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Introduction

The perception of health affects a person’s well‑being 
and their activities of daily life and also shapes their 
pro‑health behavior. Health as a person’s both potential 
and a quality is a disposition enabling them to adap‑
tively function in a specific environment. It is perceived 
as a developmental‑functional category and a resource 
conditioning comprehensive human development and 
enabling them to face current challenges. Health is 
a positive value that should be aimed at. If it occupies 
a high position in a person’s or a social group’s hierar‑
chy of values, it is an essential decision‑making element 
in human life, enabling individuals to choose behaviors 
convergent with their life style [1].

The concept of physical health refers to the body, 
the biological functioning of the organism and its par‑
ticular systems. As far as mental health is concerned, 
it consists of two components. One of them, mental 
health, is defined as the ability to clearly and coherent‑
ly think, learn and implement one’s intellectual poten‑
tial. The other component, emotional health, refers to 
the ability to control one’s emotions and to express 
them in a way adequate for the situation. Moreover, 
it is also the capability of coping with difficulties [2]. 
Dynamic balance and health potential are the essence 
of both these areas. Balance reflects normal relations 
between spheres of a person’s functioning, so disturb‑
ing any of these spheres will disrupt also the remaining 
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Introduction. Health is most frequently defined as full well‑being in the biological, psychological and social 
sense. A disorder of a person’s functioning in any of these spheres triggers changes in the remaining ones. Such 
destabilization may result in losing the ability to cope with everyday situations.
Aim. The objective of the study was to recognize the self‑assessment of the mental well‑being, along with the 
selected elements of the social situation, of young, physically impaired persons living in the countryside.
Materials and Methods. The research was conducted on the population of physically disabled individuals – 
with legally granted disability class, living in the countryside in the Wielkopolskie province, aged 18–45 years. 
The applied technique was an interview based on an original questionnaire with 96 questions.
Results. Over a half of the respondents confirmed that their disability affects their mental state. They often 
suffer from depressed mood, feeling of loneliness, feeling of being a “burden” for others. As many as 41.7% of 
respondents admitted suicidal thoughts.
Conclusions. The situation of disabled people living in the countryside is particularly difficult. Financial problems, 
unemployment, limited access to health care negatively influence the mental well‑being of young persons, often 
leading to a depressed mood. In consequence, they often experience suicidal thoughts.
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ones. A condition of obtaining this balance is the health 
resource adequate for a person and his/her environ‑
ment [3]. Nevertheless, it should be remembered that 
different environments (e.g. urban and rural) are char‑
acterized by different opportunities, requirements and 
barriers to functioning [4, 5].

Aim
The general objective of the study was to recognize 
the self‑assessment of the mental well‑being, as well 
as selected elements of the social situation of young, 
physically disabled people living in the countryside. 
Particular attention was paid to the consequences of 
the disability, suicidal thoughts, problems with the 
acceptance of one’s own impairment, as well as the 
opportunities of obtaining help.

Material and the methods
The research was conducted on the population of phys‑
ically disabled persons living in the countryside in the 
Wielkopolskie province.

By means of the stratification method, Kluczbork 
district and two communes: Koźminek i Lisków, were 
selected for the research. The main selection criteria 
were: age 18–45 years, legally confirmed disability, 
residence in Koźminek or Lisków commune, as well as 
the agreement for the participation in the research. 
Before the research, the documentation provided by 
the District Family Assistance Center in Kalisz was ana‑
lyzed, with a view to select persons with physical dis‑
ability who meet the earlier accepted criteria. After the 
analysis of the collected information, a group of 245 
subjects was formed. The participation in the research 
was voluntary and anonymous. Before the research 
respondents filled out a form of conscious agreement. 
Out of the selected group 64 individuals did not meet 
the criterion of the type of disability (they were men‑
tally disabled), and 6 did not agree to take part, giv‑
ing the reason of the lack of time. Finally, 175 per‑
sons were included in the research, which accounts for 
96.7% of all the subjects selected for the research – in 
accordance with the criteria.

The theoretical foundation of the study and the 
selection of the research method was the functional 
definition of disability – International Classification 
of Functioning (ICF), or International Classification of 
Impairments, Disabilities and Handicaps (ICIDH) ‑2 
[6, 7].

The research was conducted in 2009. The interview 
technique was used, on the basis of an original tool – 
a questionnaire consisting of 96 questions.

