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Abstract: Health behaviour defined as any behaviour that may affect an individual’s physical and
mental health or any behaviour that an individual believes may affect their physical health. It is
strongly related to their culture and plays a major role in shaping all health and illness-related
behaviour. The purpose of the study was to compare and evaluate the lifestyles of students from
multiple countries. The proposed work will determine the deficits in health behaviors undertaken by
students. The survey was carried out from December 2016 to March 2017 comprising 532 students
from Poland, Hungary, Turkey, and Greece. The sample was selected using the snowball method: a
link to the online questionnaire was sent to students from the given countries via the Internet. For
some participants, who did not have access to the online questionnaire, printed copies were used in-
stead. As a method was used a diagnostic survey and the survey technique. The opinions of students
were measured using the 5-level Likert scale with a neutral option. Students undertook health-
promoting activities, but also list behaviours that did not contribute to strengthening their health.
Students were shown to have the greatest problems with physical health behaviours and health
prevention. There were noticeable differences in the lifestyle of students from different countries.
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1. Introduction

Health behaviours can be defined as the reactive, habitual, or intentional forms of
human activity, which remain significantly intertwined with health. Health behaviours
include both pro-health activities (e.g., healthy diet) and anti-health activities (e.g., cigarette
smoking) [1].

Another definition says that health behaviours are all forms of behaviours people
exhibit related to the health sphere, i.e., behaviours which, in light of modern medical
knowledge, usually cause-specific (positive or negative) health effects [2] (pp. 23–57). They
greatly affect the quality of life of individuals and are connected with one of the most
important parts of human life, i.e., health. The patterns of health behaviour choices are
governed by many factors (e.g., habits, the influence of family and peers, age, gender,
place of residence, education level, socio-economic status, mental state, and psychological
characteristics of an individual) [3] (pp. 46–58).

Among all the health behaviours an individual can undertake to try and increase their
health potential, the literature on the subject distinguishes four groups [4]:

(1) Behaviour mainly related to physical health: taking care of the body and its immediate
surroundings, physical activity, rational nutrition, or appropriate sleep duration
and quality.

(2) Behaviour mainly related to psychosocial health: using and providing social support,
avoiding excessive stress, or dealing with problems and tensions.

(3) Preventive behaviour: self-control of health, self-examination, taking preventive tests,
safe behaviour in everyday life, or safe sex.
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(4) Avoiding risky behaviours: not smoking, limited use of alcohol, not abusing non-
prescribed medicines, or not using other psychoactive substances.

According to the World Health Organization (WHO, Geneva, Switzerland) perspective,
health is considered a resource in everyday living, not simply the absence of disease. Thus,
research into younger people’s health needs to consider the positive aspects of health,
as well as risk factors for future ill health and disease. Many behaviours that comprise
young people’s lifestyles may directly or indirectly impact their health in the short and long
term; consequently, a wide range of behavioural variables should be measured. Positive
or health-promoting behaviours need to be studied, as well as health-damaging or risky
behaviour [5] (p. 8).

The adolescent and youth period are very important for adopting any health-related
behaviors because they will continue throughout adulthood. Many health problems and
disabilities in adulthood can be avoided if their related health risk behaviors are identified
and changed at an early stage of life. Because it is also very challenging for adults to change
unhealthy behaviors, it is vital to study lifestyle behaviors and their associated factors and
then promote healthy lifestyle behaviors at younger ages.

The development of human beings passes through several transition phases through-
out the life span. The most critical phase that may influence the individuals’ lifestyle is
college admission. During this phase, the students are independent, and they are responsi-
ble for their own lives especially if they are far away from the parental home. A healthy
lifestyle is identified by regular exercises, healthy diet, and organized sleeping pattern.
However, the transfer into a new environment may alternate the usual habits and cause
major fluctuations in lifestyle. The students may be vulnerable to several stressful factors
including inability to organize time, stress of exams and deadlines, irregular sleeping pat-
terns, new peer’s relationships, and inability to acclimatise to the new surroundings. These
factors may result in a decreased level of physical activity and increased consumption
of fast food that may lead to changes in body weight. The exposure to these changes in
lifestyle may influence the well-being of an individual and overall health [6].

