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Abstract

Background: Studies have shown a correlation between gender and an ability to change lifestyle to reduce the
risk of disease. However, the results of these studies are ambiguous, especially where a healthy lifestyle is
concerned. Additionally, health behaviors are strongly modified by culture and the environment. Psychological
factors also substantially affect engagement with disease-related lifestyle interventions. This study aimed to examine
whether there are differences between men and women in the frequency of health care behavior for the purpose
of reducing cardiovascular risk (CVR), as well as cognitive appraisal of this type of risk. We also aimed to identify the
psychological predictors of engaging in recommended behavior for reducing the risk of cardiovascular disease after
providing information about this risk in men and women.

Methods: A total of 134 consecutive eligible patients in a family practice entered a longitudinal study. At initial
consultation, the individual’s CVR and associated health burden was examined, and preventive measures were
recommended by the physician. Self-care behavior, cognitive appraisal of risk, and coping styles were then assessed
using psychological questionnaires. Six months after the initial data collection, the frequency of subjects’ self-care
behavior was examined.

Results: We found an increase in health care behavior after providing information regarding the rate of CVR in
both sexes; this increase was greater for women than for men. Women followed self-care guidelines more often
than men, particularly for preventive measures and dietary advice. Women were more inclined to recognize their
CVR as a challenge. Coping style, cognitive appraisal, age, level of health behaviors at baseline and CVR values
accounted for 48% of the variance in adherence to self-care guidelines in women and it was 52% in men. In
women, total risk of CVD values were most important, while in men, cognitive appraisal of harm/loss was most
important.

Conclusions: Different predictors of acquisition of health behavior are encountered in men and women. Our
results suggest that gender-adjusted motivation models influencing the recognition process need to be considered
to optimize compliance in patients with CVR.
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Background
Implementing primary prevention, including smoking
cessation, healthy diet programs, obesity clinics, and the
promotion of exercise, contributes to 25% of the total
decline in coronary heart disease-related mortality [1-5].
Studies have also addressed the gender-specific efficacy
of particular lifestyle interventions aimed at improving
patients’ cardiovascular risk profile [6,7]. They have sug-
gested that cultural and environmental factors could
modify this process; in particular for women who, des-
pite their lower cardiovascular risk profile, are in rela-
tively worse physical shape and have a bigger symptom
burden than men [8-10].
Among several bio-psychosocial factors influencing an

individual’s health behavior pattern, cognitive factors ap-
pear to be the most open to discussion, and hence negoti-
ation, in consultation with a physician. These psychological
traits may be observed and then modified in the family
practice setting to induce better health promotion in pa-
tients (e.g., coping style may be modified) [11-14]. How-
ever, the effect of social background on the pattern of
adopted healthy behavior has been predominantly investi-
gated so far [7-10].
A number of studies have shown a correlation between

sex and an ability to change lifestyle to reduce the risk
of disease [7,15-22]. However, the results of these studies
are ambiguous, especially where healthy lifestyle is con-
cerned. Studies have also highlighted that health behaviors
are strongly modified by culture and the environment.
Many studies have shown that women use health care

more often than men. This phenomenon is often ex-
plained by differences in biological functions related to
the sexes. Ailments related to the menstrual cycle, preg-
nancy, and hormonal changes during menopause may
account for the fact that women make use of medical
procedures more often than men [7].
Older women, who retire earlier than men, and have

been widowed, often use medical institutions as a way of
satisfying their needs for social contact. However, previ-
ous findings have suggested that women often postpone
diagnostics and prevention procedures because of their
family duties (e.g., taking care of their children, house-
keeping, and simultaneously maintaining an occupation
or career) [23,24]. Other studies have suggested that com-
pliance is more often observed in men than in women,
and this is attributed to a higher education and material
status, as well as their lower burden of a gender role con-
flict (e.g., cardiovascular prevention with the use of aspirin
[17], physical activity [25-27], general cardiovascular risk
primary prevention [23], and reduction of obesity [28]).
With men being less overloaded by combining occupation
and family roles, they may engage more regularly in the
above-mentioned types of behavior. Women’s beliefs of
being less prone to cardiovascular disease (CVD), which
are often triggered by the media, may also account for the
above-mentioned differences [7]. In spite of the growing
consumption of alcohol and the number of cigarettes
smoked by women, in many countries they are still less
likely to smoke or drink alcohol than men. Moreover,
weak alcohol beverages are dominant in women’s patterns
of alcohol use [7,27,29-31]. These differences between
sexes are more prominent in difficult situations (e.g.,
under emotional pressure, men are more willing to drink
or smoke cigarettes) [7,29,32].
Self-assessment of one’s health is essential to undertake

