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Abstract

Introduction. The illnesses of the cardiovascular system are the biggest cause of death in
Poland [9,10]. Unstable angina pectoris is the most frequently occurring manifestation of the
acute coronary syndrome (ACS). It aggravates the severity of the course of ischaemic heart
disease (IHD) and hence constitutes a direct threat to the life and health of the patient.
Therefore, it seems well-based to encourage pro-healthy behaviour among patients with this
disease [2,3,15].

The aim of the study. The aim of the study was to evaluate health behaviour of patients with

unstable angina pectoris.

Material and method. The study was conducted from November of 2016 to February of 2017
in three hospitals in Lublin among 194 patients with unstable angina pectoris. In the study the
diagnostic survey method alongside with polling technique was utilised. The research reference
consisted of Inventory of The Health Behaviour (Inwentarz Zachowan Zdrowotnych, 1ZZ) and

the authorial methodology.

Results. Patients with unstable angina pectoris described their health behaviour as ‘average’.
The patients’ age, gender, level of education and place of residence influenced their health
behaviour. The highest ratings were in the 61-70 years old category. A higher level of health
behaviour was presented by women. The lowest ratings of health behaviour were given by
patients with primary education. The ratings of health behaviour were higher among the

inhabitants of urban areas.

Keywords: health behaviour, ischaemic heart disease, unstable angina pectoris
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Introduction

The illnesses of the cardiovascular system are the biggest cause of death in Poland,
simultaneously they pose the main reason for hospitalisation and the loss of ability to work.
The data of the World Health Organisation indicates that it is a very serious health problem, as
the number of people suffering from the ischaemic heart disease is rising continuously, hence
the number of people who will die from cardiovascular causes is soaring [9,10].

Unstable angina pectoris is the most frequently occurring manifestation of the acute coronary
syndrome (ACS). It aggravates the severity of the course of ischaemic heart disease (IHD) and
hence constitutes a direct threat to the life and health of the patient [2,3,15].

A number of risk factors which cause a great increase in cardiovascular diseases morbidity are
widely known. The higher the risk, the quicker the preventative actions should be undertaken,
both before the disease occurring, and during the course of the disease. We can divide the risk
factors into modifiable risk factors and unmodifiable risk factors. Each factor causes more rapid

and radical development of the disease and its worse course [5].

Undertaking of the desirable health behaviour is crucial both for healthy and ill people, not only
for the patients with cardiovascular diseases, but for all patients. Health behaviour is influenced
by numerous factors, most important of which are ubiquitous risk factors. The majority of

cardiological risk factors belong to the health behaviour associated with patients’ lifestyle

[7,8,13].
The aim of the study

The aim of the study was to evaluate the health behaviour of patients with unstable angina

pectoris.
Material and method

The study was conducted from November of 2016 to February 2017 in three hospitals in Lublin:
Independent Public Clinical Hospital no. 4 in Lublin, Military Clinical Hospital with Polyclinic
no. 1 in Lublin and Regional Specialist Hospital in Lublin. The study was conducted on 194
patients suffering from unstable angina pectoris at the age of between 49 and 94 years old. The
mean age was 60.93£8.11 years old. The research subjects were mostly at the age of between
56 and 60 years old (38.14%, n=74), 22.68% (n=44) were at the age of up to 55 years old,
27.83% (n=54) at the age of between 61 and 70 and 11.34% (n=22) at the age over 70. Women
constituted 59.28% (n=115), and men constituted 40.72% (n=79). The majority of research
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subjects had secondary education (58.25%, n=113), 24.23%, (n=47) had primary education and
17.52% (n=34) had higher education. In the research group 29.90% were unemployed, 12.89%
did mental work, 22.16% did physical work, 19.07% were retired, 5.67% claimed annuities,
and 10.31% were farmers. The majority of the research subjects lived in rural areas (72.68%,
n=141), and 27.32% (n=53) lived in urban areas.

