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Abstract

This paper presents the research results concerning the preferences of the value of health and whether these preferences are dependent
on several social factors: gender, age, population size of the village/town/city the respondents come from, qualification level, occupation
and professional orientation, family economic situation, attitudes to the public social care policy, faith in God and attitude towards
religion. Research was conducted throughout the entire country using 5,425 respondents, who were asked to fill in a questionnaire.
Except for one factor — attitude to the public social care policy — all of the other factors have been recognized as significantly influencing
the attitude to the value of health. The results of the research have two main impacts: firstly, they support the values theory according to
which we can assume the key role of values in human activity and, secondly, they could have a serious influence on today’s healthcare and
social care practices, because they influence the motivation of clients and consequently could support or not support the healing process.
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Introduction

Health has always been an important human value. Values
are often discussed (Busbee et al., 2004; Halligan, 2008; Wiet-
en, 2015) and researched (Mangin et al., 2016) in healthcare
and medicine in the context of life quality, health, healthcare
and health services. To support the debate, the Internation-
al Charter for Human Values in Healthcare has been estab-
lished (Rider et al., 2014), and the discussion often concerns
the shift from an evidence-based to values-based approach
(Brown et al., 2003; Brown et al., 2005). The importance of
values in healthcare is widely reflected in contemporary papers
or books, and values are recognized as the key concept in the
healthcare system (Marzoratti and Pravettoni, 2017). All of
the discussions and research mentioned above are concerned
with the values system of people as the key structure influenc-
ing the decision-making in healthcare and personal approach
in the health service.

In our paper we would like to share a slightly different view
on values (and especially on the value of health itself), because
we claim the attitude to the value of health determines many
other attitudes and beliefs as well. It is strongly influenced by
both the social context and the personal qualities of any hu-
man.

Values are often the subject of research in both systematic
and specific ways. From the systematic point of view, our ap-
proach to research values is highly influenced by three authors

in the area of values research. The first author is the social an-
thropologist and sociologist Clyde Kluckhohn (1951) - who
suggested a highly cited definition of values used by many
authors and for whom ‘a value is a conception, explicit or im-
plicit, distinctive of an individual or characteristic of a group
of the desirable which influences the selection from available
modes, means, and ends of action’. In cooperation with Flor-
ence Kluckhohn and Fred L. Strodtbeck (1961), he helped to
develop a values orientation theory, which started discussions
concerning universal values and cross-cultural differences
(Hills, 2002) and also helped to develop a values orientation
approach to human concerns - including healthcare.

The second author (and the most important for us) is
Milton Rokeach (1968) who recognized the nature of human
values as specific kinds of attitudes. He completed the shift
from values considered as a philosophical topic to the values of
psychological phenomena acting as an important role in per-
sonality and personal development. Rokeach (1973) also dif-
ferentiated between two basic kinds of values — terminal and
instrumental. Though this difference has not been accepted by
many authors, we consider it important because of its connec-
tion to values change, sources and the development of values
influencing attitudes. In our research we also use the Rokeach’s
scales of terminal and instrumental values - although we use a
different way of measurement of value’s preference.

The third author who influenced the understanding, re-
search and discussion concerning values is Shalom Schwartz
(1992), who created the theory of universal values and who
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recognized (together with W. Bilsky) health (1987) as part of
universal requirements in the security domain.

All of the authors mentioned above argued (and success-
fully showed through research) that values are an important
part of human lives and should be considered as important in
all actions which lead to a change of life. This is why we decided
to measure the specific value of health (as a part of a wider
values research) and to try to analyze the change of this value
and its dependency on social and personal situation.

Although health is a well-known human value, researching
it could bring some difficulties. One could assume the prefer-
ences of the value of health would be very high since health is
one of the most influential factors on the quality of life and
wellbeing (Lelkes, 2006). This is undoubtedly right and it is
also justified by common sense. Despite the assumption that
the value of health is and probably will always be highly pre-
ferred, there are some differences in the preferences which
could be overlooked at first glance — and which could have
great meaning if we look at them in a specific social context
of groups, families and individuals. All these reasons led us to
include the value of health into the extensive survey of val-
ues, worldview attitudes, leisure, economic situation and ICT
skills — which was conducted across the Czech Republic in the
winter and spring of 2019.