appropriate preventive action, but findings of studies con-
cerning this are inconclusive [33]. Research describing
women’s evaluation of their physical health is contra-
dictory, with reports that regardless of their lower CVD
risk, women evaluate their health as poorer than men
[7,10,24,34], or in some cases, better than men [35].
Changing lifestyle and maintaining this new state is

difficult for individuals. There is a tendency to abstain
from continuing healthy behavior if the effort of uphold-
ing such activity is higher than one’s own resources
[36,37]. This type of situation can focus an individual’s
attention on coping with stress and emotions [38,39].
The risk of alcohol or substance abuse, as well as aban-
doning recommended dietary or other prevention mea-
sures, is increased. This behavior is unhealthy, but it
generates a positive effect. This behavior temporarily in-
creases the quality of life but it has no effect on medical
indicators of wellbeing [38-40]. Therefore, coping is es-
sential to initiate and maintain a healthy lifestyle.
Patients’ reactions to stress appear to mostly depend on

cognitive appraisal of the situation. Lazarus and Folkman
stated that “Cognitive appraisal is an evaluative process
that determines why, and to what extent, a particular
transaction or series of transactions between the person
and the environment is stressful” [39]. Cognitive appraisal
accounts for the first stage of the coping process in which
the stressor is recognized and further accommodated for
as a challenge, harm/loss, or threat. Therefore, cognitive
appraisal determines the coping strategy used [39,41,42].
According to the cognitive behavioral theories regarding
the occurrence of emotions and the generation of activ-
ities [43-45], cognitive content informs the person’s emo-
tions, as well as his or her behavior. Therefore, appraisal
of the stressor in terms of harm/loss is frequently followed
by sadness, grief, and passive behavior. In addition, a
threat gives rise to anxiety and escape or erratic behavior,
while challenge may result in a variety of emotions, in-
cluding positive emotions such as hope, and these are ac-
companied by involvement and goal-oriented activities.
Coping style is also affected by numerous personality

traits and habits. Inter-sex differences in avoidance
styles are adopted. Women participate in social support
to address difficult situations, share problems with
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others, and present a more outgoing attitude towards
co-sufferers by revealing their concerns and exchanging
experiences more frequently than men [46-51]. Using
CVD as an example, once the threat of a cardiovascular
event is recognized, cognitive appraisal of the situation
and individual coping style substantially affect the pat-
tern of self-care behavior in people. Empirical data are
still scarce on the practical implications of psychological
determinants for the primary prevention of cardiovascu-
lar disorders in men and women.
This study aimed to explore the inter-sex differences

in the adopted pattern of self-care behavior for the pur-
pose of reducing cardiovascular risk (CVR), as well as the
cognitive appraisal of this risk. Although these differences
were presumed at baseline, directional hypotheses were
not able to be defined because of the ambiguous results of
previous research. Another purpose of the study was to
identify the predictors for maintaining healthy behavior
targeted at reducing the CVR in women and men.

Methods
Participants
A total of 150 patients were successively recruited as
they appeared in family practice if they met the follow-
ing criteria: there were no serious chronic diseases; there
was no serious cognitive impairment; patients were aged
40–65 years; and patients consented to participation and
follow-up.
Sixteen subjects (10.7%) did not participate in the

study because of a lack of time. The process of patients’
recruitment and the scheme of the study are shown in
Figure 1. The process of recruiting participants for this
study lasted 2 weeks (21 November – 5 December
2011). A total of 134 patients (73 women and 61 men)
met all criteria and were included in the study (Table 1).
Ethics approval for the study was provided by the Ethics
Committee of the University of Silesia.

Data collection
Study design and procedure
This prospective study consisted of two parts (Figure 1).
The first stage of the study focused on the patient’s
coping style, as well as the level of health activity assess-
ment. The Polish version of the Coping Inventory for
Stressful Situations (CISS) [41] and Health Behavior
Inventory (HBI) [52] were used. Having obtained the par-
ticipants’ consent, the following measurements were per-
formed: systolic blood pressure, total cholesterol level, and
high-density lipoprotein. The participants were then asked
to complete Polish versions of the CISS and HBI. Having
obtained laboratory data, the risk of CVD for each patient
was calculated using the Systematic Coronary Risk Evalu-
ation (SCORE) Chart [53]. All questionnaire data were
collected by a resident or a psychologist.
Doctors talked to patients about their predicted CVD
risk. They discussed some appropriate changes in the pa-
tient’s lifestyle. This discussion lasted approximately 30 mi-
nutes and was carried out by the same physician (I.S.).
Finally, immediately after this consultation, patients were
asked to fill in a questionnaire on cognitive appraisal of
CVD risk assessment [42].
The second phase of the study took place 6 months after

