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Introduction
Colorectal cancer (CRC) is one of the most common 
cancers in the world. It is estimated that it is the third 

cancer in terms of incidence in the male population 
and the second in the female population [1]. The inci-
dence of colorectal cancer among men in Poland in 
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ABSTRACT

Introduction. Colorectal cancer is one of the most common can-
cers in the world. Risk factors include genetic predispositions, 
infl ammatory bowel diseases and the lifestyle. Colorectal cancer 
is still late diagnosed. The village residents have a more diffi cult 
access to preventive activities, which may have an impact on the-
ir health behaviours. 
The aim. Analysis of villagers’ behaviours in prevention of colo-
rectal cancer.
Material and Methods: 160 inhabitants participated in the study. 
The criteria for participation in the study were the age below 40 
and the lack of diagnosed colorectal cancer. The research tool 
was an original questionnaire consisting of a metric and a scale 
of health behaviours classifi ed in fi ve areas. 
Results. Participants of the study undertook health behaviours 
most frequently in the area of drug avoidance (M = 1.79), and 
the least frequently in the area of physical activity (M = 2.86) and 
nutrition (M = 2.68).  People with more risk factors, professional-
ly active people, as well as better educated people were more 
likely to have prophylactic examinations (p < 0.05). The older the 
participants were, the less frequently they used stimulants (p = 
0.0001). Women show more frequent health behaviours in the 
following categories: nutrition, stimulants (p = 0.0008) and pro-
phylactic tests (p < 0.0001). 
Conclusions: The village dwellers with a higher number of risk 
factors implement signifi cantly less frequently health behavio-
urs in the prevention of colorectal cancer. Participants take up 
physical activity and undergo preventive examinations rarely. It 
is necessary to create the infrastructure for physical activity and 
information campaigns for the rural community. They should be 
particularly targeted at unemployed residents of rural areas, men 
and elderly people.

KEYWORDS: colorectal cancer, prophylaxis, health behaviours.

STRESZCZENIE

Wstęp. Rak jelita grubego jest jednym z najczęściej występują-
cych nowotworów na całym świecie. Do czynników ryzyka moż-
na zaliczyć predyspozycję genetyczną, choroby zapalne jelit oraz 
styl życia. Rak jelita grubego jest wciąż zbyt późno rozpoznawa-
ny. Mieszkańcy wsi mają utrudniony dostęp do działań profi lak-
tycznych, co może rzutować na ich zachowania zdrowotne.
Cel. Analiza zachowań zdrowotnych mieszkańców wsi w zakre-
sie profi laktyki raka jelita grubego.
Materiał i metody. Badaniem objęto 160 mieszkańców wsi. 
Kryteriami włączenia do badania był wiek > 40 r.ż. oraz brak 
zdiagnozowanego nowotworu jelita grubego. Za narzędzie ba-
dawcze posłużył autorski kwestionariusz ankiety składający się 
z metryczki oraz skali zachowań zdrowotnych sklasyfi kowanych 
w 5 obszarów.
Wyniki. Badani najczęściej podejmowali zachowania zdrowotne 
w zakresie unikania używek (M = 1,79), najrzadziej w zakresie 
aktywności fi zycznej (M = 2,86) i żywieniowe (M = 2,68). Osoby, 
u których wykazano więcej czynników ryzyka, aktywne zawodo-
wo, a także osoby bardziej wykształcone częściej wykonywały 
badania profi laktyczne (p < 0.05). Im starsi byli ankietowani 
tym rzadziej korzystali z używek (p = 0,0001). Kobiety wykazują 
częstsze zachowania zdrowotne w kategoriach: żywienie, używki 
(p=0,0008) oraz badania profi laktyczne (p < 0,0001).  
Wnioski. Mieszkańcy wsi z większą liczbą czynników ryzyka 
istotnie rzadziej realizują zachowania zdrowotne w profi laktyce 
raka jelita grubego. Ankietowani rzadko podejmują aktywność fi -
zyczną i rzadko wykonują badania profi laktyczne. Niezbędne jest 
tworzenie infrastruktury dla aktywności fi zycznej oraz tworzenie 
kampanii informacyjnych przeznaczonych dla społeczności wiej-
skiej. Należy szczególnie kierować je do niepracujących miesz-
kańców wsi, mężczyzn oraz starszych osób.

