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Summary 
Background. Poor health / medical contraindications are one of the most commonly declared 
barriers to physical activity (PA). The aim of the study is to do a quantitative assessment of this 
barrier in adult Poles, with a particular emphasis on incidence and accumulation in different 
demographic and socio-economic backgrounds. Material and methods. A  representative 
sample of Poles aged ≥50 years, declaring sporadic PA, or none (4253 persons) was examined. 
To assess the frequency of health indications / medical contraindications as the primary 
barrier to PA, a statistical analysis was done. The impact of individual variables on individual 
declarations was assessed using logistic regression. Results. Poor health / medical 
contraindications are the second (25.0%) barrier to PA, after the age factor (26.6%). The 
likelihood that bad health is declared in people with lower education increases more than 
2-fold (ceteris paribus) with regard to those with higher education. As for working people, 
it is more often evidenced (7-times) in those incapable of working than in the retired ones 
(4 times). Living in rural areas reduces the chances of pointing to a health barrier by 24%. 
Although the chances of declaring health as  the barrier  increase with age, in the oldest (with 
all other indicators ceteris paribus) it is relatively less likely to be identified, which might 
suggest that the elderly consider  age itself as  a barrier to activity rather than poor health. 
Conclusions. It is necessary to improve health education in adult Poles regarding a conscious 
lifestyle design, understanding diseases and honest self-assessment of one’s health. It is 
essential to be aware of the physiological symptoms of physical effort, the role of PA both in 
maintaining and improving one’s health and supporting treatment. It is particularly essential 
to involve in the undertaking health professionals, especially doctors, because of their 
knowledge and social prestige.
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Streszczenie
Wprowadzenie. Zły stan zdrowia/przeciwwskazania lekarskie to jedna z najczęściej deklarowa-
nych barier podejmowania aktywności fizycznej (AF). Celem pracy jest ilościowa ocena wskazań tej 
bariery przez dorosłych Polaków, ze szczególnym uwzględnieniem częstości występowania oraz 
kumulacji w przekrojach demograficznych i społeczno-ekonomicznych. Materiał i metody. Bada-
no reprezentatywną próbę Polaków w wieku ≥50 lat, deklarujących sporadyczną AF, albo jej brak 
(4253 osoby). Do oceny częstości wskazań stanu zdrowia/przeciwwskazań lekarskich jako głównej 
bariery AF zastosowano analizę statystyczną. Wpływ poszczególnych zmiennych na indywidualne 
deklaracje oceniano za pomocą regresji logistycznej. Wyniki. Zły stan zdrowia/przeciwwskazania 
lekarskie są drugą (25,0%) barierą AF, w kolejności po wieku (26,6%). Wśród osób z niższym wy-
kształceniem ryzyko jej deklarowania rośnie ponad 2-krotnie (ceteris paribus) w stosunku do osób 
z wykształceniem wyższym. W stosunku do pracujących częściej (7-krotnie) dotyczy Polaków nie-
zdolnych do pracy, niż tych na emeryturze (4-krotnie). Zamieszkiwanie obszarów wiejskich obniża 
szanse na wskazanie bariery zdrowotnej o 24%. Choć szanse wyboru tej bariery rosną z wiekiem, 
wśród najstarszych występowanie jej (przy wszystkich innych cechach ceteris paribus) jest rela-
tywnie rzadsze, co świadczyć może o tym, że najstarsze grupy uważają za barierę aktywności wiek, 
a nie złe zdrowie. Wnioski. Konieczna jest prozdrowotna edukacja dorosłych Polaków na temat 
świadomego projektowania stylu życia, rozumienia choroby i rzetelnej samooceny zdrowia. Nie-
zbędne jest uświadomienie fizjologicznych objawów wysiłku fizycznego, roli AF zarówno w utrzy-
maniu i poprawie zdrowia, jak i we wspomaganiu leczenia. Z racji wiedzy i pełnionej roli społecznej, 
nieodzowna jest w tej kwestii pomoc pracowników służby zdrowia (szczególnie lekarzy).

