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ABSTRACT

Introduction: Early sexual initiation, the phenomenon of prom-
iscuity, and voluntary childlessness are some reasons behind
contraception use by women. Health-related behaviors determine
the state of human health and are closely related to quality of life.
The aim of the study was to analyze the manifestations of pro-
health behaviors and to examine their impact on the quality of
life in a group of fertile women using any form of contraception.
Materials and methods: Research material was collected from
August 2017 to January 2018 in the West Pomeranian Voivod-
ship, from 183 women of childbearing age who had been using
contraception. The questionnaire consisted of a author’s part
and the WHOQOL-BREF questionnaire. Statistical analysis used
descriptive and analytical methods, such as the Shapiro-Wilk
test and the analysis of variance (ANOVA) test. A structure index
containing a percentage was used. The results obtained were
statistically analyzed using x? test for independent samples.
The probability value of p < 0.05 was considered statistically
significant.

Results: Among pro-health behaviors, 80.9% of the women
declared that they performed some physical activity at least once

ABSTRAKT

Wstep: Wczesna inicjacja seksualna, zjawisko promiskuity-
zmu oraz dobrowolna bezdzietno$¢ sg przyczynami stosowania
antykoncepcji przez kobiety. Zachowania prozdrowotne deter-
minuja stan zdrowia cztowieka i pozostaja w $cistym zwigzku
z jako$cia zycia.

Celem badan byta analiza przejawianych zachowan prozdrowot-
nych oraz ich wptywu na jakos$¢ zycia w grupie kobiet w wieku
rozrodczym stosujacych dowolng antykoncepcje.

Materialy i metody: Materiatl badawczy zbierano w okresie
od sierpnia 2017 do stycznia 2018 r. w wojewé6dztwie zachod-
niopomorskim ws$rdd 183 kobiet w wieku rozrodczym stosu-
jacych antykoncepcje. Ankieta sktadata sie z cze$ci autorskiej
oraz kwestionariusza WHOQOL-BREF. W analizie statystycznej
postuzono sie¢ metodami opisowymi i analitycznymi, takimi jak
test Shapiro-Wilka oraz wariancja ANOVA (analysis of variance).
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a week, 76% stated that their eating habits were correct, 47%
went to a gynecologist once a year, 83.6% claimed they regularly
performed preventive examinations. The better the subjective
assessment of health, the higher the quality of life in the psy-
chological domain (p < 0.001). The better the nutritional habits
were assessed, the better the quality of life in the environment
domain (p < 0.05). Not using stimulants had a positive impact
on the quality of life in the physical health domain (p < 0.05).
Arise in the frequency of follow-up visits to a gynecologist led
to arise in the quality of life in social relationships and physical
health domains (p < 0.05).

Conclusions: The manifestation of pro-health behaviors in
women of childbearing age who use contraception has a positive
influence on the quality of their lives in almost all the domains.
The overriding purpose of pro-health education is to strengthen
the actions of women who display healthy behaviors and, in the
case of those exposed to a reduced quality of life due to unhealthy
practices, conduct intervention and preventive actions while
respecting the woman’s individual biopsychosocial needs.
Keywords: health promotion; quality of life; contraception;
counseling.

Uzyto wskaznika struktury zawierajacego udziat procentowy.
Uzyskane wyniki badaf poddano analizie statystycznej testem yx?
dla préb niezaleznych. Warto$¢ prawdopodobienistwa p < 0,05

uznano za statystycznie istotna.

Wyniki: Wéréd deklarowanych zachowan prozdrowotnych

80,9% kobiet wskazato podejmowanie co najmniej raz w tygodniu

aktywnosci fizycznej, 76% uznato swoje nawyki zywieniowe

za prawidtowe, 47% raz w roku udawato sie na wizyte kontrolna

do lekarza ginekologa, a 83,6% regularnie wykonywato badania

profilaktyczne. Im lepsza byta subiektywna ocena stanu zdro-
wia, tym wyzsza byta jakos¢ zycia w dziedzinie psychologicznej

(p < 0,001). Im lepiej oceniane byty nawyki zywieniowe, tym

lepsza byta jakos¢ zycia w dziedzinie srodowiskowej (p < 0,05),
natomiast niestosowanie uzywek wptywato na lepsza jakos$¢

zycia w dziedzinie fizycznej (p < 0,05). Zwiekszona czestotliwos¢
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wizyt kontrolnych u lekarza ginekologa powodowata wzrost
jakosci zycia w dziedzinie spotecznej i fizycznej (p < 0,05).
Whioski: Przejawianie zachowan prozdrowotnych przez kobiety
w wieku rozrodczym stosujace antykoncepcje wptywa pozy-
tywnie na jako$¢ ich zycia niemal we wszystkich dziedzinach.
Celem nadrzednym w prowadzeniu edukacji prozdrowotnej
jest wzmocnienie dziatan kobiet przejawiajacych zachowania

