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Abstract
Introduction and objective: In the period of transition from the reproductive to post-reproductive phase, clinical problems and changes of 
various character and intensity occur, which can affect the life of women. The aim of this quantitative study was to evaluate the factors 
affecting quality of life and quality of health of Czech women during the transition from reproductive to post-reproductive life.
Methods: The data were obtained using two standardized questionnaires – (1) the WHO’s WHOQOL-Bref and (2) Women’s Health 
Questionnaire, (WHQ), as well as one non-standardized questionnaire to identify the women’s quality of life and quality of health.
Results: In relation to the quality of life, a statistical analysis showed that physical health was evaluated as the best item, while the home 
environment was considered to be the worst of the evaluated items. A comparison of the quality of health variables showed that during 
the climacteric, respondents were most troubled by vasomotor symptoms and least troubled by anxiety/fear. Most respondents perceived 
their quality of life as good, and the majority of women were satisfied with their health.
Conclusions: A comparison of the quality of health variables showed that during the climacteric, respondents were most troubled by 
vasomotor symptoms and least troubled by anxiety/fear. Most respondents perceived their quality of life as good, and the majority of 
women were satisfied with their health.
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Introduction

In recent decades, the climacteric has received far more atten-
tion in biomedicine, public health and social sciences (Moris-
son et al., 2014). The climacteric period is defined as the transi-
tion phase from the reproductive to post-reproductive period 
of life (Souza Guerra et al., 2019).

It is a period in a woman’s life that is the result of phys-
iological ageing, changing levels of hypophyseal hormones, 
such as follicle-stimulating hormone (FSH) and luteinization 
hormones (LH), as well as changing levels of hormones pro-
duced by the ovaries (estrogen, progesterone). Physiologically, 
the climacteric occurs in women between 40 and 60 years of 
age. Menopause is characterized by a permanent end of men-
struation influenced by the immediate loss of the follicular 
function of ovaries, and is diagnosed when 12 months have 
elapsed since the last menstruation (Dalal and Agarwal, 2015; 
Mishra, 2017).

Prior to diagnosing menopause, changes in a woman’s 
body gradually occur lasting 5–6 years. The occurrence of 
these changes is usually seen between 42 and 47 years of age, 

e.g., in Poland, the first changes are observed between 47 and 
51 years of age (Pawlak et al., 2016). The beginning of the men-
opause depends on genetic factors, age at menarche, ethnic 
origin, and geography (Utian and Woods, 2013). A study in In-
dia proved that early and late ages at menarche are associated 
with early and late ages of menopause. The fertility of women 
also seemed to be associated with menarche and menopause. 
Indian women have a lower mean age at menopause than Eu-
ropean and South Asian women, such difference was evident 
so for age at menarche such an age was also evident at the on-
set of the first menstruation (Sharma et al., 2016). During the 
transition from the reproductive to the post-productive stage, 
women undergo three phases – pre-menopause, peri-meno-
pause, and post-menopause (Ortmann et al., 2020).

The climacteric period is experienced in different ways. 
This transient period is characterized by physiological varia-
bility in endocrine gland activity and unpredictable changes in 
hormone levels. The decrease in ovarian function is caused by a 
shortage of estrogen, and is associated with a number of phys-
iological changes, such as urogenital problems (e.g., frequent 
urination, cystitis, and non-bacterial urethritis), vasomotor 
instability (i.e., hot flushes and night sweats), and headaches. 
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Additionally, skin atrophy and dyspareunia occur. In addition 
to physiological changes, psychological changes can also occur, 
i.e., anxiety, depression, low self-esteem, irritability, and so-
cial isolation (Anjaly et al., 2014; Jami et al., 2014; Sorpreso 
et al., 2015). Moreover, sexual problems, decreased cognitive 
functions, and psycho-social problems, e.g., tiredness, sleeping 
disorders, poor concentration, and forgetfulness, can also oc-
cur (Sharifi et al., 2015). The symptoms are not only influenced 
by hormonal changes but by the experiences of women during 
menopause, which can be influenced by still other factors, such 
as family and partner relationships, the home environment, 
and job and leisure activities (Mishra, 2017).

The climacteric period is experienced in different ways. 
Qualitative and quantitative studies have been performed in 
the U.S.A., Japan, and Europe to explain the physiological, 
psychological, and behavioral experience of climacteric wom-
en and to explain ethnic differences (Morisson et al., 2014). 
For example, the results of quantitative studies found ethnic 
differences in psychosomatic symptoms by White, Afro-Amer-
ican, Hispanic and Asian women. In comparison to other eth-
nicities, white American women generally experienced symp-
toms to a lesser degree (Im et al., 2014).

