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Abstract

:

Ideal cardiovascular health (CVH) has been defined by the American Heart Association as the lack of cardiovascular disease and the presence of seven key factors and health behaviors. In this study, we aimed to estimate the prevalence of ideal and poor CVH among the Polish adult population based on the example of the inhabitants of Janów district in Lubelskie Voivodship, taking the chosen socio-demographic factors into consideration. This is a cross-sectional study conducted among 3901 adults without cardiovascular diseases, aged between 35 and 64 years. Participants completed a questionnaire, and they had anthropometric and physiological measurements taken. Blood samples were analyzed for fasting glucose and cholesterol levels. Ideal CVH was found in 5.4% of the participants, with the advantage of being toward city dwellers over those living in the rural areas (6.3% vs. 5.0%) p = 0.02. In the case of the residents of rural areas, their likelihood of having an ideal body mass index (BMI) was found to be 22% lower (odds ratio (OR) = 0.78; 95% CI: 0.66–0.92), their likelihood of having an ideal diet was found to be 27% lower (OR = 0.71; 95% CI: 0.54–0.94), their likelihood of having perfect blood pressure was found to be 29% lower (OR = 0.71; 95% CI: 0.56–0.89), and their likelihood of having the perfect glucose levels was found to be 28% lower (OR = 0.72; 95% CI: 0.63–0.84), than the residents of urban areas. The prevalence of ideal cardiovascular behaviors and factors is lower in the rural community compared with people living in the city. Results indicate that more effort should be dedicated toward the country’s health policy, specifically concerning primary prevention. Preventive actions in the field of cardiovascular disease should be addressed to the residents of rural areas to a larger extent.
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1. Introduction


Cardiovascular disease (CVD) is one of the primary causes of death around the world, despite the widespread implementation of preventive strategies and the development of effective therapies [1,2]. It was estimated that in 2013, approximately 17.3 million people died of CVD, with 80% of these deaths occurring in countries with a low or average income. On the contrary, in developed countries with high income, there was a noticeable decrease in the death rate caused by ischemic heart disease and cerebrovascular accidents [3,4]. It is estimated that 4 million people die in Europe yearly due to CVD [5]. Poland is classified as high-risk mortality country due to CVD (i.e., mortality of CVD >450/100,000 in men and >350/100,000 in women) [6]. In addition, in Poland mortality due to CVD in rural areas is about 20% higher than in urban areas [7,8].



Preventive measures implemented at the level of the general population, promoting a healthy lifestyle, as well as at the level of individual engagements, i.e., with those burdened with moderate to high CVD risk or patients with diagnosed CVD, play a significant role in preventing the development of cardiovascular diseases by modifying unhealthy style of life [6]. The results of the Coronary Artery Risk Development In Adult (CARDIA) study suggest that 80% of CVS incidents can be avoided by optimizing the control of risk factors and adjusting the lifestyle, including changing the diet [9]. The European Society of Cardiology (ESC), in the guidelines for the prevention of cardiovascular disease, emphasizes the need for lifestyle changes in the prevention of cardiovascular risk. The ESC sets goals aimed at modifying risk factors in clinical practice to which the patient should strive to minimize cardiovascular risk; these risk factors include: smoking (no exposure to smoke in any form), diet (low in saturated fat, containing whole grains, vegetables, fruit and fish), physical activity (≥150 min/week of moderate effort 30 min for 5 days per week or 75 min/week of vigorous physical activity or combination of the above), normal lipogram and blood glucose values, as well as body weight and perimeter belt (BMI 20–25 kg/m2, waist circumference <94 cm, men or <80 cm in women). Moreover, the ESC recommends the use of cards Systemic Coronary Risk Estimation (SCORE) for the assessment of the overall cardiovascular risk in clinical practice [6]. The ESC strategy for the prevention of cardiovascular disease focuses on reducing the risk factors.



In 2010, the American Heart Association (AHA) set itself the goal of improving cardiovascular health (CVH) by 20% in the American population by the year 2020. The concept of ideal cardiovascular health (ICH) was then created, the indicators of which allows to control and set strategic actions with respect to the practice of preventive cardiology. The defined criteria of ICH are based on the following 7-elements tool: four behavioral factors (smoking, physical activity, BMI, and diet) and three biological factors (blood pressure, blood glucose, and cholesterol levels). The level of maintaining particular components sets a CVH plane covering three categories: poor, intermediate, and ideal [4]. This approach emphasizes primary prevention, in which effort is directed toward preventing the development of behavioral risk factors, which is the opposite of the secondary prevention, which focuses mainly on the occurrence or reoccurrence of CVD [10]. Research has confirmed that the number of ideal factors of CVH is a strong indicator, one which is inversely proportional to mortality in American [11] and Chinese populations [12] and the changes in arterial vessels linked to atherosclerosis [13]. Unfortunately, the occurrence of ICH remains low in the American and European population [14,15,16,17]. Scientific publications regardingthe prevalence of ICH in Central-Eastern Europe are scarce, especially when it comes to those living in rural areas.



Poland was a developing country that underwent a political transformation, as did most countries in Central-Eastern Europe. Therefore, it is possible to assess the CVH for this part of Europe using Poland’s example. Research has shown that the risk of CVD is five times lower among people with ICH than that ofpeople with poor CVH [11,14,18]. Therefore, identification of people with potentially modifiable barriers in reaching ideal CVH should be a priority for public health.



Therefore, in this study, we aimed to estimate the prevalence of ideal and poor CVH in the Polish adult population based on the example of inhabitants of the Janów district, in Lubelskie Voivodeship (Eastern Poland) following the criteria of the AHA. Our secondary objective was to assess the relationship between place of residence and gender and ICH.



Data of the Central Statistical Office, the Local Data Bank (GUS, BDL) for 2012 indicate that cardiovascular diseases were responsible for 58.1% of all deaths in Janów district, while in Poland in the analyzed period, mortality for the same reasons accounted for 46.1% of all deaths [19]. Correspondingly, the analysis of many indicators of the socioeconomic situation of people living in this area was also very unfavorable, similarly when compared to the general population, i.e., a higher rate of people with primary education in relation to the general population (27.55% vs. 23.2%, respectively) [20], and an unemployment rate of 15.6%, compared with an unemployment rate of 14% for the country [21]. The indicator regarding the number of people in families who receive social assistance for Janów district was relatively high—the social welfare system covered as much as 14.6% of the population (for comparison, the average in Lubelskie Voivodeship is 9.4%) [22].




2. Materials and Methods


2.1. Study Design and Participants


A prevention and health promotion program with respect to the awareness of CVDs, entitled “Follow Your Heart” (“Weź sobie zdrowie do serca”), was conducted between 06.14.2015 and 03.20.2016 among the residents of Janów district, Lubelskie Voivodship, Eastern Poland (Figure 1). The implementation of the above project, as a part of the Program PL 13 “Limiting social inequities in health” funded by the Norwegian Financial Mechanism 2009–2014 through a tender procedure, was possible in local communities with high standardized mortality rates, including cardiovascular reasons as causes. The list of districts eligible to participate in the competition was developed based on the highest standardized mortality ratios (SMRs) for the period 2009–2011 in terms of: cancer, cardiovascular diseases, respiratory diseases, digestive system diseases, external causes, and total mortality. Janów district was found on this list, taking the third position (SMR = 1.357) among the 38 districts characterized by the highest mortality rates standardized CVD [23].



