@?&Eﬂamr TPOMAJICBHKE 3J0POB’SI
e

UDC 613.25:616-06
DOI https://doi.org/10.32782/2077-6594/2026.1/04

Trnkova L., Kilikova M.

Obesity — a determinant affecting
the quality of life

St. Elizabeth University of Health and Social Work
in Bratislava,
Detached workplace Roznava, Kosu Schoppera 22,
Roznava, Slovakia

Tpukosa JI., KinikoBa M.

OxupiHHA — JeTepMiHAHTA,
110 BILTUBAE HA AKICTH KUTTH

YHIBEpCUTET OXOPOHU 3I0POB’S Ta COMiaIbHOI poboTH
Cs. €1m3aBetu B bpatucnasi,
Oxpeme poboue micuie Poxxusia, Kosu Schoppera 22,
Poxxnssa, CnoBauunHa

trnkova@vssvalzbety.sk

Introduction

Obesity is defined as abnormal, excessive fat
deposition, which leads to the development of health
complications [1]. It is a chronic progressive disease
caused by an energy imbalance between calorie intake
and expenditure. The accumulation of fat and its insufficient
mobilization in tissues causes structural and functional
changes that culminate in multiple organ-specific
pathological complications.

Obesity is a multifactorial disease caused by
the interaction of genetic predispositions with environ-
mental factors [2; 3]. The endogenous factors causing
obesity include genetic predisposition, epigenetic fac-
tors, pregnancy, and certain endocrine abnormalities
[4]. Exogenous factors include environmental factors,
employment, energy intake, dietary habits, limited
physical activity, sedentary lifestyle, quitting smoking,
lack of sleep, exposure to chronic stress, various eat-
ing disorders, psychosocial factors, depression, anxiety
and psychosis, negative perception of one’s own body,
low self-esteem, use of certain medications, and many
others. High BMI and accumulation of adipose tissue
in the body are significant predictors, making obe-
sity a disease that affects about 15% of men and 22%
of women. In recent decades, obesity has affected pop-
ulations in both developed and developing countries.
In Slovakia, approximately 2/3 of the adult population

is obese. The number of adults with stage 3 obesity is
increasing, especially among women. The incidence
of obesity as a disease in Slovakia correlates with global
findings [4; 5]. Despite these findings, obesity is not per-
ceived as a disease [6].

Obesity is a frequent cause of other diseases
and complications that affect the quality of life.
It negatively determines the quality of life in the physical,
psychological and social domains (Table 2) [7]. Deficits
in physical health and psychological health affect
the overall condition and satisfaction with life. The ability
to self-realize can be changed, disharmony verbalized
as dissatisfaction arises.

The extent of changes in quality of life depends
mainly on the level of obesity, age and gender. Studies
point to changes in reproductive health and reduced
self-esteem. Stigmatization often occurs [10; 11]. Obese
people are considered lazy, which makes it difficult to
find a job. Other authors [12] describe obesity as a health-
damaging dysfunction in appearance, which is considered
a social shame. Low quality of life in the area of social
interaction determines changes in thinking, attitudes
and emotions. According to Stephenson et al. [13]
and Zawiszka et al. [14], in obese people, a bad attitude
towards their own body is dominant, which can result
in self-stigma. An obese person devalues themselves,
experiences feelings of shame and inferiority, and has
reduced self-esteem [15; 16].