Słowa kluczowe: aktywność fizyczna, bariery, zły stan zdrowia/przeciwwskazania lekarskie, 
zdrowie, Polacy, 50+
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Introduction

Nearly 25% of all adult Poles lead a  completely passive lifestyle, and more than 40% do take physical 
exercise, which is however insufficient to maintain their health [1]. Consequently, they are particularly exposed 
to civilization diseases [2]. Inadequate physical activity (PA) evidenced in Poles means that direct costs of 
healthcare are high – € 219 million (in 2012), including those associated with breast cancer – € 15 million, 
colorectal cancer − € 16  million, ischemic heart disease – € 47 million and type II diabetes – € 141 million [3]. It 
is estimated that, if every other inactive Pole started exercising, it would bring measurable benefits to society: 
a 6% lower mortality rate, 14.6% fewer cardiovascular disease cases, 2200 fewer colorectal cancer cases, 1,500 
fewer women with breast cancer, 64 thousand fewer obese people and 190 thousand fewer overweight. It would 
have saved 440 million zlotys in the health care system [4].

One way to increase PA is to eliminate obstacles that hinder participation in sport / sport recreation. Barriers 
are strongly negatively correlated with PA levels [5]. Among the most serious – irrespective of the ethnic group 
– is poor health / health contraindications [6].

In the light of the results by the Eurobarometer [7], illness or disability is the third most often indicated  
barrier  (42%), after absence of time (20%) and lack of motivation (20%),  according to EU-28 citizens (13%). 
Also 14% of Poles point to it, slightly more often than other Europeans (13%).

A PA deficit is most often declared by the elderly (25% aged ≥ 55 years), who relate it to a disease or disability; 
[7]. There is compelling epidemiological  evidence that poor health and low perception of one’s physical abilities 
are strongly associated with lower PA in older people [5]. The older people become, the fewer exercises they do 
due to illnesses or bad mood. This trend is consistently noted internationally both in cross-sectional studies [8] 
and panel studies [9]. 

The aim of the study is to do a quantitative assessment of poor health as a barrier to PA in adults (50+), 
with a particular emphasis on incidence and accumulation in demographic and socio-economic demographic 
backgrounds. Such knowledge can be helpful in supporting actions eliminating the obstacle.

Material and methods

The conclusions of the following article are based on the results of the study “Participation of Poles in 
Sports and Recreation” conducted by the Central Statistical Office of Poland in 2012. The study is based on 
a questionnaire sent to randomly chosen households, which guarantees  national representativeness (by 
weighing), and reliability of implementation. The research sample is limited to the elderly (≥50 years - 4773 
people) who declare sporadic PA or its absence (4253 people). The Office’s questionnaire asked them for one 
main cause of insufficient activity, by providing  9 possible reasons. The person could choose from, among others, 
bad health or medical contraindications, financial reasons, lack of companion, lack of free time or insufficient 
infrastructure. The study  was interested in the first of the indicated barriers.

Quantitative tools, i.e. statistical and econometric analyses, are used in the study. The first one is done to 
assess the frequency of health indicators / medical contraindications as the primary PA barrier. Due to the 
uniformity of distribution, it is necessary to perform econometric analyses to distinguish the influence of 
particular variables on individual declarations. For this purpose, logistic regression is used, in which the major 
indication is the one of bad health / medical contraindications as the main barrier to increasing PA. If the variable 
equals 1, it indicates bad health, 0 if otherwise. The set of explanatory variables covers a broad spectrum of 
demographic factors (age, sex) and socioeconomic ones (education, wealth, residence, labour market status). 
With respect to age and sex, it was considered appropriate to verify the statistical significance of both variables 
and their interactions, which are intuitively believed to be crucial as indicators to PA barriers. The Hosmer-
Lemeshow test confirms the correct specification of the model. The quantitative analyzes were performed using 
STATA 14 software.

Results

Most of the analyzed categories, including sex, age or income, are characterized by a relatively even share 
of poor health / medical contraindications as a  major barrier to inadequate PA (Table 1). The exceptions to 
them are: the amount of money at one’s disposal (the more of it, the less frequent the barrier appears), and 
one’s self-assessment of the status on the labour market (inability to work clearly increases the percentage of 
declarations).

