ORIGINAL ARTICLE

Annals of Agricultural and Environmental Medicine
www.aaem.pl

IRS
EF
LIN
S
ON
FIR
E
LIN
ON

Place of residence and age as variables
differentiating healthbehaviours and
perception of health by women past
menopause
Anna B. Pilewska-Kozak1,A-F , Beata Dobrowolska2,E-F , Grażyna Stadnicka3,B ,
Bartłomiej Drop4,C , Marian Jędrych4,C

Chair and Department of Gynaecology and Gynaecological Endocrinology, Faculty of Health Sciences, Medical
University, Lublin, Poland
2
Department of Development in Nursing, Faculty of Health Sciences, Medical University, Lublin, Poland
3
Department of the Basics of Midwifery, Faculty of Health Sciences, Medical University, Lublin, Poland
4
Department of Informatics and Medical Statistics, Faculty of Health Sciences, Medical University, Lublin, Poland
A – Research concept and design, B – Collection and/or assembly of data, C – Data analysis and interpretation,
D – Writing the article, E – Critical revision of the article, F – Final approval of article.
1

Pilewska-Kozak AB, Dobrowolska B, Stadnicka G, Drop B, Jędrych M. Place of residence and age as variables differentiating health behaviours
and perception of health by women past menopause. Ann Agric Environ Med. doi: 10.26444/aaem/102496

Abstract

Introduction. Research on the meaning of health and health behaviors is important for the development of health education
programmes which should be tailored to the needs of patients.
Objective. The aim of the study is to determine whether the place of residence and age have an impact on health behaviours
and the perception of health by women past menopause.
Materials and method. A survey method and three research instruments were employed: authors’ questionnaire, the
Health Behaviour Inventory and the Health Criteria List by Juczyński, and the Kupperman Index. The study was carried out
among a sample of 102 women after menopause hospitalised in a hospital in eastern Poland.
Results. The overall health behaviour indicator (HBI) in the study group was found to reach an average value of 80.1±12.7points.
A higher HBI indicator was found to be characteristic of urban rather than rural residents; however, there was no statistically
significant difference (p>0.05). The age of respondents did not differentiate statistically their health behaviours (p>0.05).
Women who reported their last menstruation before the age of 50 obtained higher results in the dimension of health
practices (HPs) than those whose last menstruation ceased after the age of 50 (p<0.05). The respondents attributed the
highest importance to health, understood as a property, a state and a goal. Statistically significant differences were observed
in the importance of the statement according to which health is a process of “being able to work without tension and stress”,
as the respondents from urban areas assigned to it a higher average weight than those from rural areas (p< 0.05).
Conclusions. A higher overall HBI, as well as indicators for particular categories, were characteristic of women from urban
areas. Age did not significantly differentiate the women’s health behaviours. Rural residents were dominant in the group
of women who rated their health to be very good or good. The respondents attributed the highest importance to health
understood as a property, state and goal.
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INTRODUCTION