Table 1

People at risk of obesity development

and exercise habits (60%) are also responsible for this

[ people with a positive family history — children of obese parents are often obese, and in addition to genetics (40%), family eating

[J women during puberty, pregnancy, breastfeeding, menopause, seniors

estrogens, glucocorticoids and others)

[1 people taking medications with a risk of weight gain (thyroid-stimulating drugs, sedatives, antidepressants, antipsychotics,

[J people who have recently quit smoking

[ people with a lower level of education, lower income

[J people suffering from sleep deprivation

Source: own processing according to Fabryova et al., 2021 [4].
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Table 2
Quality of life domains
domain components examples
. symptoms pain, fatigue
physical physical functions daily activity, mobility
symptoms depression, anxiety, fear
mental kognitive functions concentration, memory
mental well-being equanimity
) social well-being family, social relationships
social — : ; -
activity work, employment, coping with household duties
global health assessment satisfaction with health, health-related expectations
other personal constructs religion, stigmatization
satisfaction with care provided satisfaction with treatment and outcomes
Source: own processing according to Rehulkova et al., 2008; Martinez-Martin, 2017 [8, 9].
Purpose Table 4
Research sample according to age
The aim of the research. In our research, we focused Agelyears n %
on investigating the problem of the quality of life of obese  |20-29 10 10,5
people. 30-39 21 22,1
We set the following research goals: 40-49 29 30,5
— to assess and analyze the quality of life of obese |50-59 26 27,4
people in selected domains of health 60-65 9 9,5
— to compare the quality of life in selected domains |x 95 100
with respect to gender n=absolute number, %=relative number, ¥= summ
— to determine the overall quality of life with respect
to gender Table 5
— to identify the relationship between BMI and overall BMI in research sample
quality of life with respect to gender. BMI value (n=95) n %
30-34,9 kg/m? 2 2,1
Object, materials and research methods 35-39,9 kg/m? 33 34,7
40-44.,9 kg/m? 33 34,7
A total of 95 participants of both genders participated | 45-49,9 kg/m? 12 12,6
inthe research. The inclusion criteria were: BMI values> 30, 50-54,9 kg/m? 10 10,5
age from 20 to 65 years, dispensary at the obesity treatment | >55 kg/m? 5 5,3
centre, and willingness to participate. P 95 100
The group consisted of 46 men and 49 women BMI value, men n %
(Table 3). Most participants (n=29) were in the age group  |30-34,9 kg/m? 1 2,2
of 40—49 years (Table 4). 38 respondents had a university  |35-39,9 kg/m? 12 26,1
education, 37 had secondary education with a high school  |40-44,9 kg/m? 19 413
diploma, and 20 had secondary education without a high  |45-49,9 kg/m? 8 17,4
school diploma. The BMI of most participants was between | 50-54,9 kg/m’ 4 8,7
35 and 45% (Table 5). >55 kg/m? 2 43
)3 46 100
Table 3 BMI value, women n %
Research sample according to gender 30-34,9 kg/m® 1 2
gender n % 35-39,9 kg/m? 21 429
men 46 484 40-44.,9 kg/m? 14 28,6
women 49 51,6 45-49,9 kg/m? 4 8,2
s 95 100 50-54,9 kg/m? 6 12,2
n=absolute number, %=relative number, = summ 255 kg/m’ a viac 3 6,1
z 49 100
To obtain data, we wused a short version [M 42,9
of the standardized questionnaire on the impact of body |SD 6,18
weight on quality of life IWQOL — Lite) [17], which |Mdn 41,5
consists of 31 items with scores in multiple domains, on  |BMI 34,6-58,8 kg/m’

a 0—100 scale (100 being the best quality of life). It maps
the quality of life of an obese person in five dimensions:

n=absolute number, %=relative number, = summ, M=mean,
SD=standard deviation, Mdn=median, BMI=body mass index.
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physical functions, self-esteem, sexual life, social
relationships, public distress, and work. Likert scales with
five-point response options (always, usually, sometimes,
rarely, never) were used. For each item, the respondent
marked one answer that best described his situation over
the past week. The InBody 230 device was used to measure
body impedance.

We evaluated the data using descriptive and inferential
statistics using Excel and SPSS version 22.0. In descriptive
statistics, we used absolute (f) and relative frequencies
(%). For quantitative variables, arithmetic mean (M),
standard deviation (SD), median (Mdn), minimum (min)
and maximum (Max) values were used. In inferential
statistics, we used tests for comparison and the detection
of relationships between variables. We used the normality
test (skewness, kurtosis) to analyze the data distribution.
When detecting differences between genders, we used
Student‘s t-test for two independent samples. To detect
relationships between categorical variables, we used
Pearson‘s correlation coefficient.