Materials and methods

Research was conducted on the population of the whole of the
Czech Republic using a questionnaire — which was delivered
both electronically and on paper. We received replies from
5,425 respondents and the results are representative in the
categories of: gender, population of city/town/village the re-
spondents come from, and age (respondents were over 15 and
all age categories divided into 10 year clusters were represent-
ed; only the category 65+ was not limited to 10 years and has
been clustered together). The sample was collected randomly
with proportional stratification in categories in which it is rep-
resentative.

Gender was measured using a closed categorical scale: men
(2,319, 42.75%), women (3,090, 56.96%), other (16, 0.29%).
Because of the very low count of respondents who identified
as another gender we were not able to include this small group
in the statistical testing. Therefore, we omitted the category
‘other gender’ in the following analyses.

We used open answers to detect age and then we split them
into 10 year clusters as follows: 15-24 (1,443, 26.60%), 25-34
(1,194, 22.01%), 35-44 (1,020, 18.80%), 45-54 (857, 15.80%),
55-64 (476, 8.77%). Those respondents who answered age
65+ were added into the 65+ group (423, 7.80%). 12 respond-
ents (0.22%) didn’t answer the age question and therefore are
excluded from those analyses affected by this factor.

We measured the population of the city/town/village
which the respondents are from on a closed categorical scale
with the following categories: less than 2,000 residents (1,241,
22.88%), 2,001-5,000 residents (696, 12.83%), 5,001-15,000
residents (898, 16.55%), 15,001-60,000 residents (1,223,
22.54%), 60,001-150,000 residents (636, 11.72%) and more
than 150,000 residents (731, 13.47%).

Another researched factor was the level of qualifications.
This was measured on a scale containing four options: primary
education (579, 10.67%), apprenticeship (780, 14.38%), high
school with final exam (2,290, 42.21%), and university degree
(1,776, 32.74%).

Respondent’s occupation was the next independent vari-
able that we assumed as a factor influencing the preferences
of the value of health. Occupation was measured on a closed
categorical scale with the following options: pupil (1,126,
20.76%), employee (3,068, 56.55%), self-employed or other
way of livelihood (412, 7.59%), pensioner, disabled pensioner
or person on maternity leave (764, 14.08%) and unemployed
(55,1.01%).

Respondent’s occupation was followed with a question
concerning the professional field in which the respondent is/
was engaged in. In this question the categorical scale with the
following options was used: management (387, 7.13%), tech-
nology (582, 10.73%), medicine and healthcare (479, 8.83%),
education (814, 15.00%), trade and business including ac-
counting (705, 13.00%), public administration (458, 8.44%),
information and communication technologies (293, 5.40%),
law, social care or culture (491, 9.05%), machine operators
(376, 6.93%), unqualified work (162, 2.99%) and private or
public services (e.g. craftsmen, police, army, fire brigade, gar-
deners) (663, 12.22%). 15 people didn’t answer this question
and were therefore excluded from the following analyses using
this factor.

The economic situation of the respondent’s family is the
next variable that we measured and assumed as a factor influ-
encing the preference of the value of health. In this case we of-
fered respondents five categories of economic situation: poor
(the household suffers from deficiency and survives from day
to day) (117, 2.16%), not good (the household doesn’t suffer
from deficiency but can save almost no money) (661, 12.20%),
quite good (the household is materially secure but can’t save
enough money) (2,244, 41.42%), good (the household is well
materially secured and can afford to save some money) (1,898,
35.03%), excellent (the household is very well materially satis-
fied and can afford to save money) (498, 9.19%). Seven people
didn’t answer this question and were excluded from the analy-
ses with this factor.