SŁOWA KLUCZOWE: rak jelita grubego, profi laktyka, zachowa-
nia zdrowotne. 
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2015 amounted to 10271, and among women to 8186. 
4208 men died of colorectal cancer in Poland in 2015 
and 2144 of rectal cancer in Poland. These values were 
3547 and 1374 respectively in women [2]. It is estimated 
that 15,500 men and 9100 women will develop colorec-
tal cancer in Poland in 2025 [3]. 

The etiology of CRC is not fully known yet. There 
are many different factors that contribute to its develop-
ment, as well as factors that counteract it [4, 5, 6]. En-
vironmental factors and lifestyle play the greatest role 
in colorectal cancer pathogenesis [5, 6]. Genetic fac-
tors are responsible for only 5–10% of cases of disease. 
They are mainly related to the occurrence of family ad-
enocarcinomas: adenocarcinoma polyposis and Lynch 
syndrome. 20% of cases of CRC occur in persons with 
colorectal cancer in the family [4, 5, 7]. Moreover, other 
family cancers, such as breast cancer, endometrial and 
ovarian cancer, increase the risk of developing CRC [8, 
9]. Bowel cancer may also develop on the basis of non-
specifi c infl ammatory bowel diseases, such as Crohn’s 
disease or ulcerative colitis [4, 6].  

Other important risk factors include diabetes or in-
sulin resistance, smoking, alcohol consumption, obesity 
(especially abdominal obesity), red meat and animal fat 
diets, lack of physical activity, and age over 50 [4, 6, 8, 
9, 10, 11, 12, 13]. People with type 2 diabetes mellitus 
or insulin resistance are at risk of hyperinsulinemia, at 
least at the beginning of the disease. It has been shown 
that both endogenous and exogenous insulin stimulate 
the process of carcinogenesis. Moreover, chronic hy-
perglycaemia also infl uences the development of vari-
ous tumors, mainly through intensifi cation of cellular 
processes during carcinogenesis [10, 14, 15]. People 
who consume red meat every day are three times more 
likely to develop colorectal cancer than those who limit 
their consumption of red meat to 500 g a week. Various 
compounds such as aromatic hydrocarbons and het-
erocyclic amines are formed during the processing and 
treatment of meat. They show high mutagenic proper-
ties. Frequent consumption of products rich in animal 
fats leads to an increase in deoxycholic acid in the large 
intestine. It has been proved that it has an impact on the 
development of neoplastic lesions [4, 5, 13, 16]. There 
is a correlation between the increase in BMI and the oc-
currence of colorectal adenomas. Studies show that the 
risk of colorectal cancer increases by as much as 24% 
for each increase in BMI by 5 kg/m2 in men and by 9% in 
women [6, 11, 13]. Further risk factors are alcohol con-
sumption and smoking [4, 5, 6, 9, 12, 13]. Acetaldehyde, 
which is a metabolite of alcohol, damages cell DNA and 
disrupts repair mechanisms. Moreover, frequent con-
sumption of alcohol reduces the folic acid concentra-
tion in the body, which protects against the occurrence 

of neoplastic lesions [4, 5, 6, 9, 13]. Among other things, 
tobacco smoke has an effect on increased expression 
of 5-lipoxygenase, growth of the vascular endothelium. 
This contributes to the risk of colorectal cancer. This 
risk applies to both active and passive smokers [4, 6, 9, 
12]. Protective factors include the consumption of ma-
rine fi sh, the daily supply of at least 20–40 g of fi bre, the 
daily consumption of at least 400 g of low-starch fruit 
and vegetables, the consumption of garlic and dairy 
products [5, 13, 17]. Research on fi sh consumption 
as a prevention for colorectal cancer is inconsistent. 
There are reports that frequent consumption of marine 
fi sh reduces the risk of colorectal cancer by up to 12%. 
A benefi cial role is attributed to polyunsaturated ome-
ga-3 acids, which protect against CRC by inhibiting cy-
cloxygenase-2. Moreover, fi sh contain large amounts of 
selenium and vitamin D, which may also have a protec-
tive function [13, 18]. Dietary fi ber increases the volume 
of faecal matter and binds water in the intestines. Its 
soluble fractions slow down the passage of food from 
the stomach to the intestine. Conversely, the insoluble 
fractions shorten the intestinal passage. Moreover, pec-
tins contained in fi ber have detoxifying properties [13]. 
It is likely that garlic has a protective function. One of 
the compounds found in garlic, ayoen, stops the multi-
plication of leukemic cancer cells. Sulphur compounds 
infl uence the activity of macrophages and T lymphocy-
tes. Furthermore, garlic has proven bactericidal proper-
ties, which may have an anticancer effect [5, 13]. Dairy 
products contain calcium, which has a protective effect. 
It is likely to prevent the adverse and carcinogenic ef-
fects of bile acids. It is also possible that calcium inhi-
bits cell proliferation, which inhibits the carcinogenesis 
process. The highest risk reduction of CRC occurrence 
was achieved with the supply of more than 2000 mg/day 
of calcium [13, 19]. 