Research results

The results confirmed or refuted the statistical
hypotheses.

Hypothesis 1: We assume that there is a difference
between the quality of life of obese men and women
in selected health areas.

In the domain of physical function (Table 6) for men,
we found an average value of M = 4528 (SD = 13.33)
and for women M = 45.9 (SD = 11.78). The difference is
not statistically significant (t(93) =— 0.255, p =0.8).

39.1 % of men stated that they had the biggest
problem tying their shoelaces. 40.8 % of women expressed
the opinion that active movement does not bring them joy.
It was remarkable to find that only 6.1 % of women worry
about their health.

In the domain of self-esteem (Table 7), we identified
a statistically significant difference considering the gender
(t(93) = -5.004, p < 0.001). Men have higher self-esteem
(M=13.43, SD=7.25) than women (M=20.1, SD=5.6).
8.7% of men and as many as 26.5% of women (n=95) do
not like looking in the mirror and at their own photo.

In the domain of sexual health (Table 8), we identified
a statistically significant difference (t(93) = -2.27,
p = 0.026). The data confirmed that men have a higher
quality of life in the area of sexual life (M=10.17, SD=4.54)
than women (M=12, SD=3.43). Dysfunction in sexual
activities was confirmed in the whole sample (n=95).

In the domain of social relations and public distress
(Table 9), we did not find statistically significant differences
between men (n=46) and women (n=49) (t(93) = -7.545,
p=0.453).

10.9% of men reported that obesity is a cause
of concern about whether they will fit/enter into a seat
in public, whether they will pass through a turnstile

Table 6
Quality of life of obese men and women in the field of physical function
M SD skewness kurtosis t df P
men 45,28 13,33 -0,309 -0,956
women 45,9 11,78 -0,17 -0,785 0,255 % 08
M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance.
Table7
Quality of life of obese men and women in the area of self-esteem
M SD skewness kurtosis t df p
men 13,43 7,25 1,39 1,24
- <
women 20,1 5,6 0,452 -0,118 5,004 93 0,001
M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance.
Table 8
Quality of life of obese men and women in the domain of sexual health
M SD skewness kurtosis t df P
men 10,17 4,54 0,5 -1,02
women 12 3,43 0,718 -0,234 2,27 93 0,026
M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance.
Table 9
Quality of life of obese men and women in the area of social relations and public distress
M SD skewness kurtosis t df p
men 20,89 7,27 0,641 -0,35
2 b b 2 _ 4 4
women 21,9 5,7 0,169 -0,073 0.75 93 0433

M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance
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Table 10
Quality of life of obese men and women in the domain work
M SD skewness kurtosis t df P
men 9,8 3,04 0,742 0,18
women 11,2 2,66 0,314 -0,104 2423 93 0,017

M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance.

Table 11
Comparison of overall quality of life with respect to gender
M SD skewness kurtosis t df P
men 99,59 30,36 0,155 -0,917
women 111,2 22,19 -0,074 0,026 2131 93 0,036

M — average, SD — standard deviation, t — value of Student‘s t test, df — degrees of freedom, p — statistical significance.

or an aisle, or whether they will find a suitable chair which
will withstand their weight. 32.7% of women feel socially
restricted because they cannot dress according to fashion
trends.

In the domain of work (Table 10), obese men achieve
a statistically higher quality of life (M=9.8, SD=3.04)
than obese women (M=11.2, SD=2.66) The difference is
statistically significant (t(93) =-2.423, p =0.017).

We conclude that in terms of overall quality
of life (Table 11), men (n=46) have a higher quality of life
(M=99.59, SD=30.36) than women (M=11.2, SD=22.1).
The difference between them is statistically significant.