Many university students have more choices in health-related behaviors and are more
prone to unhealthy lifestyles, shifting towards smoking, unhealthy nutrition, increased
stress, and a sedentary lifestyle. They are formed as part of socialization and are influenced
by a variety of personal factors and patterns in the home, peer group, local community,
media, advertising, etc. ([7], pp. 1–7).

By starting their studies, young people increase their independence, forcing them to
make decisions about their lifestyle, including those related to their health. Thus, they may
be influenced by individual factors (e.g., taste preferences, self-discipline, and methods of
spending time), social contacts (e.g., lack of parental control, and select friends and peers),
selecting elements in their physical environment (e.g., availability, attractiveness, and prices
of food products), and macroeconomic environment (e.g., media and advertising) ([8],
pp. 3244–3255). This period of higher education for most students is the last stage before
starting adult life. It is a time when preferences and needs in different spheres of life,
including pro-health attitudes, are finally shaped.

University students’ lifestyle behaviors and health risk factors are important determi-
nants of their ongoing health, as well as academic achievement and future career success.
However, it is widely acknowledged, as a group, university students tend to have un-
healthy lifestyle behaviors and high rates of health-related risk factor [9]. University is
a period of responsibility in terms of choices and lifestyle practices, where students are
exposed to the challenges of young adulthood while simultaneously tackling the men-
tal and social issues of student life. University students represent the future of families,
communities, and countries. As a consequence, they also face the stresses of achieving
success in their academic goals while being expected to be competitive, adding to demands
and burdens, which can lead to further stress. Many students confront changes in living
conditions and health-promoting/damaging adjustments to lifestyle and environment [10].
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College students are often busy with their studies and tend to spend a lot of time
outside their homes and hence, may fall victim to unhealthy practices, gradually leading to
an increase in body weight, high blood pressure, hypoglycemia and in effect to civilization
diseases [11].

Cultural behaviors have important implications for human health. Culture, a socially
transmitted system of shared knowledge, beliefs and/or practices that varies across groups,
and individuals within those groups, has been a critical mode of adaptation throughout
the history of our species [12].

The culture of a given society plays an important role in shaping all the behaviours
related to health and disease. Culture is understood as a system of norms and beliefs, mod-
els of conduct, as well as all tangible and intangible products produced by a social group.
Being born and raised in a single culture not only influences the person’s understanding
of health and diseases but also influences how they react to them. In this context, health
culture is a system of values attributed to physical and mental health, is subjective and
objective, and is also personal and public. Health culture manifests itself in conscious regu-
lation with human-environmental relations, and through that influencing the responsibility
for one’s health, public health, and sensitivity to health needs. A certain health standard is
achieved, one typical for a community, obtained thanks to the links between the culture of
this community and its health [13].

A review of the literature on the topic in question shows that there are not many
comparative studies of the lifestyle of students from four different countries. We want to
compare and evaluate the lifestyles of students from multiple countries without division
into years and fields of study. Thanks to this, the authors wanted to obtain universal
knowledge, which would give the opportunity to undertake joint international attempts to
improve the health condition of studying youth, and to facilitate their healthy activities. By
paying attention to the multicultural aspect of the project, the results of the study could
contribute to the fact that universities accepting foreign students will make every effort
to ensure that studying, despite the fact that it is in a culturally different environment,
facilitates taking actions promoting health.

This study aimed to compare and evaluate the lifestyles of students from selected
countries in terms of preventive, risky, and health care behaviours, with regards to both
physical and psychosocial health.

2. Material and Methods

The presented study was a part of a larger research project concerning pro-health
and anti-health behaviour of students from selected countries. It was a cross-sectional,
comparative study conducted from December 2016 to March 2017. The research was based
on discussions with students in sociology and health promotion courses focused on their
understanding of lifestyle in the context of maintaining and strengthening health. The
major research question was: are there any differences in lifestyle between students from
different countries? As a method was used a diagnostic survey and the survey technique.

