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Abstract

Introduction: The lifestyle of every human being, to a large extent, determines their health. Whatever young individuals do
in their adult lives is extremely important for themselves and the next generations.

Aim of the research: To investigate the relationship between health-related lifestyle and the quality of life of girls in light
of the KIDSCREEN-52 questionnaire.

Material and methods: The study involved 122 girls with menstrual disorders from rural and urban areas and 240 girls
without any health or developmental disorders. It was conducted on patients of the Public Gynaecological Clinic for Girls in
Kielce and girls attending primary and middle schools. A diagnostic survey was used including the following research tools:
KIDSCREEN-52 questionnaire, authors’ survey, body mass index, and Rohrer Index.

Results: The quality of life and health of girls with menstrual disorders (group I) and girls without any health or develop-
ment disorders (group II) both from rural and urban areas was assessed. Taking into account variables such as age and the
living environment, it was stated that younger girls (13-14 years old) from groups I and II generally perceive their health as
worse (p < 0.001). Whereas, among older girls in both groups I and II (15-16 years old), a larger percentage of respondents
perceive themselves in a positive way, which results in higher self-assessment in health.

Conclusions: The application of subjective health indicators in the assessment of quality of life relating to adolescence allows
us to determine disease and malpractice in the care of the population in developmental age.

Streszczenie

Wprowadzenie: Styl zycia kazdego cztowieka w duzym stopniu determinuje jego zdrowie. To, co mtody cztowiek wniesie
w swoje doroste zycie, jest niezwykle wazne dla niego samego i nastepnych pokolen.

Cel pracy: Zbadanie zwiazku pomiedzy stylem zycia zwiazanym ze zdrowiem a jakoScia zycia dziewczat w Swietle kwestio-
nariusza KIDSCREEN-52.

Materiatl i metody: Przebadano 122 dziewczeta ze Srodowiska miejskiego i wiejskiego z zaburzeniami miesiaczkowania oraz
240 dziewczat bez zaburzen w stanie zdrowia i rozwoju. Badanie przeprowadzono u pacjentek Publicznej Poradni Gineko-
logicznej dla Dziewczat w Kielcach oraz dziewczat uczeszczajacych do szkét podstawowych oraz gimnazjum. W badaniach
zastosowano metode sondazu diagnostycznego oraz nastepujace narzedzia badawcze: kwestionariusz KIDSCREEN-52, an-
kiete wlasnej konstrukcji, wskaznik masy ciata oraz wskaznik Rohrera.

Wyniki: Zbadano jako$¢ zycia i stan zdrowia dziewczat z zaburzeniami miesiaczkowania (grupa I) oraz dziewczat bez za-
burzen w stanie zdrowia i rozwoju (grupa II) zaréwno ze srodowiska miejskiego, jak i wiejskiego. Po uwzglednieniu takich
zmiennych, jak wiek badanych oraz srodowisko zamieszkania, stwierdzono, ze dziewczeta mtodsze (13-14 lat) z grupy i I
ogolnie gorzej postrzegaja wiasne zdrowie (p < 0.001). Wraz z wiekiem w obu badanych grupach Ii II (15-16 lat) obserwuje
sie wiekszy odsetek dziewczat, ktére postrzegaja pozytywnie wtasng osobe, co przeklada si¢ na wzrost ich samooceny do-
tyczacej zdrowia.

Whioski: Zastosowanie subiektywnych wskaZnikéw zdrowia w ocenie jako$ci zycia zwiazanej z okresem adolescencji po-
zwala okresli¢ choroby i zaniedbania w opiece nad populacja w wieku rozwojowym.

Medical Studies/Studia Medyczne 2017; 33/2



118

Introduction

The World Health Organisation defines health as
a subjective “state of complete physical, mental, and
social well-being, and not merely the absence of dis-
ease or infirmity” [1, 2].

The lifestyle of every human being, to a large ex-
tent, determines their health. Many disorders that
occur in children and adolescents have a behavioural
background. Whatever a young person brings into
their adult life is extremely important to him/her and
the next generations.