INTRODUCTION

The reproductive age begins when a female develops the bio-
logical capacity to bear a child. This is associated with the
appearance of menarche, being an indication of puberty. Child-
bearing age is a dynamic stage in a woman'’s life, as well as the
longest, beginning around the age of 12-13, and ending around
the age of 50 [1, 2], with the woman having the greatest repro-
ductive capacity between 20-25 years old. Fertility gradually
decreases in the subsequent years, declining to a dramatically
low level at the age of 37 [3], and ceases with the exhaustion
of the ovarian reserve and the occurrence of menopause [4, 5].
Although statistically, women have their 1°* sexual intercourse
between the ages of 18 and 19, the age of sexual initiation among
teenagers is constantly earlier. This generates a number of risks
related to procreational health, from the commonly observed
phenomenon of promiscuity, to sexually-transferred diseases,
to unwanted pregnancies, and especially in minors [6, 7]. Con-
traception, understood as the methods and means of limiting
natural childbearing potential and helping avoid unintended
pregnancy, is a tool for informed birth planning.

The choice of the individual birth control method should
be determined by the will to temporarily limit fertility, the
accuracy of the method, the woman'’s health, as well as socio-
economic, cultural and religion-related aspects. Among the
contraceptives most frequently used by women are hormonal
(oral contraceptives) and mechanical (male condom) birth
control methods [7, 8, 9]. Both are widely availability, and the
possibility of using them effectively and inexpensively are the
most important factors in managing reproduction, which can
occur voluntarily and according to one’s own preferences [10].
Using certain forms of contraception, e.g., hormonal methods,
is associated with the risk of long term side effects, such as
venous thromboembolic disease, carbohydrate and lipid meta-
bolic disorders, depression, and a drop in libido, which may
have a negative effect on health.

A declining trend in the number of children born in devel-
oped countries has been observed. The total fertility rate is
decreasing and the average age for women who become preg-
nant for the first time is simultaneously rising [11]. The aver-
age age of primiparas in Poland is 27, which means it occurs
at a time when the drop in fertility begins [12]. There is also
a new phenomenon called voluntary childlessness, which is
referred to as “a childfree lifestyle” [13, 14]. The postponement
of motherhood by women is predominantly justified by such
factors as; the will to ensure financial security; the will and
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sprzyjajace zdrowiu, natomiast w przypadku oséb narazonych
na obnizona jako$¢ zycia z powodu stosowania niekorzystnych
dla zdrowia praktyk prowadzenie dziatan interwencyjnych
i profilaktycznych, przy jednoczesnym poszanowaniu indywi-
dualnych potrzeb biopsychospotecznych.

Stowa kluczowe: promocja zdrowia; jakos¢ zycia; sSrodki anty-
koncepcyjne; poradnictwo.

opportunities to pursue education; ambitions and professional
goals; instability of contemporary relationships; and culture-
related circumstances, which include conflicts between social,
professional, and family roles [15]. Women who use contracep-
tion constitute a large group of patients under gynecological
care. The quality of life (QOL) of these women is becoming
a crucial aspect in modern healthcare whose foundations are
based on a holistic view of the patient.

Quality of life is an interdisciplinary term, analyzed at
the population level, and common in many fields of science,
including medicine and health sciences [16]. The World Health
Organization (WHO) has distinguished 4 interrelated domains
of QOL: physical health, psychological, social relationships,
and environment. Health behaviors determine an individual’s
health condition, the foundation of their proper functioning in
the physical and psychological areas, which also allows them
to do everyday tasks, modify the environment around them,
and perform social roles. What can be observed, then, is a clear
causal link between health behaviors and the QOL domains.

Actions undertaken by medical personnel include carrying
out proper and effective educational activities as well as pro-
moting health behaviors among patients. Using the results of
the study presented in this paper will allow health profession-
als to establish priorities in the context of health education and
health promotion. Becoming acquainted with and including the
measurable impact of a subjective assessment of health con-
dition and specific health behaviors on the patient’s QOL will
be a sign of a holistic perception of this patient, an approach
which meets the criteria of high-quality healthcare. The aim
of the study therefore was to analyze demonstrated health
behaviors and examine their influence on the QOL in a group
of women of fertile age who use any method of contraception.