The postmenopausal period begins 12 months after the
woman has had her last menstruation. Some authors are of
the opinion that this period lasts until the end of life [1]. It is
characterised by many complex biological transformations
as well as changes of a psychosocial nature. Problems in both
private and professional life start to appear, and along with
health behaviours impact on the woman’s condition [2]. In
order to maintain proper wellbeing and health during this
period, it is important for a woman to modify her lifestyle
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by incorporating health-oriented measures and eliminating
behaviours that exert a destructive effect on health. Healthoriented behaviours are aimed at fostering prevention, as
well as help the restoration and maintenance of good health
in the physical, mental and social spheres [3]. The adoption
of healthy behaviours may significantly improve a woman’s
health condition and mitigate the intensity with which she
experiences the symptoms of the menopause syndrome
[4, 5, 6].
By pursuing appropriate health behaviours, the woman
builds a kind of general picture of her attitudes towards
health and, therefore, of herself as a person [3, 7, 8]. The
understanding of health with regard to daily life may deviate
from the generally adopted scientific concepts and be different
depending on the person. The overall self-assessment of
health is a constituent in one’s own “self”, and the varied
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mental attitude (PMA) is understood as the avoidance of
strong emotions, stress, tension, and depressing situations.
Health behaviours determined by the Health Behaviour
Inventory include three main types of behaviours [18]:
–– behaviours which are known to decrease or increase
the risk of disease;
–– behaviours pursued out of conviction that they contribute
to the maintenance of health or a reduction in the risk
of disease;
–– behaviours connected with following medical
recommendations.
Juczyński used the results of health promoting programmes
to choose statements most conducive to the assessment
of health behaviours. Additionally, he applied several
tools for the purpose of examining health practices –
the General Preventive Health Behaviour Checklist and
Reported Health Behaviour Checklist [18]. However, their
parametric values turned out to be insufficient, as a number
of statements in these tools did not meet the functional
equivalence criterion resulting from Polish socio-economic
conditions. At that point, Juczyński decided to devise his
own questionnaire, using statements which matched the
Polish cultural conditions.
The respondents were asked to mark the frequency with
which they performed health-related activities listed in
the questionnaire by rating them on a 5-point scale: 1 –
almost never; 2 – rarely; 3 – from time to time; 4 – often;
5 – almost always. The average time to complete the survey
was limited to 5 minutes. The numerical values marked by
the respondents were counted to determine intensification
of the overall health behaviour indicator. The value was
a score from 24–120 points. The higher the indicator,
the higher the increase in health behaviours. The overall
indicator was then converted into standardised values
– “sten”. The results varied within the range of 1–4 sten
(low), 5–6 sten (average), 7–10 sten (high). Intensification
of the 4 categories of health behaviours was calculated
separately – the average number of scores in each category
constituted the indicator according to a standardised key,
i.e. the sum of scores divided by 6.
3. The Health Criteria List (Polish: Lista Kryteriów Zdrowia,
LKZ) by Juczyński [18]. This refers to a holistic approach to
health and includes 24 statements describing the positive
elements of various aspects of physical, mental and social
health. The statements are assigned to different categories,
defining health as: state, target, process, property or result.
Having read and marked those criteria which a respondent
considers most significant in terms of health, he or she
chooses 5 criteria in order of importance, arranging them
from the most (5 points) to the least important (1 point).
The study takes an average time of 10 minutes and can be
carried out individually or in groups. In group studies,
health criteria that were not selected should be assigned
«0» points.The questionnaire allows results to be obtained
from each category, as well as the hierarchy of the 5
most important values which the examined individual
associated with health. As a result, a ranks order was
obtained from all possible 24 health criteria. In addition,
it is worth paying attention to the distribution of rank
numbers for individual health criteria.
4. Additionally, in order to evaluate the intensification of
postmenopausal symptoms, the Kupperman Index was
applied, [19] developed in 1959 and includes an evaluation
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terminology of this concept results from determinants
of a psychosocial nature (age, gender, place of residence,
system of values, etc.). However, for most people “being
healthy” primarily means not experiencing any symptoms
of disease and the ability to perform their social roles [9, 10,
11]. Health, regardless of differences in interpretation of the
definition, is considered to be an axiological category which,
by determining many aspects of human life, may take on an
autotelic character or constitute an indirect value necessary
to achieve other life goals [12, 13]. Consequently, the position
occupied by health in the hierarchy of human values governs
the sense of responsibility for one’s own health and the choice
of behaviours aimed at achieving it. The safe fulfilment of
health potential, however, is the ability to optimally position
it in relation to other life values [14, 15, 16, 17].
OBJECTIVE

The aim of the study is to determine whether the place of
residence and age have an impact on health behaviours and
the perception of health by women past menopause.
MATERIALS AND METHOD

The study was carried out in the Gynaecological Oncology
and Gynaecology Ward of the Independent Public Clinical
Hospital No. 1 in Lublin, eastern Poland, using a diagnostic
survey method.
A convenience sampling method was used. The study
involved 118 postmenopausal women aged 40–82 (56 ± 7.8
years), 102 of whom qualified for statistical analysis. The
inclusion criteria for a woman to be included in the study
group were:
–– a minimum of one year past her last ever menstruation
(menopause);
–– lack of documented chronic illnesses presented at the
medical interview;
–– giving consent to participate in the study.

The authors utilised four research instruments:
1. own survey questionnaire, which was made of two
parts. The first part comprised a personal information
section with questions on the subject of the study – sociodemographic data. The second part featured open and
closed questions aimed to provide information on the
analysed area;
2. the Health Behaviour Inventory (Polish: Inwentarz
Zachowań Zdrowotnych, IZZ). The Health Behaviour
Inventory devised by Juczyński [18], addressed to both
healthy and ill adults. It includes 24 statements which
describe various kinds of health-related behaviours (eating
habits, preventive behaviours, positive mental attitude,
health practices) displayed by respondents during the
12-month period preceding the study. Proper eating habits
(PEH) include, first of all, the types of food consumed
(whole wheat bread, vegetables and fruit, etc.). The
statements describing preventive behaviours (PB) concern
issues such as the following of health recommendations
and obtaining information on health and diseases. On
the other hand, health practices (HPs) include everyday
habits regarding sleep and rest or physical activity. Positive
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Table 1. Degree of severity of climacteric syndrome vs. place of residence
Kupperman Index
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of 11 symptoms. The following elements are assessed: hot
flashes, increased sweating, sleep disorders, nervousness,
depressed mood, dizziness, general weakness, painful joints
and headaches, palpitation, paresthesias. The presence
of each symptom is scored (multiplier from 0–3 points),
depending on the severity of the symptom (none, slight,
medium, severe). Next, the score set by Kupperman and
assigned to the given symptom is multiplied by the multiplier.
After summing up, the final result reflects the severity of
climacteric symptoms (the “menopausal index”). A score of
20 or less indicates a moderate climacteric syndrome, 21–34
points means that its severity is moderate to high, and with
more than 35 points the syndrome is severe.