Last but not least, the group of factors we assumed to be
important for the preference level of the value of health comes
from the respondent’s worldview; and especially the attitude
to public social care policy, faith in God and attitude to reli-
gion. We measured the first mentioned worldview factor (at-
titude to social care policy and level of solidarity/subsidiarity)
using a categorical scale containing three possible attitudes:
every person is responsible for him/herself and should look af-
ter his/her family; the government should be interested in, if
and only if they are provided with a level of care which doesn’t
meet the expected level (2,800, 51.61 %), government (state,
local) should provide care adequate to the economic situa-
tion — even for people who are only potentially at risk (1,652,
30.45%), and the last option - government (state, local) so-
cial care should be widely provided for all citizens and should
even manage their housing, work and fair wage (969, 17.86%).
This measurement was ignored by 4 people who were excluded
from the analyses of this factor. The second worldview factor
(faith in God) was measured by seven categories of a closed
scale. The first category was designed for those who believe
God personally looks after the world (980, 18.06%), second for
those people who believe in a more divine power (66, 1.22%),
third for those who believe ‘something is watching over us’
(1,344, 24.77%), fourth for agnostics (990, 18.25%), fifth for
atheists (1,386, 25.55%), sixth for people who believe in a God
that doesn’t lead or influence the world (394, 7.26%), and fi-
nally pantheists (257, 4.74%). Eight people didn’t answer and
were excluded from the analyses of this factor. The last fac-
tor measured which could influence the level of preferences
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of health is the attitude to religion. This question examined
the attitude to religion as an institution/church. In the case of
this factor, a scale containing four options was used and the
offered answers were: I completely refuse the idea of religion
(648, 11.94%), religion could be important for some people
but for me it has no meaning (3,223, 59.41%), I think of my-
self as a religious man/woman and I need to express my faith
but I'm not a member of any religious institution/church (853,
15.72%), and finally, I'm a religious man/woman and I belong
to a religious institution/church (694, 12.79%). Seven people
didn’t answer this question and were excluded from the fol-
lowing analyses with this factor.

After all the independent variables we also measured the
one we are most interested in — the preference of the health
value. In the case of this variable, we used a continuous scale
internally limited by 1 and 10. The measurement was provid-
ed using a line on which only extremes were described. Re-
spondents were asked to mark a position on this line without a
specified numeric value of answer. The only clue for them were
margins (‘this is absolutely not a value of mine, on left side’;
and ‘this is an absolute value of mine, it fully expresses my
position’). As respondents marked their position on the line
it was measured using a ruler and transformed on the scale
between one and ten.

All dependences were statistically analyzed using ANOVA
(Sheskin, 2011) and probability (p) results of less than 0.05
were considered significant. The results less than 0.01 and
0.001 are noted, as well.

Results

The ANOVA test was provided for all factorial variables (gen-
der, age group, population of city/town/village, level of quali-
fication, occupation, professional orientation, economic situ-
ation of the family, attitude to social care policy, faith in God
and attitude to religion). Each of these factors splits the popu-
lation into groups (e.g. men and women in the case of gender,
age groups in the case of age, etc.). The level of preference of
the value of health was employed as the dependent variable
in every ANOVA test provided. Generally, we assumed that
specific population groups would have a different preference
for the value of health. Every group defined by the categorical
(factorial) variables mentioned above was loaded with a dif-
ferent average level for the value of health preference. Almost
all of our assumptions have been confirmed, and the results
show the preference of the value of health is significantly in-
fluenced by gender, age, population of city/town/village, level
of qualification achieved, occupation, professional orientation,
economic situation of families, faith in God and the attitude to
religion. Only one factor, the attitude to social care policy, does
not influence the attitude towards the value of health. This
result is very interesting and will be discussed below. All sta-
tistical dependencies (except attitude to social care) between
factors and the health value (hereinafter ‘HV’) were recognized
as significant at least at p < 0.05. The summary results of the
ANOVA tests are presented in Table 1.

Aside from the general response to the hypothesis, the
ANOVA test also brings us analytical data about the inner
structure of groups — and we can see which group across the
factor is most important (has the highest average preference
of the value of health) and which is least important (has the
lowest average preference of the value of health). This analyt-
ical data allows us to detect the group inside each factor for
which the value of health is most important. Similarly, we can

detect the group for which the value of health is least impor-
tant. These two groups inside each factor seem to be important
for building the relationship between health care specialists
and those who need this care. That is the reason why we added
two more columns in the results table (Table 1). The column
‘Category with highest average preference’ shows us the group
for which the value of health is the most important. On the
contrary, the column ‘Category with lowest average prefer-
ence’ shows us the group for which the value of health is the
least important. In the case when two groups have the same
lowest or highest average preference we notice both of them.