Health in adolescence, according to the WHO, is
the wellbeing and ability to exploit fully the poten-
tial for development in the following dimensions: so-
matic, mental, social, and spiritual, which is fostered
by sensitivity to sensory stimuli, as well as one’s and
others’ emotional states. Due to their sensitivity ado-
lescents become susceptible to a number of risk fac-
tors [1].

Health behaviours include pro-health activities,
i.e. conducive to health, which involve physical ac-
tivity, balanced diet, personal hygiene, coping with
stress, proper social contact, preventive medical ex-
aminations, and anti-health behaviours, i.e. health
hazards (tobacco smoking, alcohol, psychogenic sub-
stances, casual sexual contact).

In contemporary research on health, attention is
focused on the use of subjective measures, viz. self-
assessment. It is conducted by the respondents them-
selves, not professionals, which is the case in objec-
tive health assessment. Attempts have been made to
continue using various tools for assessing subjective
health.

The studies of subjective health of adolescents,
including common ailments, may be useful for these
reasons [3]:

e early identification of risk groups. The results of the
foregoing research show that health self-assessment
is relatively “stable”, e.g. it is characteristic for ado-
lescent depression and many psychosomatic symp-
toms to persist in youth and adulthood. The identi-
fication of these symptoms makes early prevention
possible.

e facilitation of learning and understanding of factors
that predispose adolescents to develop health prob-
lems and health-hazardous behaviours, e.g. nega-
tive self-assessment of health related to depression,
incidence of traumas, tobacco smoking.

¢ building strategies to prevent various health, social,
and school problems, focusing on developing cop-
ing skills which adolescents will continue to use in
their adult life. It was shown that adolescents expe-
rience ailments such as headaches, sleep disorders,
and often difficulties in learning.

The developmental age of girls is of particular im-
portance when predicting the occurrence of puberty
and final body height, and for determining suitabil-
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ity for a profession or determining the indications (or
contraindications) for practicing various sports. They
can also be applied in psychological studies.

The maturation process in girls usually begins at
the age of 8.5-13.5 years. At puberty each somatic fea-
ture exhibits intensive growth. The changes relating
to length and width features occur in a specific order.

During adolescence changes that are observed in
girls concern the formation of hypodermic fat. The
thickness of skin and fat fold in girls around 8 years
of age shows a tendency to grow [4].

Material and methods

The material for the study was from the research
conducted by a team led by a nurse — Prof. Grazyna
Nowak-Starz — the head of the scientific research (no.
095S) entitled “Risks of child and adolescent health
and development in the Swietokrzyskie region”, which
was part of a research project (2.01.2009-31.12.2014)
commissioned by the Ministry of Science and Higher
Education in Poland. The research was conducted at
the Institute of Development Studies at the Faculty
of Health Sciences of Jan Kochanowski University
in Kielce, Poland. The data is a selected part of the
analyses of the research, in which the area connect-
ed with quality of life was carried out by a midwife
- Ewa Zigba, PhD. The research was conducted during
2009/2010; 122 girls with menstruation disorders and
240 girls without disorders in the state of health and
development were examined. These were girls from
primary and middle schools in the Swietokrzyskie re-
gion, which is part of the so-called “Eastern region” of
Poland, with an impoverished social and economic in-
frastructure compared to other regions of the country.

The first stage was a deliberate selection of a group
of girls with menstruation disorders (group I); these
were the patients of the Public Gynaecological Clinic
for Girls at the Gynaecology-Obstetrics Hospital in
Kielce. Taking into consideration the objective that
was set and the fact that the research is not consid-
ered in a clinical context but that of an assessment
of lifestyle and the quality of life in good health, the
term “menstruation disorders” was defined as a high
frequency of occurrence of temporary menstruation
disorders during the formation of the hypothalamic-
pituitary axis at age 13-16 years. Hence the result is
a group of girls, uniform in terms of menstruation
disorder aetiology, in which no cases of explicit and
profound endocrine disorders such as hypergonado-
tropic or hypogonadotropic hypogonadism were
stated according to the performed hormonal exami-
nations. A homogenous group of girls without men-
struation disorders (group II) was formed as material
for comparison. The method of group sampling with
stratification according to school and class type was
used in the research. A list of primary and middle
schools located in the Swietokrzyskie region was
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created. Two primary and two middle schools were
drawn out at random, and a sampling within the class
was made. Altogether, 14 classes with seven classes
from each type of school were drawn out at random,
and girls, aged 13 to 16 years, who had menstruation
were selected from each class. The age of menarche
was determined using the “status quo” method. The
data used was the precise age of the examined and an
answer to a yes/no question whether menstruation
was present.