In the study the diagnostic survey method alongside with polling technique was utilised. The
used research reference consisted of Inventory of The Health Beaviour (Inwentarz Zachowan
Zdrowotnych, 1ZZ) by Zygfryd Juczynski and the authorial methodology. The aforementioned
tools facilitated collecting sociodemographic data of the research sample, and its spectrum of
health behaviour. The criteria for the participation were the following: a patient diagnosed with
unstable angina pectoris, the health state of the patient allowing conducting a survey, expression

of an agreement to take part in the survey by the patient.

The attained results of the study were subjected to statistical analysis. The values of the analysed
measurable parameters were presented using their mean, median and standard deviation, and
the unmeasurable ones using their count and proportion. For the measurable qualities, the
normality of the distribution was analysed using Mann-Whitney U-test. In order to compare
two independent groups Kruskal-Willis test was used, and for analysing the link between the
rating of the quality of life and age Spearman correlation was used. The statistical significance
was set as p<0.05. The database and statistical study was constructed using STATISTICA 13.0
(StatSoft, Poland) software.

Before the study was conducted, the positive approval of the Bioethics Committee at the
Medical University in Lublin had been obtained (No. KE-0254/314/2016).
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The results of the study and discussion
Physical activity of the research sample

The study showed that the most common rating of the patients’ physical activity was “average”
(n=123; 63.40%), whereas 22.16% (n=43) of patients rated their physical activity as “very
good” and 14.44% (n=28) as “bad”.

The statistical analysis revealed that the patients aged 55 and younger more commonly rated
their physical activity as ,,very good” (34.09%) compared to the patients aged 56-60 (24.32%)
and 61-70 or older (13.16%). The proven differences were statistically significant (p=0,007).
The conducted study demonstrated that men rated their physical activity (27.85%) as ,,very
good” marginally more often than women (18.26%). The research subjects living in urban areas
rated their physical activity slightly more often as ,,very good” (30.19%), compared to the
inhabitants of rural areas (19.15%). The observed differences proved not statistically significant
(p=0.16 and p=0.18 respectively). The statistical analysis demonstrated that the research
subjects with higher education rated their physical activity as “very good” (44.12%) more often
than people with secondary education (19.47%) or primary education (12.77%). The stated
differences were statistically significant (p=0.0006). Furthermore, 11.34% of research subjects
did sports regularly, 45.88% from time to time, 17.53% did not do any sports but intended to
do some in the future, and 25.25% admitted that sport was not for them.

Nutrition of the study sample

74.23% (n=144) of the research samples admitted they knew what the term “food pyramid”
was, and 25.77% (n=50) did not have this knowledge.

The statistical analysis demonstrated that a higher proportion of patients aged 55 and younger
knew the term “food pyramid” (81.82%) in contrast to the patients aged 56-60 (79.73%), and
61-70 and older (64.47%). The conducted study concluded that the proportion of women
knowing the term “food pyramid” (84.35%) was substantially higher than the proportion of men
familiar with this term (59.49%). The patients with higher education more often declared the
knowledge of this term (85.29%) in comparison to those with secondary education (80.53%)
or with primary education (51.06%). It can be inferred from the study that people living in urban
areas knew this term more often (84.91%) compared to the people living in rural areas
(70.21%). The observed differences were statistically significant (p=0.04; p=0.0001; p=0.0001,;
p=0.04 respectively).
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The study demonstrated that the patients most often consumed meat (73.20%), cereal products
(68.04%), vegetables (64.95%), fruit (59.79%), milk and dairy (54.12%), and more rarely
sweets (32.99%).

Most of the subjects had breakfast every day (76.80%, n=149), while 9.28% (n=18) declared
they had breakfast a few times a week, 11.86% (n=23) occasionally, and 2.06% (n=4) did not

have breakfast at all.

61.86% (n=120) of the patients declared they had 4-5 meals a day, 27.84% (n=54) had 3 or less
meals a day, and 10.30% (n=20) had more than 5.