the initial data collection. The researchers responsible for
data collection (J.K. and E.W.) invited patients by a tele-
phone call to visit the family practice to complete ques-
tionnaires. Forty-one subjects could not participate at the
family practice, and therefore they were asked to answer
all of the questions by phone. Data were collected from all
134 participants recruited in the first phase of the study.
Patients were asked to fill in a questionnaire on recom-
mended health behavior (HBI) (Figure 1).

Assessment tools
CVD risk assessment The Polish version of the SCORE
Risk Chart was used [53]. This chart is recommended by
the European Society of Cardiology for calculating the
absolute 10-year probability of developing a fatal cardio-
vascular event. The SCORE Risk Chart takes the follow-
ing factors into consideration: sex, age, smoking status,
systolic blood pressure, and the total cholesterol/high-
density lipoprotein ratio. The SCORE Risk Chart allowed
participants to be categorized into one of the following
risk groups: low (<3%), medium (3–4%), or high (≥5%).

Health behavior The reported pattern of self-care be-
havior adopted was determined using the Health Behav-
iors Inventory (HBI) [52]. This questionnaire comprises
24 items and covers four different categories of behavior:
dietary self-management, preventive measures, healthy
practices, and positive mental attitude.

Cognitive appraisal of stressors and coping The Cog-
nitive Situation Assessment Questionnaire was used to
examine cognitive appraisal parameters [42]. Study partic-
ipants were given a version addressing patient recognition
of their chances of developing fatal CVD. This question-
naire comprises 35 items and can be used to explore cog-
nitive appraisal parameters. Items are grouped into
different categories of challenge, harm/loss, and threat.
The Polish version of the Coping Inventory for Stress-

ful Situation (CISS) [41,54] was used to determine each
participant’s coping style within the following three dif-
ferent categories: (1) The task-centered style is charac-
terized by concentrating one’s attention and efforts on
attempts to find a solution for a certain problem. In the
case of being at risk of a culprit lesion, this style may
induce diet changes, introducing physical activity, or ac-
tive searching for information regarding possibilities of



Figure 1 Recruitment process and the study scheme.
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improving one’s health (2). The emotion-centered style
is characterized by concentrating on one’s emotions,
such as anger, anxiety, or guilt. In stressful situations,
this category might induce wishful thinking and fantasiz-
ing aimed at reducing any tension experienced. However,
this category may also be linked with refraining from ac-
tivities that are important to one’s health, or even en-
gaging in non-healthy behavior (e.g., smoking or excessive
consumption of alcohol) (3). The avoidance-centered style
is characterized by a tendency to avoid thinking, experien-
cing, or living through a threatening situation. As a result,
the necessity of resolving a health problem is postponed
in time. This process might be as follows: engaging in sub-
stitute actions (i.e., excessive eating, distracting one’s
attention, engaging in thinking about pleasant matters,
watching television more than usual, reading books on
neutral topics, and excessive sleepiness); and seeking so-
cial contacts. The CISS comprises 48 items assessed with
the Likert scale.

Data analysis
Statistical analysis was carried out using SPSS version 21.0.
Descriptive data are presented as means and standard devi-
ations for continuous data and percentages for categorical
data. To examine differences in baseline characteristics
(descriptive data, cognitive appraisal of CVD risk, and style
of coping with stress) between men and women, the Stu-
dent’s t-test and the chi-squared test were used.



Table 2 Cognitive appraisal of CVR and style of coping
regarding gender

Stress Gender [mean (SD)] t

Females Males

Cognitive appraisal of CVD risk

Threat 17.98 (5.81) 18.77 (6.20) 0.65

Harm/loss 9.96 (2.52) 9.61 (1.84) 0.83

Challenge 36.04 (6.14) 32.83 (5.75) 3.98**

Style of coping

Task-oriented 57.65 (8.05) 59.31 (6.13) 1.18

Emotion-oriented 42.83 (9.02) 42.22 (8.95) 0.28

Avoidant 45.60 (6.73) 44.38 (9.23) 0.65

Note: **p < .01 Student’s t-test.