The last information the ANOVA test brings us is stand-
ard deviation of each group within the factor being analyzed.
Standard deviation helps us to understand the inner structure
of each group and tells us more about the structure of prefer-
ences of the value of health within each group. Those groups
with lower standard deviation are more homogenous, which
we can understand as the unity of preferences of the value
of health we acquired. On the other hand, the higher value
of standard deviation allows us to declare the group as quite
heterogenous. That means the respondents within the group
have very different attitudes to the value of health and are not
unique. The information concerning standard deviation of a
group with the highest and the lowest preference of the value
of health follows the mean and is added in brackets.

The easiest factors to report are obviously gender and at-
titude towards social care policy. Gender is easy because there
were only two relevant categories — men and women. Accord-
ing to our results, women have a significantly higher prefer-
ence of the HV than men. Therefore, we could consider women
to be more sensitive to health affairs, and we can also state the
HV plays a more important role in their lives than in the lives
of men.

The social care policy is more complicated, not because of
the results, but because it is the only factor which has no influ-
ence on the HV preference. We can only assume that the health
and perception of the HV in daily life is not influenced by polit-
ical preferences. It seems that people across the political spec-
trum consider the health issues to be very important. We can
also understand this result as the difference between health
and social sources of social problems. We can also postulate
the hypothesis that the people might better understand and
accept the existence of a health related cause for the need of
social care — rather than a situation when there is ‘only’ a social
cause for the need of social care. In this case, a health problem
is more easily accepted as ‘objective’ trouble, while the social
problem is more often considered as subjectively blamed.

Age, or age group as a factor influencing the average (here-
inafter ‘AVG’) preferences of the HV is interesting; especially
because of the evolution of the preferences as people age. The
preferences rise from the age 15 to 65, but after 65 they dra-
matically fall. What is even more interesting is that the rise
of average preference is accompanied by a fall of the standard
deviation (hereinafter ‘SD’), which continuously confirms the
unification of meaning of the value of health to people.

The population size of the city/town/village the respond-
ents are from should be considered a serious factor that also
has a significant influence on the HV. Although the progress in
this case is not so interesting as in the previous case of age, no-
table numbers exist, too. Generally, the most interesting result
from analyzing this factor is that the citizens of the cities with
a population between 60,000 and 150,000 have a significantly
lower AVG preference of the HV together with the highest SD.
In other population sizes the differences are not so big, and
we can say the AVG preference is slightly rising — starting at
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Table 1. Relations between social factors and preferences of the health value

Factor p Category with highest average Category with lowest average
preference (including standard preference (including standard
deviation - sd) deviation - sd)
Women Men
kkk
Gender <0.001 9.43 (1.23) 9.08 (1.54)
45-54 and 55-64 11-24 and 65+
Age group 0.006™* both at 9.38 (sd of 45-54 group is 1.24, both at 9.19 (sd of 11-24 group is 1.51,
sd of 55-64 group is 1.19) sd of 65+ group is 1.55)
The population of the town/village the 0,006 5,000-15,000 residents 60,000-150,000 residents
respondents are from ’ 9.40 (1.20) 9.13 (1.53)
. . University degree Primary education
kkk
Level of qualification <0.001 9.39 (1.19) 9.11 (1.69)
Pensioner, disability pensioner or person Unemploved
Occupation 0.001** on maternity leave 3.69 g_ S;,2)
9.32 (1.39) ’ ’
Medicine or healthcare and Trade and
. . . business Machine operator
*kk
Professional orientation <0.001 both 9.42 (sd of Medicine is 1.26, sd of 9.02 (1.60)
trade and business is 1.22)
. . 8 . ok Good Poor
Economic situation of respondent’s family <0.001 9.31 (1.36) 8.54 (1.93)
Attitude to social care policy and level of
. g . 0.915 - -
solidarity/subsidiarity
Those who believe there is ‘something Believe in more divine powers
Faith in God <0.001*** watching over us’ believers 8.95 (1.67) P
9.50 (1.19) : :
Religion can be important for some . ..
Attitude to religion <0.001*** people but for me it has no meaning s Sy G G Re R e

9.40 (1.28) 8.82 (1.79)

* Significant statistical dependency at 0.05; ** significant statistical dependency at 0.01; *** significant statistical dependency at 0.001.

a level of 9.26 in the case of villages under 2,000 people and
culminating at a level of 9.40 in the case of towns with a popu-
lation between 5 and 15 thousand people. Mid-size cities (pop.
15-60 thousand) and big cities (over 150 thousand) are quite
similar and the preferences are close to 9.25-9.26.