A pilot study was carried out on a group of 20 dis‑
abled persons. It turned out that the respondents had 
problems with answering some of the open questions. 
Adequate corrections were made. 

The obtained information was subject to statisti‑
cal analysis. All the calculations were conducted by 
means of Statistica 8.0 program made by StatXact. In 
the nominal scale the groups were analyzed with the 
help the chi square test χ2 (chi2). In the case of tables 
larger than 2x2 and the occurrence of observed zero 
numbers, the Fisher‑Freeman‑Halton test (FFHT) was 
applied. 5% non sequitur was accepted. The tests were 
analyzed at the significance level α = 0.05.

Research results
The demographic – social characteristics
Among the 175 disabled countryside residents who 
participated in the research, men accounted for 46.1% 
and women – for 53.9%. The disabled persons in the 
age group 40–45 years were most numerously repre‑
sented. Disabled subjects accounted for 11.2% of all 
the residents of the researched area. 

By far the largest group among the studied impaired 
individuals were married persons, 107 individuals in 
total, i.e. 61.1%; there were 60 bachelors and maid‑
ens (34.3%), 7 divorced persons (4.0%) and 1 widower 
(0.6%). Among the unmarried persons, there was the 
highest number of the youngest respondents in the 
age groups 18–24 and 25–29 years (56.6%). Divorced 
persons belonged only to the age group 40–45 years. 
Also in this group there was the only widower.

The majority of the respondents had elementary 
education (59%), the second biggest group had voca‑
tional education (25%). 24 persons declared secondary 
education (14%), and 3 (2%) respondents – university 
education.

In the majority of cases (97.7%) the respondents 
did not live on their own and did not run their house‑
holds singlehandedly. 41.1% of the research partici‑
pants did not have children. 

The most frequently raised problems were those 
difficult to solve. Among others, these were: financial 
difficulties, no apartment or poor living conditions, ill‑
ness or disability of other family members, unemploy‑
ment, conflicts (however, 67% of respondents defined 
the relations in their families as “good”), alcohol abuse 
in the family, lack of assistive devices.

Financial difficulties (for 60% of respondents 
the per capita income was not higher than 500 zlo‑
tys, depending on: gender – men earned more than 
women χ2 = 8.581938, p = 0.0136, education – the 
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higher the education, the higher the declared income 
FFH p = 0.0001, as well as the cause of the disabil‑
ity – persons with the inborn impairment had the low‑
est earnings χ2 = 21.33457, p = 0.00002) – did not 
motivate respondents to try to increase their income by 
taking a job. In the majority of cases, disabled persons 
had sources of income other than work – pensions, 
allowances. The above mentioned decision was related 
to: age (χ2 = 19.29, df = 8, p = 0.0133), education 
(TFFH p = 0.0148), the cause of disability (χ2 = 13.63, 
df = 4, p = 0.0085) and the age at which the impair‑
ment occurred (χ2 = 16.098, df = 4, p = 0.0028). In 
general, work was the source of income for subjects 
from the age group 25–29 years, with the university 
or secondary education. Illness and the older age of 
becoming disabled were the factors inclining respon‑
dents towards income forms other than work. It was 
also observed that for almost half of the respondents 
(49.7%), the disabled person’s individual income was 
the only source of income for the whole household. 
It should be noted, however, that due to disability 74 
persons (42.3%) were forced to resign from work and 
29 respondents (16.6%) had to change a job.

The characteristics of the disability
In the researched population there were individuals 
with inborn (13.1%) and acquired – diseases, accidents 
(86.9%) – physical dysfunctions. The most frequent 
causes of the acquired disability were the diseases of 
the musculoskeletal system (21.7%), circulatory system 
(13.7%) and nervous system (9.7%). The musculoskele‑
tal diseases were three times more common for women 
than men. However, circulatory diseases were the more 
frequent cause of disability for men. As for the degree 
of disability, the largest group of respondents had mod‑
erate degree of disability (48.5%), the second largest 
was the group with the high degree (26.9%) and the 
smallest group – those with the low degree of disability 
(24.6%). The most common age of occurrence of impair‑
ment was over 30 years (46.9%). One third of the male 
respondents and a half of the female ones also suffered 
from a chronic disease, apart from their disability.