2.1. Ethical Consideration

The study was conducted in accordance with the Declaration of Helsinki, and the
protocol was approved by The Bioethics Committee of the Regional Chamber of Physicians
and Dentists in Gdańsk No: KB-15/16.

2.2. Participants

The subjects were 532 students from Turkey, Poland, Greece, and Hungary. Respon-
dents selected to participate in the survey were students of all fields of study. The authors
selected students from partner countries with whom they have an agreement under Eu-
ropean programs (Erasmus +). The first two authors of the study recruited at least two
volunteers from each of the participating countries. These were students who had taken
part in Erasmus+ activities in previous years whose role was to translate a research tool
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and a letter of intent into their national language and to send out a call for participants. The
translated content was additionally verified for linguistic correctness by professional trans-
lators. This ensured the quality and linguistic accuracy of the translation. The questionnaire
was adapted for comparative research utilizing cultural adaptation.

2.3. Tool

The original research tool included 85 closed questions. The selection of questions
resulted from the literature on the subject, in which four groups of health-related behaviors
were distinguished: on physical and psychosocial health-related behaviour, on preventive
and risky behaviour, as well as questions to determine the socio-cultural profile of respon-
dents. Due to the size of the study and the complexity of the data the authors chosen: eight
questions concerning preventive behaviours, three—risky behaviours, 33—physical health,
and five—psychosocial health. The level of acceptance of the student views was measured
with a five-point Likert scale with a neutral choice: I strongly disagree, I disagree, I neither
agree nor disagree, I agree, I strongly agree. The validation of the questionnaire fulfilled
the requirements for translation and verification of the correctness of the questionnaire
design [14].

2.4. Course of the Study

Recruitment was consecutive and snowball sampling was used. The non-random
sampling method relies on the recruitment of participants by other participants. It is
recommended as a sample selection method in order to facilitate scientific research and
reaching the local community [15]. Each researcher distributed the survey questionnaire to
their network of students, and they gave it their colleagues. Thanks to this, it was possible
to reach the academic community in a given country.

The invitation letter informed potential participants of the aim of the survey, stated
the name of the ethics committee/s which provided ethical approval for the study, and
emphasized that participation was anonymous, confidential, and voluntary. Web-based
electronic survey software was used to collect data in each country. The respondents were
informed that their participation in the study was voluntary and that they would not be
obligated to provide answers to any question(s) with which they were uncomfortable. The
respondents were also informed that they could opt-out of the study at any time without
any consequences. The subjects gave their informed consent for inclusion before they
participated in the study.

A questionnaire was sent to students via the Internet. Participants were emailed a link
and completed the survey at home or in their place of work. A paper questionnaire was pro-
vided for those participants who could not access the online survey. After the respondents’
answers were received, they were entered anonymously into the data collection worksheet.
After data collection, each questionnaire was checked visually for completeness.

2.5. Methods of Statistical Analysis

Data were entered, cleaned, and coded using Statistica 8.0 PL software (StatSoft, Tulsa,
OK, USA). The results were presented as a frequency table and descriptive statistics. The
Kruskal-Wallis test (H) was used to verify the occurrence of differences between the groups.
The most common answer (dominant) was defined, along with the frequency distribution
for each variable, with an assumed level of confidence of p = 0.05.

3. Results

The study involved 532 students from the following fields of study: nursing, pedagogy,
law, economics, national security, and geography. The following countries were selected:
Greece, Poland, Turkey, and Hungary. Women accounted for 55.34% of the respondents,
men 44.66%. The average weight was 63.2 kg, height—167.9 cm, and BMI—22.32 kg
(Table 1). Of the respondents, 14.7% were treated for chronic diseases such as allergies,
depression, diabetes, epilepsy, and thyroid diseases.
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Table 1. Characteristics of the studied population.