Ethical issues. The study was voluntary and each participant
signed a consent form and was assured that the study would
be kept anonymous. The purpose of the study and how
the questionnaires should be filled- in was explained to
the respondents. The study was carried out in compliance
with the Declaration of Helsinki and consent to conduct the
study granted by the Bioethical Committee of the Medical
University in Lublin (No. KE-0254/157/2013).
Statistical analysis. The collected material was subjected to a
statistical analysis. The quantitative variables were described
with a mean and a standard deviation. For the qualitative
variables, the number and percentage of indicated categories
were provided. In order to verify the hypotheses, appropriate
statistical tests were applied: the chi-square test, the Student’s
t-test for independent groups and Wilcoxon Mann-Whitney
test. The results of the analysis were accepted as statistically
significant if p<0.05. The statistical analysis was performed
on IBM SPSS Statistics software (version 21).
RESULTS

Respondents’ socio-demographic characteristics,
menopause symptoms and chosen health behaviours. The
study involved 102 postmenopausal women aged 40–82
(56±7.8 years). Female residents of rural areas accounted for
more than half (54; 52.9%) of the respondents, whereas urban
areas were represented by 48 women (47.1%). The majority
(86; 84.3%) of the study group had planned on staying in
hospital, as opposed to 16 (15.7%) respondents who had not
planned it. The majority of women (88; 86.3%) reported that
their menstruation had ceased for natural reasons, whereas
in others (14; 13.7%) menstruation had stopped following a
hysterectomy. Hot flashes were reported by every fifth (58;
20.9%) respondent, sleep disorders by 55, and irritable mood
by 43. 21 women (7.6%) stated that they had depression.
The vast majority (94; 92.2%) of the surveyed women were
characterised by moderate severity of climacteric symptoms;
6 (5.9%) of them experienced medium severity. Two (2.0%)
women admitted that they were not experiencing any such
symptoms. Table 1 presents the degrees of severity of the
climacteric syndrome depending on the place of residence. No
statistically significant differences were observed between the
residents of rural and urban areas as regards intensification
of the climacteric syndrome (p>0.05).
The majority of the women (89; 87.3%) did not undergo
treatment for menopausal symptoms. Only 7 (6.7%) women
were receiving hormone replacement therapies (HRT) and 6

Place of
residence

No symptoms

Moderate:
21–34 points

Severe:
more than 35 points

n

%

n

%

n

%

Urban area
n = 48

1

2.1

2

4.2

45

93.7

Rural area
n = 54

1

1.9

4

7.4

49

90.7

Significance

Chi-square = 0.453; p = 0.798 [with Yates’ correction]

n- frequency; % – percent

(5.9%) used plant-based preparations. Half of the respondents
(44; 49.4%) reported that since their physicians had not
recommended it, they had never used hormone replacement
therapies. 28 (31.5%) respondents refrained from them due to
concerns about pharmacotherapies; 6 (6.7%) respondents did
not feel the need for a hormone replacement therapy. There
were also 6 (6.7%) women who stated that they did not use
an HRT due to medical contraindications.
More than half (60; 58.8%) of the study group stated that
they were sexually active; 42 (41.2%) were not. More than
half (61; 59.8%) of the respondents indicated that they spent
their free time actively; the remaining 41 (40.2%) opted for
passive forms of leisure, such as watching TV or reading.
58 (56.9%) respondents perceived their health as “good”,
whereas for 34 (33.3%) it was “fair”. 4 (3.9%) women assessed it
to be “very good” and only 6 (5.9%) as “poor”. Compiled data
on women’s self-assessment of health by place of residence
are shown in Table 2. No statistically significant correlation
was found between self-assessment of health and place of
residence (p > 0.05).

Table 2. Respondents’ self-assessment of health vs. place of residence
Self-assessment of health

Place of residence

Very good/Good

Fair/Poor

n

%

N

%

Urban area
n = 48

26

54.2

22

45.8

Rural area
n = 54

35

64.8

19

35.2

Significance

Chi-square = 0.947; p = 0.442 [with Yates’ correction]

n- frequency; % – percent

It was analysed whether postmenopausal women undergo
preventive health examinations on a regular basis. More
than half (71; 69.6%) of the respondents stated that they
regularly participated in such examinations, whereas one in
3 (31; 30.4%) admitted that they did not do so. Respondents’
answers further showed that 30 (29.4%) women performed
cytology once a year and 29 (28.4%) did it less than once a
year. The remaining 43 (42.2%) respondents underwent this
examination once every 2 years.
The study shows that more than half (62; 60.8%) of the
women occasionally performed breast self-examination,
while nearly one in 4 (18; 17.6%) did not do it because they
did not consider it necessary. Only 11 (10.8%) respondents
declared that they performed self-examination regularly every
month, on a specific day of their choice. Only one in 3 (40;
34.5%) women stated that they underwent mammography, as
opposed to the rest who did not undergo this examination.
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Table 4. Value of postmenopausal women’s health behaviour indicators
depending on their age, age at last menstruation, natural vs. surgical
menopause

Table 3. Overall health behaviour indicator for each category
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Intensification of health behaviours in postmenopausal
women and their evaluation of health. The overall health
behaviour indicator (HBI) in the study group was found to
reach an average value of 80.1±12.7 points. The lowest and
highest values of the indicator were 46 points (1 STEN)
and 107 points (9 STEN), respectively. Half of the women
obtained a value in excess of 79.5 points (5 STEN), and every
fourth had an indicator of more than 91.3 points (6 STEN).
The point of interest was the respective types of health
behaviour in the analysed group (Tab. 3).