With age and the natural aging process, the state of health 
(HS) and the associated quality of life (QOL) of women chang-
es. The quality of life (QOL) is generally perceived as a broad, 
multidimensional concept that includes physiological, psycho-
logical, and psycho-social factors (Almeida-Brasil et al., 2017).

The aim of the study was to evaluate the factors affecting 
QOL and the quality of health of Czech women during the tran-
sition from reproductive to post-reproductive life. The results 
are important for public health and could be used in health 
education to improve the quality of lives of Czech women.

 
Materials and methods

The study design was a cross-sectional descriptive study. Re-
spondents were selected using the functional choice method 
combined with the snowball method. This created a represent-
ative sample of women (n = 400) of sufficient size for statisti-
cal analysis.

Criteria for selection in the study were: women aged over 
40 years, a permanent address in the South Bohemian Region, 
a willingness to complete the questionnaire.

Prior to the data collection, a pilot study was performed in 
January 2019 to test variables and the understandability of 
the questionnaires. The survey took place from March to June 
2019 in the South Bohemian Region of the Czech Republic.

Questionnaires were distributed to women in the waiting 
rooms of gynecological outpatient clinics. All respondents 
were informed of the study goals, study procedures, and possi-
ble use of the study results. All participants agreed to respond 
to the questionnaires. Consent consisted of completing the 
questionnaire. On average the questionnaire took 15–25 min-
utes to complete. Participation in the research was voluntary 
and anonymous.

A total of 425 questionnaires were distributed to women 
in the South Bohemian Region (Czech Republic); of these, 
400 (94.1%) were returned by respondents.

Research instruments
WHOQOL-BREF
To evaluate the QOL of women we used the WHOQOL-BREF 
(abbreviated version of WHOQOL-100). The questionnaire 
contains 26 items; 24 items represent facts and 2 items rep-

resent subjective evaluations of the general QOL and the Gen-
eral Health. The questionnaire was based on four domains:  
(1) Physical Health (DOM1) – 7 items, (2) Experiences 
(DOM2) – 6 items, (3) Social relationships (DOM3) – 3 items, 
and (4) Environment (DOM1) – 8 items. Each item is rated 
on a 5-point Likert scale. Each item of the WHOQOL-BREF 
is scored from 1 to 5 on a response scale. The WHOQOL re-
sults are expressed as domain scores representing a raw score 
calculated from relevant items, including transformation to a 
scale that ranged from 4 to 20, and the values of two independ-
ent items evaluating the general QOL and the General Health 
(Almeida-Brasil et al., 2017). Domain scores are scaled in a 
positive direction – higher scores denote higher QOL (Jenabi 
et al., 2015).

Women’s Health Questionnaire (WHQ)
To identify the quality of health of the women, the Czech 
version of Women’s Health Questionnaire (WHQ) was 
used. The WHQ was developed in 1992 by Hunter to assess 
women’s health. It includes physical and emotional aspects, 
even in elderly post-menopausal women. The tool contains 
9 dimensions (37 items) specifically focused on the symp-
toms of climacteric women: (1) Depressive mood (DEP) –  
8 items, (2) Somatic symptoms (SOM) – 8 items, (3) Mem-
ory/Concentration (MEM) – 3 items, (4) Vasomotor symp-
toms (VAS) – 2  items, (5) Anxiety/Fear (ANX) – 4 items,  
(6) Sexual behavior (SEX)  – 3 items, (7) Sleeping disorders 
(SLE) – 3 items, (8) Menstruation signs (MEN) – 4 items, and 
(9) Attractiveness (ATT) – 2 items (Hunter, 2003). WHQ re-
sults are expressed as scores on individual dimensions rep-
resenting a raw score calculated from the relevant items, in-
cluding transformation from 0 to 1 scale: the higher the value 
of the mean, the worse the health quality for the relevant di-
mension (Hunter, 2000). The Czech WHQ version has been 
available since 2001 (Hunter, 2003).

In addition, to assess the characteristics of the study group 
a self-developed questionnaire survey was used in which we 
asked about socio-demographic data (age, education, marital 
status, occupation, place of residence) and general informa-
tion about attitudes to health.