Table 1 Descriptive characteristics of the study participants

Variable All Males Females Comparison between males and females

N = 134 N = 61 N = 73 p

Marital status Single 2.2 1.6 2.7 nsa

Married/Partnership 73.1 73.8 72.6

[%] Widow(−er) 10.5 8.2 12.3

Separated 14.2 16.4 12.3

Education Primary 2.2 1.6 2.7 nsa

[%] Vocational 23.1 19.6 26.0

Secondary 50.8 47.5 53.4

University 23.9 31.2 17.8

Age [Mean (SD)] 56.67 (9.29) 55.02 (9.02) 54.42 (9.53) nsb

Risk of CVD (SCORE) Low 54.2 28.9 72.6

Moderate 22.4 35.6 12.9 .001a

[%] High 23.4 35.6 14.5

Note: a – chi-squared test; b – Student’s t-test; ns – statistically non-significant.

Szymczyk et al. BMC Family Practice 2013, 14:165 Page 5 of 10
http://www.biomedcentral.com/1471-2296/14/165
To determine whether gender and possession of infor-
mation about the possible risk of CVD have an effect on
engaging in health behavior, a multivariate repeated-
measures ANOVA was conducted. The dependent vari-
able was the frequency of health behavior 6 months after
having received information on the rate of risk for CVD
and the independent variables were gender and state of
knowledge about CVR (before and after information
concerning CVD risk).
To explore relationships between psychological fac-

tors, such as cognitive appraisal of the CVD risk and
coping style, and engaging in health behavior, Pearson’s r
correlation coefficient was calculated.
To identify predictors of engaging in healthy behavior

in women and men, multiple regression analysis was
conducted. The dependent variable was the change in
frequency of healthy behavior aimed at reducing the risk
of CVD, which participants engaged in 6 months after
having received information about the CVR. This change
was defined as a difference between the frequency of
healthy behavior post- and pretest. The following vari-
ables were entered as independent variables: age, health
behavior at baseline, SCORE at baseline, cognitive ap-
praisal of risk, and coping style. Regression analyses
were conducted separately for men and women.

Results
CVD risk in men was significantly higher (p < 0.001)
than that in women (Table 1). A total of 71.1% of men
had at least a moderate CVD risk, while in women, over
two-thirds were in the low-risk group.
Women and men treated information about their risk

of fatal CVD mostly as a challenge. Some of them con-
sidered this risk a harm/loss and only a few took it as a
threat. Comparison by t-test between men and women
showed statistically significant differences only in the chal-
lenge category (p < 0.01). Women were more inclined than
men to recognize their CVR as a challenge (Table 2).
Remaining categories of the cognitive appraisal of CVD
risk presented with equal frequency in men and women.
No difference was observed between men and women
with regard to coping styles.
The level of adherence to self-care recommendations

before and after 6 months since the discussion on CVD
risk, taking gender into account, is shown in Table 3. In
multivariate repeated-measures ANOVA, several effects
were found to be significant: there was a main effect of
gender (eta2 = 0.12; p < 0.001), a main effect of informa-
tion about CVD risk (eta2 = 0.13; p < 0.01), and an inter-
action effect of gender and information about CVD risk
(eta2 = 0.19; p < 0.001). Women engaged in health care
behavior more than men. Information on CVR caused
women and men to increase their engagement in health
care behavior. This observed interaction effect suggests



Table 3 The risk of CVD related to changes in adherence to health behavior by sex

Health behaviors Gender Information about CVD risk Sources of variance [F]

[Mean (SD)]

Before information After information Gender Info Gender*Info

All behaviors M 74.21 (15.30) 77.73 (14.02) 11.99*** 8.32** 12.24***

F 76.37 (14.46) 89.36 (12.12)

Dietary self-management M 16.87 (4.67) 18.09 (4.33) 10.23** 7.13* 10.76***

F 16.96 (3.05) 21.28 (3.93)

Preventive measures M 17.84 (3.85) 19.52 (4.01) 10.05** 6.08* 7.82**

F 18.98 (3.76) 23.83 (4.98)

Healthy practices M 16.92 (4.12) 18.98 (4.65) 4.14* 5.47* 2.26

F 18.93 (4.39) 20.82 (4.50)

Positive mental attitude M 20.57 (4.64) 20.82 (4.09) 5.21* 1.98 3.36*

F 21.49 (3.53) 23.09 (3.87)