Poor health and contraindications...
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Table 1. Frequency of ill-health indications as a major barrier for PA
variable % variable %

sex
man 23.7

income per capita

Q5 (upper quintile) 24.1
woman 26.0 Q4 26.8

age group

50-54 14.9 Q3 25.4
55-59 22.7 Q2 29.9
60-64 27.5 Q1 (lower quintile) 23.1
65-69 29.9

the amount of money 
at one’s disposal 

can afford a luxury 10.1

70-74 32.0 enough  money, do 
not need saving 19.1

75 and above 29.4

enough for daily 
shopping, saving 

necessary for bigger 
shopping

22.6

education

higher 20.6 living on a budget on 
a daily basis 29.4

secondary 24.8 not enough for basic 
shopping 35.3

basic vocational 23.8

self-assessed status 
on the labour market 

employed 10.9
lower secondary 

and below 28.4 unemployed 16.2

place of  residence
city 27.2 pensioner 32.5

countryside 21.5 working at home 16.5
unable to work 50.9

other 40.0
Notes: 1. n = 4773; 2. Values of some variables may be lower because of some persons refused to provide answers

The results of econometric modelling suggest that demographic characteristics affect the way poor heath 
is related to low PA (Table 2). For men aged 55-59, the odds of choosing this as a barrier increase by 40% when 
compared to the reference group (men 50-54 years), and this trend is visible until  the age of 75. In the oldest, 
such indicators  (poor health as a barrier) are relatively less common with all other values being equal (ceteris 
paribus). For women aged 50-54, the odds of choosing health as the barrier are about 28% higher than for their 
male counterparts; however, this tendency quickly breaks down and over the age of 54. Men are more likely to 
point to health deficit as the barrier to PA.

Socio-economic factors (education, wealth, occupational activity, residence) are even more important for 
specifying barriers. In short, the lower the education level, the bigger the chance that a person will point to the 
health barriers - the chances for those with the lowest education level are two times higher than those with 
higher education. Household per capita income shows a weak negative correlation with the indication of one’s 
health status, with the minimum in the second quintile. More precise conclusions are related to one’s  economic 
assessment. Those declaring that they have enough money and do not need to save extra funds indicate that 
their low PA is due to poor health 60% more often than those who claim to be living a certain level of luxury. 
However, in those who do not even have enough for daily shopping, the chances are almost four times higher 
compared to the reference category. Also, there are some visible differences when one’s labour market status 
is considered. In general, people who are unable to work and permanently unemployed are more likely to point 
to health barriers. In relation to the employed people, pensioners are more than four times likely to declare 
a health barrier, and those unable to work – more than seven times. The temporarily unemployed show a much 
smaller difference, of around 23%, compared to the working persons. Also, the fact that one lives in rural areas 
reduces the chances of pointing to health barriers by 24%.

Poor health and contraindications...
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Table 2. Poor health or contraindications as the main barrier to PA

variable odds ratio
standard 

error
p-value 95% confidence interval

sex
men 1

women 1.275 0.005 <0.0001 1.265 1.285

age group

50-54 1
55-59 1.397 0.006 <0.0001 1.386 1.407
60-64 1.457 0.006 <0.0001 1.446 1.469
65-69 1.008 0.005 0.071 0.999 1.017
70-74 1.571 0.007 <0.0001 1.557 1.586

75 and above 0.914 0.004 <0.0001 0.906 0.922

sex age group
(interaction)

man of a given age group 1
woman  55-59 0.831 0.004 <0.0001 0.822 0.839
woman  60-64 0.491 0.002 <0.0001 0.486 0.496
woman 65-69 0.820 0.005 <0.0001 0.811 0.829
woman 70-74 0.417 0.002 <0.0001 0.412 0.421

woman 75 and above 0.788 0.004 <0.0001 0.779 0.796

education

higher 1
secondary 1.261 0.003 <0.0001 1.255 1.268

basic vocational 1.371 0.004 <0.0001 1.363 1.379
Lower secondary and below 2.027 0.006 <0.0001 2.015 2.039

income per capita

Q5 (upper quintile) 1
Q4 0.922 0.002 <0.0001 0.918 0.926
Q3 0.808 0.002 <0.0001 0.804 0.811
Q2 0.753 0.002 <0.0001 0.749 0.757