The statistical analysis showed that the patients aged 50-56 slightly more often declared 4-5
meals a day (70.27%) compared to the patients aged 55 and younger (47.73%) and 61-70 and
older (61.84%). The observed differences were not statistically significant (p=0.18). The study
pointed out that women declared 4-5 meals a day more frequently (64.35%, n=74) than men
(58.23%, n=46). The observed differences were statistically significant (p=0.02). The statistical
analysis revealed that the patients with higher education marginally more often declared 4-5
meals a day (67.65%) compared to those with secondary education (58.41%) or primary
education (65.96%). The inhabitants of rural areas declared slightly more often 4-5 meals a day
(63.83%) as compared to the inhabitants of urban areas (56.60%). The observed differences

were not statistically significant in both cases (p=0.15, p=0.28 respectively).
Alcohol consumption

The majority of the research subjects consumed alcohol occasionally (46.91%, n=91) or did not
do it at all (35.05%, n=68), whereas 14.95% (n=29) declared consuming alcohol a few times a

month and 3.09% (n=6) a few times a week.

The statistical analysis showed that the patients aged 56-60 slightly more frequently declared
alcohol consumption either a few times a month or a week (24.32%) compared to those aged
55 and younger (22.73%) and 61-70 and older (9.21%). The inhabitants of urban areas
consumed alcohol a few times a week or a month slightly more often (24.53%) than the
inhabitants of urban areas (15.60%). The observed differences in both cases were not
statistically significant (p=0.09, p = 0.19 respectively). On the other hand, the study showed
that men consumed alcohol a few times a week or a month more often (27.85%) than women
(11.30%). The statistical analysis revealed that the research subjects with primary education

consumed alcohol a few times a week or month more frequently (21.28%) than those with
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higher education (14.71%) or secondary education (17.70%). The observed differences in both

cases were statistically significant (p=0.002, p = 0.03 respectively).
Smoking tobacco

In most cases the research subjects did not smoke tobacco (72.68%, n=141), while 14.95%
(n=29) smoked habitually, and 12.37% (n=24) occasionally.

The statistical analysis revealed that the patients aged 55 and younger more often smoked
tobacco habitually or occasionally (38.64%) compared to the patients aged 56-60 (31.08%) and
aged 61-70 and older (17.11%). The study showed that men smoked slightly more often
(31.65%) than women (24.25%). The patients with primary education (25.53%) or secondary
education (31.86%) smoked a bit more often than those with higher education (14.71%). The
inhabitants of urban areas smoked habitually or occasionally slightly more often (28.30%) than
the inhabitants of rural areas (26.95%). The observed differences in all cases were not

statistically significant (p= 0.3; p=0.26; p=0.14; p=0.85 respectively).
The attendance of preventative medical examinations

The majority of the research subjects claimed they attended preventative medical examinations
(65.46%, n=127), 3.09% (n=6) have never heard of such examinations, 24.23% (n=47) did not
attend those, but intended to attend those in the future, and 7.22% (n=14) did not attend those

and did not intend to attend those in the future.

The statistical analysis showed that the patients aged 61-70 and older attended examinations
slightly more often (71.05%) compared to the patients aged 56-60 (59.46%) and aged 55 and
younger (65.91%). The observed differences were not statistically important (p=0.07). The
conducted study demonstrated that women attended examinations more often (73.91%) than
men (53.16%). Also, the patients with primary education attended examinations more often
(74.47%) than those with higher education (64.71%) or secondary education (61.95%). The
observed differences in both cases were statistically significant (p=0.004, p=0.02 respectively).
The study revealed that the inhabitants of rural areas attended examinations slightly more often
(67.38%) than those from urban areas (60.38%). The observed differences were not statistically

significant (p=0.18).
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The rating of the health behaviour in the research sample

Inventory of The Health Behaviour (Inwentarz Zachowan Zdrowotnych, 1ZZ) was used for the
rating of the health behaviour of the patients. The mean index was 84.36+14.77 (Me=85.00).
Figure 1 represents the frequency of the consecutive 1ZZ indices, converted into the sten
(standard ten) form. The most frequent results occurred within sten 6 (18.56%), (fig. 1).
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Fig. 1 The distribution of the research subjects with regard to 1ZZ index

It was found that 28.87% (n=56) of the research subjects declared a low level of health
behaviour (1-4 sten), 32.90% (n=64) an average level (5-6 sten) and 38.14% (n=74) a high level
(7-10 sten).

