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Abstract
Objectives: The aim of this paper is to identify the factors that determine the environmental domain of quality of life in
economically active adults living in the industrial agglomeration in Poland. Materials and Methods: During the crosssectional epidemiological study conducted among the economically active population aged 45–60, we used a short version
of the WHOQOL-BREF questionnaire. Respondents were recruited randomly from selected factories located in the Silesian Agglomeration. The statistical analysis used descriptive and analytical methods available in the Statistica 9.0 software.
Results: The results confirmed the statistically significant association between marital status, type of occupational activity,
declared health status, and the environmental domain of quality of life in economically active inhabitants of the Silesian
Agglomeration. The best qualities of life in the environmental domain were those of married people, white collars, and persons who declared their health status to be the best. Conclusions: The major determinants of environmental quality of life
in economically active population living in the industrial agglomeration include non-occupational factors, such as marital
status and current health status, while a significantly better quality of life was associated with being a white-collar worker
and not living in the vicinity of the road with heavy traffic. The results may be useful for future planned activities intended
to improve the health and the quality of working life.
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INTRODUCTION

The definition highlights quality of life as an effect of com-

Quality of life is defined as “an individual’s perception of
their position in life in the context of the culture and value
systems in which they live and in relation to their goals,
expectations, standards, and concerns” [1,2].

plex way the interviewed person perceives his/her physical
health, psychological state, level of independence, social
relationships, personal beliefs, and his/her relationship
with the environment. The environmental domain of life
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embraces such aspects of life as safety, financial situation,
the ability to pursue one’s interests, housing, health care
facilities, and communications.
Recent literature data suggest that the quality of life and
health of urban dwellers depends significantly on the quality of the urban environment, including quality of air and
drinking water, functioning in a complex system of interactions with social, economic and cultural factors [3]. Typically, the quality of life is assessed using standard research
questionnaires [4]. The WHOQOL-BREF questionnaire
developed by the World Health Organization to allow the
simultaneous assessment of quality of life in the somatic,
social, environmental and psychological domains is a good
example [5]. The aim of this paper is to identify the factors
which contribute to a better environmental domain quality
of life in economically active adults living in the industrial
agglomeration in Poland. Lack of such data relating to the
environmental domain of quality of life in Poland justifies
the present study.

MATERIALS AND METHODS
During the cross-sectional epidemiological study conducted among the economically active population of the
Silesian Agglomeration, we used a short version of the
WHOQOL-BREF questionnaire (licensed and permitted
by the relevant ethical committee). In addition, the questionnaire contains 13 questions identifying demographic
data (gender, age, marital status, educational level, type
of occupational activity) as well as data on various individual exposures (smoking, place of residence, respiratory or cardiovascular disease). Selection of independent
variables describing health status of workers were dictated
by the study protocol and focused on assessing the environmental impact of residence on the quality of life. Respondents were persons aged 45–60 years, recruited from
selected factories located in the Silesian Agglomeration.
Respondents included employees of the mining industry,
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large industrial and service enterprises within the Silesian
Agglomeration, as well as government and contractual
educational sector employees.
The study participants included 1029 subjects residing
in the Silesia region and the frequency of response was
evaluated for each questionnaire, and raw scores obtained
in response to the evaluation of the specified sphere of environmental quality of life were summarised. A total number of 1128 questionaires were collected, while 99 were
excluded because of missing data (no answers to some
questions). According to the WHO protocols, we included
into the analysis only the questionnaires with complete answers about the quality of life. The environmental domain
of quality of life was assessed from the total points scored
for the answers to the following questions:
–– Q8: How safe do you feel in your daily life?
–– Q9: How healthy is your physical environment?
–– Q12: Do you have enough money to meet your needs?
–– Q13: How available to you is the information that you
need in your day-to-day life?
–– Q14: To what extent do you have the opportunity for
leisure activities?
–– Q23: How satisfied are you with the conditions of
your living place?
–– Q24: How satisfied are you with your access to health
services?
–– Q25: How satisfied are you with your transport?
Keys to assess particular questions are contained in the
instruction of the WHOQOL-BREF questionnaire. The
raw scores were converted to a scoring scale ranging
from 0 to 100 points as recommended by WHO [6].
Statistics
The statistical analysis used descriptive and analytical
methods available in the Statistica 9.0 software. For quantitative variables, we calculated the mean value with its
standard deviation (SD), median, range and percentile
values. The association between specified quality of life
IJOMEH 2013;26(1)
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and age, gender, education, type of occupational activity and living environment were assessed by chi2 test (for
qualitative variables), U-Mann Whitney or ANOVA test
(for quantitative variables).
The results of the simple analysis were verified by a multivariate analysis (multiple regression model). Analyses
were conducted in two ways; first, we evaluated the impact of independent variables on self-declared particular
questions assessing the environmental domain of quality
of life (presented as qualitative variables in three categories: good, moderate, poor). We then evaluated the impact
of independent variables on environmental quality of life
expressed as a sum of points.
Model used in multivariative analysis was in the form:
Total score = b0 + b1*gender + b2*educational level
+ b3*type of occupational activity + b4*current smoking
+ b5*residence in the vicinity of the road with heavy traffic + b6*diagnosed respiratory or cardiovascular disease
+ b7*current health status. All applied tests were twosided. The level of statistical significance of the results was
set at p < 0.05.