We accept hypothesis HI and conclude that there is
a difference in overall quality of life between obese men
and obese women, with men achieving a higher quality
of life (M=99.59) than women (M=11.2).

Hypothesis 2: We assume that there is a relationship
between quality of life and BMI in obese men.

In men (n=46), the higher the BMI, the lower
the quality of life in all examined domains except self-
esteem (Table 12). We accept Hypothesis 2 and conclude
that there is a negative relationship between BMI
and quality of life in men (p=0.001).

Hypothesis 3: We assume that there is a relationship
between BMI values and quality of life in women.

In the group of women (n=49) we found a statistically
significant, strong negative relationship between BMI
values and the physical function domain. The higher
the BMI value, the lower the quality of life in the domain

of physical function. The BMI value explains 39.44%
of the variance in the physical domain of obese women.

We found a moderately strong negative relationship
between BMI values and social relationships and problems
in the public domain. We found a statistically significant
and moderately negative relationship between BMI value
and the overall quality of life of women (n=49).

The relationship between BMI and the domains
of self-esteem (r = — 0.628, p = 0.642), sex life (r = 0.018,
p = 0.904) and work (r = 0.0009. p = 0.951) was not
statistically significant (p > 0.05). Data analysis confirms
the acceptance of hypothesis H3 (Table 13).

Discussion of the research results

The quality of life is influenced by a wide range
of factors. One of them is obesity. This is pointed
out by numerous authors [11; 16]. Pimenta et al. [11]
examined 60 patients of Brazilian origin, divided
according to the BMI value into three monitored
categories (respondents with normal body weight, obese
and morbidly obese). The results of their research (n=60)
showed that respondents regardless of gender with a BMI
value in the normal range (18.5-24.9 kg/m?) reposrt
a better quality of life than respondents with a BMI
in the obesity range (1st stage: BMI = 30.00-34.9 kg/m?,
2nd stage: BMI = 35.0-39.9 kg/m?) and morbid obesity
BMI > 40 kg/m?). This finding correlates with the validity
of our hypothesis 1. In our sample (n=95) there is

Table 12 Table 13

Relationships between BMI and quality of life in men  Relationships between BMI and quality of life in women

Quality of life domains r p R? Quality of life domains r p R?
physical functions -0,614 <0,001 0,377 physical functions -0,628 | <0,001 | 0,3944
self-esteem -0,043 0,777 - self-esteem -0,068 | 0,642 -
sex life -0,372 0,011 0,1384 sex life 0,018 | 0,904 —
social rela_tionships and -0,594 <0,001 0,3528 social rela.tionships and -0.445 | <0001 | 0,198
problems in public problems in public
work -0,484 0,001 0,2343 work 0,009 | 0,951 —
overall quality of life -0,526 < 0,001 0,3767 overall quality of life -0,461 | <0,001 | 0,2125

r — Pearson correlation

coefficient, p — statistical signifi-

cance, R2 — coefficient of determination.

r — Pearson correlation coefficient, p — statistical signifi-

cance, R2 — coefficient of determination.
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a statistically significant difference in overall quality of life,
with men achieving a higher quality of life (M=99.59)
than women (M=11.2). In the area of self-esteem,
we also identified a statistically significant difference
(t(93) =-5.004, p < 0.001). In our sample, men had higher
self-esteem (M=13.43, SD=7.25) than women (M=20.1,
SD=5.6). 8.7 % of men and 26.5% of women (n=95) do not
like looking in the mirror and at their own photo. It turns out
that the aesthetic aspect plays a significant role in the quality
of life of obese people. Women feel discriminated against
in employment and in relationships. According to Hainer
et al. [3], people with obesity are 37 times more likely
to experience employment discrimination than people
with normal body weight. At the same time, employment
discrimination is 16 times more common in women than
in men. Levine, Schwetzer [18] are of the opinion that
people with obesity are more often assigned to work
with fewer competencies. Discomfort in physical fitness
limits their mobility, worsens breathing, causes sleep
disorders, fatigue, varying degrees of pain and limits self-
sufficiency. In the domain of physical fitness, we identified
a comparable finding (p=0.8).