Note: M – men (n = 61); F – females (n = 73); Info – information about CVD risk; *p < .05; **p < .01; ***p < .001; multivariate repeated-measures ANOVA.
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that when women receive information about CVR,
they introduce bigger changes in health care behavior
than men.
In women, there was an overall adherence to self-care

regimens, particularly with respect to preventive mea-
sures, which were associated with an avoidance-centered
coping style (Table 4). In men, there was a positive cor-
relation (p < 0.01) between recognition of CVR as a chal-
lenge and adherence to preventive measures. Regardless
of gender, elderly people in this study were more in-
clined to adhere to self-care recommendations.
A multiple regression model in men accounted for

52% of variance in the acquisition of healthy behavior
(Table 5). Only health behavior at baseline and cogni-
tive appraisal of a situation as a harm/loss event was
significantly correlated with men’s adherence to self-
care guidelines. In women, 48% of the variance in ad-
herence to self-care guidelines was accounted for by
the dimensions of cognitive appraisal, coping style, age,
Table 4 Correlation between adopted health behavior and se

Factors Health behaviors
(total)

Dietary self-
management

F M F M

Task-oriented coping style .43* -.23 .39* -.1

Emotion-oriented coping style -.01 .03 -.02 .04

Avoidant coping style .38* .19 .05 .10

Cognitive appraisal-threat -.34* -.02 -.38* -.2

Cognitive appraisal-harm/loss -.32* .02 -.37* -.0

Cognitive appraisal-challenge .22 .46* .17 .11

Cardiovascular risk .24 .27 .01 .22

Age .32* .36* -.01 .22

Education .01 .07 .12 .08

Note: N = 134; F – females (N = 73); M – males (N = 61); *p < .05; **p < .01; ***p < .001
health behavior before information about CVD risk and
CVR (Table 5). Considering the predictive strength of each
factor, better adherence to healthy behavior was signifi-
cantly associated with total CVR values alone and higher
level of health behavior at baseline.

Discussion
This study showed gender differences in the pattern of
healthy behavior adopted by patients targeted for reduc-
tion of CVR in Polish general practice. Women adhered
more strictly to the doctor’s recommendations than
men. Several cultural factors may support this finding.
In the Polish collective memory, there is a strong stereo-
type of the “Polish Mother” (“Matka Polka”), a woman in
charge of the family and household prosperity [55,56].
Although contemporary Polish women successfully com-
pete with men in the workplace, striving to reconcile
household activities with job requirements, they are still
expected to deny their own ambitions and abandon
lected psychological factors with regard to gender

Preventive
measures

Positive mental
attitude

Healthy practices

F M F M F M

3 .44** -.27 .29 -.19 -.06 -.18

.11 .24 -.16 .00 -.11 -.19

.48** .40* .36 .13 .06 -.02

2 -.18 .08 -.28 .10 -.29 .00

3 -.16 .06 -.27 .01 -.25 .02

.20 .56** .23 .51** .03 .29

.21 .20 .28 .22 .17 .23

.22 .35* .32* .31* .41*** .27

-.01 -.03 -.10 .09 -.05 .14

; Pearson correlations coefficients.



Table 5 Factors affecting the change of adherence to self-care guidelines in men and women with established CVRs

Factors affecting change of
health behavior

Men (N = 61) Women (N = 73)

adj.R2 = 0.52 adj.R2 = 0.48

β SE p value β SE p value

Age 0.03 0.24 0.876 −0.12 0.23 0.499

Health behaviors at baseline 0.79 0.15 <0.001 0.55 0.12 <0.001

Cognitive appraisal

Threat −0.01 0.34 0.969 −0.14 0.26 0.416

Harm/loss 0.59 0.16 <0.001 −0.37 0.97 0.072

Challenge −0.04 0.78 0.794 0.15 0.79 0.324

Coping style

Task-centered −0.07 0.30 0.571 −0.07 0.21 0.627

Emotion-centered 0.01 0.24 0.997 −0.28 0.21 0.070

Avoidance-centered −0.10 0.20 0.444 0.14 0.26 0.311

Total CVD risk estimate (SCORE) −0.12 2.69 0.417 0.57 0.41 0.005

Note: Multiple linear regression.
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prestigious jobs to support their husband’s and chil-
dren’s personal development and careers [24,55,56].
This somewhat conservative model of distinct gender
roles is clearly reflected in almost every aspect of con-
temporary life, and implemented from early childhood
and in primary education [55-58].
This conservative attitude (relative to some western EU