It is of preventive importance to perform daily exer-
cise for at least half an hour [5, 17, 20]. Regular exercise 
reduces the risk of CRC from 30–50%. First of all, the 
intensity of the effort is important, it depends less on 
the total amount of calories burned. The highest risk 
reduction occurs at a very intensive effort of 18 MET x 
hrs/week [20].

Symptoms of CRC appear quite late, only at an ad-
vanced stage. That is why, in addition to primary pre-
vention, secondary prevention is so important. In Po-
land, any insured person may have a free colonoscopy 
between the ages of 55 and 64 with a personal invitation 
and between the ages of 50 and 65 without an invitation 
if they have not had a colonoscopy in the last 10 years. 
People aged 40–49 can also register for the examination 
free of charge if their fi rst-degree relative is diagnosed 
with colorectal cancer. In addition, an examination of 
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a person between 25 and 49 years old may be carried 
out free of charge if their family has been diagnosed with 
hereditary polypropathy-free malignant colorectal can-
cer. This should be confi rmed in the genetic clinic. For 
people who have a low to moderate risk of developing 
CRC a faecal occult blood test every year, a colonosco-
py every 10 years, a sigmoidoscopy and a contrastive 
barytic infusion every 5 years is recommended. Re-
commendations for people at higher risk are different. 
Persons with hereditary glandular polyposis in the fa-
mily should have an annual sigmoidoscopy from 10–12 
years of age. In patients with hereditary non-polypoid 
colorectal cancer in the family, colonoscopy should be 
performed every 1–2 years starting from 20–25 years of 
age or 10 years earlier than the earliest diagnosis of the 
disease in the family. In the case of infl ammatory bowel 
diseases, colonoscopy should be performed 7–8 years 
after the diagnosis of the disease and repeated every 
2 years [17, 21, 22].

The research conducted so far among the inhabi-
tants of Polish villages shows that their knowledge of 
colorectal cancer [23] and its prophylaxis [24] is insuffi -
cient. The village residents notice diffi culties in acces-
sing preventive examinations and give low marks to the 
health education conducted in this area [23]. One study 
also found that 34% of the rural population have low 
health behaviour rates [25]. Another study on the know-
ledge of the screening program showed that less than 
half of the respondents from towns with a population of 
up to 50,000 have ever heard of the program, and the 
same number declared that they intend to use it [26].

Aim of the study
Analysis of health behaviours of the village dwellers in 
terms of prevention of colorectal cancer.

Material and Methods
The research was carried out in February 2018 among 
the inhabitants of rural areas in the Mokobody com-
mune (Mazowieckie Voivodeship). Participation in the 
survey was anonymous and voluntary. According to the 
guidelines of the Bioethical Commission of the Medical 
University of Warsaw, the consent of this Commission 
is not required so as to conduct the survey. In order to 
collect the research material, an original questionnaire 
was used, consisting of a metric and a scale of health 
behaviours classifi ed in 5 areas: nutritional behaviours, 
mental health behaviours, physical activity, stimulants, 
preventive examinations. The scale of health behaviour 
included four categories of responses: always or almost 
always, often, sometimes, never or almost never. The 
fewer points the respondents received on the scale, the 
higher the frequency of undertaking health behaviours. 
The criteria for inclusion in the study were: age above 40 

years and no diagnosed colorectal cancer. 165 people 
took part in the study, 160 questionnaires were quali-
fi ed for analysis. Statistical analyses were conducted 
using the PQStat statistical package version 1.6.4.122. 
The Spearman rank correlation coeffi cient, the Mann-
Whitney U test, Friedman U test and the Dunn-Bonforti 
post-hoc test were used. The test probability at the level 
of p < 0.05 was considered signifi cant, while the level of 
p < 0.01 was considered highly signifi cant.