Vantieghem et al. [19] conducted research
in adolescents (n=500) and found that obesity causes
fatigue. Similar findings are reported by the Kolotkin
et al and Donini et al, who conducted the research
in a group of respondents (n=100) aged 18 to 75 years
and with a BMI >30 kg/m [20; 21]. They found that
a higher BMI value is associated with a worse quality
of life in the domains of physical health and survival.
Obese people were discriminated and stigmatized. They
demonstrated a lower quality of life in the domain of social
relationships. In our research, we note that in our sample
(n=95) 10.9% of men reported that obesity is a source
of concern for activities in public life. 32.7% of women
feel social restrictions. The reason is that they cannot dress
according to fashion trends. Our findings correlate with
the results of the study of Kénska [22]. The author states that
obese people feel embarrassed, have reduced self-esteem,
fear rejection, and are reluctant to appear in public. Obesity
also affects work performance. Obese people subjectively
report that they have a bad experience with the acceptance
of their person in job interviews. Flint and Snook [23]
describe that during job interviews, obese people were
evaluated as having low potential for leadership positions.
Employers predicted lower success and performance
of obese applicants compared to applicants with normal
body weight. In the given area in our sample, we found that
obese men have a higher chance of being accepted at work
than (M=9.8, SD=3.04) obese women (M=11.2, SD=2.66).
A professor of sociology [24] pointed out obesity as a factor
of mental health.

From the point of view of psychosomatics, the psyche
is inextricably linked to the body. Self-esteem is considered
a sign of mental health. In this area, we identified

a statistically significant difference (t(93) = -5.004,
p < 0.001). Men have higher self-esteem (M=13.43,
SD=7.25) than women (M=20.1, SD=5.6). The risk
of social isolation in the obese community is high. This risk
has been highlighted [12]. Obesity has been characterized
as social shame. Several studies have confirmed that
stigmatization is not a motive for weight reduction. We
did not find statistically significant differences in this arca
(1(93) = -7.545, p = 0.453). Obesity also affects the choice
of a partner. Obese women are disadvantaged in choosing
a partner, as they are perceived as less attractive and are
often confronted with negative insinuations from a potential
partner. There is a risk of a negative partner relationship.
Obesity reduces sexual activity and exposes partners to
stress. This is also indicated by the results of the study
[25; 26]. The results of our research in the field of sexual
health confirmed a statistically significant difference
(1(93) =-2.27, p = 0.026) between the sexes. Men signaled
a higher quality of life in the field of sexual life (M=10.17,
SD=4.54) than women (M=12, SD=3.43). Dysfunction
in sexual activities was confirmed in the sample (n=95).

Prospects for further research

When it comes to obesity, more attention needs to be
paid to women. It is a civilization disease that determines
the quality of life and especially its psychological
dimension. We recommend multidisciplinary collaboration
to achieve balanced lifestyle coordination with
a predominance of preventive interventions. The risk
of obesity and its negative impact on quality of life should
become the subject of repeated research in generational
cohorts. Differentiation of risks and early interventions
have preventive significance. In the future, the focus
of research should primarily be on alternative preventive
measures in order to obtain evidence of their importance
in promoting population health.

Conclusions

Obesity is a global pandemic and the most common
metabolic disease affecting all age groups. In Slovakia,
the number of adults with stage 3 obesity is increasing,
with a predominance of occurrence mainly in women [4;
5; 27]. 1t affects many areas of life. It affects social life,
employment, family and partner relationships. Therefore,
we consider it right to examine the issue of the quality
of life of the obese. We believe that primary prevention
in the form of education, especially of the young popu-
lation, can bring success. We recommend continuing to
examine the risks of obesity with the aim of changing
lifestyle. We consider knowledge of preventive programs
and the involvement of different age groups in the imple-
mentation of obesity prevention action plans to be high-pri-
ority interventions.
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Obesity is a preventable disease; however, in recent decades it has increasingly affected populations of both developed and
developing countries. It is a complex condition involving an excessive amount of body fat. Obesity leads to structural and functional
changes culminating in multiple organ-specific pathological complications that significantly influence morbidity as well as the quality
and length of life.