47,500 people lived in Janów district in the period preceding the study [24]. The group participating in the project included inhabitants aged 35–64, accounting for18,827 people, according to population and electoral records of Janów district. The recruitment of research participants and promotion of the project was conducted through district and municipal local councils and cooperating institutions (religious associations, workplaces, associations and public-benefit organizations) and by direct telephone calls to prospective participants. To ensure equal access to the project for the prospective participants, 15 points were organized in Janów district, where respondents could register (14 mobile points, traveling in different towns; and one stationary point, located in the City Hospital, which also had a coordinating function). As many as 4040 people accepted the invitations to participate in the project; the general participation rate in our research was 21.45% of the eligible population. All participants agreed to undergo tests and provided their consent to participate in this study. Following were the exclusion criteria: previous cardiovascular incident (heart attack or cerebrovascular accident) cardiomyopathy, chronic kidney disease, pregnancy, being unable to provide consent, immobility, and living in nursing homes or in prisons. A total of 4040 people participated, among which139 participants were excluded from the study due to their prior history of cardiovascular incidents (heart attacks or cerebrovascular accidents). Data on the incidence of cardiovascular events were collected in a direct interview. In addition, each of the respondents had a resting ECG, evaluated and interpreted by a Doctor of Medicine. This study was approved by the Bioethical Commission of the Medical University in Lublin (no. KE-0254/112/2014) and was conducted in accordance with the Declaration of Helsinki. All the final participants provided written informed consent.




2.2. Data Collection


The team collecting the data consisted of trained nurses. All participants filled in the questionnaire and underwent anthropometric tests (weight and height), physiological tests (two measures of blood pressure), and had their venous blood samples collected in order to analyze glucose and total cholesterol levels in blood serum, through fasting. The questionnaire included items concerned with the past and currently treated diseases.




2.3. ICHMetrics


Indicators of ICH and their components were calculated according to AHA guidelines, using cut-off indicators for adults (Table S1) [4].



2.3.1. Assessment of Biological Components of ICH


Research participants had their blood pressure (BP) measured twice. BP was measuredonthe left arm using an electronic sphygmomanometer. The first measurement was performed after at least a 5-min rest, and the second was performed 15 min after the first measurement. The average of the two was then calculated. If they differed by more than 5 mm Hg, an additional measurement was performed after another 15 min, and the average of the three was used for further data analysis [5]. Ideal blood pressure was defined as a blood pressure of <120/<80 mm Hg without the use of any hypertensive medications. Intermediate blood pressure was defined at SBP 120–139 or DBP 80–89 mm Hg, or if the respondent was taken drug lowering the blood pressure, whereas poor blood pressure was defined as a value ≥140/≥90 mm Hg [4].



Blood samples were taken from the ulna vein, in the morning, after fasting and an all-night rest. This was done using a tube with a coagulation activator and a separation substance (granulate), which was delivered to the laboratory within 4 h. Plasma was separated by centrifugation at 3000 rpm and for 10 min. Blood serum was used to analyze the glucose and total cholesterol levels. Fasting blood glucose (FBG) was measured using the hexokinase enzymatic method, and total cholesterol concentration (TC) was measured by an enzymatic method. Both parameters were analyzed by using Advia 1800 or Advia 1200 apparatus using Siemens reagents. Analyses were performed in the Central Laboratory of Janów Lubelski Hospital.



Ideal capillary FBGis defined as FBG < 100 mg/dL (5.56 mmol/L)achieved by not consuming hypoglycemic medications. Intermediate glucose level isdefined as FBG of 100–125 mg/dL (5.56–6.96 mmol/L) or >100mg/dL (5.56 mmol/L) achieved by not taking hypoglycemic medications. Poor glucose level is defined as FBG ≥ 126 mg/dL (7 mmol/L). Ideal total cholesterol (TC) is defined as TC < 200 mg/dL (5.17 mmol/L)achieved by not taking medications aimed at lowering cholesterol levels. Intermediate cholesterol is defined as TC in the range 200–239 mg/dL (5.17–6.18 mmol/L) or <200 mg/dL (5.17 mmol/L)value, achieved by taking medicines aimed at lowering cholesterol levels. Finally, poor cholesterol level is defined as TC ≥ 240 mg/dL (6.21 mmol/L) value [4].




2.3.2. Assessment of Behavioral Components of ICH


All respondents underwent anthropometric measurements of height and weight. Height was measured within an accuracy of 0.1cm by using an altimeter, and weight was recorded without shoes and other clothing, using a platform scale with an accuracy of 0.1 kg. BMIs were calculated, defined as the body mass (kg) divided by the squared height in meters (kg/m2) [25]. Ideal BMI is defined between 18.5 and 24.9 kg/m2, intermediate between 25 and 29.9 kg/m2, and poor BMI which is ≥30 kg/m2.



In the smoking category, a rating of the ideal was recorded if the respondent never smoked or quit smoking more than 12 months ago. Intermediate smoking is defined as smoking in the past but quit within 1–12 months prior to their participation in this study. Poor category involved everyday smoking (>1 cigarette a day or if the last cigarette was smoked during the last month).



Nutrition was evaluated using the Perinumeric Periodic Table questionnaire according to Starzyńska [26], investigating the nutrition pattern in the last 7 days. The questionnaire consisted of six questions which were linked to the number of meals per day (4–5 vs. 3 vs. less); number of meals incorporating animal protein (all meals vs. 75% of meals vs. smaller number of meals); frequency of consumption of milk and of milk products (every day in 2 meals vs. every day in at least 1 meal, and in 50% of days in 2 meals vs. more rarely); frequency of consumption of raw fruit and vegetables (every day in at least 3 meals vs. every day in at least 2 meals vs. more rarely); frequency of consumption of cooked fruit and vegetables (everyday vs. in 75% of days vs. more rarely); and the frequency of consumption of wholemeal bread, wheat, and pulses (every day at least one of the mentioned products vs. in 75% of days one of the mentioned products vs. more rarely).



The answers given by the respondents were rated in points. For example, on the first question (number of meals in a day), the respondent received 5 points for giving the first answer, 3 points for the second, and no points (0) for the last. Further questions were marked as follow: 5 points for the first answer, 2 points for the second answer, and no (0) points for the last answer. According to the AHA recommendations for nutrition in ideal cardiovascular health, an appropriate number of points was attributed to each response given [4].The maximum number of points awarded was 30 points. Those who obtaineda score in between 30 and 21 points were considered to have a healthy diet, with intermediate being those participants with points ranging from 20 to 13, and a poor diet for those respondents with 12 points or less. Reliability of questions in the scale was measured by the alfa Cronbach indicator and had a value of 0.73.The questionnaire by Starzyńska in confrontation with the method of quantitative evaluation of nutrition (according to the amount of energy supplied by the appropriately balanced meals and the content of protein, fat, carbohydrates, vitamins and minerals designed by a computer program) exhibits high cohesion in terms of reproducibility of provided evaluation [27].The assessment of physical activity was based on a question asking if the respondent participated in regular physical activity for 30 min at least 5 times a week. Physical activity ≥150 min a week was defined as ideal, and physical activity <150 min a week was defined as poor. The assessment did not evaluate physical activity in the intermediate category.