Parameter
Poland Hungary Greece Turkey

n = 154 n = 170 n = 95 n = 113

Gender
Women 74 (48.1%) 83 (48.8%) 50 (52.6%) 54 (47.8%)

Men 80 (51.9%) 87 (51.2%) 45 (47.4%) 59 (52.2%)
Mean weight (kg) 62.5 67.2 68.0 54.9
Mean height (cm) 168.0 166.7 171.6 165.4

Mean BMI 22.32 24.02 22.99 19.96

Of those surveyed 61.3% indicated they engaged in activities related to maintaining
and improving health. They were most frequently undertaken in the area of psychosocial
health—72.2% (Table 2) and avoiding risky behaviours—71.8% (Table 3), less frequently in
the area of preventive behaviours—55.5% (Table 4), and physical health—45.6% (Table 5).

Table 2. Behaviour mainly related to psychosocial health: using and providing social support, avoiding excessive stress and
dealing with problems and tensions.

No. Statements I Strongly
Disagree (%) I Disagree (%)

I Neither
Agree Nor

Disagree (%)
I Agree (%) I Strongly

Agree (%)

1
I have someone who is

with me during
hard situations

3.1 6.6 18.6 39.0 32.7

2

I have someone who tries
to engage me in activities
that help me forget about

my problems

3.4 4.8 9.3 40.0 42.5

3
I feel supported when it
comes to my goals and

plans for achieving them
3.1 6.9 15.9 54.0 20.1

4
In difficult situations I can

count on my family’s or
partner’s support

3.4 5.2 7.9 36.4 47.1

5 In difficult situations I can
count on my friends’ help 3.8 3.8 15.9 45.0 31.5

Table 3. Avoiding risky behaviours: not smoking, limited use of alcohol, not abusing medicines not prescribed by a doctor,
not using other psychoactive substances.

No. Statements I Strongly
Disagree (%) I Disagree (%)

I Neither
Agree Nor
Disagree

I Agree (%) I Strongly
Agree (%)

1 I do not smoke cigarettes 57.0 13.8 5.5 12.8 10.0

2 I do not drink alcohol 33.7 22.0 16.2 21.3 6.8

3 I do not use drugs or
other substances 74.1 12.8 6.2 5.2 1.7
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Table 4. Preventive behaviour: self-control of health and self-examination, taking preventive tests, safe behaviour in
everyday life, safe sex.

No. Statements I Strongly
Disagree (%) I Disagree (%) I Neither Agree

Nor Disagree (%) I Agree (%) I Strongly
Agree (%)

1 I pay attention to my health 1.7 7.5 15.6 52.6 22.7

2 I control the state of my health by
regular check-ups 4.7 17.3 24.7 43.1 10.2

3 I follow the doctor’s instructions
when I’m ill 1.4 4.9 12.2 53.1 28.4

4 I go to the doctor when I feel ill 2.4 17.7 22.6 42.0 15.3

5 I treat myself when I feel ill 3.4 14.5 23.8 43.4 14.9

6 I practice safe sex 12.1 10.7 11.4 29.3 36.5

7 I change my sexual
partners rarely 2.4 4.5 6.6 19.0 67.5

8 I use contraception 25.5 16.4 13.6 18.9 25.6

Table 5. Behaviour mainly related to physical health: taking care of the body and its immediate surroundings, physical
activity, rational nutrition, sleep of an appropriate duration and quality.

No. Statements I Strongly
Disagree (%) I Disagree (%) I Neither Agree

Nor Disagree (%) I Agree (%) I Strongly
Agree (%)

