problémem, a to zejména u mladych
zen do 25 let. Mezi hlavnimi pfi¢inami sebeposkozovani se uvddi spatné mezilidské vztahy, psy-
chické poruchy, tyrdni a zneuzivdni, ekonomickd situace, ale i ndpodoba kviili ¢lenstvi v rtznych
subkulturdch ¢&i pod vlivem socidlnich siti (Platznerovd, 2009).

Udaje o nemocnosti zase byvaji ovlivnény ochotou lidi vyhledat lékatské oSettent, resp. ochotou
ve vyuziti institutu pracovni neschopnosti, odkud jsou tdaje o nemocnosti dospélych cerpany také;
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of the population in the region, what data sources to use, and how to include socio-economic,
individual, and other factors that clearly affect health. The Health Report of the Population of the
Czech Republic from 2014 provides a certain model, according to which individual regional healch
authorities have so far processed health reports, whereby fulfilling their legislative obligations.

Gaining information about inequities in the field of health is crucial for health politics mak-
ing, creating of intervention strategies in the field of public health promotion, organization and
methodological support for performance of public health promotion in a region. The National
Institute of Public Health (NIPH) is an institution, which monitors public health in a long term
and devotes to a wide range of activities in the area of public health protection including scientific
research. The source for the analysis of the health status of the population in the Czech Republic is
in this material a description of determinants of health, at the level of 77 regions (districts) of the
republic. Comparison of health quality between districts is also possible by the value of the aggre-
gate Health index. The resulting analysis can also be used in processing documents for the Ministry
of Health of the Czech Republic for national and regional health policy in the field of protection
and support of public health, and arrangement of international tasks and activities, or for proposals
for legislative activities.

The actual activity of NIPH is very wide. It is focused, among others, on monitoring of trends
in the chronic non-infectious diseases occurrence and monitoring of the development of health
determinants and risky behaviour of the population, but also on topics and solutions to occupa-
tional medicine and occupational diseases, toxicology, air quality, food safety, etc. National refer-
ence laboratories are the constituents of NIPH. In the description of its activities, NIPH also com-
prises the performance of health promotion in the field of public health promotion. This concerns
particularly intervention strategies creation in the field of health promotion, or organization and
methodological background for the implementation of health promotion in the regions. The basis
of all these activities lies in description of the state and its development, which the outputs of the
project also provide.

Identification of the uncertainties and limitations that arise when working with data sets is
a common part of a scientifically oriented approach. Estimation uncertainties can be caused by ran-
dom or systematic errors. The presented project and its results were designed as a so-called statisti-
cally exhaustive survey, which is based on routinely obtained data, for the territory of all 76 districts
of the Czech Republic and the capital city of Prague. For the purposes of our survey, we considered
the territory of Prague to be a district, although the number of its inhabitants significantly exceeds
the number of inhabitants of any of the districts of the Czech Republic (Table 16.1).

In the table, the median value without Prague is marked by shading, numerically it is located at
a hypothetical 38.5" place between the districts of Trebi¢ and Mélnik (median of the total popu-
lation = 110,274.5). The average number of inhabitants in the districts of the Czech Republic is
123,179 after rounding.

Prague, with a population of just over 1.3 million, is statistically significantly higher than any
of the remaining districts in the Czech Republic. However, it would not be feasible to eliminate
an accidental error that could originate in the disparity of the territory. The reason for this is the
fact that most of the data are currently only available at the level of districts or Prague without any
further breakdown. If all our results are also in mutual relations with the data for Prague, then we
must be aware of minor inaccuracies, which, however, should not have a significant impact on the
overall conclusions of this study.

Systematic errors (bias) are identified by Smerhovsky (2000) as a threat to the internal validity
of epidemiological studies. Information bias is considered to be one of the most significant sys-
tematic errors. In ecological types of studies, such as the present study, some authors even speak of
a very specific systematic error called ecological bias (Wakefield, 2008). This is usually caused by the
loss of the original data on statistical units, i.e., on inhabitants, sources of pollution, or other events,
but such a loss of data is practically unavoidable when using aggregated data from routine statistics.

There are countless examples that document the implications of failing to take cultural, eco-
nomic, social, and other differences into account in the findings of published studies. For example,
inaccuracies in the diagnosis of causes of death are widely known.