2.3.3. Cumulated Index of Global ICH


From particular behavioral components and biological components described above, we created a cumulated index of ICH in accordance with AHA guidelines. Depending on the number of components (0–2, 3–4, or 5–7), ICH metrics of the respondents were qualified as poor, intermediate, or ideal.





2.4. Statistical Analysis


Data are expressed as the mean± standard deviation or as median (interquartile range, IQR), as appropriate. The Shapiro Wilk test was used to assess conformity with a normal distribution. Mean age between the two groups was compared using Student’s t-test. Categorical variables were analyzed using the χ2 test or Fisher’s exact test, as appropriate. Logistic regression was used to investigate the relationships between components of ICH (ideal category), ideal behavioral and ideal biological component, and place of residence (rural or urban). The two models were fitted: (1) with place of residence, and (2) model one, additionally adjusted for age, education level, marital status, and gender (in the case when the analysis was performed for all participants).



Due to the significant differences (or interactions) in the distribution of ICH components and ICH between male and females, we performed analysis separately for men and women. The results of logistic regression were presented as OR with 95% confidence interval (95% CI). Next, we used a Poisson regression model to compare the mean values of the ICH component between rural and urban residents. All statistical analyses were performed using the SPSS software version 22.0 (IBM, New York City, NY, USA). p-Values less than 0.05 were considered significant.





3. Results


3.1. General Characteristics of Participants


The average age of participants was found to be 52.11 ± 8.15 years, with city residents being slightly older (52.65 ± 8.41 years) than those of rural areas (51.85 ± 8.01 years) p = 0.004. Males constituted 41.1% (n = 1603) of the researched population. Table 1 and Table S2 present the socio-demographic characteristics and ICH components of the respondents, by place of residence (urban or rural) and gender. City residents were better educated, took antihypertensive and lipid-lowering medication more often, and smoked more frequently than the residents of rural areas. However, the percentages of participants from rural areas with ideal body mass, ideal diet, ideal blood pressure, and ideal glucose levels were found to be significantly lower compared to participants leaving in urban areas.



ICH was found in 5.4% of the participants, with the advantage going to urban residents compared to the participants from rural areas (6.3% vs. 5.0%) p = 0.02. The breakdown of CVH according to gender shows that CVH is present significantly more frequently in women than in men (7.6% vs. 2.2%) p < 0.001.




3.2. Participants’ Characteristics by CVHStatus


Table 2 presents the comparison between socio-demographic traits chosen for the diet questionnaire and the use of the therapy in global ICH categories in the group. ICH, in the residents of both rural and urban areas, was linked to a younger age, higher education, was more prevalent among women, and was also linked to diet (number of recommended meals a day, occurrence of milk, cheese, wholemeal bread, wheat, and pulses), and with the treatment of hypertension, diabetes, and hypercholesterolemia. Indicators such as living alone or consumption of protein products differentiated the categories of ideal health only in the case of rural areas residents.




3.3. The Relation between the Place of Residence and Each Metric of CVH


Table 3 presents the relation between the place of residence and ICH components in the whole sample and by gender. After adjusting for age, marital status, education, and gender, five of seven items (smoking, BMI, healthy diet, arterial blood pressure, and FBG) were tightly linked to the place of residence. Residents of rural areas had a 22% lower likelihood of an ideal BMI than that of residents of urban areas (OR = 0.78; 95% CI: 0.66–0.92); the likelihood of rural residents of having an ideal diet was reduced by 29% when compared with urban residents (OR = 0.71; 95% CI: 0.54–0.94); the likelihood of ideal arterial blood pressure of rural residents of was reduced by 29% when compared with urban residents (OR = 0.71; 95% CI: 0.56–0.89); and the likelihood of rural residents of having ideal glucose levels were reduced by 28% when compared with urban residents (OR = 0.72; CI: 0.63–0.84).



In the case of smoking, we obtained contradictory results with the occurrence of non-smokers being 35% more likely in rural areas in comparison to the residents of urban areas (OR = 1.35; 95% CI: 1.17–1.57). For the analyses based on gender, smoking status, BMI, healthy diet, arterial blood pressure, and FBG, the data related to women showed statistical significance and correlation. However, in men, only the ideal glucose levels were significantly linked to the place of residence.




3.4. The Relation between the Place of Residence and Global, Behavioral, and Biological Components of CVH


Table 4 presents the association between the place of residence and the ideal global ICH (5–7 items) and behavioral and biological components. Residents of rural areas had a 25% lower instance of global ICH than the residents of urban areas(OR = 0.72; 95% CI: 0.53–0.98). A greater reduction in the likelihood for global ICH was found in women (OR = 0.62; 95% CI: 0.44–0.87), whereas in men, this association was not found to be significant. None of the behavioral and biological components were significantly related to the place of residence, in both men and women.





4. Discussion


In this study, we aimed to estimate the prevalence of the seven CVH metrics—four behavioral and three biological—and we also estimated the accumulated CVH indicators according to the criteria recommended by the AHA using a cross-sectional analysis of data obtained from 3901 people aged between 35 and 64 years from the Janów district in Eastern Poland. We also studied whether the place of residence (urban or rural areas) and gender determines the level achieved with respect to ICH. Our study showed that the place of residence is significantly related to the ideal global ICH. Respondents living in rural areas had a lower chance of having the ICH according to the AHA criteria.



In Poland, two major studies on representative samples have been carried out, evaluating the prevalence of risk factors for cardiovascular diseases. These were WOBASZ, a multicenter nationwide study of the Polish population’s health and Polish part of the project HAPIEE (Health, Alcohol and Psychosocial Factors In Eastern Europe). The WOBASZ study was conducted among a representative sample of the general population, whereas the HAPIEE study included a representative sample for the city of Cracow [28,29]. In our study, we had a lower percentage of smokers and a lower percentage of participants with hypercholesterolemia among men and women than in the HAPPIE and WOBASZ studies. Also, women we examined had lower blood pressure values than in the HAPIEE and WOBASZ studies, while men were characterized by lower blood pressure values than men tested in the HAPPIE project, but higher than in the national sample. Among the surveyed women and men living in Janów district, the percentage of obese people was higher than in the studied population of Cracow and general one [8]. It should be noted, however, that our study was conducted about 10 years later and in broader age groups. Therefore, it is not surprising that the frequency of ICH in terms of 5–7 factors in the researched Polish population was found to be very low, and pertained to only 5.4% of the people. Of those researched, only 0.1% achieved 7 components of ICH metrics, which is considered to be minor. Similar results were found by Manczuk et al. [30]. However, in their research, performed on 10,687 people in Kielce, South-Eastern Poland, none of the respondents reached all seven ideal ICH components.



The frequency of occurrence of all seven CVH indicators is low all over the world, and varies from 0.2% to 15%, depending on geographical location, age, gender, ethnic background, and education level [16,31,32,33,34]. The rate of achieving ICH results (5–7 ideal metrics) in the researched Polish population was higher than in the Iranian population [35], in the adult population of Republic of Serbia, as well as the adult population of Bosnia and Herzegovina [10]. However, their results were lower than the results of those from Brazil [36], the Canadian research conducted by Maclagan et al. [37], the research of the population of Peru [34], and samples of the American population [38,39].



Understanding the potential of cardiovascular health in the adult population in terms of society was implemented by investigating 7 significant factors: four behavioral components and three biological components, enabling improved planning concerning the health policy by creating local conditions and developing health programs tailored to the needs of the community to which it is addressed.