1 Diet plays an important role in
my life 14.3 28.6 25.1 21.3 10.7

2 I prepare my own meals 2.4 8.9 19.9 50.9 35.9

3 I eat regularly every day 9.0 16.2 24.8 37.9 12.1

4 I eat fruits every day 5.9 17.0 19.0 44.6 13.5

5 I eat vegetables every day 5.2 20.7 19.7 39.7 14.7

6 I eat regularly every day 4.5 17.9 27.6 38.6 11.4

7 I eat fruits every day 9.0 30.7 22.4 30.3 7.6

8 I eat vegetables every day 10.1 37.0 18.4 25.9 8.6

9 I do not eat products after their
expiration date 3.8 9.3 13.4 25.2 48.3

10 Physical activity is an important
part of my life 5.2 11.0 21.7 46.9 15.2

11 I spend my free time on some
physical activity 11.1 19.8 27.4 34.7 7.0

12
I participate in selected physical

activity 3 times a week or
more often

13.1 30.0 25.2 22.4 9.3

13 I spent more than 30 min every
time on physical activity 10.8 20.1 20.1 31.6 17.4

25 I sleep 7-8 h every night 8.2 19.9 15.1 36.4 20.4

26 I miss sleep because of studying 13.7 29.0 25.2 19.0 13.1

27 I miss my sleep because
I’m partying 7.3 11.8 18.4 29.5 33.0

28 I wake up rested 6.6 21.6 30.0 28.2 13.6

29 I bathe every day or shower my
entire body 1.7 8.9 9.3 24.4 55.7

30 I wash my teeth at least twice
every day 1.7 10.3 8.2 30.1 49.1

31 I wash my hands during the day 2.1 1.0 3.8 21.6 71.5

32 I keep my room neat and tidy 2.8 5.5 13.4 39.0 39.3

33 I build up my resistance 1.7 7.2 20.6 45.4 25.1
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The analysis showed the existence of statistically significant differences between the be-
haviours undertaken by students from different countries presented within the framework:

(1) Preventive behaviour (H = 98.43755 p = 0.000)—Figure 1.
(2) Behaviour related to physical health (H = 22.70252 p = 0.0000)—Figure 2.
(3) Psychosocial health behaviour (H = 43.26644 p = 0.0000)—Figure 3.
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Figure 4. Risky behaviourso of students and the country of origin (H = 11.30513 p = 0.0102). Legend:
1—Poland, 2—Hungary, 3—Greece, 4—Turkey.

The highest psychosocial support was given to students from Poland (81.3%) and
the lowest to students from Greece (17.4%). Most often, Hungarian respondents gave up
undertaking risky behaviours (76.1%) and the least often were respondents from Poland
(27.1%). Preventive behaviour was most often taken by the Greeks (60.5%) and least often
by the Turks (30.4%). Physical health behaviours were most often preferred by students
from Turkey (49.7%) and least frequently by Greeks (37.9%).

4. Discussion

The mobility and the possibilities of studying in places other than the country of
origin, a broader view of students and their attitudes towards health, beyond the borders of
the country in which they currently reside, is justified. The student population was selected
as a result of their openness and susceptibility to change, as well as for the specificity of
the health behaviours associated with higher education. However, the time of studying
at university has many situations which force young people to behave in certain ways
which can be temporary or possibly transferred to later in life ([16], pp. 89–93). Health
behaviours are influenced not only by age and place in society, but also by socio-cultural
environments. The correlations between health behaviours and culture are visible, among
other factors including opinions on health risks, health evaluation, and observance of
medical recommendations ([17,18], pp. 58–61).
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The countries from which participants are from has different contributing factors such
as standard of living, geographical origin, health care system, diet, religion, and so on.
Despite the socio-cultural diversity of the respondents, their health-oriented lifestyle was
similar. According to different authors, university students around the world in general do
not have good eating habits, eating unbalanced diets high in calories, the physical exercise
is nil, the high consumption of alcohol, tobacco and marijuana [19–22]. However, in some
areas of health, there are differences. They are at the same time a result of individual
behaviour and social and cultural influence.

In the discussion of the obtained results, due to the multiplicity of contexts, attention
was paid to those that could have had an impact on the results during the research. It
should also be taken into account that the quoted and compared data are adequate to the
duration of the research.

Psychosocial health was most often taken care of by respondents from Poland. A
possible basis for such behaviour could be a result of Polish society’s family-oriented culture.
The results of opinion polls show Polish people often spend their free time primarily with
their family and among friends. Family, family happiness (82%), and health (74%) are
highly valued [23]. An independent social determinant of health is the extent, strength, and
quality of our social connections with others. The recognition of the importance of social
connections for health dates back to as far as the work of Emil Durkheim. Bowlby [24]
maintained that secure attachments are not only necessary for food, warmth, and other
material resources, but also provide love, security, and other non-material resources that
are necessary for normal human development [25].