The study showed that the highest level of health behaviour was demonstrated in the categories
of positive mental attitude, preventative actions and health practices, and a lower level in the

healthy eating habits category.

The study demonstrated that the patients aged 61-70 and older declared higher levels of health
behaviour than the patients aged 55 and younger and those aged 56-60 in preventative actions
category (p=0.01), positive mental attitude category (p=0.05), health practices category
(p=0.003) and in the overall 1ZZ index (p=0.01), whereas the healthy eating habits were slightly
higher rated by the patients aged 55 and younger (p=0.08), (tab. 1).
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Tab. 1. The 1ZZ rating of the health behaviour broken down by age

55 and younger 56-60 61-70 and older
Health c - c - c - Statistical
behaviour s = ° s = ° s = e analysis
$ 18 =22 8 2|2 8|z
> h > h > n
Healthyeating | , \o | 550 | 067 | 315 | 317 | 080 | 3.36 | 350 | 0.93 | 1=2-1%
habits p=0.08
Preventative | 569 | 383 | 0.83 | 332 | 342 | 086 | 371 | 392 | 079 | H=910;
actions p=0.01
Positive mental H=6.01;
g 371 | 383 | 063 | 356 | 358 | 064 | 382 | 392 | 069 | T 0o
Health H=11.86;
ractioes 340 | 350 | 057 | 335 | 317 | 071 | 371 | 375 | 070 | Tt
1ZZ 85.50 | 87.00 | 12.28 | 80.32 | 78.50 | 15.21 | 87.63 | 86.00 | 14.90 g_:O80717’;

The statistical analysis showed that women declared better health behaviour than men.
Significant differences were observed in healthy eating habits category (p=0.001), preventative
actions category (p=0.003), health practices (p=0.02) and in the overall 1ZZ index (p=0.002),

whereas in positive mental attitude category differences were insignificant (p>0.05), (tab.2).

Tab. 2. The 1ZZ rating of the health behaviour broken down by gender

Female Male .
Statistical
Health c 3 = > analysis
behaviour § 2 2 % S S
= |2 |5 |2 |2 |8
& Z p
Healthy eating | 5 12 | 350 | 079 | 3.06 | 317 | 0.84 | 324 0.001*
habits
Preventative | 5,1 | 383 | 079 | 333 | 350 | 0.88 | -3.00 0.003*
actions
Positive mental | -5 | 395 | 066 | 365 | 3.67 | 066 | -1.01  0.31
attitude
Health 360 | 367 | 067 | 3.37 | 317 | 0.71 | -2.33  0.02*
practices
127 87.04 | 87.00 | 14.21 | 80.46 | 79.00 | 14.78 -3.07 0.002*
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The study showed that the inhabitants of urban areas had better health behaviour in comparison
to the inhabitants of rural areas, with the exception of the rating of the health practices. Statically
significant differences were observed only in the ratings of healthy eating habits (p=0.03),

(tab. 3).

Tab. 3. The 1ZZ rating of the health behaviour broken down by place of residence

Rural areas Urban areas .
Statistical
Zachowania - = 3 - = > analysis
zdrowotne g = = < = ©
© (<) -
> S i > S =
> > n Z P