MATERIALS AND METHODS

The study was conducted between August 2017 and January
2018 in the West Pomeranian Voivodship of Poland. It com-
prised 183 women of reproductive age. The eligibility criterion
for the study was using any form of contraception (mechani-
cal, hormonal, chemical, natural, etc.). The participation in the
study was voluntary and anonymous. The study was based
on a diagnostic survey method using an independent ques-
tionnaire and a standardized WHOQOL-BREF questionnaire.
The proprietary survey questionnaire consisted of the fol-
lowing parts: the respondent’s particulars, in order to collect
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socio-demographic data and information about the form of
contraception used; and questions about the respondent’s
health behaviors (physical activity, nutritional habits, drugs/
stimulants used, and medical checkups). The WHOQOL-BREF
questionnaire, designed by the WHO, measures QOL based on 4
domains: physical health, psychology, social relationships, and
the environment. Each domain is broken down into subdo-
mains (facets). The questionnaire consists of 26 single-choice
questions, and responses are assessed on a five-point scale.
Domain scores are scaled in a positive direction (i.e., the higher
the score, the higher the QOL). An exception to this are 3 sub-
domains scaled in a negative direction: pain and discomfort;
dependence on medicinal substances, and medical aids; and
the subdomain of negative feelings. Statistical computations,
data processing and editing of the compiled materials were
carried out using Microsoft Word 2016, Microsoft Excel 2016
and SPSS Statistics 21.0 software. The variables were presented
with descriptive statistics incorporating the following meas-
ures: the number of valid cases; arithmetic mean; standard
deviation; median; and the sample maximum and minimum
values. The statistical analysis was based on descriptive and
analytical methods such as: Shapiro-Wilk test and analysis of
variance (ANOVA). The indicator of structure was interpreted
as a percentage. The data obtained were subjected to x? test for
statistical independence. A significance level of 5% was adopted.
The probability p < 0.05 was considered statistically significant.

RESULTS

The mean age of the women surveyed was 31.59 years. The
youngest respondent was 18 years old, and the oldest 54 years.
The largest age group - 58 (31.7%) - was between the ages
of 18-23 years. The majority of the 183 respondents lived in
cities with more than 100,000 residents - 58 women (31.7%).
More than half of the women surveyed - 99 (54.1%) - had
a higher-education degree. The majority of the respondents -
146 (79.8%) - were active professionally, while 37 (20.2%) were
not. A little less than half of the women were married - 91
(49.7%). More than half of the women subjectively assessed
their health condition as good - 114 (62.3%). The vast majority of
the respondents - 148 (80.9%) - claimed to have been perform-
ing physical activity at least once a week. More than three-quar-
ters of the respondents expressed their eating and nutritional
habits as proper - 139 (76%). More than half of the women sur-
veyed - 112 (61.2%) - had been using drugs/stimulants (Tab. 1).

The majority of respondents in the group of 112 women who
claimed to have been using drugs/stimulants selected coffee -
98 (87.5%), and cigarettes - 57 (50.9%) - Table 2.

In the question about the method of contraception currently
used, 91 women (49.7%) selected mechanical contraceptives.
Little less frequently used was the hormonal method - 73
women (40.4%) - Table 3.

The majority of respondents said they went for gynecologi-
cal check-ups once a year - 86 women (47.0%), while 41 women
(22.4%) went twice a year (Tab. 4).
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TABLE 1. Data about the women participating in the study (n = 183)

Data type Number %
Age 18-23 58 31.7
24-29 34 18.6
30-35 21 11.5
36-40 22 12.0
>41 48 26.2
Place of village 4t 24.0
residence city with <10,000 residents 27 14.8
Eietsyi(\jl\lei;(]f;;0,000ﬂO0,000 54 205
city with >100,000 residents 58 317
Education primary education 1 0.5
lower secondary education 10 5.5
vocational 18 9.8
upper secondary education 55 30.1
higher education 99 54.1
Marital status  single 39 21.3
married 91 49.7
divorced/widowed 7 3.8
domestic partnership 46 25.1
Professional working 146 79.8
activity non-working 37 20.2
Health very good 53 29.0
condition good 114 623
medium 16 8.7
Physical yes 148 80.9
activity no 35 19.1
Eating habits proper 139 76.0
improper 44 24.0
Drug/stimulant yes 112 61.2
use no 71 388
TABLE 2. Types of drugs/stimulants used
Type of drugs/stimulants used n %
Cigarettes 57 50.9
Alcohol 5 4.5
Coffee 98 87.5
Other 1 0.9

n - number of valid cases

The vast majority of respondents - 153 women (83.6%) -
claimed to have routine prophylactic check-ups, in the sense
of medical examinations performed in accordance with their
specific recommendations, e.g., breast self-examination per-
formed 2-3 days after every menstruation, undergoing cytol-
ogy testing once a year (Tab. 5).

In the group of 153 women claiming to have regular pro-
phylactic medical check-ups, the majority of respondents
selected undergoing cytology - 133 women (86.9%). More than
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TABLE 3. Types of contraceptives currently used in the study group

. Yes No Total
Type of contraception currently used
n % n % n %
Mechanical contraception (intrauterine devices and barrier-methods: male and 91 49.7 9 503 183 100.0
female condoms, diaphragm)
Hormonal contraception (two-ingredient monophasic/biphasic/triphasic
oral pills, progestin-only pills, subcutaneous and intramuscular injections, 74 40.4 109 59.6 183 100.0
hormonal intrauterine devices, contraceptive patches, vaginal rings)
Chemical contraception (spermicidal gels, creams, foams, suppositories) 1 0.6 182 99.5 183 100.0
Natur.al. contraception (the temperature method, the symp@o-thermal method, % 142 157 858 183 100.0
the Billings ovulation method, Persona contraception monitor)
Other (rejected sexual intercourse) 12 6.6 171 93.4 183 100.0