Behaviour category

M

SD

Proper eating habits (PEH)

3.33

0.6

Preventive behaviours (PB)

3.41

0.7

Positive mental attitude (PMA)

3.33

0.7

Health practices (HPs)

3.25

0.6

M – mean; ± SD – standard deviation

Preventive behaviours were the prevailing pattern
of health behaviour. The mean expressing the health
behaviour indicator (HBI-PB) was lower in relation to the
standardisation group (which serves as a reference for the
interpretation of own research). This was followed by proper
eating habits (PEH) and positive mental attitude (PMA),
where the mean was lower than in the standardisation group.
Finally, health practices (HPs), also with a mean lower than
in the comparative group.
The next step was statistical analysis regarding the possible
relationship between age and health behaviours. Taking
into account the median (Me = 56) of the women’s age, the
respondents were divided into 2 age groups: under 56 and
aged 56 and over. Younger respondents, under 56 years of age,
obtained a slightly higher overall HBI indicator and slightly
higher results in dimensions of PEH and PB. Whereas older
respondents, aged 56 and over, obtained slightly higher results
in the dimensions of PMA and HPs. However, age turned
out to be a variable that did not significantly differentiate the
health behaviours of the surveyed women (Tab. 4). Lack of
statistical differences between health behaviours and age was
additionally confirmed by the analysis of linear correlation.
In addition, it was analysed whether the women’s health
behaviours were differentiated by the age at which they had
their last menstruation. The respondents were divided into 2
groups: under 50 and aged 50 and over. Women who reported
their last menstruation before the age of 50 obtained slightly
higher overall HBI indicator than those who had their last
menstruation later – over 50 years of age. However, the results
were not statistically significant. Statistically significant
difference was observed in dimension of health practices
(HPs) (p< 0.05). Women who reported their last menstruation
before the age of 50 obtained higher results in this dimension
of health behaviour (Tab. 4).
It was also interesting to discover whether the women who
had ceased their menstruation for natural reasons reported
different health behaviours than those whose menstruation
had stopped following a hysterectomy. Analysis with the
Wilcoxon Mann-Whitney test did not show any statistically
significant difference between these 2 groups of respondents
(p > 0.05). Slightly higher results in all categories of health
behaviours were obtained by women whose menstruation
stopped for natural reasons (Tab. 4).

Age of
women

M ± SD

Overall indicator
HBI

PEH

PB

PMA

HPs

Under 56
n=47

80.74 ± 11.48

3.40 ± 0.60 3.47±0.64 3.29±0.74 3.23±0.54

56 and over
n=55

79.60±13.72

3.28±0.62

3.37±0.77 3.38±0.66 3.27±0.63

Significance

t = 0.452
p = 0.652

t = 0.976
p = 0.331

t = 0.719 t = -0.653
p = 0.474 p = 0.515

Age at the
last menstru
ation

Overall indicator
HBI

PEH

Under 50
n=49

80.73±14.31

3.33±0.68

3.43±0.80 3.33±0.73 3.54±0.64

51 and over
n=53

79.57±11.10

3.33±0.54

3.40±0.63 3.34±0.67 3.17±0.53

Significance

t = 0.463
p = 0.644

t = -0.001
p = 0.999

t = 0.162 t = -0.042
p = 0.872 p = 0.967

Natural vs.
surgical
menopause

Overall indicator
HBI

PEH

Natural
n=88

80.24±12.58

3.34±0.62

3.42±0.72 3.34±0.68 3.26±0.58

Surgical
n=14

79.43±13.85

3.32±0.54

3.39±0.68 3.31±0.83 3.21±0.65

z = -0.307
p = 0.759

z = -0.152
p =0.880

z = -0.219 z = -0.215
p =0.826 p =0.830

Significance

PB

PB

PMA

PMA

t = -0.271
p = 0.787
HPs

t = 2.469
p = 0.045
HPs

z = -0.312
p =0.755

M – mean;± SD – standard deviation; PEH – Proper Eating Habits; PB – Preventive Behaviours;
PMA – Positive Mental Attitude; HPs – Health Practices; t – t test for independent groups; z –
Wilcoxon Mann-Whitney test