Mental well‑being vs. selected factors affecting  
the acceptance of disability
Disability exerts a negative influence on a person’s 
mental well‑being. Disability, as a difficult experience, 

40,5%

35,4%

13,9%

10,2%

18,8%

46,9%

12,5%

21,9%

0,0%

5,0%

10,0%

15,0%

20,0%

25,0%

30,0%

35,0%

40,0%

45,0%

50,0%

Yes, very often Sometimes No I don't know
Men Women

Figure 1. The influence of disability on the mental state of respondents – depending on the gender
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may lead to an emotional collapse, anxiety and loneli‑
ness. Over a half of the studied disabled people con‑
firmed that their disability affected their mental state. 
(cf. Figure 1).

The influence of disability on the mental state was 
similar for men and women (p = 0.1369). The respon‑
dents were also asked about the occurrence of such 
states as: loneliness, being a burden for others, feel‑
ing of loss, and lack of sense of life; they could also 
describe their feelings within the option: “other”. The 
respondents stated that they saw their disability as 
a burden for others (25.1%) and 16.6% of the respon‑
dents had a feeling of lost life. The research results also 
showed that 13.1% of the disabled persons had a per‑
manent feeling of loneliness. The “other” category (it 
meant: “mental discomfort”, “isolation”, helplessness”, 
“lack of communication with the family”, “debility”, 
“powerlessness”, "irritability”, “lack of self‑confidence”, 
"lack of independence”, “lack of trust” and “lack of 
understanding”) was chosen most frequently (36% of 

respondents). Among men, the highest proportion of 
respondents marked the answers: “other” (36.7%) and 
“everything is lost” (27.8%). As for women, the highest 
percentage selected the answers: “other” and “being 
a burden for others” (35.4% and 34.3%, respectively).

It also turned out that in a large number of cases, the 
depressed mood was accompanied by suicidal thoughts. 
As many as 41.7% of respondents admitted to having 
them. The frequency of their occurrence was the same 
for men and women, regardless of biological age, the 
age of becoming impaired, marital status, or educa‑
tion (p > 0.05). The application of the test for indepen‑
dence χ2 allowed the authors to find out that there was 
a dependency between the cause of impairment and 
the occurrence of suicidal thoughts (Figure 2).

Suicidal thoughts were the most frequent for per‑
sons with post‑traumatic disabilities.

Although respondents indicated that their periods 
of depressed mood were temporary, 9.7% of them 
stated that they had never accepted their disability.
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Figure 2. The cause of disability versus the frequency of occurrence of suicidal thoughts
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The statistical analysis showed that, among the 
studied factors, only education influenced the degree 
of acceptance of a person’s own disability (Table 1).

Respondents with the university education more 
often than others could not come to terms with what 
had happened to them (p = 0.0027). The majority 
of the research participants (81.7%) also stated that 
although sometimes it was hard for them to accept the 
reality, they loved themselves as they were. It should 
be underlined that as many as 18.3% of the respon‑
dents did not accept their disability.

All the respondents reported the occurrence of 
situations which negatively affected their mood. 
They used the following effective methods to mini‑
mize the effects of this discomfort: pain‑relieving 
medicines – 88.6% of men and 67.7% of women 
(gender did not have an influence on the frequency 
of taking painkillers, p = 0.3468), alcohol (men more 
often than women, p = 0.0074, as well as persons 
with post‑traumatic disabilities, p = 00001) and ciga‑
rettes (smoking men definitely outnumbered smoking 
women, p = 0.0000).

The assessment of the employment situation
As many as 47.2% of all the respondents evaluated 
their situation on the labor market as bad (48.1% men 
and 46.9% women). The opinions varied in relation to 
the age of the disabled people (TFFH p = 0.0330). In 
the group of respondents negatively assessing their 
situation on the labor market the majority belonged 
to the oldest age group of 40–45 years (58.5%), and 
the lowest number – to the 25–29 years age group 
(28.6%). Furthermore, the highest proportion of both 
the disabled participants with elementary education 
(p = 0.0001) and those who became impaired after 
the age of 30 years (p = 0.0140) negatively assessed 
their employment situation. However, the research 
did not show any relationship between the evaluation 
of the employment situation and the marital status 
(p = 0.610), or the cause of disability (p = 0.2040).