Next, the health and the lifestyle of the subjects
were assessed. A medical and nursing assessment was
performed for the state of health. Secondary statistical
materials such as disease history and laboratory ex-
amination results provided information on the girls’
disorders.

The preferred lifestyle was determined from the
diagnostic poll and questionnaires. As lifestyle is not
a homogeneous term and comprises health behav-
iour, attitudes, actions, and a person’s general life
philosophy, special attention was devoted to health
behaviour. The Polish version of the KIDSCREEN-52
Health-Related Quality of Life Questionnaire for Chil-
dren and Young People created by the KIDSCREEN
GROUP EUROPE was used to study the quality of life.
The KIDSCREEN international scientific project was
carried out simultaneously in 13 European counties,
at the request of the European Commission. In Po-
land, the Department of Epidemiology at the Institute
of Mother and Child in Warsaw was engaged in the
research, in cooperation with the Faculty of Education
at the University of Warsaw. The international coordi-
nator for the project is Prof. Urlike Ravens-Sieberer;
the national coordinator of the project in Poland is Jo-
anna Mazur, MD PhD. The pilot research in Poland in
2003 did not involve the Swietokrzyskie region.

The KIDSCREEN family questionnaires were de-
vised in 13 countries and in 10 language versions.
They belong to measurement tools for the quality of
life connected with the health of children and ado-
lescents aged 8 to 18 years. Ultimately, three variants
of the KIDSCREEN questionnaire were created, each
having a version for the child or for the parent/guard-
ian answering in their name.

The full version, containing 52 questions
(KIDSCREEN-52), which determines the quality of
life profile taking into account 10 sub-areas, was
used in the authors’ research. One dimension in the
KIDSCREEN-52 questionnaire is concerned with
physical health, and three areas are attributed to
mental health, i.e.: mental well-being, moods and
emotions, and self-perception. Five dimensions deal
with social functioning, including the relation with
parents and life at home, the relation with peers and
social support, independence, the school environ-
ment, and social acceptance (lack of harassment). The
last dimension concerns financial resources.
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A rule of answering from the perspective of the
previous week was adopted in the questionnaire.
Answers to the questions are given according to stan-
dardised five-level categories regarding frequency
(never, rarely, quite often, often, and always) or inten-
sity (not at all, a bit, mildly, very, immensely). A posi-
tive orientation was assumed in most of the questions,
implying that the first answer is the most negative
and the last is the most positive. Questions marked
with an asterisk (*) have an opposite orientation and
require an inverted coding.

Results
Lifestyle and health behaviour

The study presents an analysis of selected behav-
iours comprising the lifestyle of girls with menstrua-
tion disorders against the background of their healthy
peers, including physical activity, diet and nutrition,
adhering to road safety rules, oral health, attitudes to-
wards alcohol and nicotine addiction, as well as indi-
cators of health and well-being.
¢ Physical activity — a distinct downward tendency
along with increasing age was observed. It is un-
favourable due to a transfer of activity patterns
from adolescence to adulthood. There is too little
physical exercise during free time (36% of girls aged
13-14 years and 30% of girls aged 15-16 years from
group II exercised once a week; similarly, 26% of
the examined aged 13-14 years and only 10% aged
15-16 years exercised once a week in group I). Ac-
cordingly, 30% of girls aged 13-14 years and 35%
of girls aged 15-16 years from group II spent only
half an hour a week on physical exercise. The data
in group I are even more unfavourable: 38.5% (aged
13-14 years) and 40.8% (aged 15-16 years). Immo-
bilisation was connected with watching television;
an unfavourable tendency was noted taking into
consideration the variable of age and menstruation
disorders in the examined (35% of healthy girls
aged 13-14 years in group II and 40% of those aged
15-16 years watched TV 2 to 3 h a day; similarly, the
situation in group I with menstruation disorders
reached the levels of 39.5% and 43%, respectively.
Moreover, it was found that as many as 35% of girls
aged 15-16 years from group I spent 1 to 3 h a week
on computer games and surfing the Internet).
Nutrition habits — deficiencies in consumption of
essential products were noted, wherein this con-
cerned girls from group II regardless of the age cat-
egory (brown bread was consumed by merely 20%
of those aged 13-14 years and 24% by those aged
15-16 years in the group of healthy girls; similarly,
raw vegetables were eaten by 27% and 21% of the
examined, respectively; 63% and 27% of the exam-
ined consumed sweets and sweet carbonated bever-
ages more often than once a day). In group I, in the
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age group of 13-14, 18% consumed brown bread,
25.5% - raw vegetables, and 67% — sweets and sweet
carbonated beverages; similarly, in the 15-16 age
group, this was 16%, 23%, and 66.5%, respectively.