RESULTS
We examined 1029 economically active 45 to 60 years old
subjects living in Silesian Agglomeration. The selected
descriptive statistics of qualitative variable are presented

in Table 1. The table shows the mean value and standard
deviation, median and percentile values, and range of age,
years of tobacco smoking and scores obtained for the evaluated quality of life domains.
The total number of points after the transformation of
the raw score obtained for the assessed quality of life
was 241±41.2 out of 400. The lowest scores were obtained for somatic and environmental domains, 54.4±9.9
and 57.6±14.6 points, respectively.
The subjects were 684 women and 345 men; most of them
were married (76.2% of respondents). The singles included: 74 never-married persons (7.1%), 65 widowed people
(6.3%), 92 divorced (8.9%) and 14 separated people
(1.4%). Over half of the respondents (N = 549; 53.5%)
reported average level of education (those with secondary
education). Most respondents were white collar workers
(N = 621; 60.5%). Approximately, one-tenth of the subjects (N = 153; 14.9%) declared exposure to air pollution
at their workplace.
Half of the respondents (51.3%) were former smokers,
while one in four respondents (25.3%) was current smoker. Nearly half of subjects reported that they lived in the
vicinity of industrial plants that cause air pollution (48.3%)
and in the vicinity of the road with heavy traffic (48.0%).
Almost every fifth respondent (18.9%) believes that the
current job leads to a deterioration in health. Good health
status was reported by 42.9% of subjects, while only 5.3%

Table 1. Particular descriptive statistics for quantitative variables in study group
Variable

Median

Min

Max

Age (years) (N = 1029)

51.0±4.5

50.0

45.0

60.0

48.0

53.0

Current tobacco smoking (years) (N = 260)

22.4±9.4

20.0

1.0

50.0

20.0

28.0

Somatic domain of quality of life (N = 1029)

54.4±9.9

56.0

19.0

88.0

50.0

56.0

Psychological domain of quality of life (N = 1029)

60.8±11.4

63.0

13.0

94.0

56.0

69.0

Social domain of quality of life (N = 1029)

68.3±16.4

69.0

0.0

100.0

69.0

75.0

Environmental domain of quality of life (N = 1029)
Total score of quality of life (N = 1029)
134

Percentile Percentile
33.33%
66.66%

Mean±SD
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57.6±14.6

56.0

6.0

100.0

50.0

63.0

241.0±41.2

244.0

76.0

350.0

225.0

262.0
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of respondents reported their health status as poor. Over
half of the subjects (64.3%) declared good or very good
quality of life, while only 57 people (5.5% of respondents)
reported poor quality of life. Table 2 shows selected descriptive statistics for qualitative variables.
Table 2. Particular descriptive statistics for qualitative variables
in the study group