In the study group 56.87% were women and 43.13% 
were men. The mean age of the respondents was 61 
(SD = 12.8). The largest group of respondents (49.37%) 
were people aged 40–59, the smallest group (9.37%) 
aged 80 or more. The basic vocational education was 
38.75%, primary or lower secondary education – 35%, 
secondary education – 21.87%, higher education – 
4.38%. Due to their professional status, the largest 
group were pensioners (45%). Only 14.37% of the re-
spondents worked in the agricultural holding and outsi-
de it, people combining work in the agricultural holding 
and outside it constituted 13.75% of the respondents, 
disabled pensioners – 11.25%. 43.75% were overwe-
ight, 28.75% obese, 26.87% had healthy body weight. 
A small percentage of respondents had prophylactic 
examinations for colorectal cancer. The colonoscopy 
was performed in 14.37% of respondents, 11.87% of 
the respondents performed the test for occult blood in 
faeces, the test for rectum was performed in 10.62% 
of respondents, the test for genetic predispositions to 
colorectal cancer was performed in 2.50%. 

Results
Comparing the results obtained in different categories 
of health behaviours, highly signifi cant (p < 0.01) differ-
ences in the frequency of their taking were found. The 
lowest values were obtained in the category of stimulants 
(M = 1.79), i.e. in this respect the respondents showed the 
best health behaviours. The highest values were shown 
in physical activity (M = 2.86), i.e. these behaviours were 
implemented the least frequently. Detailed data on par-
ticular health behaviours are presented in Table 1.

While analysing the infl uence of selected variables 
on the frequency of taking up health behaviours in par-
ticular categories, a correlation between the frequency 
of implementation of nutritional behaviours, preventive 
examinations and use of stimulants and the number of 
CRC risk factors present in the respondents was found 
(Table 2). The more risk factors the respondents dem-
onstrated, the less frequently they undertook pro-health 
dietary behaviours (p = 0.0002). Moreover, the more risk 
factors the respondents had, the worse they presented 
their health behavior on the drug scale, i.e. the more 
frequently they used drugs (p < 0.0001). Conversely, the 
more risk factors, the more frequently the respondents 
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showed health behaviours in the scope of preventive ex-
aminations (p = 0.0132). Analyses show that the higher 
education the respondents had, the lower the frequency 
of implementation of health behaviours in the fi eld of 
mental health (p = 0.0423). On the other hand, they had 
more frequent prophylactic examinations (p < 0.0001). 
The age of the respondents was important in under-
taking health behaviours in the fi eld of stimulants (p = 
0.0001) and prophylactic examinations (p = 0.0003). The 
older the respondents were, the less they used stimu-
lants, the less they did preventive checkups. 

Tabela 1. Częstotliwość podejmowanych zachowań zdrowotnych przez 
mieszkańców wsi
Table 1. Frequency of health behaviors undertaken by village dwellers

Kategorie zachowań zdrowotnych/ 
Categories of health behaviors M SD Min. Med. Maks.

 Zachowania żywieniowe/Nutritional 
 behaviors 2.68 0.47 1.46 2.69 3.77

 Zdrowie psychiczne/Mental health 2.10 0.80 1.00 2.25 3.50
 Aktywność fi zyczna/Physical activity 2.86 0.51 1.33 3.00 4.00
 Używki/Stimulants 1.79 0.92 1.00 1.5 4.00
Badania profi laktyczne/Preventive 
examinations 2.54 0.72 0.67 2.33 4.00

 Ogółem/Total 2.52 0.36 1.48 2.48 3.48

M – średnia arytmetyczna/mean, SD – odchylenie standardowe/
standard deviation,  
Min – minimum/minimum, Med – mediana/median, Maks – mak-
simum/maksimum

Źródło: opracowanie własne  
Source: author’s own analysis

Tabela 2. Korelacje między zachowaniami zdrowotnymi, a wiekiem, 
wykształceniem i ilością czynników ryzyka
Table 2. Correlations between health behaviors and age, education 
and the number of risk factors