n - number of valid cases

TABLE 4. The frequency of gynecological check-ups among the women surveyed

The frequency of gynecological

TABLE 5. Regularity of prophylactic medical check-ups in women surveyed

Regularity of prophylactic

check-ups n W check-ups n %
Twice a year 41 22.4 Yes 153 83.6
Once a year 86 47.0 No 30 16.4
Less than once a year 48 26.2 Total 183 100.0
Do not go to a doctor 8 bk n - number of valid cases
Total 183 100.0
n - number of valid cases
TABLE 6. Types of prophylactic check-ups performed
Prophylactic check-ups performed Yes No Total
n % n % n %
Breast self-examination 91 59.5 62 40.5 153 100.0
Cytology 133 86.9 20 131 153 100.0
Mammography 28 18.3 125 817 153 100.0
Laboratory blood test 87 56.9 66 43.1 153 100.0
Chest X-Ray 34 22.2 119 77.8 153 100.0
Ultrasonography of the female reproductive organs 86 56.2 64 43.8 153 100.0
Blood pressure measurement 80 52.3 73 477 153 100.0
Other (breast ultrasound) 4 26 149 97.4 153 100.0

n - number of valid cases

half of the respondents perform breast self-examination - 91
women (59.5%), 87 women (56.9%) have blood tests done, and
86 women (56.2%) have ultrasonography of the female repro-
ductive organs done (Tab. 6)

The study has shown a significant relationship between
the assessment of the QOL and the subjective assessment of
health condition in the psychological domain. The better the
subjective assessment of one’s health condition, the higher
the QOL in the subdomain of thinking, learning, memory and
concentration (p < 0.05), understood in terms of a greater effi-
ciency and effectiveness of these processes. Highly significant
relations were found between the QOL and the assessment of
health condition within the subdomain of spirituality/religion/
personal beliefs (p < 0.001) - Table 7.
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The statistical analysis has shown a significant relationship
between the domain of environment and the assessment of
eating and nutritional habits. The better the assessment of eat-
ing and nutritional habits made by the respondents, the better
the QOL in the subdomain of financial resources, understood
as the level at which the respondent’s financial resources let
them satisfy their needs in terms of a healthy and comfortable
life, which translates into QOL (p < 0.05) - Table 8.

The analysis of the QOL with regard to drugs/stimulants
usage has revealed a significant relationship in the physical
health domain. The women who do not use any drugs/stimu-
lants make a better assessment of their QOL, and are more satis-
fied with performing activities of daily living (ability to under-
take everyday actions and lead a normal life) (p < 0.05) - Table 9.
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TABLE 7. Quality of life in relation to health condition assessment

Health condition assessment

Domain Facet . o
Physical health activities of daily living 0.364 0.114
dependence on medicinal substances and medical aids 0.144 0.397
energy and fatigue 2.369 0.336
mobility 2.340 0.330
pain and discomfort 1.470 0.447
sleep and rest 0.360 0.090
work capacity 0.330 0.170
Psychological bodily image and appearance 0.140 0.570
negative feelings 0.111 0.147
positive feelings 1.414 0.300
self-esteem 1.978 0.234
spirituality/religion/personal beliefs 2.590 0.001
thinking, learning, memory and concentration 1.470 0.010
Social relationships personal relationships 3.580 0.369
social support 1.420 0.143
sexual activity 0.447 0.232
Environment financial resources 0.450 0.366
freedom, physical safety and security 3.690 0.470
health and social care: accessibility and quality 3.140 0.690
home environment 1.400 0.147
opportunities for acquiring new information and skills 1.222 0.258
participation in and opportunities for recreation/leisure activities 1.889 0.369
physical environment (pollution/noise/traffic/climate) 1.450 0.156
transport 1.233 0.114

F — ANOVA test results; p — calculated test probability

TABLE 8. Quality of life in relation to eating and nutritional habits

Eating and nutritional habits

Domain Facet
F p
Physical health activities of daily living 0.665 0.999
dependence on medicinal substances and medical aids 0.632 0.380
energy and fatigue 0.578 0.537
mobility 0.077 0.730
pain and discomfort 0.701 0.907
sleep and rest 0.614 0.149
work capacity 0.254 0.911
Psychological bodily image and appearance 0.158 0.706
negative feelings 0.853 0.938
positive feelings 0.817 0.200
self-esteem 0.237 0.822
spirituality/religion/personal beliefs 0.869 0.154
thinking, learning, memory and concentration 0.967 0.111
Social relationships personal relationships 0.405 0.457
social support 0.629 0.401
sexual activity 0.014 0.112

Pomeranian J Life Sci 2019;65(3)
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Eating and nutritional habits

Domain Facet
F p
Environment financial resources 1.847 0.035
freedom, physical safety and security 0.060 0.670
health and social care: accessibility and quality 0.687 0.277
home environment 0.711 0.805
opportunities for acquiring new information and skills 0.572 0.646
participation in and opportunities for recreation/leisure activities 0.161 0.640
physical environment (pollution/noise/traffic/climate) 0.140 0.209
transport 0.761 0.625