Healthy eating | 351 | 333 | 0.84 | 353 | 350 | 077 | 224  0.03*

habits

Preventative | 5 jg | 350 | 0.87 | 3.76 | 4.00 | 0.75 | -1.94  0.05
actions

Positive mental | 5 oo | 383 | 067 | 373 | 383 | 0.66 | 052  0.60
attitude

Health 351 | 350 | 069 | 348 | 367 | 0.71 | -020 085
practlces

1ZZ 83.35 | 83.00 | 1513 | 87.04 | 89.00 | 1354 | -1.72 _ 0.09

The study showed that the patients who declared their physical activity as “very good” rated
their health behaviour higher than those who described their physical activity as “average” or
“bad”. The statistical analysis demonstrated substantial differences between those groups with
regard to ratings of the healthy eating habits (p=0.0009), positive mental attitude (p=0.04) and
close to being significant differences in the 1ZZ rating (p=0.06). However, none of the

differences in the ratings of preventative actions (p=0.045) and health practices (p=0.93) were

statistically significant (tab.4).
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Tab. 4. The 1ZZ rating broken down by the self-assessed physical activity rating

Very good Average Bad
Health c - c - c - Statistical
Q C (] D = © D = © [«b) q
behaviour s = ° s = ° s = o) analysis
S |¢€|E |2 |2 |8 |= |2 ¢
> h > h = N
Healthy eating H=13.99;
habits 359 |367|075|330|333|082|284|283]|0.84 0=0.0009*
Preventative H=1.58;
—— 3.66 | 3.83 | 090 | 3.55| 350 |0.81|342| 358|094 0=0.45
Positive mental H=6.58;
attitude 3.84 |4.00| 059|371 383|067 |341 | 358 |0.67 0=0.04*
Healt_h 3.47 | 3.67 | 0.73 | 3.52 | 3.50 | 0.68 | 3.50 | 3.50 | 0.71 H_:0'14;
practices p=0.93
17272 87.35 | 88.00 | 14.96 | 84.53 | 85.00 | 14.50 | 79.04 | 75.50 | 14.73 g_:é_’ 076? ;

The study showed that the patients who knew the term “food pyramid” had considerably
statistically better health behaviour than the patients who did not know the term. Significant
differences between the subsequent groups in 1ZZ ratings, as well as all other sub-scales apart

from health practices category (p=0.001) were observed.

The study shows that the research subjects who had breakfast every day rated their health
behaviour higher than those who had breakfast a few times a week or occasionally, or never,
The statistical analysis demonstrated significant differences between subsequent groups with
regard to the ratings of healthy eating habits (p=0.03) and health practices (p=0.004) and overall
1ZZ score (p=0.02), whereas differences in the ratings of preventative actions and positive

mental attitude were not statistically significant (p>0.05).

The conducted research revealed that the patients who had 4-5 meals a day demonstrated better
health behaviour than those who had 3 or less meals a day, as well as those who had 5 or more
meals a day. Statistically significant differences were observed between subsequent groups with
regard to the ratings of health practices (p=0.01), close to being significant with regard to the

ratings of healthy eating habits (p=0.06) and in the overall 1ZZ score (p=0.06).

The study states that the patients who did not consume alcohol demonstrated better health
behaviour than the patients who consumed alcohol occasionally, a few times a month or a week,
with an exception of the overall 1ZZ score. The statistical analysis revealed statistically
significant differences between subsequent groups with regard to the rating of the preventative

actions category (p=0.0002) and the health practices category (p=0.0005) and the overall 1ZZ
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score (p=0.002), whereas the differences regarding all other subscales turned out to be

statistically insignificant (p>0.05), (tab. 5).

Tab. 5. The 1ZZ rating broken down by the alcohol consumption

A few times a Occasionall No consumption
week/month y P o
Health _ ] _ ] _ § Statistical
behaviour S _g = S % = S g 3 analysis
S > 5 < > 5 < > 5
2 |l |g |2 |5 |& |2 |35 |&
Healthy eating | 5 g | 317 | 0.90 | 3.44 | 3.50 | 0.84 | 3.28 | 3.33 | 0.79 | =482
habits p=0.09
Preventative H=17.52;
Preven 3.05 | 3.00 | 087 | 3.80 | 400 | 084 | 357 | 367 | 076 | [T h,
Positivemental | ; o | 350 | 069 | 374 | 3.83 | 0.69 | 3.75 | 3.83 | 0.62 | H=47L:
attitude p=0.09
Health H=15.13;
s 322 | 3.07 | 075 | 375 | 375 | 067 | 343 | 350 | 064 | [To
H=12.22:
1ZZ 76.97 | 74.00 | 15.79 | 88.40 | 88.50 | 15.02 | 84.19 | 84.00 | 13.11 p=0002*

The statistical analysis showed significant differences between the ratings of health behaviour
of the research subjects who smoked tobacco, compared to the non-smokers (p=0.03). Health

behaviour was better among the non-smokers, (tab. 6).