The authors’ point of interest was whether the value of the
overall health behaviour indicator of the respondents and the
values of indicators for each category of health behaviours
depended on their place of residence. A higher HBI indicator
was found to be characteristic of urban rather than rural
residents. However, with no statistically significant difference
(p>0.05). Moreover, urban residents obtained higher results
in all dimensions of health behaviours, and in PMA the
difference was statistically significant (p=0.028) (Tab. 5).
Furthermore, the authors were interested in what value the
respondents attributed to health (Tab. 6). The respondents
attributed the highest importance to health understood
as a property, state and goal. This was followed by health
perceived as a result. For women, being healthy primarily
Table 5. Value of postmenopausal women’s health behaviour indicators
depending on place of residence
M ± SD

Place of
residence

Overall
indicator
HBI

PEH

PB

PMA

HPs

Urban area
n = 48

82.4 ± 11.4

3.38 ± 0.57

3.48 ± 0.70

3.48 ± 0.59

3.33 ± 0.52

Rural area
n = 54

77.6 ± 13.6

3.27 ± 0.65

3.32 ± 0.72

3.17 ± 0.77

3.16 ± 0.65

Significance

t = – 1.918
p = 0.058

t = – 0.868
p = 0.387

t = – 1.113
p = 0.269

t = – 2.228
p = 0.028

t = – 1.489
p = 0.140

M – mean; ± SD – standard deviation; PEH – Proper Eating Habits; PB – Preventive Behaviours;
PMA – Positive Mental Attitude; HPs – Health Practices; t – t test for independent groups
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Table 6. Mean weights of postmenopausal women’s statements on health
No.

Statements

Average weight

How health is defined

IRS
EF
LIN
S
ON
FIR
E
LIN
ON
1.

For me, being healthy means to live to an old age

1.34

goal

2.

For me, being healthy means to feel happy for most of the time

1.50

state

3.

For me, being healthy means to be able to coexist peacefully with others

0.64

process

4.

For me, being healthy means to be able to solve my own problems

0.48

process

5.

For me, being healthy means to eat well

0.81

result

6.

For me, being healthy means to get a good amount of rest and sleep

0.64

result

7.

For me, being healthy means to drink small amounts of alcohol or no alcohol at all

0.16

result

8.

For me, being healthy means to refrain from smoking

0.39

result

9.

For me, being healthy means to maintain a proper body weight

0.31

result

10.

For me, being healthy means to take medication only in exceptional cases

0.49

property

11.

For me, being healthy means to have a good mood

0.39

property

12.

For me, being healthy means to not feel any physical ailments

1.36

property

13.

For me, being healthy means to work without tension and stress

0.33

process

14.

For me, being healthy means to not get sick, but if so, only rarely with flu or indigestion

0.85

property

15.

For me, being healthy means to have healthy eyes, hair, skin

0.28

property

16.

For me, being healthy means to be able to adapt to changes in life

0.20

process

17.

For me, being healthy means to be able to enjoy life

0.83

state

18.

For me, being healthy means to be responsible

0.09

goal

19.

For me, being healthy means to be able to control my urges and emotions

0.02

Process

20.

For me, being healthy means to keep all body parts functional

1.37

property

21.

For me, being healthy means to accept myself and know my capabilities and limitations

0.65

goal

22.

For me, being healthy means to have a job, various interests

0.41

result

23.

For me, being healthy means to feel well

0.91

state

24.

For me, being healthy means to hardly ever need to go to the doctor’s

0.52

property

means to “feel happy most of the time”, “keep all body parts
functional”, “not feel any physical ailments”, and “live to
an old age”. Less importance was assigned to the following
statements: “be able to control my urges and emotions”, “be
responsible”, “be able to adapt to changes in life”, “drink
small amounts of alcohol or no alcohol at all”, “have healthy
eyes, hair and skin”.
It was also interesting to discover whether the respondents
understood the term “health” differently depending on their
age and place of residence. The analysis did not show any
statistically significant differences regarding perception of
health by women under 56 years of age and over 56 years
of age (p>0.05). Regarding place of residence, statistically
significant differences were observed in the weight of the
statement according to which health is a process of “being
able to work without tension and stress”, as the respondents
from urban areas assigned to it a higher average weight than
those from rural areas (p < 0.05). Differences with statistical
significance were also found in the weight of the statement
defining health as a property of the human body: “not get
sick and if so, only rarely with flu or indigestion” – women
from rural areas assigned to it a higher average weight than
those from urban areas (p=0.05). Furthermore, there was a
difference approximating statistical significance regarding
the statement describing health as being the aim of “being
responsible”. Women from rural areas awarded this statement
a higher score than those from urban areas (Tab. 7).