Kategorie zachowań 
zdrowotnych/ 

Categories of health 
behaviors

Wiek 
w latach/

Age

Poziom 
wykształcenia/

Level of education

Czynniki ryzyka/
Risk factors

r p r p r p
 Zachowania 
 żywieniowe/
 Nutritional  
 behaviors

-0.0881 0.2677 -0.0602 0.4494 0.2891 0.0002

 Zdrowie psychiczne/ 
 Mental health -0.1465 0.0644 0.1607 0.0423 -0.0427 0.5917

 Aktywność fi zyczna/
 Physical activity 0.0512 0.5202 0.0595 0.4545 0.0577 0.4688

 Używki/Stimulants -0.3055 0.0001 0.1043 0.1895 0.3207 <0.0001
 Badania 
 profi laktyczne/
 Preventive 
 examinations

0.2853 0.0003 -0.4045 <0.0001 -0.1956 0.0132

 Ogółem/Total -0.1020 0.1993 -0.0584 0.4633 0.1959 0.0130

r – wartość testu korelacji rang Spearmana/value of the Spear-
man rank correlation test, p – wartość prawdopodobieństwa/
probability value

Źródło: opracowanie własne   
Source: author’s own analysis

The gender of the respondents is differentiated by 
frequency of taking up health behaviours in the catego-
ries of nutrition, preventive examinations and stimulants 
(Table 3). 

Tabela 3. Częstotliwość podejmowania zachowań zdrowotnych wśród 
mieszkańców wsi w zależności od płci
Table 3. Frequency of undertaking health behaviors among village dwel-
lers depending on gender

Kategorie 
zachowań 

zdrowotnych/
Categories 
of health 
behaviors

Płeć/Gender M SD Min. Med. Maks.
Test 

U Manna-
-Whitneya

 Zachowania 
 żywieniowe/ 
 Nutritional 
 behaviors

kobiety/ women 2.57 0.45 1.46 2.54 3.54
Z=3.3622
p=0.0008mężczyźni/ men 2.82 0.46 1.77 2.92 3.77

 Zdrowie 
 psychiczne/
 Mental health 

kobiety/ women 2.08 0.78 1.00 2.25 3.50
Z=0.2216
p=0.8247mężczyźni/ men 2.13 0.82 1.00 2.25 3.50

 Aktywność  
 fi zyczna/
 Physical 
 activity

kobiety/ women 2.90 0.51 1.33 3.00 4.00
Z=1.1857
p=0.2357mężczyźni/ men 2.81 0.52 1.33 2.67 4.00

 Używki/
 Stimulants

kobiety/ women 1.56 0.81 1.00 1.00 4.00 Z=3.6068
p=0.0003mężczyźni/ men 2.09 0.99 1.00 2.00 4.00

 Badania 
 profi laktyczne/
 Preventive 
 examinations

kobiety/ women 2.78 0.79 1.00 2.67 4.00
Z=4.9765
p<0.0001mężczyźni/ men 3.35 0.45 0.67 2.33 2.67

 Ogółem/Total
kobiety/ women 2.47 0.34 1.48 2.48 3.28 Z=1.7156

p=0.0862mężczyźni/ men 2.58 0.38 1.80 2.52 3.48

M – średnia arytmetyczna/mean, SD – odchylenie standardowe/
standard deviation, 
Min – minimum/minimum,Med – mediana/median, Maks – mak-
simum/maksimum,
Z  –  wartość testu U Manna-Whitneya/value of the U Manna-Whit-
neya test, p – wartość prawdopodobieństwa/probability value

Źródło: opracowanie własne  
Source: author’s own analysis

Women signifi cantly more often carry out health be-
haviours in the fi eld of nutrition (p = 0.0008), avoidance 
of stimulants (p = 0.0003), and more frequently carry 
out health behaviours in the fi eld of preventive examina-
tions (p = 0.0001). In general, the frequency of taking 
up health behaviours in the prevention of CRC is not 
gender differentiated. 

Analyzes showed that professionally active people 
were less likely to avoid stimulants (p = 0.0047), while 
they were more likely to undergo preventive examina-
tions (p = 0.0011) (Table 4). In general, the frequency of 
taking up health behaviours in the prevention of CRC is 
not professional status differentiated. 