Purpose. The aim of this study was to determine which dimensions of quality of life are affected by obesity, to compare quality
of life by gender, and to assess the relationship between quality of life and BMI among obese respondents.

Materials and methods. The research sample consisted of 95 respondents, 49 women and 46 men, with BMI > 30 kg/m?,
aged 20-65 years, monitored at a center for body weight regulation. The largest proportion of respondents (n = 29) belonged to the
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4049 age group. Data were collected using the shortened version of the standardized questionnaire Impact of Weight on Quality
of Life — Lite (IWQOL-Lite), consisting of 31 closed items. We evaluated quality of life in people with morbid obesity across five
dimensions: physical functioning, self-esteem, sexual life, social relationships, public distress, and work. For each item, respondents
selected the answer that best described their situation during the past week. Responses were rated on a five-point Likert scale: always,
usually, sometimes, rarely, never. Anthropometric data were obtained using the InBody 230 bioimpedance device. Data were analyzed
with descriptive and inferential statistics. Descriptive statistics included absolute (f) and relative (%) frequencies, arithmetic mean
(M), standard deviation (SD), median (Mdn), minimum (min), and maximum (max). Within inferential statistics, we applied tests
to compare and examine relationships between variables. Prior to selecting the appropriate test, we assessed data distribution using
normality tests (skewness, kurtosis). To determine differences between two groups, we used Student’s t-test for independent samples,
and to examine relationships, we employed Pearson’s correlation coefficient.

Results. Differences in overall quality of life were found between obese men and women, with men reporting a higher quality of
life (M = 99.59) compared to women (M = 111.2). Significant differences were also identified in the dimensions of self-esteem, sexual
life, and work. No statistically significant difference was observed in physical functioning between genders (p = 0.8). In self-esteem, a
significant difference was confirmed (p < 0.001), with men reporting higher self-esteem (M = 13.43, SD = 7.25) than women (M = 20.1,
SD = 5.6). In sexual life, men also reported better quality of life (M = 10.17, SD = 4.54) compared to women (M = 12, SD = 3.43).
Sexual dysfunction was confirmed in the overall sample (n = 95). In the work dimension, statistically significant differences were
found (p = 0.017), with obese men reporting higher quality of life (M = 9.8, SD = 3.04) than obese women (M = 11.2, SD = 2.66).
Among men (n = 46), data analysis revealed that higher BMI values were associated with lower quality of life across all dimensions
except self-esteem. Among women (n = 49), higher BMI values were associated with lower quality of life in physical functioning, with
BMI explaining 39.44% of the variance in this dimension. A moderately strong negative relationship was found between BMI and the
quality-of-life dimensions of social relationships and public distress. No significant associations were found between BMI and self-
esteem (p = 0.642), sexual life (p = 0.904), or work (p =0.951).

Conclusions. The prevalence of obesity continues to rise across all age groups and significantly affects both health and quality of
life, underscoring the urgent need for effective preventive measures.

Key words: obesity, Quality of life, dimensions of quality of life. BMI.