The next factor we used was level of qualification. Similar-
ly to the age factor, the level of qualification also rises across
the categories with only one exception: the rising trend of AVG
level is continuous and doesn’t break in the last category. The
same continuous but falling trend could be observed when
looking at SD.

Another interesting factor influencing the level prefer-
ence of the HV is the personal occupation of the respondent.
Data shows that almost all categories of respondents that are
or were engaged in a responsible occupation have a higher
(9.17-9.31) level of preference of the HV. On the other hand,
those respondents who are unemployed (in our research only
55 people out of 5,425) have significantly lower preferences
(8.69) of the HV. Fortunately for this group, this extremely low
value is followed with the highest SD. It means that this specif-
ic group is not homogenous, and even people who have the HV
preferences at a more expected level exist within it.

Before we start to analyze the factor of the professional
orientation of respondents, we must emphasize that this is
probably the most useful and surprising analysis published in
this paper. It could help the professionals in medicine and/or
healthcare to adapt their attitude to several groups of profes-

sionals because of their attitude to the HV. These attitudes are
probably formed over a long time and are a part of the pro-
fessional identity of every person who is a professional in the
analyzed fields. The results of the research are enough to prove
statistical dependence, nevertheless there are no huge differ-
ences that could shock the readers and cause healthcare deliv-
ery problems for some categories of respondents. The lowest
preferences of the HV is in the category of people who work
as machine operators. The level of the HV preferences in this
category is 9.02.When we planned the research, the hypothe-
sis assuming the relationship between the economic situation
of arespondent’s family and his/her preferences of the HV was
the one with possibly the greatest expectation not to be reject-
ed. This assumption has not been disproved and now we can
confirm the existence of the relationship between economic
situation and preferences of the HV. Moreover, we discovered
the economic situation of a respondent’s family is one of the
key factors influencing the HV preferences. The most impor-
tant information that helps us to analyse this factor is that the
respondents from families with poor and ‘not good’ economic
situations have a lower preference of the HV. This result leads
us to the conclusion that economic condition probably influ-
ences the attitude to health itself (Maskileyson, 2014).

The last two factors we ought to discuss are about faith in
God and attitude towards religion as an institution/church. If
we step over the special category of the few people (66) who
believe in more divine powers and who have the lowest pref-
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erences of HV (8.95) we find that the category with the sec-
ond lowest preference of HV is those people who believe God
is looking after the world (9.04). This is much stranger when
we realize the category with the highest preferences of HV is
those who believe ‘something is watching over us’. In contrast,
the category of people who believe in a God which doesn’t in-
fluence the world has the second highest (9.37) average pref-
erence of HV.

If we look at the last researched factor influencing the pref-
erences of HV - the attitude towards religion — we find further
surprises. The category of respondents who refuse religion has
the lowest level of preferences of HV (8.82). This is contradic-
tory to the previous findings concerning atheism and the belief
in a God that does not influence the world. The contradiction
looks even deeper when we realize the highest level of prefer-
ences of the HV (9.39) was measured in the people who think
religion could be helpful for somebody, but has no value for
them. In the discussion we will try to form an explanation for
this discrepancy. The last two categories — those who consider
themselves as religious and don’t belong to a religious institu-
tion/church, and those who are members of a church or any
other kind of religious institution, conformed to the previous-
ly measured attitudes to belief in God. With their membership
in a religious church/institution they have a remarkably lower
level of preference of HV.

Discussion

The main goal of this paper was to examine the influence of
several social factors on the preferences of HV among the con-
temporary Czech population. The results of the research show
that almost all of the selected factors except one — the attitude
to social care policy and level of solidarity/subsidiarity — have
a significant influence on HV.

If we start the discussion with gender and age groups,
we could state the results of our research are not surprising;
many authors have found significant differences between men
and women or among different age groups in values research
(e.g. Vilar et al., 2020). Heckhausen et al. (2010) argue that
people change and adjust their values, expectations, and at-
tributions in accordance with proto-typical opportunities
(and constraints) common in different stages of the life span.
In general, these results (from worldwide research studies)
confirm our results concerning gender and age and also the
change across the life of humans (Dobewal et al., 2017). In the
case of HV we are not able to compare our results directly with
others, because HV is almost always measured as a part of a
certain value or motivational domain, but we can confirm the
trend in values shift.