Variable
Gender (N = 1029)
female
male
Marital status (N = 1029)
non-married person
married person
Education level (N = 1027)
lower (primary or secondary)
higher
Type of occupational activity (N = 1027)
white collar worker
blue collar worker
Ever tobacco smoking (N = 1029)
yes
no
Current tobacco smoking (N = 1029)
yes
no
Declared residence in a neighborhood of
factories polluting the air (N = 1029)
yes
no
don’t know
Living in the vicinity of the road with heavy
traffic (N = 1029)
yes
no
don’t know
Self-assessed current health status (N = 1029)
good
moderate
poor

Chosen answers
to particular
questions
n
%
684
345

66.5
33.5

245
784

23.8
76.2

610
417

59.4
40.6

621
406

60.5
39.5

531
498

51.6
48.4

260
769

25.3
74.7

497
409
123

48.3
39.7
11.9

494
492
43

48.0
47.8
4.2

442
532
55

42.9
51.7
5.3
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Table 2. Particular descriptive statistics for qualitative variables
in the study group – cont.

Variable
Perception that current job results in
deterioration of health (N = 1029)
yes
no
don’t know
Ever diagnosed respiratory or cardiovascular
disease (N = 980)
yes
no
Declared quality of life (N = 746)
good
moderate
poor

Chosen answers
to particular
questions
n
%

195
643
191

18.9
62.5
18.6

415
565

42.3
57.7

662
310
57

64.3
30.1
5.5

Quite a large proportion of respondents (42.3%) had been
in the past diagnosed with respiratory or cardiovascular
disease. Most of them had hypertension (248 people), allergic rhinitis (88 people) and coronary heart disease (46
people) with only 69 subjects declaring at least two diseases.
Environmental domain of quality of life was calculated according to the WHOQOL-BREF questionnaire from the
total of points obtained on the basis of responses to the
following eight questions: Q8, Q9, Q12–Q14, Q23–Q25.
Accurate data describing number and frequency of chosen
answers are shown in Table 3.
Over half of the respondents (53.4%) felt safe (mostly or
completely) in their daily lives, only 1.8% of respondents
did not feel safe. Only one third of subjects (34.3%) believed
that the environment promoted health. More than a quarter of respondents (27.9%) declared that they received
insufficient amount of money to meet their own needs.
Similar percentage (29.3%) of subjects declared financial
satisfaction. Over half of the respondents (54.1%) believed
that they had sufficient access to information necessary
IJOMEH 2013;26(1)
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Table 3. Number and proportion of respondents who have
chosen one out of three prepared answers to questions
included in WHOQOL-BREF questionnaire to assess
the environmental domain of quality of life
Question of WHOQOL-BREF

Respondents
n

%

76

7.4

2 = moderately

434

42.2

3 = very much or extremely

519

53.4

1 = not at all or a little

155

15.1

2 = moderately

521

50.6

3 = very much or extremely

353

34.3

1 = not at all or a little

287

27.9

2 = moderately

440

42.8

3 = mostly or completely

302

29.3

Q8: I feel safe in my daily life
1 = not at all or a little

Q9: My physical environment is healthy

Q12: Enough money to meet my needs

Q13: Available information that I need in my
day-to-day life
1 = not at all or a little

