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I Abstract
Introduction and Objective. Public attitudes may affect implementation of school-based health promotion. In Poland,
the proposed new subject ‘Health Education’ has been widely debated. The aim of the study is to assesses public response
to this reform, including perceived health-related knowledge, curriculum evaluation and familiarity, reported information
sources, and implementation preferences.
Materials and Method. A cross-sectional survey was conducted in 2025 among 1,094 adults from three Polish regions. A
32-item questionnaire assessed self-reported health-related knowledge, attitudes toward the reform, curriculum evaluation
and familiarity, information sources, and implementation preferences. Descriptive statistics, Pearson’s chi-square test, and
Cramér’s V were used.
Results. Most respondents assessed their health-related knowledge positively, whereas evaluations concerning children
and adolescents were less favourable. Overall, 51.9% supported changes in health education. Familiarity with the proposed
curriculum was limited, with 57.3% reporting no or only superficial familiarity. Despite this, attitudes toward the proposed
curriculum remained clearly divided, while 33.7% expressed no opinion. The most frequently preferred option was introducing
the subject as optional.
Conclusions. Although respondents generally recognized the need for changes in health education, attitudes toward the
proposed curriculum remained divided despite limited familiarity with its content. Since most respondents indicated indirect
or non-official information sources, declared opinions should be interpreted with caution, as the credibility, completeness,
and fidelity of these sources to the official curriculum could not be verified.
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INTRODUCTION

Rapid social and technological changes increasingly influence
educational systems and expectations regarding school
curricula (1, 2]. Educational content considered sufficient
several years ago may become outdated in rapidly changing
social and media environments. As a result, schools are
increasingly expected not only to provide knowledge, but
also to prepare students to critically evaluate information
from multiple sources.

Health-related behaviours develop under the influence
of family environment, school education, peer groups, and
media communication [3, 4]. Schools may play a particularly
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important role because they provide structured and widely
accessible education for children and adolescents. At the
same time, the growing role of digital media and online
communication has substantially changed the way young
people obtain health-related information [5]. Although easier
access to information creates new educational opportunities,
itisalso associated with increased exposure to misinformation
and simplified or unreliable online content [6, 7].

Concerns regarding adolescent mental health and health-
related behaviours have also increased in recent years.
Recent reports indicate rising levels of emotional problems,
anxiety symptoms, and risky online behaviours among
adolescents [8-10]. Epidemiological observations from
Poland additionally suggest changes in suicide attempt rates
among young people, corresponding with trends observed
internationally [9, 11].

In response to these challenges, schools are increasingly
regarded as important settings for health promotion
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and preventive education. Evidence from school-based
programmes suggests that educational interventions may
improve selected health behaviours and increase health
awareness among students [12, 13]. The concept of Health
Promoting Schools additionally emphasizes the integration
of health-related education into everyday school functioning
and organization [14].

Public discussion concerning the planned introduction of
the new school subject ‘Health Education’ in Poland revealed
substantial differences in attitudes toward the role of schools
in health promotion and the scope of educational content.
Similar difficulties accompanying curriculum reforms have
also been described in other countries [15]. Public opinions
regarding educational reforms may also be shaped by media
discussion, trust in information sources, and individual
beliefs [16, 17]. At the same time, previous European studies
indicate that health literacy levels remain uneven across
populations [18, 19], whereas digital media increasingly shape
adolescent attitudes and health-related behaviours [20, 21].

Despite growing public discussion surrounding the
proposed curriculum, factors associated with social
attitudes toward health education reform in Poland
remain insufficiently understood. In particular, limited
data are available regarding the role of familiarity with
the curriculum, sources of information, and possible non-
substantive influences affecting public opinion.

Although school-based health education and curriculum
reform have been widely discussed, less is known about
how the general public evaluates a specific health education
curriculum introduced during intense public debate.
Public acceptance of such reforms may depend not only
on curriculum content, but also on teacher preparation,
institutional support, stakeholder communication,
media exposure, and public trust. Therefore, the present
study assessed public attitudes toward the proposed
subject of ‘Health Education’ with particular attention to
curriculum familiarity, information sources, and preferred
implementation strategies.

OBJECTIVE

The aim of the study is to assess the attitudes of urban
and rural residents toward initiatives undertaken by the
Ministry of National Education concerning the reform of
health education content at primary and secondary school
levels, including the newly proposed school subject ‘Health
Education’. The study additionally sought to identify possible
sources of resistance, skepticism, or uncertainty regarding
the proposed changes.