376 POLISH NURSING NR 4 (70) 2018 

Kategorie zachowań zdrowotnych/ 
categories of health behaviors

Aktywność zawodowa/
Professional activity M SD Min. Med. Maks. Test U Manna-Whitneya

 Zachowanie żywieniowe/
 Nutritional behaviors

aktywny/active 2.70 0.44 1.85 2.73 3.77 Z=0.5651
p=0.5720nie aktywny/inactive 2.65 0.50 1.46 2.69 3.77

 Zdrowie psychiczne/
 Mental health

aktywny/active 2.21 0.81 1.00 2.50 3.50 Z=1.3947
p=0.1631nie aktywny/inactive 2.03 0.78 1.00 2.00 3.50

 Aktywność fi zyczna/
 Physical activity

aktywny/active 2.83 0.58 1.33 3.00 4.00 Z=0.0464
p=0.9630nie aktywny/inactive 2.88 0.46 1.33 3.00 4.00

 Używki/Stimulants
aktywny/active 2.02 0.96 1.00 2.00 4.00 Z=2.8252

p=0.0047nie aktywny/inactive 1.61 0.86 1.00 1.00 4.00

 Badania profi laktyczne/
 Preventive examinations 

aktywny/active 2.33 0.53 1.00 2.33 4.00 Z=3.2630
p=0.0011nie aktywny/inactive 2.70 0.80 0.67 2.67 4.00

 Ogółem/Total
aktywny/active 2.54 0.33 1.84 2.52 3.44 Z=0.6685

p=0.5038nie aktywny/inactive 2.50 0.38 1.48 2.48 3.48

Discussion
The aim of the study was to analyze the health behav-
ior of the village residents in terms of prevention of col-
orectal cancer. Little attention is paid in the literature to 
research on this subject. In many studies, the evaluation 
of the level of knowledge about colorectal cancer and its 
prophylaxis in both rural and urban population was the 
subject of research [23, 24, 25, 26]. The available studies 
show that 64.2% of the rural population have a low level 
of knowledge about colorectal cancer [25]. Moreover, 
their level of knowledge of colorectal cancer and its pre-
vention is worse than that of city dwellers [24, 25]. 

Therefore, the question arises whether the village 
dwellers, having low knowledge of colorectal cancer 
and its prevention, show low frequency of behaviours 
aimed at prevention of colorectal cancer. Results of re-
search carried out by Kuprewicz et al. showed a low 
rate of health behaviours in 34% of the rural popula-
tion, compared to 25.8% in urban areas, and a low level 
of knowledge in 58.9% of the respondents, including 
53.9% in urban areas and 64.2% in rural areas [25]. 
According to authors’ own research, the average fre-
quency of presented health behaviours by the village 
residents is 2.52 on a scale of 1–4, where the value of 
1 means that the researched undertakes given behav-
iour always or almost always, the value of 4 – never or 
almost never. Respondents therefore show an average 
rate of health behavioural uptake. 

In their own research, the village dwellers rarely 
took up health behaviours related to physical activity, 
nutrition and prophylactic examinations. Comparing 
these results to the data obtained in the study by Ku-

prewicz et al. the results of both studies are consistent 
as regards the lowest rates of dietary behavioural intake 
(M = 2.68) and the highest in terms of mental health 
(M = 2.10). In their own research, the respondents made 
less use of prophylactic examinations (M = 2.54), avoid-
ed smoking more frequently and reduced alcohol con-
sumption (M = c1.79). A low level of physical activity in 
own surveys may result from the fact that only about 
14% of respondents work in an agricultural holding and 
almost as many combine this work with off-farm work. 
The specifi c nature of farm work is undoubtedly linked 
to greater daily physical activity. In the study group 
there were 57.5% of economically inactive people, in-
cluding as many as 45% of pensioners. Inactive people 
may have limited physical activity, not only for health 
reasons, but also because of limited access to infra-
structure to facilitate physical activity in non-household 
settings. Most respondents have never or hardly ever 
attended organised physical activity classes. 