83

8.1

2 = moderately

389

37.8

3 = mostly or completely

557

54.1

1 = not at all or a little

198

19.2

2 = moderately

475

46.2

3 = mostly or completely

356

34.6

80

7.8

2 = neither satisfied nor dissatisfied

191

18.6

3 = satisfied

758

73.6

1 = dissatisfied

478

46.4

2 = neither satisfied nor dissatisfied

397

38.6

3 = satisfied

154

15.0

1 = dissatisfied

290

28.2

2 = neither satisfied nor dissatisfied

430

41.8

3 = satisfied

309

30.0

Q14: The opportunity for leisure activities

Q23: Satisfaction with the conditions
of the living place
1 = dissatisfied

Q24: Satisfaction with the access to health
services

Q25: Satisfaction with transport
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for everyday life. Only one in three respondents (34.6%)
declared that they were able to pursue their own interests.
A relatively high percentage of subjects declared a sufficient degree of satisfaction with their housing conditions
(73.6% of respondents). Almost every second respondent
(46.4%) declared a low degree of satisfaction with health
care providers. As much as 28.2% of the people were dissatisfied with the communal and public transportation system.
Declarations of respondents on environmental domainrelated aspects of quality of life differed significantly
with respondents’ gender, educational level, marital status, health condition, life style and the character of the
job. Results of multivariate analysis (multiple regression
model) confirmed the statistically significant relationship
between the answers and the selected variables (for details, see Table 4).
Males, married persons, blue collar workers, subjects
without diagnosed respiratory or cardiovascular disease,
and people not living in the vicinity with heavy traffic usually declared to be safe in their daily life. Among those
who declared that the environment promoted health were
persons without diagnosed respiratory or circulatory disease and subjects not living in the vicinity of the road with
heavy traffic. Furthermore, married persons, subjects with
a higher level of education, and persons without a history
of respiratory or circulatory disease stated to have sufficient money to meet their own needs. The respondents
who declared sufficient degree of information required
in the daily lives were married, white collar workers, and
nonsmokers. Better possibilities to pursue their own interests were more frequently declared by male respondents,
persons with higher education level, white collar workers,
nonsmokers and subjects without diagnosed respiratory
or cardiovascular disease. Better satisfaction with housing was more frequently declared by single (non-married)
subjects and those not living near roads with heavy traffic. Indeed, the lower level of satisfaction with health care
was more frequent in people living in the vicinity of the

Table 4. Results of multivariate analysis for relationship between self-declared answers presented in table 3 and particular
independent variables describing study group
Question
Q8: Safety in daily life (1 = not,
2 = moderately, 3 = much)

Variable

Standard
error

0.14

0.0007

0.04

–0.17

0.0001

0.04

type of occupational activity (1 = blue
collar; 2 = white collar)

0.11

0.009

0.04

vicinity of the road with heavy traffic
(1 = yes; 2 = no)

0.08

0.007

0.03

recognised respiratory or cardiovascular disease
(1 = yes; 2 = no)

0.14

< 0.0001

0.03

Q9: Physical environment is healthy
(1 = not, 2 = moderately,
3 = much)

vicinity of the road with heavy traffic
(1 = yes; 2 = no)

0.07

0.03

0.03

recognised respiratory or cardiovascular disease
(1 = yes; 2 = no)

0.09

0.01

0.03

Q12: Enough money to met own
needs (1 = not, 2 = moderately,
3 = mostly)

gender (1 = female; 2 = male)

0.24

< 0.0001

0.04

marital status (1 = married;
2 = non-married)

–0.22

< 0.0001

0.05

education level (1 = higher; 2 = lower)

–0.12

0.01

0.05

type of occupational activity (1 = blue
collar; 2 = white collar)

0.15

0.002

0.05

recognised respiratory or cardiovascular disease
(1 = yes; 2 = no)

0.10

0.006

0.04

–0.12

0.007

0.04

type of occupational activity (1 = blue
collar; 2 = white collar)

0.20

< 0.0001

0.04

current tobacco smoking (1 = yes; 2 = no)

0.10

0.02

0.04

gender (1 = female; 2 = male)

0.19

< 0.0001

0.04

education level (1 = higher; 2 = lower)

–0.09

0.04

0.04

type of occupational activity (1 = blue
collar; 2 = white collar)

0.14

0.002

0.04

current tobacco smoking (1 = yes; 2 = no)

0.16

0.001

0.05

recognised respiratory or cardiovascular disease
(1 = yes; 2 = no)

0.09

0.01

0.03

–0.29

< 0.0001

0.04

0.08

0.008

0.03

Q13: Availability of information
needed in day-to-day life
(1 = not, 2 = moderately,
3 = mostly)

Q14: Opportunity for
leisure activities (1 = not,
2 = moderately, 3 = mostly)

Q 23: Degree of satisfaction
with conditions of living place
(1 = dissatisfied, 2 = moderately,
3 = satisfied)

gender (1 = female; 2 = male)