 
Statistical analysis
The data were analyzed using SASD and SPSS software. Ken-
dall’s tau-c and Cramer’s V tests were used for the correlation 
of the mutual factors.

The study also focused on a comparison of correlations in 
women associated with perception of the climacteric. We were 
also interested in the correlations between somatic symptoms 
and age, education, size of the place of residence (population), 
occupation, and preventive gynecological examinations. The 
correlation between somatic climacteric symptoms and BMI 
were also assessed. Besides somatic symptoms, psychologi-
cal symptoms were compared, and their correlation with age, 
marital status, education, size of the place of residence (pop-
ulation), occupation, and preventive gynecological examina-
tions were studied. We were also interested in the comparison 
of correlations between age, marital status, education, size of 
the place of residence (population), occupation, and preven-
tive gynecological examinations, and vasomotor symptoms.

For the analysis, respondents were categorized both by bio- 
logical factors, such as age, presence or absence of menstrua-
tion, presence or absence of subjective symptoms, BMI value, 
and socio-demographic factors including education, marital 
status, size of the place of residence (population), and occu-
pation.
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Results

The study included 400 respondents. The largest group con-
tained women 45–50 years (174 respondents, 43.5%), and 
the smallest group consisted of women aged 61–65 years 
(53 respondents, 13.2%). The average age of respondents was 
52.86 years. Regular and irregular menstruation was report-
ed by 99 (24.8%) and by 53 (13.2%) respondents, respective-

ly. Amenorrhea was reported by 248 (62%) respondents; the 
mean age of amenorrhea onset was 48 years. Subjective climac-
teric symptoms were experienced by 246 (61.5%) respondents 
while 154 (38.5%) respondents reported no symptoms. The 
characteristics of the women are shown in Table 1. The basic 
assessment of the sample showed deviations of 5.389596 for 
age, 1.12758 for education, 0.879181 for occupation, 1.86582 
for marital status, and 1.14158 for the size of place of resi-
dence (population).

Table 1. Characteristics of study participants

Category Frequency % Category Frequency %

Age Marital status

45–50 years 174 43.5 Single 51 12.8

51–55 years 94 23.5 Married 242 60.7

56–60 years 79 19.7 With a partner 64 16.0

61–65 years 53 13.3 With children 136 34.0

Education level Place of residence

Primary 15 3.8 Up to 1,000 inhabitants 103 25.8

Secondary without graduation 
(school-leaving exam)

127 31.8 1,001–3,000 inhabitants 62 15.5

Secondary with graduation 
(school-leaving exam)

164 41.8 3,001–20,000 inhabitants 173 43.2

Higher professional school 18 4.5 20,000–100,000 inhabitants 39 9.8

College 76 19.0 More than 100,000 inhabitants 23 5.8

Employment Subjective symptoms

Full-time employment 291 72.9 She feels 246 61.5

Business 45 11.3 She doesn’t feel 154 38.5

Unemployed 9 2.3 Menstruation

Pensioner 39 9.8 Regular menstruation 99 24.8

Disabled pensioner I–III 12 3.0 Irregular menstruation 53 13.2

Care for a close person 2 0.5 Amenorrhea 248 62.0

Early retirement 1 0.3

BMI BMI

Underweight 2 0.5
Mean
SD

29.5
7.2

Normal BMI 187 46.8 Age

Overweight to moderate obesity 206 51.6 Mean 52.86

Morbid obesity 5 1.2 SD 5.90

Women’s Quality of Life and Women’s Quality of Health
Table 2 presents the quality of respondents’ lives. Mean raw 
scores of individual domains are provided. The best evalua-
tions were awarded to physical health, with environment clas-
sified as the worst of the domains. Domain scores did not dif-
fer significantly and ranged between 15.05 and 15.49.

The QOL was reported as good by 61.7% of respondents, 
very good by 17.5%, neither good nor bad by 18.5%, bad by 
1.5%, and very bad by 0.8%. Regarding health, 83.0% of re-
spondents were satisfied with their health, 7% of respondents 
were very satisfied, 22% were neither satisfied nor dissatisfied, 
8.8% were dissatisfied, and 1.2% were very dissatisfied.

Table 2 also shows the assessment of participants using 
the standardized WHQ. A comparison of individual dimensi-
ons showed that anxiety/fear was the least perceived problem, 
while vasomotor symptoms represented the worst problem. 
The values of means of individual domains range from 0.1850 
and 0.3950.