This study suggests that the percentage of people with ICH living in rural areas was significantly lower than in those living in the urban areas (5.0% vs. 6.3%). Moreover, living in rural areas was linked to a lower chance of reaching an ideal BMI, having an ideal diet, and ideal arterial blood pressure. However, it was more likely for those residing in rural areas to be non-smokers than residents of urban areas.



Observed imbalances in CVH are undoubtedly correlated with a higher number of males living in rural areas, as well as a lower rate of people with higher education living in rural areas, which might cause the guidelines concerning a healthy lifestyle to be ignored. Living in rural areas may also be connected to a limited access to health services. In a study conducted in Peru, the average number of ICH components in the rural area of Tumbes was found to be 2.82, which was significantly lower compared to the residents of the city of Lima [34].Socioeconomic inequalities in overall mortality in a prospective population study (in the group of 16,812 men and 19,180 women aged 45–69) in the Czech Republic, Russia, Poland and Lithuania evidently support the results of the HAPIEE study. The results emphasize the importance of all the tested socioeconomic position (SEP) elements, significant for understanding mortality inequality in the countries of Central and Eastern Europe [40]. In accordance with the existing research [17,37,41,42,43], we observed that women were more likely to have ICH compared to men. Studies including this suggest that there should be additional effort put into the promotion of primary prevention of CVD [15].



Among the behavioral components of ICH metrics, the best factor assisting the achievement of ICH was not smoking (63.1% of the researched), and the most difficult with regard to maintaining CVH was practicing an ideal healthy diet, which was only achieved by 6.5% of respondents. These results have been confirmed by the systematic review conducted by Younus et al. [32], where the prevalence of the ideal classification of non-smokers in the analyzed population was higher, and the poorest indicator was the diet. The above observation of such a low maintenance index of Ideal Healthy Diet in conducted research, as well as other authors, is a particularly important issue considering the HAPIEE study. The findings from the HAPIEE study confirm the hypothesis that an unhealthy diet play an important role in high mortality due to CVD in countries in Central and Eastern Europe (CEE) and the Former Soviet Union (FSU) [44]. Of all the biological components of ICH metrics, only 10.3% in the researched group had ideal blood pressure, out of which a greater percentage were living in the urban areas rather than in rural areas.



The idea of strengthening CVH should be applied to the health policy of the country, especially via the prism of primary prevention aimed at the weakest links of the society, namely people with a lower education, those living in rural areas, and males. Our discovery could have a potential impact on individual and public health. Intensified efforts aimed at taking behavioral factors (especially diet and body mass) into consideration are necessary, as well as the detection and control of biological factors, especially measuring of arterial blood pressure. The relation between ICH and residing in urban areas versus rural areas has been shown. Efforts aimed at the promotion of CVH and prevention of CVDs should especially focus on residents of rural areas.




5. Strengths


A key aspect of our project is an investigation concerning the largest number of respondents with the highest adverse mortality (SMR) rates in 2009–2011 due to cardiovascular diseases, including rural populations. The sizable sample allows us to better understand the specificity of the studied phenomena, especially in their multifactorial conditions. Another important aspect of our project includes its implementation in a local community characterized by lower socioeconomic status compared to the population of the region and the country in terms of: low education, high unemployment and a higher poverty rate.




6. Study Limitations


Our research has certain limitations which should be considered. First, this study was concerned with the population of South-Eastern Poland, in addition, the selection of participants was devoid of randomization and stratification concerning the sample with respect to their age and gender; also, the data on cardiovascular events and heart disease of the participants (which were the exclusion criteria) were collected on the basis of direct interview, without examining the medical history of the patient. Future studies should be conducted on a representative sample for Polish population. In addition, the cross-sectional design of the presented study and the analysis of results reduces its strength for cause-and-effect reasoning, showing only a tendency of the relationship between biological and behavioral factors and CVD.



Another limitation is the questionnaire assessing physical activity and diet. In terms of physical activity, the participants were asked only one question, and because of this, there was no middle category in ICH. The diet questionnaire did not include a question concerning fish and seafood consumption, which generally results from the low popularity of fish and seafood among the Polish population, as well as the high price of these products, which are rarely eaten by the less affluent rural areas residents. In Poland, people consume a lot of potatoes, pork, butter, cereal preparations, vegetables, sugar, and small amounts of fruit, veal, beef, milk, and fish [45]. Therefore, our diet questionnaire was customized to the dietary trends in Poland. However, neither ESC, nor AHA explicitly recommend a questionnaire for the assessment of diet; therefore, we used a questionnaire which contains a large part of questions in accordance with the ESC and AHA dietary guidelines, which indicate the dietary patterns desirable from the perspective of prevention of cardiovascular risk.



Our analysis concerning the prevalence of ICH consisted of the qualification of 5–7 factors as a measurement of ICH. Many available studies qualify 6–7 factors as the ICH measurement according to the AHA criteria [15]. Observed differences in the qualification approach demand standardization for a better understanding of the real determinants of ICH. It also needs to be observed that the creation of ICH results is-based upon the usage of binary variables, with the assumption that all health behaviors and factors affect the final result.




7. Conclusions


Our research proved that important trends in health behaviors and biological factors were linked to the maintenance of CVH in Poland within the adult population, as exemplified by the population of Janów disctict, in Lubelskie Voivodeship. Although the levels of physical activity, nonsmoking, or healthy diet can be improved, the problems of obesity, hypertension, and diabetes worsen, which demands greater attention. Based on the visible positive changes of certain health behaviors, what is needed is targeted political and program intervention to increase all factors. This includes physical activity and diet quality, which shall prospectively improve the state of CVH in the Polish people, and the frequency of occurrence of CVD shall decrease.



We expect that the CVH index will be a useful tool for the whole of society, clinicians, researchers, as well as the policymakers interested in the monitoring of CVH, in order to decrease the level of the social burden caused by CVDs in Poland.








Supplementary Materials


The following are available online at http://www.mdpi.com/1660-4601/15/11/2388/s1, Table S1: The definition of cardiovascular health in our research (according to AHA criteria), Table S2: Characteristics of the researched group according to their gender.





Author Contributions


G.J.N. and B.Ś. conceptualized the design and the data analysis, conducted the experimental procedure, interpreted the data and drafted, finalized the manuscript, contributed to the design of the analysis, conducted the statistical analysis and contributed to the draft manuscript. H.P., A.B. and K.K. interpreted the data and contributed to the draft manuscript. A.D. contributed to the draft manuscript and revised the final version. All authors have read and approved the final version of this manuscript.




Funding


The research was performed as part of the project entitled “Follow Your Heart—prevention and health promotion program for cardiovascular diseases in the Janów district” financed by the Norwegian Financial Mechanism 2009–2014 under the PL Program 13 “Limiting social inequities in health” and the state budget. Statistical analysis of the material, translations, and publication costs were financed from the own resources of the Medical University of Lublin as part of the statutory activity in the area of maintaining research potential (MNmb 615 and DS 519).