Q1 (lower quintile) 0.812 0.003 <0.0001 0.807 0.817

amount of money at 
one’s disposal

can afford a luxury 1
enough money, do not need saving 1.604 0.024 <0.0001 1.559 1.651
enough for daily  shopping, saving 

necessary for bigger shopping
1.928 0.028 <0.0001 1.874 1.984

living on a budget  on a daily basis 2.697 0.039 <0.0001 2.621 2.775
not enough for basic shopping 3.724 0.056 <0.0001 3.616 3.835

place of residence
city 1

countryside 0.757 0.001 <0.0001 0.754 0.759

self-rated status on the 
labour market 

employed 1
unemployed 1.178 0.006 <0.0001 1.167 1.190

pensioner 4.346 0.010 <0.0001 4.326 4.366
working at home 1.539 0.008 <0.0001 1.525 1.554
unable to work 7.131 0.043 <0.0001 7.047 7.216

other 4.845 0.030 <0.0001 4.786 4.904
constant 0.050 0.001 <0.0001 0.049 0.052

Notes: 1. n = 4253; 2. Hosmer-Lemeshow test to specify the model’s accuracy: p <0.0001

Discussion

Seemingly, the conducted research shows nothing new in relation to what is already known from literature. 
As in other countries [6], poor health is one of the most frequently declared barriers to PA. In the analyzed 
population, it is the second reason (25.0%) after the age factor (26.6%) reason. As in the Eurobarometer survey 
(25%) [7], 26% of Poles aged ≥50 point to it. As in other countries [6], poor health is a limitation especially for the 
elderly. According to the CSO [10], it keeps 31.2% of the people aged ≥60 years from doing sports. The German 
studies show that the percentage of seniors (72-93 years) pointing to it as a  barrier is even higher (57.7%) 
[11]. The present study can confirm the findings – groups of the elderly using this argument to justify lack of 
movement grow with age (18.8% – 50-59 years, 28.7% –60-69 and 30.7% – ≥70 years). It is very disturbing 
because, according to Kocemba [12], in the Polish society bad health, disease or disability often exclude the 
person from practicing sport almost completely.

Łysak et al. [13] indicate that it is women who are more likely to blame bad health for the lack of activity than 
men (19.4 vs. 8.7%) in the Polish population. Reports from other countries are not uniform  in this respect [8]. 

Poor health and contraindications...
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Our results show that, for women aged 50-54, the odds of choosing poor health as the barrier are about 28% 
higher than for their male counterparts, but this trend rapidly breaks down over the age of 54 and the situation  
changes, as it is  men who are more likely to point to health deficits as a barrier to PA.

For men aged 55-59 years, the odds of choosing this barrier increase by 40% when compared to 50-54-year-
olds. This trend continues until the age of 75. It should be noted, however, that in the oldest such statements are 
relatively rare in comparison to all other reasons. This may indicate that for the oldest group of respondents, the 
barrier to PA is not so much health, but age and all the limitations coming with it, such as difficulty in moving 
or pain [14], fear of personal safety [15], fatigue [14,16] or anxiety that physical activity can result in falls or 
fainting [17]. Such fears, which are usually declared by the elderly, make the idea of exercise uncomfortable or 
even frightening. Even simple activities like walking can bring feelings of frustration [17],  which in turn can 
lead to the belief that PA increases their physical pain and disease symptoms [18].

According to the researchers, such declarations may result from: first, lack of knowledge about the disease 
(its perception and understanding) [17]; second, lack of knowledge about the role of PA in maintaining and 
improving health as well as supportive care [19]. They can also indicate that people are unaware about the 
physiological symptoms of physical activity. For example, many diabetics are unaware of the fact that dyspnoea, 
an increased heart rate and sweating are normal effects of exercise [17].