Oral hygiene - the girls showed deficiencies in at-
tention to oral hygiene (of the girls from group II, 62%
aged 13-14 years and 73% aged 15-16 years brushed
their teeth more often than once a day; this was 59%
and 65%, respectively, in group I).

Furthermore, the following risky health behav-
iours with varying degrees of intensity were stated in
the research:

—Not adhering to road safety rules — it was stated
that whilst in a car 25% aged 13-14 years and 27%
aged 15-16 years in group II sometimes or rarely use
seatbelts; in group I, the results reached the levels of
26.5% and 28%, respectively.

—Smoking tobacco — most probably as a result of
the anti-smoking measures taken in recent years,
and due to the headcount of the group, the data
obtained indicates a significant percentage of non-
smoking girls (83% and 89% in the age categories of
girls from group II and, similarly, 79% and 85% in
group I of the examined). The remaining percent-
age of girls smoking cigarettes each day, both in the
group of healthy girls and those with menstruation
disorders, is a cause for concern.

— Alcohol consumption — similarly to the case of to-
bacco smoking, this poses a lesser problem than
in other EU countries. Similar tendencies were ob-
served in the authors’ own research; it was found
that 6% of girls aged 13-14 years and 5% of girls
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Figure 1. The profile of the quality of life connected with
the health of girls aged 13-14 years from groups | and
Il from urban and rural environments
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aged 15-16 years from group II consumed alcohol
once a week, whilst once a month 5% and 4.5%, and
4% and 5%, respectively, of the girls in the examined
age categories. In group I, the results reached a more
unfavourable level; 6.5% of the examined aged 13—
14 years and 7% aged 15-16 years consumed alcohol
once a week, and 5.5% and 7.5% consumed it once
a month, whilst 4.8% and 7.5%, respectively, of the
girls with menstruation disorders in the examined
age categories consumed alcohol at least 2-3 times
per week.

The health-related quality of life

The quality of life connected with the health of
girls in group I and II in light of the KIDSCREEN-52
questionnaire in terms of particular dimensions.

As mentioned, the environment variable, which
differentiated the attitudes of girls, was also taken into
consideration in the analysis regarding the quality of
life connected with the health of girls with menstrua-
tion disorders (group I), and those without health and
development disorders (group II) (Figure 1).

The comparison of girls aged 13-14 years (group I)
from urban and rural environments indicates a gradual
decline in the quality of life connected with health in
relation to the pilot studies of the population of girls
in 2003 using KIDSCREEN-52. The dimensions of
social acceptance are the sole exception, where mean
indexes of the quality of life are on the rise, whereas in
the financial resources dimension indexes of the qual-
ity of life are declining. The remaining dimensions of
the KIDSCREEN-52 questionnaire are not significant,
with a tendency to reach higher values in girls from
the urban environment.

In turn, the comparison of girls aged 13-14 years
from group II from urban and rural environments
indicated a more positive assessment of the health-
related quality of life of girls from the rural environ-
ment in the following dimensions: mental well-being,
self-perception, independence, the relations with par-
ents and life at home, and the school environment.
Physical health, moods and emotions, social support
among peers, and social acceptance are the remain-
ing dimensions of the KIDSCREEN-52 questionnaire
where much better results were noted in girls from
the urban environment. In the financial resources di-
mension, the results were the same in both groups.