Regression Statistical
coefficient significance

marital status (1 = married; 2 = non-married)

marital status (1 = married;
2 = non-married)

marital status (1 = married;
2 = non-married)
vicinity of the road with heavy traffic
(1 = yes; 2 = no)
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Table 4. Results of multivariate analysis for relationship between self-declared answers presented in table 3 and particular
independent variables describing study group – cont.
Question
Q 24: Degree of satisfaction
with access to health services
(1 = dissatisfied, 2 = moderately,
3 = satisfied)

Q 25: Degree of satisfaction with
transport (1 = dissatisfied,
2 = moderately, 3 = satisfied)

Regression Statistical
coefficient significance

Variable

Standard
error

vicinity of the road with heavy traffic
(1 = yes; 2 = no)

0.08

0.02

0.03

current job results in deterioration of health
(1 = yes; 2 = no)

0.08

0.01

0.03

recognised respiratory or cardiovascular disease
(1 = yes; 2 = no)

0.09

0.02

0.03

gender (1 = female; 2 = male)

–0.11

0.02

0.05

marital status (1 = married; 2 =
non-married)

–0.14

0.01

0.05

education level (1 = higher; 2 = lower)

0.13

0.01

0.05

type of occupational activity (1 = blue
collar; 2 = white collar)

0.12

0.02

0.05

road with heavy traffic, persons with diagnosed respira-

lower educational levels and white collar workers declared

tory or cardiovascular disease, and those who declared

a better level of satisfaction with transport.

that the current job resulted in deterioration of health. Fi-

The results of U-Mann Whitney test confirmed that the

nally, women, singles (non-married persons), subjects with

total score obtained for the environmental domain was

Table 5. Results of U-Mann Whitney test for differences in total scoring of assessed environmental domain
between particular groups of subjects
Independent variable

Median

Gender

0.006

male

62.3

female

55.6

Marital status

< 0.0001

married

63.9

non-married

49.9

Education level

0.005

higher

58.8

lower

54.7

Type of occupational activity

< 0.0001

white collar

64.2

blue collar

56.9

Current tobacco smoking

138

0.001

yes

56.1

no

57.4
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Table 5. Results of U-Mann Whitney test for differences in total scoring of assessed environmental domain between particular groups
of subjects – cont.
Independent variable

Median

Statistical significance for U-Mann Whitney test

Vicinity of the road with heavy traffic

< 0.0001

yes

56.4

no

62.6

Current job results in deterioration of health

< 0.0001

yes

56.1

no

62.8

Recognised respiratory or cardiovascular disease

< 0.0001

yes

55.8

no

62.8

significantly higher in male population, married persons,
subjects with a higher level of education, white collar
workers, nonsmokers, persons not residing in the vicinity
of the road with heavy traffic, persons without diagnosed
respiratory or circulatory disease and those whose job did
not cause health deterioration. Table 5 lists the detailed
results.
The lowest scores of the environmental domain of quality of life were obtained for workers who declared poor
health status (Figure 1). The ANOVA test confirmed statistically significant differences between the three groups
of health status.

Fig. 1. Differences in scores for the environmental quality
of life domain

Table 6. Results of multivariate analysis for relationship between total scoring in environmental domain and particular independent
variables describing subjects, regression coefficients and their statistical significance
Independent variable
Gender (1 = female, 2 = male)
Marital status (1 = married, 2 = non-married)
Education level (1 = higher, 2 = lower)
Type of occupational activity (1 = blue collar, 2 = white collar)
Current tobacco smoking (1 = yes, 2 = no)
Living in the vicinity of the road with heavy traffic (1 = yes, 2 = no)
Declared health status (1 = good, 2 = moderate, 3 = poor)
Current job results in deterioration of health (1 = yes, 2 = no)
Ever diagnosed respiratory or cardiovascular disease
(1 = yes, 2 = no)

Regression
coefficient
0.05
–0.12
0.01
0.13
0.05
0.05
–0.035
0.03
0.01

Statistical
significance
0.05
< 0.0001
0.6
< 0.0001
0.05
0.05
< 0.0001
0.1
0.6

Standard
error
0.02
0.02
0.03
0.03
0.02
0.02
0.03
0.02
0.02
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Finally, the results of multivariate analysis confirmed the
significant effect of gender, marital status, type of occupational activity, and declared health status on the resultant
scores in the environmental domain of quality of life.