Comparison of correlations
In addition to respondents’ quality of life and quality of 
health, correlations with age, marital status, education, place 
of residence (population), occupation, and preventive gyne-
cological examinations were studied. Next to the quality of 
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Table 2. Evaluation of the quality of life of women in climacteric (WHOQOL-BREF); Health assessment of women in climacteric 
(WHQ) – descriptive statistics

Item Minimum Maximum Mean Std. deviation

WHOQOL-BREF
DOM1
DOM2
DOM3
DOM4

4.57
4.00
4.00
8.00

20.00
20.00
20.00
20.00

15.4886
15.1217
15.3400
15.0463

2.33313
2.34952
2.75541
2.10108

WHQ
DEP
SOM
MEM
VAS
ANX
SEX
SLE
MEN
ATT

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.86
1.00
1.00
1.00
1.00
1.00
1.00
1.00
1.00

0.2654
0.3561
0.3533
0.3950
0.1850
0.2870
0.3792
0.2294
0.2800

0.18853
0.27007
0.36199
0.42946
0.27219
0.32209
0.36079
0.25780
0.34372

Legend: DOM1 – psychical health; DOM 2 – experiencing; DOM3 – social relationships; DOM4 – environment; DEP – depresive mood; SOM – somatic 
symptoms; MEM – memory/concentration; VAS – vasomotor symptoms; ANX – anxiety /fear; SEX – sexual behavior; SLE – sleeping complaints;  
MEN – menstruation symptoms; ATT – attractiveness.

life and quality of health, correlations between respondents’ 
somatic symptoms and their age, marital status, education, 
place of residence (population), occupation, and preventive 
gynecological examinations were studied. No correlations 
were found between somatic symptoms and place of residence 
(population), and somatic symptoms and the frequency of 
preventive gynecological examinations. Statistical analysis of 
the ordinal correlation of the measured aspects using Ken- 
dall’s τ showed that somatic symptoms, such as headaches, 
dizziness, and nausea, were not associated with age. On the 
other hand, tiredness, pain in the extremities and backache, 
tingling in hands, and feet, and more frequent urination were 
slightly associated with age. For more frequent urination, the 
highest level of explained variability was identified at 2.7%. 
It can be observed that with increasing age, the frequency of 
these somatic symptoms also increases.

The correlation between somatic symptoms and respon-
dent education was also studied. Except for headaches, other 
somatic symptoms were only slightly correlated with educati-
on; the highest level of explained variability (5.4%) was identi-
fied for pain in extremities and backache. The test results show 
that the frequency of these symptoms decreased with increa-
sing levels of education.

When testing the correlation between somatic symptoms 
and marital status using Cramer’s V test, the only correlation 
was found for headaches, where the level of explained variabi-
lity was 1.8%.

Cramer´s V test only showed correlations between respon-
dents’ somatic symptoms and employment, dizziness, and 
more frequent urination (the correlations were rather low), 
the level of explained variability for dizziness was slightly 
higher, i.e., 2.9%. Kendall’s tau-c test also explored the correla-
tion between BMI and somatic symptoms.

No correlations between BMI and headaches, dizziness 
and nausea were found.

On the other hand, tiredness, pain in extremities and bac-
kache, tingling in the hands and feet, and more frequent uri-
nation correlated with BMI, i.e., the higher the BMI level, the 
more frequently the somatic symptoms occurred. The highest 

level of explained variability was 6.7% and was found for pain 
in extremities and backache. The results of tests and the corre-
lations with somatic symptoms are demonstrated in Table 3.

In addition to somatic symptoms, vasomotor symptoms 
were tested with attention paid to their correlations with age, 
marital status, education, place of residence (population), 
occupation, and preventive gynecological examinations. The 
testing did not show any correlations between respondents’ 
vasomotor symptoms and marital status, place of residence 
(population), and the frequency of preventive gynecological 
examinations.

Although the age of climacteric women was associated 
with vasomotor symptoms, Kendall’s tau-c test found a low 
correlation, the level of explained variability was 1.5%. It can 
be stated that the causality is clear in this case – i.e., the fre-
quency of vasomotor symptoms increases with age (e.g., night 
sweats and hot flushes).

Similarly, a low correlation was found between education 
and vasomotor symptoms (e.g., hot flushes and night sweats). 
The level of explained variability was found to be from 1.5% 
to 2.5%. Nevertheless, if this correlation exists, the causality 
is again obvious: the higher the education, the less frequently 
the symptoms occur (e.g., hot flushes and night sweats).