By comparing the obtained indexes in both groups
with the results of the pilot study, it was revealed that
the girls who live in the city were significantly below
the norm with respect to the dimensions of self-per-
ception and school environment. The remaining di-
mensions were close to the above-mentioned norm in
both groups of girls (Figure 2).

Taking into consideration the age range of the par-
ticipants, the same analyses were performed in the
15-16-year-old age group. A comparison of the groups
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of girls aged 15-16 years from group I from urban and
rural environments indicated a gradual decline in the
quality of life connected with health in relation to the
pilot studies, with the following dimensions being the
exception: moods and emotions, the school environ-
ment, and social acceptance, where the mean indexes
of the quality of life are on the rise, whereas in the di-
mensions of self-perception and financial resources in
girls from the rural environment the mean indexes of
the quality of life were declining. The remaining di-
mensions of the KIDSCREEN-52 questionnaire were
not significant, with a tendency to reach higher values
in girls from the urban environment.

A comparison of the girls aged 15-16 years from
group Il from urban and rural environments indicates
a more positive assessment of the health-related qual-
ity of life of the girls from the urban environment in
the following dimensions: physical health, mental
well-being, moods and emotions, independence, the
relations with parents and life at home, financial re-
sources, as well as in the dimensions of emotional
support among peers and social acceptance. It was
noted, however, that healthy girls from the urban en-
vironment have a significantly lower self-perception
than the healthy girls from the rural environment.
The remaining dimensions from the KIDSCREEN-52
questionnaire were assessed significantly lower by
the girls from the rural environment than by the girls
from the urban environment.

By comparing the indexes obtained in group II of
the girls from urban and rural environments with the
results of the pilot studies of girls aged 15-16 years in
2003 according to the KIDSCREEN-52 questionnaire,
it was revealed that the girls from the rural environ-
ment have a very positive self-assessment in two of
the dimensions, i.e. moods and emotions, and self-
perception. Whereas girls from the urban environ-
ment had a very positive self-assessment and exceed-
ed the results of the research on girls from 2003 in the
following dimensions: mental well-being, moods and
emotions, independence, the relations with parents
and life at home, financial resources, as well as social
support and peers, and social acceptance.

In later analysis, it was observed that girls from
group I from urban and rural environments in
the 13-14-year-old age groups, as well as in the
15-16-year-old age groups had worse starting results
in the following dimensions: physical health, men-
tal well-being, moods and emotions, self-perception,
the relations with parents and life at home, and in-
dependence, as well as in the dimensions of financial
resources and social support.

It was observed that the assessment of the quality
of life improved along with age for girls from group
I from the rural environment in the following dimen-
sions: physical health, mental well-being, moods and
emotions, independence, the relations with parents
and school environment, financial resources, and
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Figure 2. The profile of the quality of life connected with
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social support and acceptance. Whereas the results
in the self-perception dimension distinctly dropped
along with increasing age, which is very disturbing.
Conversely, the girls from group I from the urban en-
vironment obtained significantly better results in the
dimension of self-perception, and additionally, along
with age their self-assessment improved.

Girls from group II (aged 13-14 and 15-16 years)
from both of the environments had significantly bet-
ter results than the girls from group I in the analysed
dimensions of quality of life. However, in the dimen-
sions of physical health, mental well-being, self-per-
ception, independence, the relations with parents and
life at home, financial resources, and the school en-
vironment worse starting results were noted for the
girls from group II from the rural environment, who,
along with age, obtained worse results in the anal-
ysed dimensions of the quality of life. Better results
were noted in this group in the dimensions of moods
and emotions and social acceptance. Older girls from
group II from the urban environment obtained bet-
ter results in the following dimensions: mental well-
being, independence, financial resources, social sup-
port, and social acceptance, which indicates an ever
more positive assessment of the quality of life. How-
ever, along with age the following dimensions results
worsened: physical health, moods and emotions, self-
perception, the relations with parents, and the school
environment.