MATERIALS AND METHODS

Study design and participants. A cross-sectional survey
was conducted between June — December 2025. The
study included 1,094 adults from the Lublin, Mazovia,
and Podkarpackie provinces in Poland. Detailed socio-
demographic characteristics of the study population are
presented in Table 1.

The sample comprised 435 men (39.6%), 638 women
(58.2%), and 21 participants (1.9%) who did not disclose
their gender. Participants were aged between 18 - 91 years

Table 1. Socio-demographic characteristics of the study group

Variable Parameter Value
Gender Male, n (%) 435 (39.6)
Female, n (%) 638 (58.2)
No response, n (%) 21(1.9)
Age [years] N 1094
x (SD) 38.5(16.0)
Me 36
Range 18-91
crsehoaraged hld. Yes.n 64 362345
No, n (%) 712(65.2)
Education Higher educ;;i;)rr;éi)r,\:t:;i)ng Bachelor 426 (389)
Secondary education (including vocational 407 372)
secondary), n (%)
Basic vocational education, n (%) 172(15.7)
Primary education, n (%) 89(8.1)
Place of residence >100,000 inhabitants, n (%) 478 (43.7)
50,000-100,000 inhabitants, n (%) 176 (16.1)
10,000-50,000 inhabitants, n (%) 140 (12.8)
<10,000 inhabitants, n (%) 93(8.5)
Rural areas, n (%) 207 (19.0)

X —mean; SD - standard deviation; Me - median.

Table 2. Perceived health-related knowledge.

Category Self n (%) Adolescentsn (%)  Children n (%)
Very good 425 (38.8) 136 (12.4) 108 (9.9)
Good 456 (41.7) 371(33.9) 316 (28.9)
Moderate / quite good 159 (14.5) 336 (30.7) 336 (30.7)
Sufficient 47 (4.3) 188(17.2) 229(20.9)
Poor 7(0.7) 63(5.8) 105 (9.6)
No response 0(0.0) 0(0.0) 0(0.0)

(mean: 38.5; median: 36). A total of 382 respondents (34.8%)
were parents or legal guardians of school-age children.

Data collection. Participants were recruited by trained
students of the John Paul II Catholic University of Lublin
using non-random convenience sampling in public places.
Potential respondents were invited to complete an anonymous
questionnaire after receiving brief information about the
study aim, voluntary participation, and anonymity. Before
participation, the students verified basic eligibility criteria:
age 218 years and residence in one of the three provinces
covered by the study. The exclusion criteria were age <18
years, lack of consent, residence outside the study area,
duplicate questionnaires, and incomplete questionnaires,
or questionnaires with inconsistent responses that prevented
statistical analysis. No formal sample size or power
calculation was performed as the study was not designed as
a representative population survey.

Data were collected using an author-designed, 32-item
questionnaire consisting of closed-ended questions, including
single-choice and multiple-choice items. The questionnaire
was developed by the authors according to the study objective,
the proposed ‘Health Education’ curriculum, and the public
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Table 3. Attitudes toward health education reform

Table 7. Sources of information about the curriculum

Category n (%) Source n (%)
Definitely yes 222 (20.3) Public media 137 (20.8)
Probably yes 346 (31.6) Social media 124 (18.8)
Probably no 220 (20.1) Ministry websites 115(17.4)
Definitely no 81(7.4) Internet forums 61(9.2)
No opinion 216 (19.7) Friends 50(7.6)
No response 9(0.9) Family 44 (6.7)
Total support 568 (51.9) Professional journals 23(3.5)
Total opposition 301 (27.5) Newspapers 20(3.0)
Private media 17 (2.6)
Other 12(1.8)
Table 4. Evaluation of the ‘Health Education’ curriculum - -
Non-professional magazines 10(1.5)
Category n (%) No response 47 (7.1)
Very good 7871 Respondents selected one primary source of information
Good 205 (18.7)
Moderate 152(13.9) Table 8. Recommendations regarding curriculum implementation
Satisfactory 122(112) according to familiarity with the curriculum
Poor 169 (15.4) Recommendation Familiar n (%) Not familiarn (%)  Total n (%)
No opinion 368 (33.7) Withdraw completely 100 (15.2) 61(15.0) 161 (15.1)
Partial modification 125(18.9) 58(14.3) 183 (17.1)
Table 5. Reasons for less favourable evaluation of the curriculum Optional subject 228 (345) 107 (26.3) 33531.4)
Reason n (%) No opinion / undecided 207 (31.4) 181 (44.5) 388 (36.4)
Teachers not qualified 311 (284) )F(ize:pzé)ﬁz;e(j:tj\ijifh<n'(3i;()s?r1\;§;(:r§sr;§::e\/sje%;‘:ding curriculum familiarity or implementation
Time-consuming / unnecessary 179(16.3) recommendation were excluded from this analysis.
Psychologically sensitive content 157 (14.3)
Concerns regarding scientific or medical validity 131 (12.0) acceptance or rejection of the curriculum, familiarity with
Partial incompatibility with family morals 111 (10.1) the Curriculum’ and sources of information.
Buplicates biology content i) ©2 Grouping variable. Respondents were classified according to
Full incompatibility with family morals 4440 their familiarity with the ‘Health Education’ curriculum into
No response 60 (5.5) two groups: familiar (including respondents who declared
Multiple responses were allowed. detailed, general, or superficial familiarity; n = 660) and
not familiar (n = 407). Respondents with missing responses
regarding familiarity with the curriculum were excluded
Table 6. Familiarity with the curriculum from subgroup analyses.
Zztegory 40: Zj.z) Statistical z?nalysis. Descriptive statistics (n, %) were u§ed
to summarize the data. Associations between categorical
Yes - detailed 12505 variables were assessed using Pearson’s chi-square test. Effect
Yes - general 316(28.9) size was estimated using Cramér’s V. A p-value < 0.05 was
Heard of it 220 (20.1) considered statistically significant. Analyses concerning