DISCUSSION
The obtained results confirmed the importance of marital
status, type of occupational activity, and declared health
status to the environmental domain of quality of life in economically active inhabitants of the Silesian Agglomeration.
Similar findings were obtained in a study of total quality
of life (where we assessed four domains of quality of life:
somatic, psychological, social and environmental). These
data were published earlier in the Medycyna Pracy [7]. The
environmental domain of life embraces such aspects of life
as safety, financial situation, the ability to pursue one’s interests, housing, health care facilities, and communications.
The best level of quality of life in the environmental domain
was characteristic for married person, white collars, and
person who declared the best health status. Furthermore, it
should be noted that female gender, current tobacco smoking and persons living in the vicinity of the road with heavy
traffic were associated with lower quality of life. The resultant value of statistical significance was 0.05.
Scoring for the environmental domain was one of the lowest among all the evaluated areas of quality of life (Table 1).
The total score in this domain, 57.6±14.6, was significantly
lower than that reported in studies published by other authors [2,8]. The results of testing the quality of life for the
two populations with a total number of 1724 subjects present standards for each four assessed domains of quality of
life. According to the quoted data, the average number of
points for the environmental domain ranged: 69.9–75.0 for
people aged 40–49 years, 73.7–80.3 for people aged 50–59
years and 74.3–77.9 for people aged 60–69 years [2].
As indicated above, the environmental domain scoring
was constant across all age groups. Data for the population
140
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of people aged 60 or more in Turkey also indicate better
quality of life in the environmental domain than in our
observation [8]. The resultant scores, 66.5±17.2, were significantly higher than in our study. The observed differences in scores in our study and that quoted above could
be the result of demographic, economic, or religious differences between the compared populations. With this
explanation, we suggest that quality of life in highly developed countries is better than in the developing countries,
as identified by the Human Development Index (HDI).
The mean value of scoring in environmental domain in
various countries was: 64.9±16.1 for populations in countries with the highest level of HDI (for example Norway
and Germany) and 55.2±16.3 with medium level of HDI
(for example Bulgaria and Turkey), respectively [9]. Recent data rank Poland rather among countries with medium HDI [10]. Similar results were obtained in a study
of Lithuanians, the mean score for environmental domain
was 54.6±10.8 [11]. Considering this evidence, it should
be noted that our results were typical for countries with
similar level of Human Development Index.
An important observation is the significant relationship between the environmental domain of quality of life and marital status of respondents. The higher scores (better quality
of life) were those of married persons than single respondents. The impact of marital status on the declared level of
quality of life was also the subject of the study among the elderly [12]. The authors showed that married people rather
than divorced had a better quality of life. Similarly, a better
quality of life was observed in persons who were married
than non-married in the study of patients with rheumatoid
arthritis [13], diseases of the cardiovascular system [14], and
people after stroke [15]. The authors argue that for those
patients, support from the family is essential to ensure better quality of life. It turns out that it is also important for the
healthy and economically active population.
Observations on the positive impact of higher education
on quality of life of the respondents are consistent with
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the results already published for a population of women
aged 45-60 years, in the Silesia province [4]. Although
the studies used different tools, the results are similar in
that they confirm the belief that standard questionnaires
can ensure authoritative measurement of quality of life.
Strong correlation between higher levels of education and
a better quality of life was also demonstrated in studies of
older people (aged 65–74 years) under long-term care in
rural provinces [12] and in the study of patients aged 23–
79 years diagnosed with rheumatoid arthritis [13]. It is evident that a person’s level of education is a strong determinant of quality of life in current state. In our study, good
health was reported by almost every second respondent
(42.9%) and poor health was indicated only by 5.3% of the
respondents. As demonstrated, both a better quality of life
and better health were more frequently associated with
people of higher educational level. This valuable information indicates that the direction of the changes taking
place in the Polish education that promotes lifelong learning [16] is valid also for the health condition of society.