Tab. 16.1 Poéet obyvatel v okresech Ceské republiky ve vzestupném fazeni podle celkového poctu obyvatel, stav k 30. 6. 2021
Table 16.1 Populations in districts of the Czech Republic in ascending order by total population, as of 30th June 2021

Pocet obyvatel / Population Pocet obyvatel / Population

Okres / District pohlavi ezl Okres / District pohlavi
celkem / total Rank celkem / total
muzi / men Zeny / women muzZi / men Zeny / women
1. Jesenik 37 492 18 576 18 916 40. Most 110 444 54 817 55 627
2. Rokycany 49 647 24 860 24 787 41. Jihlava 113 604 56 594 57 010
3. Prachatice 50788 25480 25308 42. Karlovy Vary 13 991 55987 58 004
4. Tachov 54 396 27 427 26 969 43. Znojmo 114 553 56 552 58 001
5. Domazlice 55235 27 501 27 734 44. Pribram 115 453 56 926 58 527
6. Rakovnik 55721 27 662 28 059 45. Bfeclav 116 490 57 356 59134
7. éesk)" Krumlov 61 204 30 876 30328 46. Trutnov 116 791 57 617 59 174
8. Plzeni-jih 70235 35480 34755 47. Zd4ér nad Sézavou 117 841 58 685 59156
9. Strakonice 70 507 34 868 35639 48. Usti nad Labem 118 215 57 917 60 298
10. Pisek 71 514 35299 36215 49. Litomérice 119 042 59 093 59 949
1. Pelhfimov 72 350 36072 36278 50. Sumperk 19 610 58780 60830
12. Semily 72 402 35987 36 415 51. Chomutov 124 234 62 052 62 182
13. Kutnd Hora 76 377 37 928 38 449 52. Décin 127 764 63 086 64 678
14. Rychnov nad KnéZnou 79 278 39 523 39755 53. Prerov 128 394 63 147 65 247
15. Jicin 80 015 39 821 40 194 54. Teplice 128 671 64 293 64 378
16. Plzeri-sever 81 073 40 620 40 453 55. Mladd Boleslav 131 192 66 497 64 695
17. Klatovy 85 974 42 575 43 399 56. Usti nad Orlici 137 515 68 309 69 206
18. Louny 86 239 42 575 43 664 57. Uherské Hradisté 141 560 69 555 72 005
19. Sokolov 86 982 43 274 43708 58. Vsetin 141 765 69 714 72 051
20. Jindfichov Hradec 90 147 44 433 45 714 59. Novy Ji¢in 151 438 74 723 76 715
21. Bruntdl 90 584 44 790 45 794 60. Hodonin 153 193 75 600 77 593
22. Cheb 90 935 44 892 46 043 6l. Praha-zépad 153 886 75 400 78 486
23. Jablonec nad Nisou 91 162 44 571 46 591 62. Hradec Krdélové 164 196 80 188 84 008
24. Vyskov 92 907 45 994 46 913 63. Kladno 166 982 81 805 85177
25. Havli¢kdv Brod 94 456 46 910 47 546 64. Opava 175 551 85895 89 656
26. Beroun 97 240 48 164 49 076 65. Liberec 175 602 86 262 89 340
27. Benesov 99 969 49 498 50 471 66. Pardubice 176 161 87 735 88 426
28. Nymburk 101 962 50047 51 915 67. Praha-vychod 190 957 94 436 96 521
29. Tébor 102 335 50 467 51 868 68. Zlin 191 297 93 726 97 571
30. Ceska Lipa 102 721 50680 52 041 69. Plzefi-mésto 194 985 95 456 99 529
3. Svitavy 103 806 51277 52 529 70. Ceské Budgjovice 196 785 96 298 100 487
32. Chrudim 104 590 52 009 52 581 71. Frydek-Mistek 214 573 105 677 108 896
33. Kolin 104 610 52123 52 487 72. Brno-venkov 227 557 112 632 114 925
34. Kromériz 104 710 51 170 53 540 73. Olomouc 235238 114 476 120 762
35. Prostéjov 108 442 52979 55463 74. Karvina 241 462 117 700 123 762
36. Ndchod 109 095 53775 55320 75. Ostrava-mésto 315780 153 332 162 448
37. Blansko 109 134 53721 55413 76. Brno-mésto 382 017 186 042 195 975
38. Trebié 110 125 54 711 55 414 Praha 1335084 653 654 681 430
39. Mélnik 110 424 54763 55 661 Zdroj (Data source: €U, 2021
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nepodchycena ztistanou onemocnén{ probihajici pod mirnym klinickym obrazem, zatimco vyvold-
vajici rizikovy faktor nemoci zistdvd nezménén.