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Laaksonen, M.; Talala, K.; Martelin, T.; Rahkonen, O.; Roos, E.; Helakorpi, S.; Laatikainen, T.; Prättälä, R. Health behaviours as explanations for educational level differences in cardiovascular and all-cause mortality: A follow-up of 60,000 men and women over 23 years. Eur. J. Public Health 2008, 18, 38–43. [Google Scholar] [CrossRef] [PubMed]

	



Roger, V.L.; Go, A.S.; Lloyd-Jones, D.M.; Benjamin, E.J.; Berry, J.D.; Borden, W.B.; Bravata, D.M.; Dai, S.; Ford, E.S.; Fox, C.S.; et al. Executive summary: Heart disease and stroke statistics-2012 update: A report from the American Heart Association. Circulation 2012, 125, 188. [Google Scholar] [PubMed]

	



Benjamin, E.J.; Blaha, M.J.; Chiuve, S.E.; Cushman, M.; Das, S.R.; Deo, R.; de Ferranti, S.D.; Floyd, J.; Fornage, M.; Gillespie, C.; et al. Heart disease and stroke statistics—2017 Update: A report from the American Heart Association. Circulation 2017, 135, e146–e603. [Google Scholar] [CrossRef] [PubMed]

	



Lloyd-Jones, D.M.; Hong, Y.; Labarthe, D.; Mozaffarian, D.; Appel, L.J.; Van Horn, L.; Greenlund, K.; Daniels, S.; Nichol, G.; Tomaselli, G.F.; et al. Defining and setting national goals for cardiovascular health promotion and disease reduction: The American Heart Association’s strategic Impact Goal through 2020 and beyond. Circulation 2010, 121, 586–613. [Google Scholar] [CrossRef] [PubMed]

	



Townsend, N.; Wilson, L.; Bhatnagar, P.; Wickramasinghe, K.; Rayner, M.; Nichols, M. Cardiovascular disease in Europe: Epidemiological update 2016. Eur. Heart J. 2016, 37, 3232–3245. [Google Scholar] [CrossRef] [PubMed]

	



Piepoli, M.F.; Hoes, A.W.; Agewall, S.; Albus, C.; Brotons, C.; Catapano, A.L.; Cooney, M.T.; Corrà, U.; Cosyns, B.; Deaton, C.; et al. 2016 European Guidelines on cardiovascular disease prevention in clinical practice: The Sixth Joint Task Force of the European Society of Cardiology and Other Societies on Cardiovascular Disease Prevention in Clinical Practice (constituted by representatives of 10 societies and by invited experts): Developed with the special contribution of the European Association for Cardiovascular Prevention& Rehabilitation (EACPR). Eur. J. Prev. Cardiol. 2016, 23, NP1–NP96. [Google Scholar] [PubMed]

	



Wojtyniak, B.; Goryński, P.; Moskalewicz, B. (Eds.) The Health Situation of the Polish Population and Its Determinants; The National Institute of Public Health—National Institute of Hygiene: Warsaw, Poland, 2012. [Google Scholar]

	



Doryńska, A.; Polak, M.; Kozel, M.; Szafraniec, K.; Piotrowski, W.; Bielecki, W.; Drygas, W.; Kozakiewicz, K.; Piwoński, J.; Tykarski, A.; et al. Cardiovascular disease (CVD) risk factors in Krakow and in the whole Poland adult population. Results from the WOBASZ study and Polish arm of the HAPPIE project. Przegl. Epidemiol. 2015, 69, 79–86. [Google Scholar] [PubMed]

	



Liu, K.; Daviglus, M.L.; Loria, C.M.; Colangelo, L.A.; Spring, B.; Moller, A.C.; Lloyd-Jones, D.M. Healthy lifestyle through young adulthood and the presence of low cardiovascular disease risk profile in middle age: The Coronary Artery Risk Development in (Young) Adults (CARDIA) study. Circulation 2012, 125, 996–1004. [Google Scholar] [CrossRef] [PubMed]

	



Gaye, B.; Prugger, C.; Perier, M.C.; Thomas, F.; Plichart, M.; Guibout, C.; Lemogne, C.; Pannier, B.; Boutouyrie, P.; Jouven, X.; et al. High level of depressive symptoms as a barrier to reach an ideal cardiovascular health. The Paris Prospective Study III. Sci. Rep. 2016, 6, 18951. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Ford, E.S.; Greenlund, K.J.; Hong, Y. Ideal cardiovascular health and mortality from all causes and diseases of the circulatory system among adults in the United States. Circulation 2012, 125, 987–995. [Google Scholar] [CrossRef] [PubMed]

	



Liu, Y.; Chi, H.J.; Cui, L.F.; Yang, X.C.; Wu, Y.T.; Huang, Z.; Zahao, H.Y.; Gao, J.S.; Wu, S.L.; Cai, J. The ideal cardiovascular health metrics associated inversely with mortality from all causes and from cardiovascular diseases among adults in a Northern Chinese industrial city. PLoS ONE 2014, 92, e89161. [Google Scholar] [CrossRef] [PubMed]

	



Jaźwiec, P.; Gać, P.; Poręba, M.; Sobieszczeńska, M.; Mazur, G.; Poręba, R. The cardiovascular health score and the volume of carotid body in computed tomography angiography in patients with arterial hypertension. J. Am. Soc. Hypertens. 2018, 12, 551–560. [Google Scholar] [CrossRef] [PubMed]

	



Folsom, A.R.; Yatsuya, H.; Nettleton, J.A.; Lutsey, P.L.; Cushman, M.; Rosamond, W.D.; ARIC Study Investigators. Community prevalence of ideal cardiovascular health, by the American Heart Association definition, and relation to cardiovascular disease incidence. J. Am. Coll. Cardiol. 2011, 57, 1690–1966. [Google Scholar] [CrossRef] [PubMed]

	



Crichton, G.E.; Elias, M.F.; Davey, A.; Sauvageot, N.; Delagardelle, C.; Beissel, J.; Alkerwi, A. Cardiovascular health: A cross-national comparison between the Maine Syracuse Study (Central New York, USA) and ORISCAV-LUX (Luxembourg). BMC Public Health 2014, 15, 253. [Google Scholar] [CrossRef] [PubMed]

	



Graciani, A.; León-Muñoz, L.M.; Guallar-Castillón, P.; Rodríguez-Artalejo, F.; Banegas, J.R. Cardiovascular health in a southern Mediterranean European country: A nationwide population-based study. Circ. Cardiovasc. Qual. Outcomes 2013, 6, 90–98. [Google Scholar] [CrossRef] [PubMed]

	



Janković, S.; Stojisavljević, D.; Jankowić, J.; Erić, M.; Marinković, J. Association of socioeconomic status measured by education, and cardiovascular health: A population-based cross-sectional study. BMJ Open 2014, 4, e005222. [Google Scholar] [CrossRef] [PubMed]

	



Dong, C.; Rundek, T.; Wright, C.B.; Anwar, Z.; Elkind, M.S.; Sacco, R.L. Ideal cardiovascular health predicts lower risks of myocardial infarction, stroke, and vascular death across whites, blacks, and hispanics: The northern Manhattan study. Circulation 2012, 125, 2975–2984. [Google Scholar] [CrossRef] [PubMed]

	



Strzelecki, Z.; Szymborski, J. (Eds.) Morbidity and Mortality of Cardiovascular Diseases and the Demographic Situation of Poland. Government Population Council. Available online: https://bip.stat.gov.pl/files/gfx/bip/pl/zamowieniapubliczne/426/248/1/81_gp_rrl_2015_monografia_kardiologiczna.pdf (accessed on 19 October 2018).

	



Central Statistical Office (GUS). Report on Results. National Census of Population and Apartments 2011. Available online: https://stat.gov.pl/cps/rde/xbcr/gus/lud_raport_z_wynikow_NSP2011.pdf (accessed on 19 October 2018).