Cramer’s V test showed a slight correlation between night 
sweats and employment, the level of explained variability was 
2.1%.

Kendall’s tau-c test identified a marginal correlation be-
tween BMI and vasomotor symptoms (hot flushes) in climac-
teric women; the level of explained variability was less than 
1%. The tests confirmed that BMI does not correlate with ni-
ght sweats. The test results and the mentioned correlations are 
shown in Table 4.

Estrogen deficit in climacteric women also influences their 
psyche. Therefore, the correlations between respondents’ psy-
chological symptoms and their age, marital status, education, 
occupation, place of residence (population), and preventive 
gynecological examinations were studied. No statistically 
significant correlations were found between psychological 
symptoms and place of residence (population) or preventive  
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Table 3. Mutual correlations of somatic symptoms and age, education, marital status, occupation, BMI – symmetric measures

Correlation between Value Degree of variability 
explained

… tiredness and age Kendall’s tau-c –0.096 slight association

… pain in extremities and backache and age Kendall’s tau-c –0.111 slight association

… tingling in hands and feet and age Kendall’s tau-c –0.111 slight association

… more frequent urination and age Kendall’s tau-c –0.164 2.7

… pain in extremities and backache and education Kendall’s tau-c 0.233 5.4

… headaches and marital status
Phi

Cramer’s V
0.236
0.136

1.8

… dizziness and occupation
Phi

Cramer’s V
0.295
0.170

2.9

… more frequent urination and occupation
Phi

Cramer´s V
0.292
0.169

slight association

… BMI and tiredness Kendall’s tau-c –0.163 slight association

… BMI and pain in extremities and back Kendall’s tau-c –0.258 6.7

… BMI and tingling in hands and feet Kendall’s tau-c –0.088 slight association

… BMI and more frequent urination Kendall’s tau-c –0.153 slight association

Table 4. Correlations of vasomotor symptoms and age, occupation, BMI – symmetric measures

Correlation between Value Degree of variability 
explained

… hot flushes and age Kendall’s tau-c –0.122 1.5%

… night sweats and age Kendall’s tau-c –0.112 1.5%

… hot flushes and education Kendall’s tau-c 0.157 1.5%

… night sweats and education Kendall’s tau-c 0.122 2.5%

… night sweats and occupation
Phi

Cramer’s V
0.253
0.146

2.1%

… hot flushes and BMI Kendall’s tau-c –0.097 <1%

gynecological examinations. Statistically significant correlati-
ons are shown in Table 5.

The tests confirmed that the respondents’ age correlated 
with psychological symptoms only marginally, namely, panic 
attacks; using the Kendall’s tau-c test, the level of explained 
variability was 1.1%.

A similar result was found in correlations between psycho-
logical symptoms and education. It means that the correlation 
between psychological symptoms (particularly anxiety when 
leaving home) and education was marginal; Kendall’s tau-c 

test showed the level of explained variability for this feature 
was <1%.

Similarly, marital status only marginally correlated with 
psychological symptoms of climacteric women (anxiety when 
leaving home); Cramer’s V test, found the level of explained 
variability was 2%.

Cramer’s V test showed a low correlation between occu-
pation and anxiety perceived when leaving home. The level of 
explained variability was 2.3%. Employed women very seldom 
felt anxiety when leaving home.

Table 5. Correlations between respondents’ psychological symptoms and age, marital status, education, occupation – 
symmetric measures

Correlation between Value Degree of variability 
explained

… panic attacks and age Kendall’s tau-c –0.108 1.1%

… anxiety when leaving home and education Kendall’s tau-c 0.096 1.0%

… anxiety when leaving the home and marital status
Phi

Cramer’s V
0.244
0.141

2.0%

… anxiety when leaving home and occupation
Phi

Cramer’s V
0.265
0.153

2.3%

Belešová et al. / KONTAKT
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Discussion