Both gender and age were factors measured and discussed,
not only for influential results, but also because our research
was designed to be representative in these categories. Instead
of these two categories the research was designed and realized
to be representative of the Czech population in one more cat-
egory. This category is the population of the town or village
in which the respondents live. Thanks to this category we can
confirm the research represents the whole of the Czech popu-
lation - especially since we know that more than 27% of the
population live in small villages, about 30% of the population
live in small cities, approximately 21% of the population live in
towns smaller than 100 000 inhabitants, and over 22% live in
big cities (Czech Statistical Office, 2011).

It seems reasonable to assume that the importance of
HV will rise together with qualification level. Our findings

proved (with statistical significance) the connection between
preference of HV and level of qualification, and we can also
confirm previous findings published by Colby et al. (2010) or
Soria and Mitchell (2016). Formal and probably also informal
and non-formal education is making a stronger connection
between these phenomena. We can also assume that the rea-
son for the rising level of the preferences of HV with tertiary
education is also related to the higher level of both civic and
personal responsibility.

As we mentioned in the research results, the preference
of HV is higher in those respondents who are/were engaged
in responsible occupations. It is not surprising that the group
of pensioners, disability pensioners and persons on maternity
leave has the highest preferences of HV; for these people health
is very important and brings them daily concerns. When we
compare these results with previous findings concerning age
groups, we can see quite a strange contradiction because re-
spondents aged 65+ declared the lowest preferences of HV.
Surely one can argue that the group of pensioners also includes
those who are disability pensioners and people on maternity
leave, but these subgroups do not explain such a big difference.
Fortunately, there exists another explanation. Pensioners in
the Czech Republic are people who have achieved the age of
about 63 and pensioners who are younger than 65+, and to-
gether with disabled pensioners and people on maternity leave
they significantly influenced the group we are discussing. This
influence also confirms the fact that the respondents in the
age group 55-64 have the highest preferences of HV among
all of the age groups. It is important to discuss the category
of unemployed people (similar to poor people) who reported
the lowest preferences of HV because we found an interesting
connection with self-reported health status. Johansson et al.
(2020) published a study in which they confirmed the relation-
ship between self-reported health status and unemployment.
Another interesting fact is that biometric measurements did
not confirm this connection.

In the case of professional orientation, there are differenc-
es which allow us to distinguish three groups of professionals:
those with a higher sensitivity towards health, those with a
medium sensitivity for health and the last with a lower sen-
sitivity for health. Due to the higher preferences of HV, the
first group (professions with a higher sensitivity for health)
includes medicine and other healthcare professionals, trade
and business (including accounting) professionals, and of-
ficials working in public administration. The second group
(professions with a medium sensitivity for health) is made
up of professionals in the field of education and private and
public services professionals (e.g. craftsmen, police, army, fire
brigade, gardeners). The third group of professions (the one
with a lower sensitivity for health) consists of professionals
in management, technology, law, social-care culture, machine
operators, and finally those people who work in positions with
no demands for qualifications.

The influence of the economic situation of the family shows
a paradox which could be easy overlooked, but we wonder if it
could have important consequences. It is a fact that families
with an excellent economic situation have a slightly lower pref-
erence of HV than those families with a good or quite good
economic situation (although there is no rational reason for
this fall). Although we are not fully able to explain this surpris-
ing change, it could be interesting to compare this result with
the research concerning fundamental drivers of prosperity in
the EU and Western Balkan Countries (Gavrilovi¢ and Gligo-
ri¢, 2018) where the different prosperity drivers are discovered
for different groups of countries. The Czech Republic has also
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been included in this research, and according to the results it
is among the countries for which education and safety are the
most important drivers of prosperity. So, we could deduce that
most prosperous people with a higher income have different
preferences of HV than for example people in those EU coun-
tries which are richer (Finland, Denmark, Austria, etc.).