Consistent with certain psychological theories, the
health-related quality of life diminished in a specific
way along with the increasing age of the girls. Whilst
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maturing, girls face physical and social changes and
have to adapt to them. As a result of hormonal changes
in girls, physiological processes may take an unusual
course, which may lead to an impaired assessment of
the health-related quality of life. Girls of around thir-
teen years of age find themselves in a difficult situa-
tion in terms of a subjective understanding of health
and the quality of life. Menarche, menstruation dis-
orders, a predominance of stressful events in life, and
particular coping mechanisms all add to this. All of
those elements may deteriorate mental well-being.

In the authors’ research regarding girls from
Group I from both environments, as well as girls from
group II from the urban environment, the quality of
life improves in the dimensions of finance and social
acceptance. As may be observed, adolescents are be-
coming ever more independent of their parents, so
social acceptance is improving greatly.

Correlation between the KIDSCREEN-52
dimensions and the age of the girls from
groups I and II taking part in the study

An evaluation of the mutual relationships was
made, and the most relationships were found between
the dimensions of quality of life connected with
health, and the age of the participants.

The most significant correlation in group I in the
13-14-year-old age range was noted between mental
well-being and physical health (0.666), and in the re-
lation of moods and emotions and mental well-being
(0.771). This indicates that a more positive assessment
of quality of life is connected with conscious and
responsible decisions in matters of one’s own life in
health. Whereas, in the category of social acceptance
and the relations with parents and life at home, its re-
lationship was only confirmed with a 0.090 correla-
tion coefficient.

In turn, based on the analysis of the correlation of
results for girls from group I, aged 15-16 years, it was
found that the better the physical health, the better
the mental well-being (0.745), and better mental well-
being influences the improvement of moods and emo-
tions (0.691), which has an effect on the good relations
with parents and life at home (0.513). Whereas, the
correlation coefficient between the dimension of self-
perception and the dimension of social support and
peers assumes negative values (-0.204), which may
indicate that the worse the acceptance among peers,
the (far) worse the self-assessment. By analysing the
correlations in group I, it can be seen that girls aged
15-16 years assessed their lives in the most positive
way. The dimension of social acceptance is an excep-
tion, where the mean indexes of the quality of life in-
crease along with age.

In group II of girls aged 13-14 years, the most sig-
nificant negative correlations were noted between
self-perception and social acceptance (-0.009), and in
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the dimensions of social acceptance and the school
environment (-0.243), which indicates that the low-
er the acceptance in the environment in which the
girl grows up, the more her self-assessment deterio-
rates. Negative correlations were noted in girls from
group II, aged 15-16 years, between the dimensions
of moods and emotions and self-perception (-0.018),
and between the dimension concerning social sup-
port among peers and self-assessment (-0.020), as well
as between social acceptance and the relations with
parents and life at home (-0.023), and between social
acceptance and financial resources (-0.052). Detailed
data are presented in Tables 1 and 2.

Discussion

The KIDSCREEN project was carried out in Po-
land as well as in 13 other European countries in
the years 2003-2004 as part of the Fifth Framework
Programme of the EU. The obtained research results
reveal relationships between the state of health, the
lifestyle, the social and economic situation of girls and
their families, and the indexes of the quality of life ac-
cording to the KIDSCREEN questionnaire [5, 6].

The intention of the research was to provide valu-
able information for people who are responsible for
the health condition of children and adolescents,
to facilitate the atmosphere of diligent professional
work, and to gain knowledge about health and diag-
nostic skills.

Children are our investment in the society of to-
morrow. Their health and the way in which they are
brought up from the period of adolescence to adult-
hood will influence the well-being and stability of the
countries in the region of Europe in decades to come
[7, 8].

The period of adolescence is the final phase of
childhood and the beginning of adulthood. In this
short span of time radical mental and physical chang-
es take place, which enable an individual to undertake
new tasks and social roles appropriate for an adult [9].

During this time, the health behaviours that
young people will carry over into their adult life, and
that may be the factors of health risks, are also shaped.
The negative health indexes are not as high at this age
as they are in adults. Therefore, the skills, knowledge,
beliefs, and attitudes towards positive measures of
health such as physical development or health-related
quality of life in adolescence will determine the life-
style and health later on in adulthood [10].