No response 27 (2.5)

debate surrounding its introduction. It covered socio-
demographic data, self-assessed health-related knowledge,
attitudes toward the curriculum, curriculum familiarity,
information sources, and preferred implementation
strategies. The questionnaire was reviewed by the research
team for content relevance, clarity, and face validity. A pilot
study among 40 respondents was conducted to verify the
clarity and comprehensibility of the questions before the
main data collection.

Study variables. The main variables included self-assessed
health-related knowledge, attitudes toward health education
reform and the ‘Health Education’ curriculum, reasons for

recommendations for curriculum implementation excluded
non-responses (final analytical sample: n = 1,067) (Tab. 1-8).

Ethics. The study was approved by the Bioethics Committee
of the John Paul II Catholic University in Lublin on 30 March
2025 (Approval No. 4/2025). Written informed consent was
obtained from all participants. The study was conducted in
accordance with the Declaration of Helsinki.

RESULTS

The analysis included self-assessed health-related knowledge,
perceptions of health knowledge across age groups, attitudes
toward health education reform, familiarity with the
curriculum, information sources, and recommendations
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concerning implementation of the proposed ‘Health
Education’ subject (Tab. 2-8).

Perceived health-related knowledge. Most respondents
evaluated their own health-related knowledge positively
(Tab. 2). The largest proportion described their knowledge as
‘good’ (41.7%), while 38.8% selected the ‘very good’ category.
Only 0.7% assessed their knowledge as ‘poor’.

Assessments of adolescents’” and children’s health-related
knowledge were less favourable. Adolescent respondents
most often described their knowledge as ‘good’ (33.9%) or
‘moderate’ / ‘quite good’ (30.7%). Evaluations of children’s
health-related knowledge were generally lower, with more
frequent ‘sufficient’ and ‘poor’ responses (Tab. 2).

Overall, respondents assessed their own knowledge
more favourably than the knowledge of younger age groups.

®)

Attitudes toward health education reform. More than
half of respondents expressed support for general reforms
in health education (Tab. 3). The most common answer
was ‘probably yes’ (31.6%). Overall support reached 51.9%,
whereas 27.5% expressed opposition. Nearly one-fifth (19.7%)
reported no opinion.

Opinions regarding the specific ‘Health Education’
curriculum were more divided (Tab. 4). The largest group
(33.7%) declared no opinion about the curriculum. Positive
evaluations (‘very good’ and ‘good’) accounted for 25.8% of
responses, whereas less favourable evaluations (‘satisfactory’
and ‘poor’) represented 26.6%. Additionally, 13.9% of
respondents selected the ‘moderate’ category.

Reasons for less favorable evaluation. Respondents who
evaluated the curriculum less favourably most frequently
referred to organizational concerns (Tab. 5). Insufficient
teacher preparation was the most commonly reported issue
(28.4%). Other concerns included excessive time burden
or perceived lack of necessity of the subject (16.3%) and
psychologically sensitive content (14.3%). Less common
reasons included concerns regarding scientific or medical
validity, incompatibility with family values, and overlap with
biology teaching content (Tab. 5).