The factor of faith in God is the most confusing of all. It
could be considered a paradox, but the category of those who
believe ‘something is watching over us’ has the highest lev-
el of preferences of HV, whilst the category of ‘believers in a
personal God who is looking after the world’ has the second
lowest preferences of HV. The only reasonable explanation of
these preferences is that the people whose faith in God or pow-
ers which control our actions do not care so much about their
health and therefore have a lower preference of HV. Their faith
in God gives them hope and replaces the other values (Nichol-
son et al., 2010). On the other hand, the people who do not
believe in God (atheists) or who believe in a God that doesn’t
care, carry much more responsibility on their own shoulders
and they have to deal with it alone. This is why they consider
health to be the ultimate value and no value is more important
for them. This is not only a problem of theory of values but it
is also a theological problem (Collins, 2018).

From the point of view of the previously analyzed factor,
it might be clear why the factor of attitude towards religion
might look confusing. However, the situation here is quite
different. The respondents with the lowest preferences of HV
here are those who stated the negative attitude to any reli-
gion. The only acceptable explanation is that the attitudes to
religion as an institution/church do not match the attitudes
concerning belief in God (Hammer, 2018). Even if we explain
the differences to the previous question another question still
remains: why do those people who refuse religion have such a
low level of preferences of HV? One possible answer is that the
attitude to institutional religion is connected with a general
distrust in institutions (especially religious — Vido, 2019) and
the HV specifically points out and represents the complexity of
societal institutions who serve to provide health, medical and
social care (Palmer Kelly et al., 2019). This opinion could be
supported by another result concerning attitudes to religion
in the relationship with HV, namely the highest level of pref-
erences of HV (9.39) which has been measured among people
who think religion could be helpful for some, but has no value
for them.

Conclusions

In this paper we have discussed several proven relationships
between social factors and preferences of the HV. The results
achieved in our research bring new stimuli for both theory of
values and the practice of healthcare.

From the point of view of the values theory, we could
state there exist newly discovered relationships and factors
influencing the constitution of values and setting the level of
values preference. The health value represents only a small
part of the personal values orientations, but it can help us to
understand how this little piece of an individual’s world of val-
ues is being influenced and formed. The question is how (and
whether) the level of preference of the HV influences factors
mentioned above and the relationship is linked. Our previous
findings concerning values and leisure confirm this assump-
tion — although the statistical methods used in this research
and published in this paper do not allow us to proclaim these
results.

From the point of view of the practice of healthcare we
can confirm the important role of values in every day care,
because the values play an important role in the clients’/pa-
tients’ worldview and their attitude to care which is delivered
to them. The attitude to health (represented by the HV) in
the lives of clients can be a crucial factor that can change the
motivation of a client — and consequently could lead to them
healing or not healing. The source of client motivation is hid-
den in his/her inner world and the only way to use it in the
process of healing is to understand values as representations
of these motivations. Maybe we will not use the specific fac-
tors analyzed in this paper (and even the value of health itself)
for immediate change, but we hope they will be considered as
important — because we believe this could lead to a change in
healthcare and social care in the long run.
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Preference a vliv hodnoty zdravi v soucasné ceské populaci

Souhrn

Clanek prezentuje vysledky vyzkumu zaméfeného na preference hodnoty zdravi a socidlni faktory, které tyto preference ovliv-
fuji. K témto faktorim patii predevsim pohlavi, vék, velikost obce, troveri dosaZzeného vzdélani, profesni orientace, ekonomicka
situace rodiny, postoje k socialni politice, vira v Boha a postoj vii¢i ndbozenstvi. Vyzkum byl realizovan napti¢ Ceskou republikou
a ztcastnilo se jej 5 425 respondentd. Data byla ziskdna pomoci dotazniku. Vyzkum prokazal, Ze na postoj k hodnoté zdravi maji

sledky pro teorii i praxi socidlnich véd: podafilo se potvrdit vyznam hodnot v kontextu socidlniho statusu a postoji a také proka-
zat vyznamny vliv hodnot pro praxi souc¢asné zdravotni a socidlni péce, protoze hodnoty ovliviiuji motivaci klientt a v disledku
toho mohou vyznamné prospét procesu uzdravovani, nebo mu naopak ugkodit.

Klicova slova: hodnota zdravi; hodnoty; postoj ke zdravi; socidlni faktory; vyzkum
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