Tab. 6. The 1ZZ rating broken down by tobacco consumption

Habitually/ .
. No consumption

ocasionally - _
Health _ . _ _ Statistical analysis
behaviour = < 3 = 3 3

= 2 el § o S

= |5 | o S |8 | z 0
Healthy eating | , oz | 83| 086 | 3.43| 350 | 0.79 | -3.49 0.0005*
habits
Preventative | 543 | 350| 87| 364| 3.83| 082 -2.22 0.03*
actions
Positive mental | 5 | 350 | 067 | 380| 3.83| 063| -344 0.0006*
attitude
Health 308 | 3.00| 067| 367 | 3.67| 063| -518 0.0000002*
practices
1ZZ 76.72 | 74.00 | 14.18 | 87.23 | 87.00 | 13.99 -4.38 0.00001*
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The statistical analysis demonstrated that the research subjects who attended preventative
medical examination had better health behaviour ratings than those who just intended to attend
those in the future, those who had not heard about them and those who did not intend to attend
such examinations at all. Significant differences were observed between the subsequent groups

with regard to the overall 1ZZ rating, as well as with regard to the consequent 1ZZ sub-scales

(p=0.04), (tab. 7).

Tab. 7. The 1ZZ rating broken down by the attendance of the preventative medical

examination
Intended in the Did not attend and
Attended future/not heard intend to go in the
about such future ‘g
Health Statistical
behaviour c = > c = > c = 3 analysis
I = ke ] = ke ] = o
[<5} o - D o] E D o] 4
S| |E|= |2 |8 |=|¢g B
> h > h > N
Healthy eating H=6.55;
habits 3.37 1350|083 |325(333|081|281|267]|0.84 0=0.04*
Preventative H=20.57;
actions 375|400 | 078|327 333|077 |288|292|1.04 0<0.0001*
Positive mental H=10.94;
attitude 3.80 (383|061 |358|350|069]|319|3.08|0.78 0=0.004*
Health 362 | 3.67 | 067 | 333 | 317 | 0.72 | 3.11 | 3.17 | 058 | 71047
practices p=0.005*
127 87.30 | 87.00 | 13.96 | 80.60 | 81.00 | 14.47 | 71.93 | 70.00 | 14.34 H=17.23,
p=0.0002*
Discussion

The progress of civilisation, especially the one that started in the second half of the 20" century,
despite so many advantages and benefits it brought, it also had a detrimental effect on people’s
lifestyle. There has been arise in the frequency of negative health behaviours such as: incorrect
diet, lack of physical exercise, too high alcohol and tobacco consumption, the deficit of ways
of coping with stress, alongside with very frequent excess weight problems, high arterial blood
pressure, high levels of blood glucose and lipid parameters [6]. All these anti-health behaviours
caused the increased prevalence of anomalies in people’s health, and in consequence lead to the
occurrence of numerous diseases, including cardiovascular diseases [6]. The illnesses of the
cardiovascular system are the most common cause of death in Poland. One of the top
cardiological causes of death is ischaemic heart disease. It is correlated not only with the ageing

of the population, but also with the intense prevalence of the aforementioned risk factors [6].
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Ischaemic heart disease is a clinical symptom complex whose direct cause is abnormalities
between the demand of the heart muscle and the ability to provide it with oxygen and other
substances which are essential to sustaining its proper functions [4]. The course of the disease
can be chronic as well as acute — when the coronary artery vasoconstriction is quite rapid and
sudden. Unstable angina pectoris is the most frequently occurring manifestation of the acute

coronary syndrome [1].