F - ANOVA test results; p - calculated test probability

TABLE 9. Quality of life in relation to drugs/stimulants use

Drugs/stimulants use

Domain Facet
F P
Physical health activities of daily living 1.555 0.021
dependence on medicinal substances and medical aids 0.814 0.320
energy and fatigue 0.506 0.972
mobility 0.498 0.081
pain and discomfort 0.679 0.153
sleep and rest 0.835 0.840
work capacity 0.137 0.190
Psychological bodily image and appearance 0.907 0.951
negative feelings 0.465 0.535
positive feelings 0.827 0.438
self-esteem 0.270 0.800
spirituality/religion/personal beliefs 0.398 0.597
thinking, learning, memory and concentration 0.343 0.194
Social relationships personal relationships 0.282 0.312
social support 0.383 0.360
sexual activity 0.463 0.610
Environment financial resources 0.440 0.397
freedom, physical safety and security 0.945 0.100
health and social care: accessibility and quality 0.845 0.798
home environment 0.187 0.591
opportunities for acquiring new information and skills 0.225 0.212
participation in and opportunities for recreation/leisure activities 0.743 0.592
physical environment (pollution/noise/traffic/climate) 0.140 0.209
transport 0.726 0.130

F - ANOVA test results; p - calculated test probability

The statistical analysis has shown a significant relationship
between the domains of physical health and social relation-
ships and the frequency of gynecological check-ups. The more
often the respondents claimed to have undergone gyneco-
logical check-ups, the better their QOL in the subdomains of
energy and fatigue (energy resources and the level of fatigue)
and sexual activity (libido level, ability to perform and derive
pleasure from sexual intercourse) (p < 0.05) - Table 10.
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The statistical analysis of data has not shown a significant
statistical relationship between undergoing prophylactic check-
ups and the QOL in any domain (p > 0.05) - Table 11.

Individual questions from the WHOQOL-BREF questionnaire
produce a general QOL profile, divided into 4 domains: physical
health, psychological, social relationships, and environment.
Mean score results were obtained within each of the domains.
Converting raw scores to transformed scores made it possible
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TABLE 10. Quality of life in relation to the frequency of gynecological check-ups

Frequency of check-ups

Domain Facet . o
Physical health activities of daily living 0.095 0.912
dependence on medicinal substances and medical aids 0.023 0.126
energy and fatigue 1.000 0.022
mobility 0.677 0.933
pain and discomfort 0.920 0.427
sleep and rest 0.924 0.811
work capacity 0.121 0.569
Psychological bodily image and appearance 0.328 0.900
negative feelings 0.540 0.380
positive feelings 0.633 0.212
self-esteem 1.096 0.875
spirituality/religion/personal beliefs 0.600 0.195
thinking, learning, memory and concentration 0.406 0.240
Social relationships personal relationships 0.547 0.416
social support 0.451 0.783
sexual activity 2.210 0.050
Environment financial resources 0.280 0.640
freedom, physical safety and security 0.079 0.934
health and social care: accessibility and quality 0.310 0.557
home environment 0.291 0.766
opportunities for acquiring new information and skills 0.344 0.320
participation in and opportunities for recreation/leisure activities 0.745 0.509
physical environment (pollution/noise/traffic/climate) 0.204 0.209
transport 0.837 0.175

F — ANOVA test results; p — calculated test probability

TABLE 11. Quality of life in relation to undergoing prophylactic check-ups

Having prophylactic check-ups

Domain Facet
F p
Physical health activities of daily living 0.308 0.355
dependence on medicinal substances and medical aids 0.890 0.162
energy and fatigue 0.811 0.568
mobility 0.964 0.120
pain and discomfort 0.100 0.599
sleep and rest 0.705 0.741
work capacity 0.229 0.763
Psychological bodily image and appearance 0.770 0.590
negative feelings 1.141 0.080
positive feelings 0.785 0.313
self-esteem 0.730 0.711
spirituality/religion/personal beliefs 0.452 0.886
thinking, learning, memory and concentration 0.090 0.240
Social relationships personal relationships 0.885 0.494
social support 0.616 0.668
sexual activity 0.333 0.329

Pomeranian J Life Sci 2019;65(3)
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Having prophylactic check-ups

Domain Facet
F p
Environment financial resources 0.081 0.251
freedom, physical safety and security 1.888 0.080
health and social care: accessibility and quality 0.159 0.483
home environment 0.289 0.611
opportunities for acquiring new information and skills 0.767 0.565
participation in and opportunities for recreation/leisure activities 0.745 0.599
physical environment (pollution/noise/traffic/climate) 0.630 0.420
transport 0.869 0.999

F - ANOVA test results; p - calculated test probability

TABLE 12. Quality of life in women of reproductive age using contraception
per specific domain, converted to the transformed scores in the range 4-20

Domain n Ms SD Mp
Physical health 183 28.07 3.63 16
Psychological 183 23.39 3.13 15
Social relationships 183 11.96 1.85 16
Environment 183 30.39 3.99 15

n - number of valid cases; Ms - mean raw score; SD - standard deviation; Mp -
mean transformed score

to include them in the range 4-20 points. Higher scores in the
WHOQOL-BREF questionnaire denote a higher QOL. The overall
QOL in each domain remains at a similar and relatively high
level. The score values range between 15-16 (Tab. 12).