DISCUSSION

The notion of health, as stipulated in “The Mandala of Health”
concept, is to be understood comprehensively and include the
body, the mind and the spirit [12]. Self-assessment of health
is an epidemiological research method, increasingly used to
evaluate the health of the population [20]. In own research,
the subjective assessment of one’s own health turned out to
be average, as more than half (56.9%) of women rated it as
good and one in 3 (33.3%) as fair. It should be stressed that
the majority of women living in rural areas were those who
assessed their own health as very good and good (64.8%).
The findings in this scope in the current study are different
from results of a survey among 959 Chinese women aged 50
or above, in which the majority perceived their health status
as “fair” or “poor” (62%) [21].
Women expressed concern about their health by, among
other things, participating in preventive examinations. The
results showed that more than half (69.6%) of the respondents
used preventive examinations, while one in 3 (30.4%) stated
they did not. Cytology was most preferred by women after
menopause, with 29.4% and 42.2% of the respondents
performing it once or twice a year, respectively. At the same
time, every third (34.5%) woman reported also undergoing
mammography. Breast self-examination was performed
every month by 10.8% and occasionally by 60.8% of the
respondents; 28.4% of them did not examine their breasts.
The study by Słopiecka [22] conducted among 210 women
aged 18–73 showed that more than half (59.0%) of them
underwent preventive examinations of the reproductive
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Table 7. Mean weights of postmenopausal women’s statements on health in relation to place of residence
Average weight

Significance

Average weight

Significance

t

p

How
health is
defined

0.505

1.19

1.46

-0.703

0.484

goal

0.071

0.943

1.32

1.67

-0.810

0.420

state

0.414

0.680

0.61

0.67

-0.186

0.853

process

0.53

-0.479

0.633

0.47

0.48

-0.056

0.955

process

0.71

0.722

0.472

0.91

0.72

0.617

0.539

result

0.59

0.69

-0.403

0.688

0.53

0.74

-0.813

0.418

result

7. drink small amounts of alcohol or no alcohol at all

0.15

0.16

-0.083

0.934

0.28

0.06

1.531

0.132

result

8. refrain from smoking

0.41

0.36

0.214

0.831

0.55

0.24

1.339

0.184

result

9. keep proper body weight
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rural area

urban
area

No.

“For me, being healthy means to…”

Age
under 56

Age 56
and over

t

p

1. live to an old age

1.20

1.45

-0.669

2. feel happy most of the time

1.52

1.49

3. be able to coexist peacefully with others

0.71

0.58

4. be able to solve my own problems

0.41

5. eat well

0.93

6. get a good amount of rest and sleep

0.48

0.16

1.834

0.070

0.23

0.37

-0.785

0.434

result

10. take medication only in exceptional cases

0.43

0.53

-0.406

0.686

0.60

0.39

0.911

0.364

property

11. have a good mood

0.43

0.35

0.417

0.678

0.23

0.52

-1.368

0.174

property

12. not feel any physical ailments

1.39

1.33

0.171

0.864

1.55

1.19

0.990

0.325

property

13. be able to work without tension and stress

0.28

0.36

-0.396

0.693

0.11

0.52

-2.162

0.034

process

14. not get sick, and if so, only rarely with flu or indigestion

0.80

0.89

-0.292

0.771

1.17

0.57

2.006

0.048

property

15. have healthy eyes, hair, skin

0.26

0.29

-0.169

0.866

0.34

0.22

0.668

0.506

property

16. be able to adapt to changes in life

0.24

0.16

0.555

0.580

0.15

0.24

-0.676

0.500

process

17. be able to enjoy life

0.78

0.87

-0.321

0.749

0.85

0.81

0.129

0.898

state

18. be responsible

0.11

0.07

0.380

0.704

0.19

0.00

1.930

0.060

goal

19. be able to control my urges and emotions

0.02

0.02

0.127

0.900

0.02

0.02

0.098

0.922

process

20. keep all body parts functional

1.30

1.42

-0.308

0.759

1.49

1.26

0.624

0.534

property

21. accept myself, know my capabilities and limitations

0.85

0.49

1.319

0.190

0.51

0.78

-0.985

0.327

goal

22. have a job, various interests

0.50

0.33

0.723

0.471

0.30

0.50

-0.848

0.398

result

23. feel well

0.83

0.98

-0.476

0.635

0.94

0.89

0.145

0.885

state

24. hardly ever need to go to the doctor’s

0.37

0.65

-1.446

0.151

0.45

0.59

-0.718

0.475

property

t – t test for independent groups

organs less than once every 2 years, or did not participate
in them at all. The remaining group (41.0%) reported regular
participation, i.e. at least once every 2 years.
It follows from the analysis of the results cited above that
only 36% of the respondents regularly, i.e. once a year or
every 2 years, performed a cytology, and that one in 3 women
were unable to recall how often they had undergone this
examination. Surprisingly, 16% of the women reported to
have never undergone a cytological examination. A report
by Woźniak [23] from a study involving 100 female patients
aged 18–74 (with the largest group aged 41–50) revealed
that only 28% of them performed breast self-examination
once a month; “once a year” was the frequency reported by
every fifth (22%) woman. A matter of concern is that almost
every second (48%) respondent in the cited study admitted
to not examining her breasts at all. The said report also
showed that one in 3 (29%) women performed cytological and
gynaecological examinations once a year, and for nearly one
in 4 (23%) this was once every 2 years. There were also women
who admitted to never having undergone cytological checkups or gynaecological examinations (9% and 5%, respectively).
A study by Skórzyńska et al. [24] among 150 women over 50
years of age revealed that they did not perform cytology or
mammography more regularly (61.3% of the surveyed women
had undergone cytology and 51.3% mammography in the