Sustaining a healthy lifestyle is crucial both for the healthy individuals and for the ill ones,
especially for those suffering from cardiovascular diseases. This issue is particularly interesting
for many researchers, and in order to describe this, they use a vast spectrum of research tools.
In this research the health behaviour ratings among the patients with unstable angina pectoris
were obtained using the Inventory of The Health Behaviour (1ZZ) scale and the authorial
methodology. The results of the study indicated the prevalence of ‘average’ health behaviours.
In the research sample many risk factors like alcohol and tobacco consumption, lack of physical
exercise and inappropriate diet, were observed. The studies by Mejer (and others) among 86
patients with recent Acute Coronary Syndrome experience and among the control group
confirm the result of this study. Both the patients who had ACS history and people considered
as healthy do not observe the recommendations related to the healthy lifestyle. The authors
indicate the necessity of altering the current lifestyle within the primary and secondary
prevention framework [11]. The results correlate with the study by Pogorzelska (and others)
conducted on a research sample of patients who suffered from ACS 6 months prior to the study
— the ratings of the patients before and after the ACS indicate the occurrence of all the risk
factors before the IHD, whereas 6 months after the ACS they indicate significant improvement
in some of the behaviour categories (controlling blood pressure, hyperlipidaemia and diabetes
and smoking tobacco). The authors pointed to an insufficient level of care [12]. Similar results
were obtained by Kozek (and others) among 50 people with myocardial infarction and among
50 healthy people, and they indicate that the majority of each group declared an unhealthy
lifestyle [9].

The original research showed that women declared better health behaviour than men, and that
statistically significant differences with regard to healthy eating habits, preventative actions,
health practices and the overall 1ZZ score were observed. No differences between the ratings of
positive mental attitude were found. These results show the differences in biology, ageing
processes and behaviours between genders. Similar observations were made by Szkup (and
others), according to whom women declared the observance of healthy eating habits,
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preventative practices and health practices more often than men. Positive mental attitude was

similar for both groups [14].

The original research showed that people aged 61-70 and older declared better health behaviour
than people aged 56-60, 55 and younger in preventative actions, positive mental attitude, health
practices categories and in the overall 1ZZ score. The differences were statistically significant.
On the other hand, healthy eating habits ratings were just slightly higher among the patients
aged 55 and younger. However surprising this result might seem, it may come from older
research subjects having greater knowledge and health awareness, acquired throughout their

longer lives.

The study reveals that the inhabitants of urban areas rated their health behaviour better than
those from rural areas, with an exception of health practices category. Only in healthy eating
habits category were the differences statistically significant. This result might suggest that

people living in urban areas pay more attention to meals they have.

The statistical analysis did not demonstrate substantial differences in health behaviour ratings
with regard to education. However, the collected information from the patients suggests that
the patients with primary education demonstrated the lowest ability to control their health, with
regard to self-assessed physical activity, awareness of the “food pyramid” term, having their
own developed ways of coping with stress, the number of hours devoted to their sleep, alcohol
and tobacco consumption. Patients with primary education had lower ratings compared to those

with secondary and higher education.
Conclusions

1. Patients suffering from unstable angina pectoris demonstrated an average level of health
behaviour.

2. The health behaviour of the patients with unstable angina pectoris was affected by: age,
gender, education and place of residence.

3. The health behaviour ratings of the patients with unstable angina pectoris were the best
among the patients aged 61-70.

4. Women demonstrated higher levels of health behaviour than men.

5. Patients with primary education had the worst health behaviour ratings.

6. The health behaviour of the patients with unstable angina pectoris ratings were better

for the inhabitants of urban areas.
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7. Better health behaviour was demonstrated by the subjects who rated their physical
activity as “very good”, were aware of the food pyramid, had breakfast every day, had

4-5 meals a day, did not consume alcohol and tobacco and attended preventative medical

examinations.
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