The percentage of people who declared in our study
having good quality of life was 64.3%. On the contrary,
only 5.5% felt their quality of life was poor. These results
are consistent with data published in a 2010 report, where
very good health and well-being were reported by 68% of
people aged 45–54 and 47% of people aged 55–64 [17].
The quoted report also indicates that the level of satisfaction is much higher in Poland than in other European
Union countries (55% in France, 54% in Spain, 52% in
Germany). These differences could be attributed to the
composition of the test groups. For example in our study
we had economically active, 45–60 years old individuals.
However, the data from other studies used groups at different age as well as the general population.
An important issue is the impact of work on the formation
of the quality of life. Our results have highlighted that the
nature of the work is important for a person’s well-being and
health. The obtained data showed that the environmental
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quality of life was significantly better in white- than bluecollar workers. The same was true in the case of the declared state of health; the percent of white-collar workers
with good health was significantly higher than that of bluecollar workers (48.2% vs. 35.2%, respectively). It is crucial
not to ignore the issue of education, which is an important
determinant of the nature of the employment and proved to
be the dominant variable in the regression analysis.
The quoted 2010 report showed that one in ten examined
Pole was satisfied with work. However, ranking of the importance of work for the assessed quality of life decreases with age. Jobs and career turned out to be important
for good health and well-being of 77% of respondents
aged 45–54 and only 41% of those aged 55–64 [17]. Daily
working time is also vital for the quality of life. It is estima
ted that Poland belongs to countries where working time
of 48 h per week is exceeded most frequently [18]. This
aspect was not examined in our work, although a detailed
analysis of the collected data suggests that only 18.9% of
respondents felt that the work done resulted in a deterioration of health status. Among our respondents, the most
frequently declared problems were: stress (68 workers)
and excessive effort causing pain in bone and muscle (31
workers). It should be noted that the major determinants
of health and quality of life in economically active population include non-occupational factors, such as: family,
network and community or society-level aspects. The systematic review of published data has shown that the nonoccupational domain is a largely underinvestigated area of
workers’ mental health research [19].
The highest levels of dissatisfaction in the environmental
quality of life were closely related with both poor financial position and limited access to health services. In both
cases, significantly better quality of life was declared by
people without any diagnosis of respiratory or cardiovascular disease. Thus, it is confirmed that healthier people
declared a better quality of life. The results of an earlier
study documenting the quality of life in Europe suggest
IJOMEH 2013;26(1)
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that the declared quality of health services (scored
from 1 to 10) was one of the lowest in Poland. The values of average ratings of quality services were 5.0 in Poland, 7.8 in Austria, 7.7 in Belgium [20]. Similarly, Poland
has one of the lowest indicators describing the economic
situation of inhabitants. Gross domestic product (GDP)
per capita in terms of purchasing power standard (PPS)
in 2006 was 52 in Poland, 128 in Austria and 120 in Belgium [21]. A large proportion of people report difficulties in accessing health services and have concerns about
the quality of health and care services available. These
findings are very important for setting priorities in public
health and social policies.
The last of the issues examined in our study was the impact of the residence environment on the declared quality
of life. It was found that an important factor for a better
quality of life was to live far from heavy traffic. With a relatively high percentage of people declaring full satisfaction
with the conditions of the living place (73.6%) it was noted
that this level of satisfaction is significantly higher in persons not living in the vicinity of the road with heavy traffic (Table 4). In our opinion, the level of dissatisfaction is
related to a significant role in the oversize noise exposure
and air pollution from the road transport. It seems that
the current European efforts to reduce car traffic in city
centers [21–23] are also an important option for residents
of urbanized areas, which include the Silesian Agglomeration. Local and regional authorities can play an important
role in reducing environmental hazards to improve the
quality of life of the vulnerable population.

was associated with being white-collar worker and not living in the vicinity of a road with heavy traffic. These observations may be useful for future activities intended to
improve health and the quality of life of workers.
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