In the research conducted by Markowska et al. 
respondents with a family history of cancer risk had 
a better understanding of colorectal cancer compared 
to other cancer groups. The Commission will continue 
to monitor the implementation of the Directive to ensure 
that respondents who did not have such a risk are in-
formed [24]. It results from authors’ own research that 
the occurrence of risk factors for CRC varied the health 
behaviours of the village residents in both positive and 
negative directions. People with a higher number of risk 
factors more often took up health behaviours from the 
prophylactic examination group, and less frequently 

Tabela 4. Częstotliwość podejmowania zachowań zdrowotnych wśród mieszkańców wsi w zależności od aktywności zawodowej
Table 4. Frequency of undertaking health behaviors among village dwellers depending on professional activity

M – średnia arytmetyczna/mean, SD – odchylenie standardowe/standard deviation, Min – minimum/minimum, Med – mediana/medi-
an, Maks – maksimum/maksimum, Z – wartość testu U Manna-Whitneya/value of the U Manna-Whitneya test, p – wartość prawdo-
podobieństwa/probability value
Źródło: opracowanie własne  
Source: author’s own analysis
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from the group of nutritional behaviours and stimulants. 
This may be due to the fact that it is more diffi cult for 
the respondents to change their bad eating and drinking 
habits, but it is easier for them to report for preventive 
examinations. It should also be mentioned that in the 
scope of preventive research, the most common be-
havior was reported by women to the gynaecologist for 
control visits, while the least frequent was the use of the 
prevention programme of early detection of CRC in the 
POZ outpatient clinic.

Economic activity can be a factor in taking preven-
tive behaviour. In their own examinations, the active 
persons showed better results in preventive examina-
tions in comparison to inactive persons, which may 
be indirectly connected with the necessity of carrying 
out periodic preventive examinations recommended 
by the employer. According to Markowska’s research, 
the most knowledgeable respondents about colorectal 
cancer were also those who were professionally active 
[24], which may translate into higher frequency of taking 
prophylactic measures. 

In their own research, women present signifi cantly 
better results in 3 out of 5 categories of health behav-
iours. The infl uence of gender on taking up health be-
haviours was also confi rmed by the results of research 
carried out by Kuprewicz et al. Most women have a high 
level of health behaviour compared to men. Compared 
to the authors’ own research, the results also confi rmed 
that men showed more antihealth behaviours with re-
spect to drugs (alcohol consumption and smoking), 
women signifi cantly more often performed prophy-
lactic examinations and presented better nutritional 
behaviours [25]. In the studies aimed at determining 
the knowledge about colorectal cancer, women show 
greater knowledge and are more willing to perform the 
studies [25, 26]. 

According to authors’ own analyses, a small per-
centage of the respondents had a colonoscopy, a test 
for latent blood in faeces and a test per rectum, despite 
the fact that the study involved people aged over 40, 
half of them aged 40-60, and another half aged less 
than 60 years old. As mentioned above, the participa-
tion of patients in the colorectal cancer prevention pro-
gramme was the lowest among the indicated prophylac-
tic studies. In research conducted by various authors, 
only 50% of the rural population have ever heard of the 
program [23, 26]. In authors’ own research, about 30% 
of the respondents declared that they rather planned 
to perform preventive examinations this year, 45% did 
not intend to do so. Such a low declaration of participa-
tion in prophylactic examinations may also be related 
to the low availability of screening tests for the village 
dwellers indicated by Dmowska-Pycka and Adamiak 

[23]. and the lack of professional education in cancer 
prevention. Only 14–22% of the rural population learn 
about screening from a doctor and a nurse [23, 26]. Low 
awareness of the possibilities of prophylactic examina-
tions among the rural population and limited availabil-
ity of such examinations may result from a low number 
of applications for screening tests. Medical personnel 
should therefore pay special attention to the rural popu-
lation in terms of health education in the prevention of 
colorectal cancer. 

Conclusions
The village dwellers with a higher number of 1. 
risk factors for colorectal cancer are signifi can-
tly less likely to implement health behaviours to 
prevent colorectal cancer. 
The village residents over 40 years of age have 2. 
low physical activity in the prevention of colo-
rectal cancer. It is essential to create infrastruc-
ture for physical activity in a rural environment.
A small percentage of the village residents over 3. 
40 years of age perform prophylactic examina-
tions for early detection of colorectal cancer. It 
is reasonable to create information campaigns 
for the rural community. 
Actions promoting health behaviours in preven-4. 
tion of colorectal cancer should be specifi cally 
addressed to the unemployed rural population, 
men and elderly people.   
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