last 2 years), and medical recommendations regarding early
detection of cancers were frequently ignored by them. The
results from the study among Chinese women at the same
age were even worse: half of surveyed women (52.1%) had
never had a cytology, and 66% of them thought that this test
was not necessary after menopause [21].
The overall HBI of women surveyed was average
(M=80.1±12.7), which corresponds with Juczyński’s
standardisation results (M=85.98±12.70) [18]. However, the
mean characterising the indicator in this study was lower than
in the case of the authors’ questionnaire. The author noted that
postmenopausal women engaged in more health-promoting
behaviours, compared to younger people. An exception to
this (in favour of the younger population), in his opinion,
may be those affected by certain chronic diseases [18]. In
recent years, older-age groups have been observed to exhibit a
fairly stable trend of improving their health behaviours. Some
authors have even reported above-average results obtained
by the older population [25]. This differs from the findings
of Kurowska and Kierzenkowska [26] who discovered that
women aged over 60 obtained poorer results overall in this
area. In the current study, the age of surveyed women did not
significantly influence their health behaviours.
The presented results show that preventive behaviours (PB)
exhibited the strongest manifestation in postmenopausal
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discourage them from undertaking physical activity [36].
It should be noted that some research reveals that regular
physical activity undertaken by post-menopausal women can
have an antidepressant effect, which is very important in this
period of life. In a randomised controlled trial amongst 121
post-menopausal and inactive women without depressive
disorders, a moderate-intensity, 6-month walking intervention
comprised of 3 sessions of 40 minutes per week, decreased the
Beck Depression Inventory score levels [32].
With “place of residence” assumed as a differentiating
variable, it is unsatisfactory to note that the overall health
behaviour indicator (HBI) was lower in women from rural
areas, compared to those living in urban areas. Its value
oscillated between low and average (77.6+13.6, i.e. between
STENEs 4 and 5), which may indicate slightly less concern
for one’s health in this group of women, even though in
self-assessment of health their results were higher than of
urban residents.
It should be stressed that Juczyński [18] as well as other
authors [6] offered a completely different distribution of
results in relation to the overall health behaviour indicator
and for all categories of behaviour in postmenopausal women.
An undeniable fact, however, is that both the results presented
by these and other authors serve to show that women do
not take sufficient care of their own health. The average
results in terms of health-related behaviours undertaken by
women cannot be considered satisfactory as they are more
susceptible to various psychophysical disorders during this
period [43]. The obtained results suggest the need for healthpromoting and preventive programmes addressed to women
in perimenopause. It is important for women to be aware that
the quality of their life in the fifth and subsequent decades
depends on how much care of health they take. This is also
highlighted in other studies [21, 40, 44].
It is also important to know what the term “being healthy”
means for women past menopause. It was observed that the
respondents understood health primarily as a state of the
body (“to feel happy for most of the time”) and a life goal
(“to live to old age”). In addition, they perceived health as
a property (“to not feel any physical ailments”, “to keep all
parts of the body functional”). In a study by other authors
conducted in a cohort of senior citizens, health was found
to be understood mainly as a property [45, 46]. Similarly,
in the study by Deluga et al., health perceived as a property
achieved the highest scores also among younger respondents,
i.e. those aged 40 and over [47].
The studies by Nowicki et al. [10] with 150 participants aged
from 22 to 62 (40.7 years being the average age) demonstrated
that the respondents attached primary importance to health
seen as a state, result and property, and only then as a goal.
In the respondents’ view, being healthy primarily meant
to “keep all body parts functional”, “not feel any physical
ailments”, “feel happy most of the time”, “eat well”, and
“not get sick, and if so, only rarely with flu or indigestion”.
Much less important for them were the statements “hardly
ever need to go to the doctor’s”, “be able to enjoy life”, “feel
well”, and “maintain a proper body weight”. According to
the respondents, analysis of the most important statements
on health revealed statistically significant correlations in the
assumption “to keep all parts of the body functional”, which
was considered more important by males. No statistically
significant differences were found with regard to the other
statements.
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women (M=3.41±0.70). In this category, respondents were
asked about issues such as avoiding cold, following doctors’
recommendations, knowing emergency telephone numbers,
and being interested in health prevention and information
on how to maintain good health. These were followed by
issues related to proper eating habits (PEH) (M=3.33±0.6)
and positive mental attitude (PMA) (M=3.33±0.6). The
above factors, however, were observed to exhibit fairly low
psychometric properties when compared to the results
presented in the study by Juczyński [18].
In the first category (PEH), the assessment covered the
consumption of fruit and vegetables, restricting the intake of
animal fats, sugar, salt and highly salted foods, as well as the
frequency of consumption of wholemeal bread. Reports in the
literature indicate the importance of following the principles
of healthy nutrition to aid the prevention of postmenopausal
diseases (metabolic syndrome, ischaemic heart disease,
diabetes, malignant tumours, osteoporosis and depressive
disorders) [27, 28, 29]. Detailed eating habits in this group of
women were not analysed. However, some of the literature on
the subject suggests that the diet of postmenopausal women
is still unsatisfactory. Irregularities in this respect generally
stem from excessive daily caloric intake, incorrect fat ratios
(saturated vs. unsaturated fats), and mineral and vitamin
deficiencies [30]. It is therefore worthwhile for these issues
to be addressed in other studies in the future.
With regard to the PMA, issues such as the avoidance of
depressing situations, extreme emotion and tension, as well as
those related to social life, were taken into account. The fairly
low psychometric properties of this factor may be considered
unfavourable for the mental health of postmenopausal
women. This is because the incidence of various mental
disorders, especially depression and anxiety disorders, tends
to increase in this age group [31, 32, 33, 34, 35]. Compared to
younger populations, these women tend to experience more
negative emotions, such as anxiety, sadness and exhaustion
[36]. Therefore, avoiding stressors in everyday life can directly
contribute to their ability to restore and maintain emotional
balance [37, 38].
The last position was taken by health practices (HPs)
(M=3.25±0.75), the impact of which in the analysed group
was lower than in Juczyński’s study [18]. These included
times devoted to rest, avoidance of overwork and excessive
physical effort, weight control, and refraining from smoking.
Various health activities are included in this category, with
most attention being paid to physical recreation.
It is satisfying to note that more than half of the women
(59.8%) reported engaging in physical exercise during their
free time. Similar results were obtained by other authors where
this proportion reached 48%; only 1.8% of the respondents
admitted undertaking intensive and regular forms of physical
activity [39]. In the study by Marlatt et al [40] among 1,611
peri- and post-menopausal women, those who reported lower
exercise frequency (i.e. “rarely” or “occasionally”) had a higher
modified Kupperman Index score, compared to women who
reported higher exercise frequency (i.e. “at least 3 times per
week” or “almost daily”) (p< 0.0001). It should be stressed
that a low level of physical activity in this period of life may be
associated with the occurrence of specific health problems [41].
Some authors also point out that the athletes’ community is
dominated by young women; older women may therefore feel
anxious about being judged for attractiveness and fitness [42].
Moreover, inconveniences caused by climacteric symptoms
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In the study by Słopiecka [22], the respondents reported
understanding the term “health” as complete physical, mental
and social well-being. For women aged ≥56 years, health was
“the absence of disease”. Own research suggests that health
tends to be defined differently depending on the place of
residence. A correlation was found between the respondent’s
place of residence and his or her definition of health. Women
living in rural areas were more likely to perceive health
instrumentally, expressing statements in which health acted
as a property of the body (not fall ill, and if so, only rarely with
flu or indigestion, and/or take medication only in exceptional
cases; keep all parts of the body functional) and/or as a goal
(be responsible). Those from urban areas, in turn, tended to
rate higher their statements describing health as a process
(work without tension and stress).