Social life and support 
The social well‑being was researched from the view point 
of the social life, as well as the disabled person’s chance 
of obtaining support. In the vast majority of cases the 

Table 1. The acceptance of one’s own disability in relations to: age, education, marital status, the cause of dis-
ability and the age of acquiring it

The studied variable
Acceptance of one’s own disability

Statistical 
analysis

Yes No Total
N % N % N %

Age [years]

18–24 16 76.2 5 23.8 21 100.0

χ2 = 2.37
df = 4

p = 0.6212

25–29 23 82.1 5 17.9 28 100.0
30–34 23 79.3 6 20.7 29 100.0
35–39 29 90.6 3 9.4 32 100,0
40–45 52 80.0 13 20.0 65 100.0
Total 143 81.7 32 18.3 175 100.0

Education

elementary 85 81.7 19 18.3 104 100.0

TFFH
p = 0.0027

vocational 38 86.4 6 13.6 44 100.0
secondary 20 83,3 9 16.7 24 100.0
university 0 0.0 3 100.0 3 100.0

Total 143 81.7 32 18.3 175 100.0

Marital status

single 46 76.7 14 23.3 60 100.0

TFFH
p = 0.4685

married 91 85.1 16 14.9 107 100.0
divorced 5 71.4 2 28.6 7 100.0
widowed 1 100.0 0 0.0 1 100.0

Total 143 81.7 32 18.3 175 100.0

Cause of 
disability

inborn 17 73.9 6 26.1 23 100.0
χ2 = 1.73

df = 2
p = 0.4208

accident 38 79.2 10 20.8 48 100.0
disease 88 84.6 16 15.4 104 100.0
Total 143 81.7 32 18.3 175 100.0

Age of 
acquiring 
disability
[years]

up to 18 24 80.0 6 20.0 30 100.0
χ2 = 1.44

df = 2
p = 0.4857

19–30 49 77.8 14 22.2 63 100.0
over 30 70 85.4 12 14.6 82 100.0

Total 143 81.7 32 18.3 175 100.0
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respondents declared that they had friends and acquain‑
tances with whom they were constantly in touch. For 
69% of participants, friends and acquaintances were 
mainly healthy people, for 9.9% of respondents – main‑
ly disabled persons, whereas for the remaining 21% the 
proportions were approximately the same. Two sources 
of support were distinguished – individual and institu‑
tional. As far as the individual sources were concerned, 
the most common one were family members 54.2%. As 
for the institutional sources, these were: the Communal 
Social Welfare Center – 15.4% and organizations for dis‑
abled persons – 7.4%. It needs to be emphasized that 
41% of the respondents claimed that there are no insti‑
tutions or organizations which they can turn to for help. 
There was a statistically significant relationship between 
the assessed level of the offered support and the respon‑
dents’ age p = 0.0071. The level of support was nega‑
tively evaluated only by the oldest age group of 40–45 
years (9.5%). Also the cause of the impairment affected 
this evaluation (p = 0.0007). Persons with the inborn dis‑
ability far more frequently (43.5%) positively assessed the 
level of the received help than those whose disability was 
caused by an accident (8.3%), or disease (8.7%). Also sin‑
gle persons more positively evaluated such help than the 
married ones (p = 0.0027). However in the light of the 
research there was no relationship between the evalua‑
tion of the received support and the gender (p = 0.2136), 
or the education (p = 0.1515) of the respondents. 

The consequences of disability in the respondents’ opinion
The majority of respondents indicated a high frequen‑
cy of consequences of their disability. Only 6 persons 
declared a lack of them (cf. Figure 3).

The definitely most frequently selected answer was 
the change of the social role and position. Only slight‑
ly less often mentioned ones were: worsening of the 
material situation and the deterioration of health.

Discussion
Diseases and accidents were the main causes of disabil‑
ities in the studied population. This conclusion is also 
was reflected in other publications [8–15]. Regardless 
of the cause of disability, for many years the emphasis 
has been placed on the optimal functioning of people 
– especially those with certain somatic or mental limi‑
tations. Research focuses mainly on the self‑assessment 
of the state of health, as an important and indepen‑
dent predictor of the state of health, recommended by 
WHO [16, 17]. In relation to the subjective assessment 
of health, there are various consequences of disability. 
[18, 19] They refer to many areas of human life and, 
among others, research conducted by A. Ostrowska 
and B. Szczepankowska [20] confirmed the material 
marginalization of the disabled. According to D. Gora‑
jewska [21], another factor which negatively affects 
their well‑being is the lack of chances for the profes‑
sional development. This view is shared by Stelcer 
[21], in whose opinion the difficult material situation, 
as a consequence of impairment, not only lowers the 
standard of living, but also leads to difficulties in per‑
forming social roles. These theses are reflected in the 
results of conducted research.