Respondents justify the lack of activity by pointing to medical contraindications, although the specialists’ 
opinion on this issue is unequivocal – there is no evidence that PA (except for a few contraindications) is harmful 
to people’s health [20]. It has been shown repeatedly that, if appropriately selected, it is safe, effective and 
extremely important, both for the elderly with functional limitations [20], for people with chronic diseases [21] 
and for the disabled [22].

Naturally, educating the public plays an important role, for example, in one’s conscious design of a healthy 
lifestyle, understanding the disease, or the proper self-esteem [23]. According to Murtagh et al. [24], people 
with poor self-perceived health are more likely to be inactive than those who have a positive view of it. Healthy 
education depends on many factors, including a socio-economic status. Our study shows that socio-economic 
conditions are even more important in choosing health as a barrier than demographic determinants. As far as 
Poles are concerned, the less educated they are, the bigger the risk of such indications (when compared to the 
more educated ones), as it grows more than 2-fold. Persons unable to work and permanently unemployed are 
more likely to make such choices. In relation to those working, the choice of health as a barrier is far the biggest, 
often 7-fold, when it refers to people incapable of work than those who are retired (4 times more often, other 
indications being equal (ceteris paribus). People living in the countryside are less likely to point to health as 
a barrier by 24%.

What remains to be raised is the issue of responsibility for health education in society. Many patients point to 
GPs as the main source of information on healthy lifestyles [25,26]. They expect them to provide it to them but, 
at the same time, accuse them of insufficient advice on how to combat the barriers [16]. Patients complain of lack 
of programmes targeted to specific patient groups and unclear instructions on exercise regimens and exercise 
usefulness [16,21]. In their opinion, few doctors prescribe exercise to patients [27], which might mean that they 
do not recommend it. This is confirmed indirectly by our results, as only a small percentage of patients engage in 
exercise on being told to do that by health workers / doctors (4.8%– aged 50-54; 5.7% – 55-59 years; 7.9% – 60-
64 years; 8.4% – 65-69 years, 9.8% 70 -74 years, 6.4% – age 75+). Paradoxically, more than 80% of Poles consider 
themselves to be health-conscious [28]. According to the Central Statistical Office [10] and Eurobarometer [7], 
health improvement is the reason to get involved in PA most frequently mentioned by Poles. However, as the 
Centre for Social Opinion Studies indicates, these declarations are not supported by real-life actions [28].

The question arises why those representing the health care system are not actively involved in recommending 
PA, as one would expect due to their knowledge. One reason is that the public-funded centres have limited time 
for one patient (again, there is also evidence that it does not take much time to discuss the benefits of exercise 
[29]). Another one is that doctors are busy [27] and themselves do not follow an active lifestyle [30]. This is 
evidenced by the Warsaw study – as many as 52% of the physicians, 39.4% of the nurses and 42.2% of the other 
medical staff demonstrate low levels of PA (not sufficient to maintain proper health) [30].

Conclusions

Lack of recommendations or advice on PA during medical visits is a missed opportunity, as during that time 
patients could overcome the unwillingness to practice and stop justifying their inactivity with poor health / 
medical contraindications. Physicians’ attitude to the issue is important in patients’ perception of barriers to 
disease [26] and in getting patients out of the vicious circle: limiting one’s PA, which leads to physical weakness, 
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falls, fears, doubts and consequently loss of one’s independence and participation in social life [31]. Unfortunately, 
so far there has been no noticeable behavioural change in this respect demonstrated by the health care system 
representatives, which is not only a problem in Poland [27]. However,  there are several initiatives in the world 
which provide examples of effective action [32]. They show that newly deployed programmes may affect not 
only the public but also the commissioners (health professionals engaging in the design of exercise programmes 
to maintain a high level of PA in their own lives [15]). They show that proper interventions and an increase in PA 
in seniors effectively reduce their fear of falling [31].

Health professionals’ involvement in reducing the barrier to poor health / no exercise due to medical 
contraindications is essential. A  social campaign could start by including a  statement  “Physical  activity on 
every prescription” in every prescription written by the Polish doctor. That would remind him/her of the need 
to recommend physical activity to patients.
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