O>XUpIHHS € 3aXBOPIOBAHHAM, SIKOMY MOXKHA 3aIl00irTH, OHAK B OCTaHHI JIECATIIITTS BOHO BpaXkae Jenalli Oijblie HaceJeHHs
SIK PO3BMHEHUX KpaiH, TakK i KpaiH, 0 pO3BUBAIOTHCS. ]e KoMITIeKCHe 3aXBOPIOBAHHS, 1[0 BKIIIOYAE HAAMIPHY KiJIbKiCTh )KUPOBOI TKa-
HUHHA. BOHO IPU3BOANTE 10 CTPYKTYPHHUX 1 PyHKIIOHATBHUX 3MiH, SIKi culminyroTh y YUCIIEHHUX OPraHOCHEeNN(iTHUX MaTONOTIIHUX
YCKJIQHEHHSIX, 10 CYTTEBO BIUIMBAIOTh HA 3aXBOPIOBAHICTh, & TAKOX HA AKICTh 1 TPUBAIICTb XKUTTA XBOPHX Ha OXKHUPiHHA. MeTolo
po6otu Oyro 3’sicyBaTy, y SIKUX BUMipax 0)KUPiHHS BIUTUBAE Ha SIKICTh KUTTS, TOPIBHATH SKICTB XUTTS 3 OISy Ha CTaTh Ta JOCIIAUTH
B32€MO3B 30K MiX SIKICTIO JKHTTS PECIIOHAEHTIB 3 OXKHUPIHHSM 1 piBHeM ixHboro IMT.

Marepianu Ta meronu. JocmimkyBany BHOIpKY ckiaiu 95 pecionneHTiB: 49 xkiHoK 1 46 qonoBikiB 3 IMT > 30 xr/m? BikoM Bix
20 mo 65 pokiB, gKi nepeOyBaay HiJ TUCTIAHCEPHUM HAIISIOM Y LHEHTP1 3 peryisanii HaJumMImkoBoi Macu Tina. HaiOinbina KijgbKicTh
pecnioneHTiB (n=29) Oyna y BikoBiii rpymi 40—49 pokis. s 300py naHuX Oy10 BUKOPUCTAHO CKOPOUYCHY BEPCIIO CTaHIAPTH30BAHOTO
ONUTYBAIBFHHKA BIUIMBY MacH Tija Ha sKicTh xkUTT IWQOL-Lite, mo cknagases 3 31 3akpuroro nuranHs. Byino nociimkeHo sKicTh
JKUTTS JIIONEH 13 MOPOITHAM OXHPIHHAM Y II'SATH BHMipax: (i3MuHa KOHIHMIIS, YIEBHEHICTh y c00i, CeKCyallbHE JKUTTS, COLiaNbHI
CTOCYHKH, MpoOIeMH y MyOIiyHOMY >KHUTTI Ta poboTa. B KO)KHOMY MYHKTI aHKETH PECIIOHACHT OOMpaB OAHY BiIIOBiAb, KA Hal-
TOuHilIe BimoOpakaia HOro CUTyaIlilo 3a OCTaHHIH THXXAeHb. Binnosini oriHioBamuce 3a 5-0anpHor0 mikasoro Jlaiikepra: 3aBxay,
3a3BUYai, 1HOMI, pisKo, HiKonH. I OTpUMaHHS aHTPOIIOMETPUYHUX JAHUX BUKOPHCTOBYBaBCs OloimrenaHcHuit ananmizarop InBody
230. Orpumani gaHi Oynn MpoaHaNizoBaHi METOAMH OMHCOBOI Ta iH(pepeHNiHOT CTaTUCTHKHU. B OmMICOBIil cTaTHCTHII 3aCTOCOBYBa-
nuck abcomoTHi (f) Ta BigHOCHI yactotH (%), IUIs KITBKICHUX 3MiHHHX — cepenHe apupmernune (M), ctangaptae BiaxuieHHs (SD),
meniana (Mdn), MiHiMyM (min) i MakcuMyM (max). Y Mexax iHpepeHLiHOT CTaTUCTHKHU 3aCTOCOBYBAINCh TECTH IJIs TOPiBHSHHS Ta
BUSIBIICHHS B3a€MO3B’s3KiB Mixk 3MiHHUMHU. [Iepes1 BUOOpOM TecTy mepeBipsiiach HOPMaIbHICTh PO3MOILTY JaHUX (ACUMETPIs, EKCIEC).
Jl1st BU3Ha49eHHS BIAMIHHOCTEH MK IBOMA IPyIIaMi BUKOPHUCTOBYBaBCs t-TecT CThIOAEHTA TS He3aJIeKHNX BUOIPOK, a IJIsl BUSBICHHS
B3a€MO3B’s13KiB — KoedimienT kopemnsii [Tipcona.