The QOL of women in the form of overall score is reflected
by a number of points in the range 4-20, resulting from calcu-
lating the arithmetic mean of the scores obtained from each
domain. The overall score was 15.5 points (Tab. 13).

DISCUSSION

Women all around the world should have the right to make
a free choice about whether they want to have children at all,
when they plan to have them, and how many children they
wish to have. They can exercise this right with the help of vari-
ous forms and methods of contraception, which is why one of
the most fundamental healthcare services for women is birth
control counseling [17]. In modern gynecology it is the woman,
perceived in a holistic manner, who is the center of interest for
medical personnel. What indicates the effectiveness of health-
care and determines its direction of development is the QOL,
which embraces the physical, psychological, social, and envi-
ronmental aspects. Health behaviors exhibited by patients can
either have a positive or negative impact on their health, and
therefore they constitute an important aspect of life which, in
turn, remains in direct relationship with the QOL. Some of the
tasks performed within gynecological care also include health
promotion and preventive healthcare, which is why learning
about the current lifestyle trends among women of reproduc-
tive age who use contraception, as well as analyzing the impact
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TABLE 13. Quality of life in women of reproductive age using contraception
presented in the form of overall score converted to a transformed score in
the range 4-20

Domain Mp A
Physical health 16
Psychological 15
: — 15.5
Social relationships 16
Environment 15

Mp - mean transformed score; A - arithmetic mean obtained from transformed
scores per domain

of their behaviors on their QOL, will allow us to address proper
educational and health counseling measures to this group,
which will grow and have a positive influence on their QOL.

Self-assessment of health condition is made on the basis of
how the woman perceives her ability to function in physical,
mental, and social terms [18]. In the proprietary survey, more
than 50% of the women collectively assessed their health con-
dition as good, and 29% of the respondents said it was very
good. This shows that the respondents were satisfied with
their health condition. Health self-assessment made by the
women was supplemented by additional questions related
to their health behaviors, which constitute a behavioral com-
ponent of human attitude toward health. Healthy behaviors,
as opposed to unhealthy behaviors, are conducive to main-
taining wellbeing and proper functioning of the organism [19].
Therefore, it can be said that they play a twofold role: they are
ontogenetic determinants of health and, simultaneously, they
are an expression of an individual’s attitude toward it.

Scientific publications distinguish 5 forms of purposeful
activities, which are also referred to as health behavior classes.
These are: avoiding drugs/stimulants use, implementing posi-
tive health practices (e.g., taking up physical activity), proper
eating habits (following a well-balanced diet, following the 5
meals a day rule), preventive healthcare behaviors (regular
medical check-ups, prophylactic examinations, health self-
checks), and careful driving [20]. The proprietary survey con-
tained questions related to the first 4 of the above-mentioned
5 classes.

A high percentage of respondents display health-condu-
cive behaviors. A large proportion (80.9%) of respondents
claim to perform some form of physical activity, and more than
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3 fourths of the women subjectively assess their eating hab-
its as proper. At the same time, more than half of the women
admit to using drugs/stimulants. The most frequently used
drug/stimulant is coffee (87.5%), but what is alarming is the
fact that the 2" most frequent choice is cigarettes (50.9%). It
is important to note that part of the study group were women
using various forms of hormonal contraception (40.4%). The
latest reports about mixing hormone-based contraceptives
with nicotine confirm an increased risk of hemorrhagic
stroke in women who smoke cigarettes and use oral contra-
ceptives [21, 22]. Another study investigating the attitudes of
women using hormonal contraceptives towards quitting smok-
ing has revealed that only 10% of them stopped smoking after
starting to use hormone-based contraception, whereas the
remaining 90%, by continuing to smoke, increased their risk
of venous thromboembolic disease. This may indicate a low
awareness of the risk among such women, or an intentional
disregard of and non-compliance with medical recommenda-
tions, which may be an important hint about how to formulate
healthcare goals. Medical personnel should remember that it is
their responsibility to encourage smokers to quit their addic-
tion and promote knowledge about the harmfulness of smok-
ing, as well as inform the patients using hormonal contracep-
tion about any possible complications and an increased risk
of venous thromboembolic disease if they smoke cigarettes.