Certain periods in life may be critical for the development of bonds and attachments
([26], pp. 125–151). The provision and reception of social support is an important element
in health and is part of the basis for meeting the basic needs of love, belonging, and
acceptance. Whether one is facing a personal crisis and needs immediate help, or simply
wants to spend time with people who care for them, these relationships play a key role in
everyday life.

Alcohol consumption, smoking, and the use of psychoactive and addictive substances
are behaviours that cause undesirable health effects, increasing the risk of developing
lifestyle diseases and increasing mortality rates. Therefore, in most countries around the
world, NGOs and various organisations run multifunctional campaigns aimed at reducing
the incidence of adverse events and thus increase awareness of the negative effects of
substance abuse [27].

In this study, risky behaviours were least frequently undertaken by Hungarians.
According to WHO data, the awareness of the Hungarian population has changed in recent
years, which is noticeable, for example, in the amount of alcohol consumed. In the years
2003–2005 it was 17.1 L per person, in the years 2008–2010 it was 13.3 L and in 2014 it was
10.9 L per adult. WHO data from 31 December 2016 also show that in Hungary 25.8%
of the population smoked cigarettes, which is a less common than in the other examined
countries, e.g., Greece, where 27.3% of the adult population smoke [28]. Positive trends in
avoiding risky behaviours are also confirmed by data from research carried out in March
2015 by the Hungarian Scientific Research. However, compared to findings of former
ESPAD surveys it can be stated that by 2015 the prevalence of all illicit substances has
decreased markedly and substance use has become rarer among Hungarian high school
students [29].

A growing number of multilevel studies have found an association between com-
munity stocks of social capital and individual health outcomes (e.g., mortality, self-rated
health, some health behaviours) regardless of the influence of individual socioeconomic
characteristics ([30], pp. 682–690).

The correlation between health behaviours and standard of living in a country is an
issue greatly discussed in the literature [31–33].

The economic-debt crisis that hit Greece form early 2009 to late 2018 has affected all
aspects of society, including the state of health, which the EU considers to be considerably
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low here ([33], pp. 597–602). Both access to health services and the quality of health services
can impact health. Lack of access or limited access to health services greatly impacts an
individual’s health status. Given the level of quality of Greek healthcare, society was
forced to move towards more self-care measures. It, therefore, cannot be ruled out that the
country’s economic situation resulted in Greek students taking greater care of their health
than students from other countries, enforcing self-control and self-examination, taking
preventive examinations and practising safe behaviours in everyday life.

Turkish people seem to care about physical health, i.e., body hygiene, diet, and sleep,
and it is possibly closely connected with their culture. Turkish culture may be characterized
as having elements of modernity, tradition, and Islamic practices ([34], pp. 833–874);
cultural orientations are not homogenous and are not equally adopted by citizens. Modern-
day Turkey is a secular state: however, the philosophy and ideology of Islam remains a
prevalent feature of Turkish culture. In Turkish culture, care for the body, clothing, and the
immediate environment is documented in the Quran [35]. Important everyday activities
include hand washing, taking care of one’s nails, hair, sexual organs, clothing, and diet.
For this reason, among others, the concerns for the body is strongly inscribed in the daily
behaviours of Turkish people. This seems to be undoubtedly a strong factor favouring
positive physical health behaviours undertaken by Turkish students, more so than by
other respondents.

Universities may be excellent settings to address misperceptions and to influence
norms regarding body weight in order to prevent unhealthy behaviours among students to
achieve ill-advised weight ideals [36].

The BMI of the students participating in the study was within the norms according
to WHO [37], but considering the eating habits of students and the fact that 32% attach
importance to the diet, it should be recognised, that the time of study may be the time when
pro-health or anti-health behaviors become established, leading to diseases in the future.

Another important issue raised by other authors is the regularity of meals, which is
problematic among students [38,39].

For the respondents of the survey in question, 62.1% of physical activity is important
in life, but 41.7% spend their free time actively and 31.7% exercise regularly at least 3 times a
week. The disproportion between the declaration and the activity undertaken is significant.