In the authors’ research on the preferred lifestyle
of girls with menstruation disorders compared to
their healthy peers, a significantly greater number of
negative health behaviours were observed, such as
abnormalities in nutrition, little physical activity, in-
sufficiencies in attention to oral hygiene, non-compli-
ance with road safety, smoking, and the phenomenon
of alcoholism.
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Table 1. Correlation relationships between the KIDSCREEN-52 dimensions of girls aged 1314 years from group | and |l
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Il 0283 0474 0416 0347 0462 0276 0.064 0463 -0.009
Independence | 0377 0542 0424 0302 0462 0119 0608 0307 0.143
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life at home
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resources Il 0430 0366 008 0276 0514  0.559 0522 0443  0.103
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Woynarowska, in her research using the HBSC
(Health Behaviour in School-Aged Children 1997/98,
2001/2002, 2005/2006) questionnaires, found that
girls with menstruation disorders, in comparison to
their peers who reached puberty normally or later, as-
sessed their state of health as worse, have significantly
more frequently reported numerous ailments or nega-
tive emotional states and gone on a diet without exces-
sive body mass. No differences were stated between
the groups in terms of satisfaction with life. Girls who
menstruated earlier and had menstruation disorders,
smoked tobacco regularly and more often, abused al-
cohol, and had sexual intercourse. In the aforemen-
tioned aspect, early puberty is a risk factor for the
health of girls [10, 11]. In the authors’ own analyses,
girls with menstruation disorders, originating from
urban and rural environments, perceived their health
and well-being in a negative way. This detriment in
the girls’ well-being was caused by menstruation
disorders during the period of adolescence. It can be
stated that they are a group at risk when it comes to
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the occurrence of various disorders in years to come,
especially those of mental and physical health. Unfor-
tunately, due to the use of two different research tools
(HBSC - B. Woynarowska, KIDSCREEN-52 - J. Mazur),
the comparison of results can only be a general one.

In the comparisons in European health reports
2005: public health action for healthier children and
populations and WHO Europe 2005, and the Euro-
pean health reports published in later years (last in
2011), as well as in the “Flash Eurobarometer No.
233-Young people and drugs” report, young people
in Poland have assessed the risk of negative health
behaviours on the level of the EU average; however,
there are no references to groups of girls with men-
struation disorders in these documents.

The isolation of subjective aspects of physical and
mental health leads to the term “quality of life” (QoL).
Because quality of life depends on many factors (in-
cluding the financial situation, social acceptance,
family life, etc.), it was defined as health-related qual-
ity of life (HRQL). Thus, health-related quality of life
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Table 2. Correlation between the KIDSCREEN-52 dimensions of girls aged 15-16 years from group | and ||
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can be considered a multilevel concept, representing
the result of mutual interaction of all physiological,
psychological, and social factors influencing health.
Measuring health-related quality of life, one may be
interested in measurement at different levels and of
various content. Different measurement tools will be
needed to reach different aims [11, 12].

In the authors’ research with the KIDSCREEN-52
questionnaire, a difference was observed in the
health-related quality of life of girls with menstrua-
tion disorders (group I) and girls without health and
development disorders (group II). The presented re-
search results concern representative groups of girls
during adolescence and, as mentioned, from environ-
ments different in terms of origin. In group I, the girls
obtained lower results in all dimensions of health-
related quality of life in comparison to the girls from
group II. However, with age, those girls assessed their
satisfaction with life more positively in individual di-
mensions of the KIDSCREEN-52 questionnaire. The
girls from group I from urban and rural environ-

ments did not perceive their health and well-being in
positive categories. Meanwhile, most of the girls from
group II assessed their health as good and very good,
did not feel subjective ailments, and were happy with
their current lives (p < 0.001).

So far, research on the quality of life has been
popular in the medical sciences. Presently, the mis-
sion of health promotion recommended by the WHO
and directed towards children is to support actions
aimed at optimal general ranges of the norm of reac-
tions in personal life and health. Multi-directional
actions in the field of health promotion, as well as
research conducted as part of the health sciences do-
main, where research on the health-related quality of
life of children and adolescents is presently preferred,
are an important element in shaping responsiveness
and defences. That is why, until now, the quality of
life of children and adolescents was assessed using the
HBSC questionnaire. However, if one wishes to fully
relate the quality of life of children and adolescents,
one must take into consideration the low possibilities
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for comparison of research conducted with the use of
the KIDSCREEN questionnaire from 2003 [13].