Study limitations. This study has some limitations. The first
is the sampling method. A small group of women from only
one hospital were invited to participate in the study, which
made it impossible to generalize the results. Additionally,
no previous health history of the women was studied, nor
their previous health behaviours, which made impossible
comparisons and analyses of changes occurring in this
regard. Therefore, further research is recommended in a
larger group and with more data collected concerning the
health condition of the women past menopause and its impact
on health behaviours. Another important limitation is the
age of the women surveyed. The main inclusion criteria for
women to take part in the study was past menopause, and
this state occurs sometimes at an early age. As a result of
this, the study group comprised women from different age
decades, from 40–82. Despite the lack of statistical differences
between the age of the women and their health behaviours
and health perception, further research is recommended in
a larger group to investigate the relationship between these
variables.
CONCLUSIONS

1. A higher overall HBI, as well as indicators for particular
categories, were characteristic of women from urban areas.
Especially the results in the dimension of positive mental
attitude were higher for urban residents, and this difference
was statistically significant. Rural residents were dominant
in the group of women who rated their health to be very
good or good.
2. The age of surveyed women did not significantly influence
their health behaviours. However, women who reported
their last menstruation before the age of 50, obtained
higher results in health practices.
3. The respondents attributed the highest importance to
health understood as a property, state and goal. Compared
to the urban respondents, those from rural areas attributed
a higher value of average weight to the statements “not fall
ill, and if so, only rarely with flu or indigestion” (property)
and “be responsible” (goal). A higher average value was
assigned by the urban respondents to the statement “be able
to work without tension and stress” (process). There was
no statistically significant difference between the women’s
age and their perception of health.
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