Vstupni informadni chybou jsou zatizeny i tdaje o znecisténi ovzdusi z divodu nepfesnosti
plosnych modelt znedisténi ovzdusi, keeré vychdzeji z dat jednotlivych méficich stanic rozmisté-
nych nikoliv zcela rovnomérné po celém tzemi Ceské republiky atd. Kromé toho fada zptestiujicich
tdajii nebyvd v otevienych zdrojich publikovdna s ohledem bud na ochranu osobnich daja, nebo
s ohledem na omezeni plynouci z licen¢nich ujedndni.

Proto jsme si plné védomi toho, ze ackoliv se analyza dat uskute¢nila na jednotné bdzi vefejné
dostupnych tdaji v otevienych databdzich Ceského statistického ttadu, Ustavu zdravortnickych in-
formaci a statistiky CR, Ministerstva préce a socilnich véci CR a Ceského hydrometeorologického
Ustavu, zjisténé disproporce mohou nabyvat téz povahy zkresleni zptisobeného samotnym vznikem
ndmi vyuzitych datovych sad.
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However, it is necessary to consider the fact that mortality according to cause is burdened by
reporting errors: the cause of death is determined more precisely in deaths in hospitals or medical
institutions, which is about two thirds of all deaths in the Czech Republic; however, the remaining
one third of all deaths occur outside a medical facility (i.e., at home, on the street, in another public
place, or in another non-medical facility). There are even differences between genders, as a larger
number of deaths outside medical facilities, and therefore with an inaccurate cause, are among men
(UZIS, 2019). Death from self-harm is becoming a serious global problem, especially for young
women under 25. The main causes of self-harm include bad interpersonal relationships, mental
disorders, maltreatment and abuse, the economic situation, but also imitation due to membership
in various subcultures, or under the influence of social networks (Platznerovd, 2009).

Data on morbidity, in turn, are influenced by people’s willingness to seck medical treatment, or
their willingness to use the institution of work incapacity, from which data on adult morbidity are
also drawn. Diseases occurring under a mild clinical picture remain undetected, while the underly-
ing risk factor for the disease remains unchanged.

Data on air pollution are also burdened by input information errors due to inaccuracies of spa-
tial models of air pollution, which are based on data from individual measuring stations that are not
evenly distributed throughout the Czech Republic, etc. In addition, large amounts of more detailed
data remain unpublished in open sources due to the protection of personal data, or restrictions aris-
ing from licensing agreements.

We are, therefore, fully aware that although the data analysis was performed on a uniform basis
of data publicly available from open databases of the Czech Statistical Office, the Institute of Health
Information and Statistics, the Ministry of Labour and Social Affairs, and the Czech Hydromete-
orological Institute, the observed disproportions may also take on distortion caused by the very
origin of the data sets we use.



Zaver
Dana Hiibelovd

Zdravi je multidimenziondln{ koncept a ptsobeni jedné proménné se mize v riznych dimenzich
lisic. Hodnoceni vlivu rozli¢nych determinant na zdravi komplikuje skute¢nost, ze tyto proménné
navzdjem v rizné mife koreluji, a proto je problematické odhadnout ¢isty vliv jedné proménné
(Miech, Hauser, 2001). Navic sila asociace mezi zdravim a jeho determinanty je proménlivd v prii-
béhu Zivota (Chen et al., 2006). Piesto jsou dané determinanty dobfe zavedenymi monitorovacimi
ndstroji, a to nejen pro jejich schopnost méfi, ale také z toho davodu, ze konkréeni vysledky umoz-
fiuji stanoveni priority, formulovani politik a hodnoceni téchto politik (Salmi et al., 2017).

Pro prezentované analyzy prostorovych diferenciaci nerovnosti ve zdravi a jejich determinant
a ukazateltt byla zimérné zvolena tizemn{ troven okrest (LAU 1) Ceské republiky, a to z toho du-
vodu, ze mezindrodni statistiky a projekty (Eurostat, Euro-Healthy aj.) ve vétsiné ptipadi analyzuji
stav na trovni narodni, ptipadné regionti soudrznosti (NUTS 2), které oviem v piipadé Ceské re-
publiky vytvéfeji tzemi s nejednotnou geografickou, sidelni, ekonomickou, socidlni, environmen-
talnf aj. strukturou uvnitf samotnych regiont.

K hodnoceni nerovnosti ve zdravi se pouzivd fada metod, mezi nimiz je vytvéfeni indext (kom-
pozitnich indikdtort) ovéfenou a pouzivanou metodou na mezindrodn{ (Saib et al., 2015; Fernan-
dez-Crehuet et al., 2019; Hiibelov4 et al., 2020) i ndrodni Grovni (Pearson-Stuttard et al, 2019;
Hiibelov4 et al., 2021).