Pesynbrati. Mik 40I0BiKaMH Ta XiHKaMHU 3 OKUPIHHIM iCHY€ PI3HHUIS y 3araibHii SKOCTI )KUTTS: YOJOBIKH JOCSTA0Th BUIHX
noka3HukiB (M=99,59), uix xinku (M=11,2). BixmiHHOCTI Oy;M BUSIBICHI TaKOX Y BUMipaxX YIEBHEHOCTI B CO0i, CEKCYaIbHOTO XKUTTS
Ta poOoTH. Y BUMIpi «(i3nuHa KOHIUIIISH» PI3HUIA 3 ONISAIY Ha CTaTh He Oyia cTaTuCTHIHO 3Ha4YyIIor (p=0,8). Y cdepi «yneBHEHICTH
y co0i» BUSABICHO CTATUCTUYHO 3Hauynly pizHUIIO (p < 0,001): yoI0BiKM MalOTh BUILy yrieBHeHicTh (M=13,43, SD=7.25), HiX XiHKH
(M=20,1, SD=5,6). ¥ cdepi «cekcyanbHe 30pOB’sh» MiATBEPANIOCH, IO YOJIOBIKH MAIOTh BHILY SKICTh XKUTTS y CEKCyanbHill cdepi
(M=10,17, SD=4,54), nix xinku (M=12, SD=3,43). V BuGipui (n=95) Oyno miarBepmkeHo qucyHKLii y CeKCyalbHill aKTUBHOCTI.
VY cdepi «poboTay BUSABIEHI CTATUCTUYHO 3HAaUyNIi BigMiHHOCTI (p=0,017): 4OIOBIKH 3 OKUPIHHAM JIOCSATAIOTH BHUIIOI SIKOCTI )KUTTS
(M=9,8, SD=3,04), nmix xiaku (M=11,2, SD=2,66). Y 4onosikiB (n=46) aHami3 JaHWX MOKa3aB, MmO 4uM Bummid IMT, TuM Hibkua
SIKICTB JKUTTSA Y BCIX cepax, OKpiM YIEeBHEHOCTI B co0i. Y rpymi xkiHok (n1=49) Oyno 3’scoBaHo, mo 3 miaBumeHHsM IMT 3HmKyeThCs
SIKICTb KHUTTA Y chepi diznuHol konmuuii. 3nadeHus IMT nosicaioe 39,44% Bapiauii ¢i3n4yHOi KOHAULIT KIHOK 3 OXHUPIHHAM. Byio
BHUSIBJICHO NTOMIPHO CHJIBHMH HeraTHBHHH 3B’s130K MK IMT Ta siKicTIO %KUTTS y cepax COmialbHUX CTOCYHKIB 1 IyOIIYHOTO XKHTTSI.
38’3k Mik IMT Tta yneBHeHicTio B cobi (p=0,642), cexcyanbauM kUTTAM (p=0,904) i po6oToro (p=0,951) He Oynu cTaTHCTHIHO
3Hagymmmu (p > 0,05).

BucHoBk#H. [TomMpeHiCTh 0XKUPIHHS MOCTIHHO 3pOCTAE B YCiX BIKOBUX KAaTEropisix, CYTTEBO BIUIMBAE HA 3[0POB’S Ta AKICTh XKHUTTS
TroeH 3 OXKUPIHHAM, IO 3YMOBIIIO€ HEOOXITHICTh €()eKTUBHUX NPOQITAKTHIHAX 3aXO/IIB.

KirouoBi cji0Ba: 0XXHUpPiHHS, SAKICTh XKHUTTS, BUMIPH SKOCTi )KUTTA, IMT.
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