In the climacteric period, there is an increase in follicle-stim-
ulating hormone (FSH), and the absence of menstruation in 
some cycles followed by the total disappearance of menstru-
ation (Schmidt, 2017). Menopause is defined by the WHO as 
a permanent end of menstruation due to the loss of ovarian 
function; 12 months of amenorrhea is defined to be natural 
menopause. Though it occurs at the mean age of 52 years, the 
age of natural menopause can vary, ranging from 40 to 58 years 
(Shifren and Gass, 2014). This was confirmed by our sample, in 
which 248 (62%) of the 400 respondents stated that they no 
longer menstruated; the respondents’ mean age at the onset 
of amenorrhea was 48 years. The view of women on the fact 
can also be interesting that they have the menstruation or not. 
A cross-sectional study performed on Korean women aged 45–
65 years, recorded respondents’ opinions on menopause; 65% 
of participants perceived menopause as a disease requiring 
treatment (Kim et al., 2017). The survey of our 400 respond-
ents confirmed the correlation between health and the onset 
of amenorrhea, and whether a climacteric woman considered 
menstruation to be connected with her personal view of her 
physical condition. The level of explained variability was 1.3% 
in this case.

Of the respondents, 246 (61.5%) reported a positive per-
ception of subjective climacteric symptoms, while 154 (38.5%) 
respondents did not describe any subjective symptoms. It 
can be supposed that this was due to many respondents, i.e., 
174 (43.5%), giving the age range of 45–50 years.

Our study was focused on the quality of life and the qual-
ity of health in women in the climacteric period. Based on an 
evaluation of the abbreviated version (WHOQOL-BREF) of the 
WHO’s WHOQOL-100 questionnaire focusing on the quality 
of life (Faraji et al., 2018), and while comparing the individu-
al domains, the study shows a positive evaluation of physical 
health in contrast to the negative evaluation of the environ-
ment. Quality of life also influences the roles of women, and, 
as a result, it influences their families and the whole society 
(Swain et al., 2021).

To assess the health of climacteric women, the stand-
ardized WHQ tool was used for Czech ethnic conditions. Re-
spondents scored lowest on the anxiety/fear dimension but 
scored high on vasomotor symptoms. The comparison of other 
studies performed across the world shows that hot flushes and 
night sweats have the greatest negative impact on a woman’s 
quality of life (Gonçalves et al., 2016).

Besides the quality of life and the quality of health, atten-
tion was paid to correlations with pre-menopause, peri-meno-
pause, and post-menopause. We were interested in correlations 
between somatic, vasomotor, and psychological symptoms, vs. 
age, marital status, place of residence (population), education, 
and frequency of preventive gynecological examinations. Re-
searchers in Poland compared climacteric symptoms relative 
to respondents’ education, place of residence, marital status, 
and quality of life. In the Polish study, the influence of climac-
teric symptoms vs. respondents’ activities on the quality of 
their lives was analyzed. Respondents who felt moderate to 
severe climacteric symptoms were more likely compared to 
respondents who felt mild or no climacteric symptoms. The 
intensity of climacteric symptoms can strongly influence the 
lives and activities of women, and the more severe the climac-
teric symptoms, the lower the reported quality of life (Bień et 
al., 2015).

Statistical analysis found a slight correlation between age 
and tiredness, pain in extremities and backache, tingling in 
hands and feet, and more frequent urination. The highest level 
of explained (2.7%) was associated with increased frequency 
of urination. The frequency of somatic symptoms increase 
with age. No correlation was found between age and psycho-
logical symptoms, such as anxiety. A correlation between age 
and panic attacks was found, and the explained variability was 
1.1%. On the other hand, contrasting results were obtained by 
a study in Minnesota. In women aged 50–70 years (n = 932) 
who were included in the Minnesota Green Tea Trial, a decrease 
of the severity of climacteric symptoms was observed. Women 
aged 50–54.9 mentioned stronger night sweats (and sweating 
in general) than other age groups. They also mentioned more 
severe hot flushes than women older than 60 years. Respond-
ents aged 50–54.9 described more symptoms associated with a 
negative mood than respondents older than 65 years (Webster 
et al., 2018).

The testing also revealed a correlation (though negligi-
ble) between age and general satisfaction with the quality of 
health; the level of explained variability was 0.6%.

Obesity is (in addition to hypertension and lack of exer-
cise) regarded as an important factor that should be assessed 
in climacteric women since it can affect the characteristic fea-
tures of this period (Blümel et al., 2015). Therefore, correla-
tions between BMI and vasomotor symptoms were studied. 
The testing of these correlations made clear that tiredness, 
pain in limbs and backaches, tingling in hands and feet, and 
more frequent urination were related to BMI in Czech cli-
macteric women, i.e., the frequency of mentioned somatic 
symptoms occurred more frequently with increasing BMI. 
The highest level of explained variability of 6.7% is evident for 
extremities and back pain. Further studies have found that 
exercising and regular physical activity is effective in reducing 
vasomotor symptoms and the improvement of sleep disor-
ders, hot flushing, and psychological problems of menopausal 
women (Taebi et al., 2018).