Prophylactic medical examinations and regular visits to the
doctor constitute another health-conducive class of behaviors.
Stopiecka, in her studies on the use of gynecological advice by
women, emphasizes that many women do not feel such a need
at all, which is caused by a positive self-assessment of their
health condition. More than half of the women she surveyed
went to the doctor’s less frequently than once a year, or did not
go atall [23]. Our study has revealed that as many as one in four
respondents went to a gynecologist less than once a year. These
are alarming reports, considering the respondents’ repro-
ductive age and the possibility of them using birth control
methods that unconditionally require the patient to perform
medical check-ups at least once a year, i.e., all the hormonal and
intrauterine methods of contraception [24]. Unfortunately, for
many women, it is pregnancy which provides a good reason
to visit a gynecologist for the very first time. In the study car-
ried out by Stopiecka, the above-mentioned group constituted
a total of 69.5% of all the respondents, whereas only 21% of the
women had their 1°* gynecologist appointment in order to seek
advice while being healthy. These results suggest that there
is a necessity to promote information among women on the
range of services rendered by gynecologists, which are not
limited to medical services only, but also involve education,
prophylaxis, and health promotion, and encourage women
to use these services.

Assignificant number - 83.6% - of the respondents who took
partin our study stated that they underwent regular prophy-
lactic examinations. Cytology tests were the most frequently
indicated examinations performed among the respondents
(86.9%). Mammography was indicated by only 13.3% of the
respondents, which may be connected with the prevalence
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of younger age groups who do not yet qualify for this kind of
examination within the National Breast Cancer Early Detec-
tion Program (eligibility criteria are met by women in their 50.
and 60.). At the same time, the age analysis indicates that1in
4 respondents are 40 years old or more, and should undergo
mammography tests as part of their own health prophylaxis
practices. The age distribution within the study group may
also have an influence on the high percentage of women who
claim to undergo regular cytology tests. The National Cervical
Cancer Prevention Program is open to women from 25-59 years,
and nearly 75% of the respondents fall into this age bracket.
This means that the cervical cancer prevention program is
available to a wider age group than mammography screen-
ing, hence the above-mentioned differences. What should be
pointed out, though, is the fact that participation of women in
examinations within the cervical cancer prevention program
is very low, despite constant efforts aiming to popularize it.
According to a report by Paszkiewicz and Piotrowski, the aver-
age participation of women in the program oscillates around
21.01-23.21% of the qualifiable population [25]. Similar results
were obtained by LeZnicka et al., Karowicz-Bilinska, and Kozi-
mala etal. in 2009, 2008 and 2007 [26, 27, 28]. Therefore, it can
be presumed that the respondents who took part in our own
survey and claimed to undergo cytology tests mostly do so in
the form of a paid option during a follow-up medical appoint-
ment, or belong to a small group of women who are the ben-
eficiaries of the National Prevention Program.

Breast self-examination is a basic and completely free type
of examination which enables the women to perform diag-
nostics of changes in the breasts. The only tool required for
this examination is a knowledge of how it can be performed.
Regular self-examination performed on a monthly basis makes
it possible to detect worrying changes in the appearance and
structure of amammary gland. Our study has shown that 59.5%
of women who undergo regular preventive medical check-
ups perform breast self-examination. Dissimilar results were
obtained by other authors whose studies revealed that 89%
and 73% of women respectively performed a regular self-
examination of their breasts [29, 30]. Breast self-examination
can be performed by any woman and requires very little time
and no financial investment. Therefore, educational activi-
ties should be increased while providing gynecological care,
which will equip women with the skills and knowledge neces-
sary to perform self-checks, and women should constantly be
informed about the diagnostic usefulness of such examinations.

All human life is characterized by a balance between health
and disease. Various external and internal factors (including
health behaviors) are determinants of this unstable balance,
and they can be conducive to maintaining health or to the
occurrence of a disease [31]. Health determines a human being’s
QOL, and simultaneously it is a state which is significantly
impacted on by this quality. They are, therefore, 2 variables
which affect one another. Our study has revealed the follow-
ing correlation: the better the subjective self-assessment of
the woman'’s health, the higher the QOL in the psychological
domain. Women who have a better self-assessment of their
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health display superior efficiency and effectiveness with regard
to concentration, thinking, and learning and memory capabili-
ties (p < 0.05). Similar correlations can be found in the sense
of purpose in life expressed in the subdomain of spirituality/
religion/personal beliefs (p < 0.001). These can be explained in
a few ways. One explanation assumes that a worse QOL with
regard to thinking, learning, memory and concentration in
people who have a worse self-assessment of their health, has
to do with the occurrence of a disease which itself may nega-
tively affect these processes (e.g., depression, diseases that
lead to dementia, chronic pain conditions). Bad health condi-
tions may also lower the sense of purpose in life since it takes
away carefreeness and joy. At the same time, a possible reason
for these correlations, on the grounds of health theory being
an important resource in dealing with stress [32], can be the
inability to concentrate, which results from worrying about
health deterioration and fear of total health loss and serious
injuries, or even death as a result of them. What is interest-
ing, though, is the lack of relationship between the subjective
self-assessment of health condition and the sense of freedom,
physical safety and security (p > 0.05). Health deterioration is
usually associated with anxiety, loss of self-confidence, and the
feeling of insecurity, which should translate into lowering the
QOL in this subdomain. It is possible that a worse subjective
assessment of health condition among the respondents does
not result from accompanying diseases or the threat of seri-
ous injury, which in effect does not have a significant influence
on one’s sense of security and independence.