Researchers who reviewed studies on college students’ physical activity behaviors
reported that about 40% to 50% of college students are physically inactive [40].

The new Global Action Plan on Physical Activity 2018–2030 of the WHO promotes
sporting and physical activity as a leading factor for mental health, quality of life and
wellness [41].

Students who took part in the study often acknowledged health oriented activities
such as taking care of the body and immediate surroundings, physical activity, well-
balanced nutrition, taking care of sleep, using social support, coping with problems and
stress, controlling health, taking preventive examinations, not smoking, limited alcohol
consumption, not using other psychoactive substances, however, there was still a large
group of people who did not follow the recommendations to promote a healthy lifestyle.

The unhealthy behaviours reported in this study identify these students as having
a high risk for future chronic diseases and premature mortality [42,43]. The presented
results do not differ from those presented by other authors conducting research on stu-
dents [44,45] (pp. 1910–1919), ([46], pp. 315–318), ([47], p. 97–104), ([48], pp. 171–179).
The findings reflect international research on hazardous drinking, cigarette smoking,
unhealthy diet/eating patterns, low levels of physical activity, and unsafe sex among
student populations.

Higher education is becoming one of the main factors for a successful career in the
labour market and a better perspective on living conditions. Through their example and
decisions, intelligent health professionals with the skills to take independent action to
maintain and improve their health will be able to promote good behaviour to their loved
ones and peers in the workplace ([49], pp. 289–303).
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Nowadays, there is a strong emphasis on health promotion as a science and it can
help people transform their lifestyles and optimize their health. In this context, it is worth
making young people aware of their potential for better health now and in the future. It is
up to them to take care of their health now to ensure that they increase their quality of life
in their later years. It is important to stress that health is not a fixed value. It is subject to
fluctuations and it will depend on them whether it will trend downward or upward in the
future. Young people should heed the motto “My health in my hands”.

5. Limitations

The conducted research, although it provides important knowledge, is subject to
several limitations. Conducting research via the Internet seems to be a great help in the
case of intercultural research. Being able to access respondents from different cultures in
their own environment is easier, simpler, faster and cheaper. However, there are many
difficulties in conducting research using the Internet. They concern both technical and
practical as well as content-related and methodological issues. The first of the difficulties
of research via the Internet is the recruitment of people, which, as in this study, is carried
out in a non-random manner, using the snowball method (the so-called chain), where the
research involves people who know each other and who recommend participation in the
research to other people they know. Thanks to this, it is possible to reach a specific group
of people, here students, but also a group of friends who probably show a similar style and
philosophy of life, which reduces the diversity of the group.

Moreover, in our study the nationality of the respondents was taken into account as
an independent variable. However, the aforementioned openness of borders, the ability
to move freely, use various discussion forums or social media means that people’s habits
are subject to change, and as a result they cease to be specific and characteristic for a given
geographical area, nation or culture.

6. Conclusions

All surveyed students declare that they undertake health-promoting activities, how-
ever, there are significant differences with regard to health behaviors between students
depending on the country of origin. Students from Poland received the greatest support
with regards to psychosocial health and most often exhibited risky behaviours. Students
from Hungary had the highest BMI index and most often did not show risky behaviours.
Students from Greece received the least support with regards to psychosocial health, most
commonly showed preventive behaviour, and least frequently engaged in physical health
behaviours. Students from Turkey had the lowest BMI index, most often engaged in physi-
cal health behaviours, and least often exhibited preventive behaviour. Students should be
supported in their self-care by ensuring they are well educated and able to acquire new
skills for health promotion.

Our conclusions could be guidelines for university authorities to make them a place
that promotes a healthy lifestyle, facilitate maintaining health and teach how to care for
it. Identifying areas in which students show deficiencies in the care of health could be a
premise for introducing changes in the functioning of the university, e.g., changing the
menu in university canteens, facilitating access for students to university gyms, sports
clubs, or employing a psychologist, etc.

Meetings of international project coordinators, such as Erasmus is also a good place
to discuss health in a cultural context. Research shows that planned health education
among students, promoting a healthy lifestyle in various dimensions, improves pro-health
attitudes [50].
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