In the pilot research of Mazur (2003) on boys and
girls aged 8-18 years, the participants assessed their
material situation and school environment as the
worst. The mean indexes of the quality of life in the
dimension of financial resources, on the other hand,
show the highest differentiation. The highest index
values were obtained for the dimension of social ac-
ceptance, which means cases of exposure to unpleas-
antness from other schoolchildren were rare. The di-
mension of mental health, measured by moods and
emotions, was also assessed as positive, which indi-
cates no escalation of negative emotional states. The
dimension of mental health concerning positive states
transpired to be far worse. Girls during puberty show
a more negative assessment of health-related quality
of life in the dimensions of physical health, moods
and emotions, self-perception, and independence
and a more positive assessment of the health-related
quality of life in the dimensions of contact with peers
and the school environment. Girls aged 13-14 years
assessed their health in the most positive way. The di-
mension of social acceptance was the sole exception,
where mean indexes of the quality of life increased
with age, which is connected with a lesser risk of un-
pleasantness from other schoolchildren [14]. Similar-
ly, in our own research, girls with menstruation dis-
orders assessed their quality of life more negatively
in the following dimensions: physical health, moods
and emotions, self-perception, and independence.

The research conducted on a healthy population
and its results coincide with the results of the authors’
research on girls from group II. There was, however,
no material for comparison when it comes to the
KIDSCREEN-52 results for girls with menstruation
disorders.

The girls surveyed in study were in the phase of
puberty. Menarche occurred in the participants be-
tween the ages of 10 and 15 years. Among the girls
who matured earlier (menarche at the age of 11 years
or earlier), a more negative assessment of the state of
health was noted and a more frequent occurrence of
negative emotional states observed, in comparison
to their peers with normal or later puberty. Negative
behaviours towards their own health and well-being
(with reduced health-related quality of life) were not-
ed among the girls (group I) with menstruation disor-
ders, both reaching puberty early and late.

Michel, Bisegger, Fuhr, and Abel in their research
stated that the quality of life of children and adoles-
cents is different in European countries. Assuming
the innate influence of cultural and socio-economic
factors of the countries, they assessed the subjective
perception of health and well-being of young people.
UNICEFs report on the well-being of children and
adolescents in wealthy countries provides a scale for
comparison in 21 European countries in the following
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six aspects: material well-being, health and security,
educational welfare, relations in the family and with
peers, behaviours and risks, and subjective well-being.
The mean rank indicates a more negative assessment
of the health-related quality of life in girls living in
the following countries: Poland, the Czech Republic,
Hungary, the United Kingdom, Austria, and France;
contrary to Holland, Spain, and Switzerland. In regard
to age, it was indicated that in 12 European countries
younger girls showed better values of health-related
quality of life than the older adolescents. The differ-
ences between countries in quality of life indicate the
significance of the national context for health and
welfare of children and adolescents [15].

One should remember that any neglect in the so-
called sensitive periods of development, puberty in-
cluded, will affect the state of health and condition
of the young women in adulthood, when playing
a procreative role in the future. The attitude of an in-
dividual regarding their well-being and quality of life,
regardless of the clinical image of their body, may be
important for therapeutic decisions and may be an in-
dication for unobserved medical or other non-health
needs, and consequently may affect their health state
in adulthood and that of future generations.

Conclusions

Taking into account variables such as age and the
living environment, it was stated that younger girls
(13-14 years) from groups I and II generally perceived
their health as worse. Whereas with age in both
groups (15-16 years) a greater percentage of respon-
dents perceived themselves in a positive way, which
resulted in higher self-assessment in health. The pe-
riod of adolescence is extremely difficult for young
people, and therefore adolescents need supporting
adults who are aware of such problems, including
parents, teachers, and school nurses. Special attention
should be focused on the health education of young
people, so they can adopt healthy lifestyles, which,
when developed in youth will result in healthy adults
who will have healthy children.
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