The statistical analysis has shown a significant relationship
between the QOL in the domain of environment and the assess-
ment of eating and nutritional habits. The better the assess-
ment of eating and nutritional habits made by the respondents,
the better the QOL in the subdomain of financial resources
(p < 0.05). The above subdomain enables us to rate the degree
to which the respondent’s financial resources allow a woman
to satisfy her needs related to a healthy and comfortable life.
Thus, it can be concluded that eating and nutritional habits
are influenced by the respondent’s financial resources. This
theory is proven in a number of reports on public and indi-
vidual health, which reveal that the size of one’s earnings and
a person’s social status are considered 2 of the most important
determinants of a healthy lifestyle. These reports describe
arelationship in which those people who earn more money
tend to be healthier, and vice versa. The authors also underline
the high costs of healthy food products which make it possi-
ble to create and follow a well-balanced diet [33, 34]. That is
why dietary and nutrition counseling should involve taking
into consideration the economic status of the patient, and try
to recommend solutions available to anyone such as eating
regular meals, avoiding fatty food, drinking water instead of
sweetened beverages.

Our study has indicated that the women who do not use any
drugs/stimulants have a better self-assessment of their QOL
in the domain of physical health. They are more satisfied with
performing activities of daily living, i.e., the ability to under-
take everyday actions and lead a normal life (p < 0.05). Using
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drugs/stimulants is often interrelated with the phenomenon
of addiction. Considering the above relationship from the point
of view of tobacco addiction, which is extremely harmful, the
observed correlation seems to be obvious. Cigarette smokers
experience a craving for smoking, which has to do with the
aspect of motivation for searching and using tobacco products,
and the necessity to find time to perform these actions. From
the mental point of view, smoking a cigarette lowers insecurity
and anxiety, and improves the mood of the people addicted.
From the physical point of view, the addiction manifests itself
through the drug withdrawal syndrome, which, in turn, mani-
fests itself through hyperactivity, hand tremors, and concen-
tration difficulties, all the symptoms accompanying a longer
break from smoking [35]. Addicts make ordinary everyday
activities dependent on their addiction, and the addiction con-
stantly interferes with their life. Medical personnel should
use this knowledge in support of their arguments about the
harmful effect of drugs and stimulants on one’s health and life.

The statistical analysis of the data collected has shown a sig-
nificant relationship between the domain of physical health
of the QOL and the frequency of gynecological check-ups. The
more often the respondents claimed to undergo gynecological
check-ups, the better their QOL in the subdomains of energy
and fatigue and sexual activity (p < 0.05).

When attempting to analyze interrelations in the facet of
sexual activity, it is important to note that one of the funda-
mental responsibilities of a gynecologist is to provide sex-
ual education to the patient and carry out an analysis of the
patient’s needs and problems in this matter. Nusbaum et al.,
while doing research on women'’s sexual lives, observed that
over 98% of the patients who visited the gynecologist reported
10or more sexual problems. Among the problems reported by
the respondents were, for example: excessive vaginal dryness,
problems with achieving orgasm, and painful intercourse. The
respondents also expressed a motivation for conversation
about this subject with their lead doctor, hoping to get advice
from him or her. Based on this information, Nusbaum et al.
concluded that sexual counseling and sexual assistance are
an important duty of gynecologists when providing health-
care to the patient [36].

The statistical analysis of data collected has not shown a sig-
nificant statistical relationship between undergoing prophy-
lactic check-ups and the QOL in any of the domains (p > 0.05).
No reports on the relationship between the 2 variables were
found in research literature. Still, many authors have analyzed
the motives for having prophylactic examinations. One of the
reasons mentioned was the fear of and anxiety about a dis-
ease [37,38]. In this aspect, women who undergo prophylactic
medical check-ups should have a better QOL in the psychologi-
cal and environment domains, especially in terms of physical
and mental security, and should rarely experience negative
feelings. Therefore, it can be concluded that the respondents
in the study group display some other premises for having
preventive examinations.

Despite a high percentage of healthy behaviors, some
examples of alarming behaviors were identified in the study
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group, too. These include drug/stimulant use, rare visits to the
gynecologist, and irregularity in having prophylactic examina-
tions. The examples of healthy behaviors had a positive impact
on nearly every QOL domain, which is why it is of great impor-
tance to promote proper attitudes and a healthy lifestyle in
women'’s healthcare, and tailor the advice provided to them
to the individual biopsychosocial situation of the patient, tak-
ing into account both her physical and mental needs.

CONCLUSIONS

1. Healthy behaviors in women of reproductive age who use
contraception have a positive impact on their QOL in almost
every domain, i.e., physical health, environment, and social
relationships.

2. The main purpose of health education is carrying out
reinforcement activities aimed at women who display health-
conducive behaviors, as well as carrying out intervention and
preventive activities tailor-made to the individual biopsychoso-
cial needs of the women who are at risk of a lower QOL result-
ing from the practice of unhealthy behaviors.
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