Evropskd unie pocinaje rokem 2009 zafadila mezi své priority snizovdni nerovnosti v oblasti
zdravi, a to s podporou Commission Communication Solidarity in Health ve formé sdéleni ,Re-
ducing Health Inequalities in the European Union® (EC, 2009). V ,socidlnim modelu zdravi®
Dahlgrena a Whiteheada (1991) jsou nerovnosti v oblasti zdravi bézné analyzovdny v nékolika di-
menzich tykajicich se socidlnich, ekonomickych a environmentdlnich determinanti.

Abychom [épe pochopili, pro¢ jsou nékteré populace nebo skupiny obyvatel zdravéjsi nez
ostatni, a aby bylo mozné pfijmout opatfent, kterd zlepsi zdravi a snizi nerovnosti, mélo by monito-
rovéni fakcort zdravi pieséhnout rdmec méfeni zdravotnich vysledktt (WHO, 2017). Z tohoto du-
vodu je nutny posun v monitorovani determinanti a ukazateld, véetné piicin a rizikovych fakeort
(Braveman, Gottlieb, 2014). Ukol sledovat nerovnosti zdravi obyvatelstva pomoci indikdtort z vice
dimenzi vyzaduje predev$im dostupnost prostorové disagregovanych dat. Mit spolehlivé udaje je
ndsledné zésadn{ pro informované rozhodovani, identifikaci nedostatki a lepsi pochopeni dopada
a dusledki tohoto rozhodovdni (Arcaya et al., 2015).

Aktudlni celospolecenskd situace fesi fadu ekonomickych, socidlnich a celospolec¢enskych zmén,
které odrdzeji vliv epidemie covid-19. Pro rozhodovaci procesy na trovni ndrodni i regiondlni je
nezbytny efektivni produke slouzici jako néstroj pro vybér vhodnych opatfeni na zmirnéni nerov-
nosti ve zdravi. Tato opatfeni mohou mit o to vyznamnéjsi efeke, pokud budou selektivné cilend.

Conclusion

Dana Hibelova

Health is a multidimensional concept and the action of one variable can vary in different dimensions.
An evaluation of the influence of different determinants on health is complicated by the fact that
these variables correlate with each other to varying degrees, and, therefore, it is difficult to estimate
the net effect of one variable (Miech, Hauser, 2001). In addition, the strength of the association be-
tween health and its determinants varies throughout life (Chen et al., 2006). Nevertheless, the deter-
minants are well-established monitoring tools, not only for their ability to measure, but also because
the specific results allow for prioritisation, policy formulation, and evaluation (Salmi et al., 2015).

The territorial level of districts (LAU 1) of the Czech Republic was chosen for the presented
analysis of spatial differentiations of health inequalities and their determinants and indicators, due
to the fact that in most cases international statistics and projects (Eurostat, Euro-Healthy, etc.)
analyse the status at the national level or the level of cohesion regions (NUTS 2), which, in the case
of the Czech Republic, creates territories with a non-uniform geographical, settlement, economic,
social, environmental, etc. structure within the regions themselves.

A whole range of methods are used to assess health inequalities, including the creation of indices
(composite indicators), a proven and used international method (Saib et al., 2015; Fernandez-
Crehuet et al., 2019; Hiibelova et al., 2020) even at a national level (Pearson-Stuttard et al, 2019;
Hiibelovi et al., 2021).

Since 2009, the European Union has made reducing health inequalities one of its priorities,
with the support of the Commission Communication Solidarity in Health in the form of a com-
munication on “Reducing Health Inequalities in the European Union” (EC, 2009). In the “social
model of health” created by Dahlgren and Whitehead (1991), health inequalities are commonly
analysed in several dimensions related to social, economic, and environmental determinants.

To better understand why some populations or groups of populations are healthier than others,
and to be able to adopt measures to improve health and reduce inequalities, monitoring of health
determinants should go beyond measuring health outcomes (WHO, 2017). For this reason, a shift
in the monitoring of determinants and indicators, including causes and risk factors, is necessary
(Braveman, Gottlieb, 2014). The task of monitoring population health inequalities using multi-
dimensional indicators requires above all the availability of spatially disaggregated data. Having
reliable data is then essential for informed decision-making, identifying shortcomings, and better
understanding the implications and consequences of that decision-making (Arcaya et al., 2015).

The current societal situation addresses a range of economic, social, and societal changes that reflect
the impact of the COVID-19 epidemic. An effective product serving as a tool for selecting appropri-
ate measures to reduce health inequalities is essential for decision-making processes at a national and
regional level. These measures can have an even more significant effect if they are selectively targeted.
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