Our statistical analysis found correlations between vas-
omotor symptoms and age, education, and occupation. Al-
though the age of climacteric women was associated with vas-
omotor symptoms (Kim et al., 2017), the correlation in our 
respondents was weak; the level of measurable variability was 
1.5%. It can be declared that if there is a correlation, the cau-
sality is clear – women at a higher age suffer from vasomotor 
symptoms (hot flushes and night sweats). A weak correlation 
was found between education and vasomotor symptoms (hot 
flushes and night sweats); the level of explained variability was 
from 1.5% to 2.5%. Nevertheless, as far as the demonstrability 
of the correlations is concerned, the causality is again clear – 
the higher the level of education, the less frequent the symp-
toms (hot flushes and night sweats). In addition, the correla-
tion between night sweats and employment was confirmed, 
the level of explained variability was 2.1%.

The seriousness of climacteric symptoms can also be in-
fluenced by personality factors. Numerous studies suggest 
that characteristics such as optimism, self-confidence, and 
aggression are associated with response to and coping with 
climacteric symptoms, i.e., vasomotor symptoms, psycholog-
ical (mood disorders, depression), and psycho-somatic symp-
toms (Hunter and Chilcot, 2021). In our study, the statistical 
analysis found correlations between psychological symptoms 
and education, marital status, and employment of climacter-
ic women. The study showed a marginal correlation between 
anxiety when leaving home and education; the level of ex-

Belešová et al. / KONTAKT



300

plained variability was <1%. The levels of explained variability 
for anxiety and marital status were 2%, and 2.3% for anxiety 
and employment.

 
Conclusions

The presented results – based on the standardized WHOQOL- 
BREF questionnaire – showed that the majority of respond-
ents perceived their quality of life as good and the majority of 
women were satisfied with their health. Using the standard-
ized WHQ we found that vasomotor symptoms were the most 
common, while fear/anxiety was the least common. Besides 
the estrogen deficit, the presence, intensity and frequency of 
vasomotor symptoms are influenced by genetic and biological 
factors, lifestyle, nutrition, stress, etc.

Limitations
Since vasomotor symptoms were assessed as the most trou-
bling, it could be useful to perform another study focused on 
groups of Czech women to assess the influence and effective-
ness of counseling and education in this topic. Such studies 
could benefit women by helping them cope with this demand-
ing stage of their lives while maintaining a good quality of 
health.
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Faktory ovlivňující kvalitu života a zdravotní stav českých žen v období přechodu 
z reprodukční do postreprodukční fáze života

Souhrn
Úvod a cíl: V období přechodu z reprodukční do postreprodukční fáze dochází ke klinickým problémům a změnám různého charak-
teru a intenzity, které mohou ovlivnit život ženy. Cílem této kvantitativní studie bylo zhodnotit faktory ovlivňující kvalitu života 
a kvalitu zdraví českých žen při přechodu z reprodukční do postreprodukční fáze života.
Metody: Data byla získána pomocí dvou standardizovaných dotazníků – (1) WHO’s WHOQOL-Bref a (2) Women’s Health Ques- 
tionnaire (WHQ), a dále jednoho nestandardizovaného dotazníku ke zjištění kvality života a kvality zdraví žen.
Výsledky: Ve vztahu ke kvalitě života statistická analýza ukázala, že jako nejlepší bylo hodnoceno fyzické zdraví, naopak jako nej-
horší z hodnocených položek bylo hodnoceno domácí prostředí. Porovnání kvality zdravotních proměnných ukázalo, že v klimak-
teriu respondentky nejvíce trápily vazomotorické symptomy a nejméně je trápila úzkost/strach. Většina respondentek vnímala 
kvalitu svého života jako dobrou a většina žen byla spokojena se svým zdravím.
Závěr: Porovnání kvality zdravotních proměnných ukázalo, že v klimakteriu respondentky nejvíce trápily vazomotorické symp- 
tomy a nejméně úzkost/strach. Většina respondentek vnímala kvalitu svého života jako dobrou a většina žen byla spokojena se 
svým zdravím.

Klíčová slova: faktor; kvalita zdraví; kvalita života; menopauza; symptom menopauzy; žena
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