countries) is deeply rooted among parents and teachers
who tend to attribute different personality traits to boys
and girls, thereby imposing distinct needs and values on
them. Therefore, daughters are taught to be submissive,
ready to make sacrifices as good mothers and wives. At
the same time, boys are brought up in a competitive spirit,
coping with adversity, focusing on career advancement
and success in public life. In this process, despite women’s
relatively higher education, better job qualifications, and
rising participation in the workplace, as much as 80% of
women focus on their household and family commitments
as their natural and single social activity [55,56].
Such a submissive attitude could account for women’s

greater adherence to self-care recommendations. A fur-
ther interpretation is that the “Polish Mother” strives to
stay in good health to maintain her protective function
towards her children, and ensures her husband is not
deprived of support. This interpretation supports our
findings concerning women’s more frequent appraisal of
CVR as a challenge. The same applies to CVR itself,
which was the main predictor of adherence to self-care
behavior in women in our study. The “Polish Mother”
seeks self-care, possibly because her family is in danger.
Our study is consistent with other Polish reports concern-
ing women’s better self-rated compliance with a doctor’s
instructions [27,59].
Our study showed that an avoidant style is associated
with preventive measures particularly with women who
also undertake healthy behavior more frequently. The
avoidant style itself is characterized by seeking and build-
ing closer social relations, which in turn serve as a pro-
vider of mutual support and relieve the personal stress
associated with health hazards [7,47,60]. As a result, when
women have their emotional state moderated, they are
then much more likely [27] to adopt a recommended pat-
tern of health behavior.
Our study showed that cognitive appraisal of harm or

loss was a predictor of adherence to self-care regimens
in men. Interpreting this from an analogous perspective
of the influence of cultural background, men in Poland
take establishing a higher position in society for granted.
In the common thinking of Polish people, unemploy-
ment status or redundancy does not devalue women,
who still have a highly esteemed position in their fam-
ilies, but it severely degrades men. Because of the rela-
tive stability of men’s social rank, they are rarely forced
to strive for better control of their opportunities for so-
cial lives. Therefore, the potentially unexpected loss of
these intrinsic resources prompts them to act strongly to
counter that potential risk. In contrast to women, men
in Poland attribute more importance to the quality of
current life, rather than health in old age [7]. Therefore,
the sense of deprivation (cognitive appraisal of harm/loss)
and recognition of a potentially poorer life and work pros-
pects appear to motivate men to conduct healthy behavior
to maintain their current life.
For elderly people, their better adherence to self-care

recommendations may be explained by the common as-
sociation of health care centers with social support
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providers for them [7]. Faced with deterioration of their
support network, elderly people visit their family physician
to provide more opportunity for interaction. However, this
model appears to imply that such patients have at least
minimal compliance with their doctor’s recommendations.

Limitations
This Polish study was carried out on patients of a single
family practice, managed by an organized team compris-
ing family physicians, a psychiatrist, and a clinical psych-
ologist with experience in guidance on preventive
programs. Further study with a larger sample of patients
in diverse environments is required. The self-rated ques-
tionnaires used in this study may be a source of respond-
ent bias. However, these questionnaires were chosen
because they are reliable and validated for evaluating ad-
herence to self-care recommendations. Gender can be
thought of as an aggregated variable [61]; namely, as
encompassing many other variables and values that were
not separately accounted for in this study. Controlling for
psychological sex, a more specific mental property, and
other elements could allow expansion of our study in a
broader population.

Practice implications
Our study has several practice implications concerning
the motivation process for adopting healthy behavior in a
Polish general practice. Other studies [62,63] have shown
that better results are achieved when doctors adjust the
type and quantity of information communicated to pa-
tients according to an individual’s coping style. Our study
implies that a parallel exists in gender-specific expecta-
tions towards the intervention studied with regard to the
specific cultural setting. Our study suggests that for
women, CVR needs to be emphasized together with pos-
sible preventive measures based on inherent resources
(the recognition of risk as a challenge). A particular ap-
proach is via family responsibility, as well as the support
of a peer network. Our study implies that men consider
important the realization of an impaired quality of current
or future life with adverse implications for social participa-
tion, career prospects, or sexual health.

Conclusions
Our study shows that there are different predictors for ac-
quiring healthy behavior in men and women. In women,
recognition of total risk is of the highest consequence,
while in men, it is cognitive appraisal of harm/loss. This
finding implies that sex-adjusted motivation models need
to be considered to optimize patient engagement. Further
investigation is required concerning sex differences in
CVR appraisal and its effect on adherence to preventive
measures in different cultural environments.
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