	



Statistical Office in Lublin. Registered Unemployment in Lubelskie Voivodship in 2014. Available online: http://wuplublin.praca.gov.pl/-/1355901-sytuacja-na-rynku-pracy-w-wojewodztwie-lubelskim-luty-2015 (accessed on 19 October 2018).

	



Central Statistical Office (GUS). Beneficiaries of Social Assistance and Family Benefits in 2012. Available online: https://stat.gov.pl/files/gfx/portalinformacyjny/pl/defaultaktualnosci/5487/6/3/5/beneficjenci_pomocy_spolecznej_i_swiadczen_rodzinnych_2012.pdf (accessed on 19 October 2018).

	



Program PL 13. Publication of Mortality Rates for Selected Districts. Available online: http://archiwum.zdrowie.gov.pl/aktualnosc-27-2136-Program_PL_13___publikacja_wskaznikow_umieralnosci_dla_wybranych_powiatow.html (accessed on 19 October 2018).

	



Central Statistical Office, Local Data Bank (GUS, BDL). Deaths by Causes for Districts in 2012. Available online: https://bdl.stat.gov.pl/BDL/dane/podgrup/temat/3/534/2286 (accessed on 19 October 2018).

	



World Health Organization (WHO). Physical Status: The Use an Interpretation of Anthropometry. Report of a WHO Expert Committee; WHO Technical Report Series 854; World Health Organization: Geneva, Switzerland, 1995. [Google Scholar]

	



Gawęcki, J.; Hryniewiecki, L. Human Nutrition. The Basics of Nutrition Science; PWN: Warsaw, Poland, 2006. [Google Scholar]

	



Kmiecik, D.; Poślednik, B.; Waszkowiak, K.; Kobus-Cisowska, J.; Jędrusek-Golińska, A. Evaluation of kindergarden menus offered by kindergarden kitchen and catering companies in leszczynski district. Bromat. Chem. Toksykol. 2016, 49, 521–525. [Google Scholar]

	



Peasey, A.; Bobak, M.; Kubinova, R.; Malyutina, S.; Pająk, A.; Tamosiunas, A.; Pikhart, H.; Nicholson, A.; Marmot, M. Determinants of cardiovascular disease and other non-communicable diseases in Central and Eastern Europe: Rationale and design of the HAPIEE study. BMC Public Health 2006, 18, 255. [Google Scholar] [CrossRef] [PubMed]

	



Rywik, S.; Kupść, W.; Piotrowski, W.; Broda, G.; Piwoński, J.; Kurjata, P.; Waśkiewicz, A.; Gaździk, D. A multicenter nationwide study of the Polish population’s health—WOBASZ project. Methodical assumptions and logistics. Kardiol. Pol. 2005, (Suppl. 4), s1–s10. [Google Scholar]

	



Manczuk, M.; Vaidean, G.; Dehghan, M.; Vedanthan, R.; Boffetta, P.; Zatoński, W.A. Ideal cardiovascular health is associated with self-rated health status. The Polish Norwegian Study (PONS). Int. J. Cardiol. 2017, 230, 549–555. [Google Scholar] [CrossRef] [PubMed]

	



Hallal, P.C.; Gomez, L.F.; Parra, D.C.; Lobelo, F.; Masquera, J.; Florindo, A.A.; Reis, R.S.; Pratt, M.; Sarmiento, O.L. Lessons learned after 10 years of IPAQ use in Brazil and colombia. J. Phys. Act. Health 2010, 7 (Suppl. 2), s259–s264. [Google Scholar] [CrossRef]

	



Younus, A.; Aneni, E.C.; Spatz, E.S.; Osondu, C.U.; Roberson, L.; Ogunmoroti, O.; Malik, R.; Ali, S.S.; Aziz, M.; Feldman, T.; et al. A systematic review of the prevalence and outcomes of ideal cardiovascular health in US and non-US populations. Mayo Clin. Proc. 2016, 91, 649–670. [Google Scholar] [CrossRef] [PubMed]

	



Hhuffman, M.D. Cardiovascular health in low- and middle-income countries. Curr. Probl. Cardiol. 2014, 39, 399–419. [Google Scholar] [CrossRef] [PubMed]

	



Benziger, C.P.; Zavala-Loayza, J.A.; Bernabe-Ortiz, A.; Gilman, R.H.; Checkley, W.; Smeeth, L.; Malaga, G.; Miranda, J.J.; CRONICAS Cohort Study group. Low prevalence of ideal cardiovascular health in Peru. Heart 2018, 104, 1251–1256. [Google Scholar] [CrossRef] [PubMed]

	



Moghaddam, M.M.; Mohebi, R.; Hosseini, F.; Lotfaliany, M.; Azizi, F.; Saadat, N.; Hadaegh, F. Distribution of ideal cardiovascular health in a community-based cohort of Middle East population. Ann. Saudi Med. 2014, 34, 134–142. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Velasquez-Melendez, G.; Felisbino-Mendes, M.S.; Matozinhos, F.P.; Claro, R.; Gomes, C.S.; Malta, D.C. Ideal cardiovascular health prevalence in the Brazilian population—National Health Survey (2013). Rev. Bras. Epidemiol. 2015, 18 (Suppl. 2), 97–108. [Google Scholar]

	



Maclagan, L.C.; Park, J.; Sanmartin, C.; Mathur, K.R.; Roth, D.; Manuel, D.G.; Gershon, A.; Booth, G.L.; Bhatia, S.; Atzema, C.L.; et al. The CANHEART health index: A tool for monitoring the cardiovascular health of the Canadian population. CMAJ 2014, 186, 180–187. [Google Scholar] [CrossRef] [PubMed]

	



Ogunmoroti, O.; Younus, A.; Rouseff, M.; Spatz, E.S.; Das, S.; Parris, D.; Aneni, E.; Holzwarth, L.; Guzman, H.; Tran, T.; et al. Assessment of American Heart Association’s ideal cardiovascular health metrics among employees of a large healthcare organization: The Baptist Health South Florida Employee Study. Clin. Cardiol. 2015, 38, 422–429. [Google Scholar] [CrossRef] [PubMed]

	



Kim, J.I.; Sillah, A.; Boucher, J.L.; Sidebottom, A.C.; Knickelbine, T. Prevalence of the American Heart Association’s “ideal cardiovascular health” metrics in a rural, cross-sectional, community-based study: The Heart of New Ulm Project. J. Am. Heart Assoc. 2013, 2, e000058. [Google Scholar] [CrossRef] [PubMed]

	



Vandenheede, H.; Vikhireva, O.; Pikhart, H.; Kubinova, R.; Malyutina, S.; Pająk, A.; Tamosiunas, A.; Peasey, A.; Simonova, G.; Topor-Madry, R.; et al. Socioeconomic inequalities in all-cause mortality in the Czech Republic, Russia, Poland and Lithuania in the 2000s: Findings from the HAPIEE Study. J. Epidemiol. Community Health 2014, 68, 297–303. [Google Scholar] [CrossRef] [PubMed]

	



Shay, C.M.; Ning, H.; Allen, N.B.; Carnethon, M.R.; Chiuve, S.E.; Greenlund, K.J.; Daviglus, M.L.; Lloyd-Jones, D.M. Status of cardiovascular health in us adults prevalence estimates from the national health and nutrition examination surveys (NHANES) 2003–2008. Circulation 2012, 125, 45–56. [Google Scholar] [CrossRef] [PubMed]