As many as 75.9% of disabled men and 65.7% of 
disabled women admitted that their mental health had 
deteriorated (despite their families’ support). It may 
result from the process of disordered adjustment to the 

Figure 3. Consequences of disabilities. The results do not sum up to 100% because respondents could choose more than one answer
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reality. If the quality of life with disability is high, a per‑
son is capable of accepting the situation sooner, as they 
have a high self‑esteem and the ability to achieve their 
life objectives. However, the accomplishment of the 
sense of security requires support from both the clos‑
est family and institutions. Research shows that social 
support is a prerequisite of disabled persons’ effective 
activity and their achievement of life satisfaction. [23] 
In J. Kirenko’s opinion, the successful adjustment of 
a disabled person depends on the question whether or 
not they accept their own dysfunction. It does not only 
mean coming to terms with one’s own disability, but 
also the dynamic acceptance of the whole state, through 
the modification of their approach to themselves and 
the environment and, in consequence, developing skills 
and habits facilitating their change of lifestyle. [24] 
The lack of acceptance of somatic differences often 
leads to the disorder of the mental well‑being, which 
is confirmed by the research. In addition, respondents 
emphasized the feeling of loneliness, being a burden for 
others and losing a sense of life. These statements have 
a special dimension in the light of the suicidal thoughts 
experienced by disabled people, which was confirmed 
by 41.7% of respondents. Other authors’ research also 
shows that at least in the case of certain types of impair‑
ment, the suicide rate is considerably higher than for 
the population at large. The disabled individuals stud‑
ied by the authors of this work were looking for solu‑
tions to the above mentioned problems, but since living 
in the rural areas is characterized by limited access to 
professional support, their activities often amounted to 
pharmaceuticals, alcohol and cigarettes. According to J. 
Kirenko [26, 27], unfortunately, there are many barri‑
ers and harmful stereotypes dividing the world of the 
healthy people and the impaired ones. Because of the 
lack of the social acceptance of being different, these 
people live in the fear of rejection. According to T. Lake 
[28], a big number of the disabled live in loneliness or 
„a certain isolation from others”. The researched dis‑
abled inhabitants of the rural areas emphasize that their 
dysfunctions limit their activity and isolate them from 
the world. Research conducted by experts indicate that 
loneliness is one of the most significant factors influenc‑
ing health [29, 30].

The main guidelines of the social policy towards dis‑
abled people aim at fighting all acts of discrimination 
and at organizing a state without barriers and without 
social exclusion. The society should “learn disability” in 
the sense of understanding the significance of the prob‑
lem and undertaking attempts of introducing rational 
changes. It is essential, because disability infringes on 

individual’s precious values: health and psychophysical 
efficiency, also makes it difficult or impossible to per‑
form certain social roles. Nevertheless, as A. Hulek [31] 
said, „there is no disability which has taken more than 
left”. These words should be a motto of the integra‑
tion of disabled persons, aiming at eliminating barriers 
to their functioning, supporting their development and 
enabling them to achieve their life objectives. Unfortu‑
nately, at present functioning of these people, especial‑
ly those living in the countryside, is hampered by such 
obstacles as: lack of acceptance of a different person, 
still common (also among the disabled themselves), 
conviction about the uselessness of disabled people, 
insufficient financial resources, as well as the lack of 
complex institutional solutions. 

Conclusions
Over half of the respondents confirmed that their dis‑
ability influences their mental condition, which is mani‑
fested by a feeling of loneliness, being a burden for 
others and lack of a sense of life.

The major consequences of disabilities are: the 
change of social role and position, worsened material 
and health situation, unemployment or difficulties with 
performing a job.

As many as 41.7% of the respondents declared the 
occurrence of suicidal thoughts. Such thoughts were 
more frequently experienced by persons with post‑trau‑
matic impairments than with the inborn ones.

Although all the respondents feel the burden of 
their disability, the majority of them – 81.7% accept‑
ed it. Persons with the university education have the 
greatest problems in accepting it.

The respondents reported that the main source 
of support is their family. The institutional support is 
much more limited.

The proposal resulting from the research is the 
need to immediately introduce measures to help dis‑
abled individuals, in order to improve both their social 
situation (professional development, better access to 
public institutions) and their mental well‑being (self‑ac‑
ceptance, elimination of suicidal thoughts).
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