	



Vetrano, D.L.; Martone, A.M.; Mastropaolo, S.; Tosato, M.; Colloca, G.; Marzetti, E.; Onder, G.; Bernabei, R.; Landi, F. Prevalence of the seven cardiovascular health metrics in a Mediterranean country: Results from a cross-sectional study. Eur. J. Public Health 2013, 23, 858–862. [Google Scholar] [CrossRef] [PubMed]

	



Janković, S.; Stojisavljević, D.; Janković, J.; Erić, M.; Marinković, J. Status of cardiovascular health in a transition European country: Findings from a population-based cross-sectional study. Int. J. Public Health 2014, 59, 769–778. [Google Scholar] [CrossRef] [PubMed]

	



Stefler, D.; Pikhart, H.; Jankovic, N.; Kubinova, R.; Pająk, A.; Malyutina, S.; Simonova, G.; Feskens, E.J.M.; Peasey, A.; Bobak, M. Healthy diet indicator and mortality in Eastern European populations: Prospective evidence from the HAPIEE cohort. Eur. J. Clin. Nutr. 2014, 68, 1346–1352. [Google Scholar] [CrossRef] [PubMed]

	



Kosicki, J.; Kosicka, M. Transformations in food intake during the transformation period. Econ. Org. Food Econ. Sci. Pap. SGGW. 2003, 48, 79–89. [Google Scholar]








[image: Ijerph 15 02388 g001 550] 





Figure 1. Approximate residential locations of participants, Janów district, Poland. (a) Europe; (b) Poland; (c) Lubelskie Voivodeship; (d) Janów district. 
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Table 1. Characteristics of the researched group according to their place of residence.
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Characteristics of Population

	
Rural Areas

	
Urban Areas

	
Total

	
p-Value




	
n

	
%

	
n

	
%

	
n

	
%

	




	
2605

	
66.78

	
1296

	
33.22

	
3901

	
100

	
<0.001






	
Male

	
1109

	
42.6

	
494

	
38.1

	
1603

	
41.1

	
0.08




	
Age

	
51.85±8.01

	
52.65±8.41

	
52.11±8.15

	
0.004




	
University education

	
314

	
12.1

	
442

	
34.1

	
756

	
19.4

	
<0.001




	
Single respondents (bachelorette/bachelor, widow/widower, divorcee)

	
286

	
11

	
192

	
14.7

	
478

	
12.3

	
0.001




	
Blood pressure medication

	
665

	
25.5

	
393

	
30.3

	
1058

	
27.1

	
0.002




	
Glucose-lowering medication

	
102

	
3.9

	
67

	
5.2

	
169

	
4.3

	
0.07




	
Cholesterol-lowering medication

	
240

	
9.2

	
150

	
11.6

	
390

	
10

	
0.02




	
Smoking

	

	

	

	

	

	

	




	
Poor

	
396

	
15.2

	
224

	
17.3

	
620

	
15.9

	
0.02 #




	
Intermediate

	
526

	
20.2

	
294

	
22.7

	
820

	
21

	
0.005 ##




	
Ideal

	
1683

	
64.6

	
778

	
60

	
2461

	
63.1

	




	
Body Mass Index

	

	

	

	

	

	

	




	
Poor

	
1000

	
38.4

	
403

	
31.1

	
1403

	
36

	
<0.001 #




	
Intermediate

	
1024

	
39.3

	
538

	
41.5

	
1562

	
40

	
<0.001 ##




	
Ideal

	
581

	
22.3

	
355

	
27.4

	
936

	
24

	




	
Physical Activity

	

	

	

	

	

	

	




	
Poor

	
1470

	
56.4

	
764

	
59

	
2234

	
57.3

	




	
Intermediate

	
-

	
-

	
-

	
-

	
-

	
-

	
0.13 ##




	
Ideal

	
1135

	
43.6

	
532

	
41

	
1667

	
42.7

	




	
Healthy Diet

	

	

	

	

	

	

	




	
Poor

	
2293

	
88

	
1091

	
84.2

	
3384

	
86.7

	
0.002 #




	
Intermediate

	
165

	
6.3

	
98

	
7.6

	
263

	
6.7

	
0.002 ##




	
Ideal

	
147

	
5.6

	
107

	
8.3

	
254

	
6.5

	




	
Fasting Total Cholesterol

	

	

	

	

	

	

	




	
Poor

	
847

	
32.5

	
307

	
23.7

	
1154

	
29.6

	
<0.001 #




	
Intermediate

	
852

	
32.7

	
501

	
38.7

	
1353

	
34.7

	
0.078 ##




	
Ideal

	
906

	
34.8

	
488

	
37.7

	
1394

	
35.7

	




	
Blood Pressure

	

	

	

	

	

	

	




	
Poor

	
1429

	
54.9

	
597

	
46.1

	
2026

	
51.9

	
<0.001 #




	
Intermediate

	
935

	
35.9

	
538

	
41.5

	
1473

	
37.8

	
<0.002 ##




	
Ideal

	
241

	
9.3

	
161

	
12.4

	
402

	
10.3

	




	
Fasting Serum Glucose

	

	

	

	

	

	

	




	
Poor

	
256

	
9.8

	
90

	
6.9

	
346

	
8.9

	
<0.001 #




	
Intermediate

	
806

	
30.9

	
349

	
26.9

	
1155

	
29.6

	
<0.001 ##




	
Ideal

	
1543

	
59.2

	
857

	
66.1

	
2400

	
61.5

	




	
Cardiovascular health metrics

	

	

	

	

	

	

	




	
Poor cardiovascular health (0–2 ideal metrics)

	
1462

	
56.1

	
672

	
51.9

	
2134

	
54.7

	
0.02 #




	
Intermediate cardiovascular health (3–4 ideal metrics)

	
1014

	
38.9

	
542

	
41.8

	
1556

	
39.9

	
0.07 ##




	
Ideal cardiovascular health (5–7 ideal metrics)

	
129

	
5

	
82

	
6.3

	
211

	
5.4

	




	
No. of ideal cardiovascular health metrics

	

	

	

	

	

	

	




	
0

	
116

	
4.5

	
45

	
3.5

	
161

	
4.1

	
0.1




	
1

	
509

	
19.5

	
223

	
17.2

	
732

	
18.8

	




	
2

	
837

	
32.1

	
404

	
31.2

	
1241

	
31.8

	




	
3

	
680

	
26.1

	
348

	
26.9

	
1028

	
26.4

	




	
4

	
334

	
12.8

	
194

	
15

	
528

	
13.5

	




	
5

	
101

	
3.9

	
66

	
5.1

	
167

	
4.3

	




	
6

	
24

	
0.9

	
15

	
1.2

	
39

	
1

	




	
7

	
4

	
0.2

	
1

	
0.1

	
5

	
0.1

	








# Ideal vs. poor vs. intermediate; ## Ideal vs. poor + intermediate.
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Table 2. Characteristics of the group according to their cardiovascular health.
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Variable

	
Rural Areas

	
p-Value

	
Urban Areas

	
p-Value




	
Poor

	
Intermediate

	
Ideal

	
Poor

	
Intermediate

	
Ideal




	
n

	
%

	
n

	
%

	
n

	
%

	
n

	
%

	
n

	
%

	
n

	
%




	
1462

	
56

	
1014

	
39

	
129

	
5

	
672

	
52

	
542

	
42

	
82

	
6






	
Age

	
53.17 ± 7.69

	
50.66 ± 8.08

	
46.25 ± 7.28

	
<0.001

	
54.06 ± 8.0

	
51.68 ± 8.54

	
47.44 ± 7.94

	
<0.001




	
Male

	
697

	
47.67

	
385

	
37.97

	
27

	
20.93

	
<0.001

	
289

	
43.01

	
196

	
36.16

	
9

	
10.98

	
<0.001




	
University education

	
145

	
9.92

	
139

	
13.71

	
30

	
23.26

	
<0.001

	
190

	
28.27

	
217

	
40.04

	
35

	
42.68

	
<0.001




	
Single respondents

	
171

	
11.7

	
111

	
10.95

	
5

	
3.88

	
0.02

	
101

	
15.03

	
84

	
15.5

	
6

	
7.32

	
0.14




	
Number of meals in a day Ideal

	
730

	
49.93

	
555

	
54.73

	
84

	
65.12

	
<0.001

	
338

	
50.3

	
305

	
56.27

	
54

	
65.85

	
0.009




	
Protein consumption Ideal

	
150

	
10.26

	
137

	
13.51

	
23

	
17.83

	
0.005

	
42

	
6.25

	
48

	
8.86

	
7

	
8.54

	
0.21




	
Milk and cheese consumption Ideal

	
115

	
7.87

	
120

	
11.83

	
25

	
19.38

	
<0.001

	
52

	
7.74

	
52

	
9.59

	
20

	
24.38

	
<0.001




	
Fruit and vegetables Ideal

	
57

	
3.90

	
72

	
7.10

	
23

	
17.83

	
<0.001

	
45

	
6.7

	
74

	
13.65

	
24

	
29.27

	
<0.001




	
Wholemeal bread, groans and pulses Ideal

	
218

	
14.91

	
218

	
21.5

	
39

	
30.23

	
<0.001

	
142

	
21.13

	
164

	
30.26

	
41

	
50

	
<0.001




	
Treatment for blood pressure

	
472

	
32.28

	
187

	
18.44

	
6

	
4.65

	
<0.001

	
258

	
38.39

	
128

	
23.62

	
7

	
8.54

	
<0.001




	
Treatment for diabetes

	
90

	
6.16

	
12

	
1.18

	
0

	
0

	
<0.001

	
56

	
8.33

	
11

	
2.03

	
0

	
0

	
<0.001




	
Treatment of cholesterol

	
198

	
13.54

	
42

	
4.14

	
0

	
0

	
<0.001

	
106

	
15.77

	
43

	
7.93

	
1

	
1.22

	
<0.001
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Table 3. The relation between the place of residence and ICH components altogether, and according to gender.
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Smoking (Ideal)

	
Body Mass Index (Ideal)

	
Physical Activity (Ideal)

	
Healthy Diet (Ideal)

	
Fasting Total Cholesterol (Ideal)

	
Blood Pressure (Ideal)

	
Fasting Serum Glucose (Ideal)




	

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI






	
All

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	




	
Rural areas

	
1.21 A

	
[1.06–1.39] *

	
0.71 A

	
[0.60–0.83] ***

	
1.12 A

	
[0.98–1.28]

	
0.66 A

	
[0.51–0.86] **

	
0.85 A

	
[0.75–1.001]

	
0.67 A

	
[0.54–0.84] **

	
0.73 A

	
[0.63–0.84] ***




	

	
1.35 B

	
[1.17–1.57] ***

	
0.78 B

	
[0.66–0.92] **

	
1.05 B

	
[0.91–1.21]

	
0.71 B

	
[0.54–0.94] **

	
0.88 B

	
[0.76–1.02]

	
0.71 B

	
[0.56–0.89] **

	
0.72 B

	
[0.63–0.84] ***




	
Male

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	




	
Rural areas

	
1.07 A

	
[0.87–1.32]

	
1.03 A

	
[0.78–1.36]

	
1.13 A

	
[0.92–1.40]

	
0.66 A

	
[0.40–1.09]

	
0.81 A

	
[0.65–1.004]

	
0.73 A

	
[0.44–1.21]

	
0.69 A

	
[0.55–0.86] ***




	

	
1.14 B

	
[0.92–1.42]

	
0.98 B

	
[0.72–1.30]

	
1.15 B

	
[0.92–1.43]

	
0.75 B

	
[0.45–1.27]

	
0.81 B

	
[0.65–1.02]

	
0.72 B

	
[0.43–1.21]

	
0.67 B

	
[0.54–0.85] ***




	
Female

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	

	
1

	




	
Rural areas

	
1.49 A

	
[1.23–1.80] ***

	
0.57 A

	
[0.46–0.69] ***

	
1.09 A

	
[0.91–1.30]

	
0.68 A

	
[0.50–0.92] *

	
0.84 A

	
[0.70–1.02]

	
0.65 A

	
[0.50–0.83] *

	
0.76 A

	
[0.64–0.91] **




	

	
1.56 B

	
[1.27–1.90] ***

	
0.65 B

	
[0.52–0.80] ***

	
0.98 B

	
[0.81–1.18]

	
0.70 B

	
[0.50–0.97] *

	
0.90 B

	
[0.74–1.10]

	
0.70 B

	
[0.53–0.90] **

	
0.77 B

	
[0.63–0.93] **








A Unadjusted; B Adjusted for age, sex, marital status, and education; Statistical significance is indicated by * p ≤ 0.05, ** p ≤ 0.01 and *** p ≤ 0.001.
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Table 4. The relation between the place of residence and the ideal global ICH, behavioral, and biological components, and according to gender.
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All 5–7 Items (Ideal)

	
Behavioral Component (Ideal)

	
Biological Component (Ideal)




	

	
OR

	
95% CI

	
OR

	
95% CI

	
OR

	
95% CI






	
All

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	




	
Rural areas

	
0.73 A

	
[0.55–0.98] *

	
0.97 A

	
[0.75–1.20]

	
0.95 A

	
[0.83–1.08]




	

	
0.72 B

	
[0.53–0.98] *

	
1.04 B

	
[0.81–1.32]

	
0.95 B

	
[0.82–1.09]




	
Male

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	




	
Rural areas

	
1.37 A

	
[0.64–2.94]

	
1.53 A

	
[0.91–2.59]

	
0.97 A

	
[0.79–1.21]




	

	
1.33 B

	
[0.61–2.92]

	
1.67 B

	
[0.97–2.87]

	
0.95 B

	
[0.77–1.19]




	
Female

	

	

	

	

	

	




	
Urban areas

	
1

	

	
1

	

	
1

	




	
Rural areas

	
0.64 A

	
[0.47–0.89] **

	
0.86 A

	
[0.66–1.11]

	
0.94 A

	
[0.79–1.11]




	

	
0.62 B

	
[0.44–0.87] **

	
0.90 B

	
[0.68–1.18]

	
0.95 B

	
[0.79–1.14]








A Unadjusted; B Adjusted for age, sex, marital status, and education; Statistical significance is indicated by * p ≤ 0.05, ** p ≤ 0.01; Behavioral component: smoking, physical activity, BMI, and diet; Biological component: blood pressure, blood glucose, and cholesterol levels.
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