Familiarity, information sources, and recommendations.
Familiarity with the curriculum was generally limited (Tab.
6). More than one-third of respondents (37.2%) declared no
familiarity with the curriculum, whereas only 11.3% reported
detailed familiarity.

Information about the proposed curriculum was obtained
mainly from public media, social media, and ministry
websites (Tab. 7). Public and social media together accounted
for 39.6% of responses.

Respondents most often supported introducing the “Health
Education” subject as optional (31.4%) (Tab. 8). Withdrawal of
the curriculum was recommended by 15.1% of respondents,
whereas 17.1% supported partial modification. A considerable
proportion (36.4%) remained undecided.

Among respondents familiar with the curriculum, support
for introducing the subject as optional was more common
than among participants unfamiliar with it (34.5% vs. 26.3%),
whereas undecided responses were more frequent in the
unfamiliar group (44.5% vs. 31.4%). This association between
curriculum familiarity and preferred implementation

strategy was statistically significant (x*> = 20.6; df = 3;
p < 0.001; Cramér’s V = 0.14).

Additional exploratory analyses did not show practically or
interpretatively meaningful differences in general attitudes
toward the proposed ‘Health Education’ curriculum
according to age, gender, education level, place of residence,
or being a parent/legal guardian of a school-age child. More
detailed subgroup analyses focused on reasons for criticism
of the proposed curriculum were developed as a separate
manuscript based on the second part of the study.

DISCUSSION

Most participants evaluated their own health-related
knowledge positively, whereas assessments concerning
children and adolescents were less favourable. These differences
likely reflect social perceptions regarding younger age groups
and concerns about contemporary health-related behaviours
among adolescents. Previous studies similarly indicate
growing public concern regarding adolescent mental health,
risky online behaviours, and exposure to unreliable health-
related information in digital environments [8-10, 20, 21].

The present results are also consistent with earlier Polish
and European reports showing that limited health literacy
remains common in adult populations [1, 2, 18, 19].

Although the present study focused primarily on health-
related knowledge rather than comprehensive health
literacy, the results are consistent with broader difficulties
in understanding and applying health information in
everyday life. Despite increasing access to health-related
content, the ability to critically evaluate information
remains uneven across society, particularly in digital media
environments where reliable educational materials coexist
with misinformation and simplified narratives.

General support for health education reform was
relatively high; however, opinions became more divided
when respondents evaluated the specific ‘Health Education’
curriculum. This suggests that approval of general educational
goals does not automatically translate into acceptance of
detailed organizational solutions. Similar observations have
been reported in studies concerning educational reforms in
other countries [15].

The most frequently reported barriers included insufficient
teacher preparation, concerns regarding excessive curriculum
burden, and doubts related to psychologically sensitive topics.
These responses suggest that public concerns focused mainly
on practical aspects of implementation rather than on the
general concept of health education itself. Similar barriers
have been identified previously in analyses of school-based
health promotion programmes [14, 22].

Animportant finding in the current study was the relatively
low level of familiarity with the proposed curriculum. Many
respondents declared either no familiarity or only superficial
familiarity with its content. At the same time, information
concerning the reform was obtained mainly from public
and social media. This suggests that opinions about the
curriculum were often shaped indirectly through media
discussions and public debate, rather than through direct
analysis of official educational materials [5-7, 16, 17, 23].

Officially published curriculum materials provide direct
access to the full text of the proposed curriculum. In the
present study, only 17.4% of respondents indicated ministry
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websites as their primary source of information, whereas
72.0% indicated indirect or non-official sources (Tab. 7),
including public media, social media, internet forums,
friends, family, newspapers, private media, other sources,
and non-professional magazines; this percentage excludes
professional journals (3.5%) and non-responses (7.1%). These
sources may transmit selected elements of the curriculum,
interpretations, commentaries, or simplified messages
whose credibility, completeness, accuracy, and fidelity to
the official curriculum could not be verified in the present
study. Therefore, declared attitudes should be interpreted
with caution, particularly in view of the high proportion of
respondents who declared no opinion about the curriculum
or remained undecided regarding its implementation.

Beyond the specific issue of the ‘Health Education’
curriculum, these findings indicate a broader challenge for
public communication. Socially important educational and
health-related reforms may be evaluated by adults on the
basis of indirect or non-official information sources whose
credibility, reliability, completeness, accuracy, and fidelity to
official documents are difficult to verify. This may contribute
to uncertainty, polarization, or strongly expressed opinions
formed without direct familiarity with primary materials.

From a broader public health perspective, schools
remain important environments for promoting health-
related knowledge and preventive behaviours. However, the
effectiveness of educational interventions may depend on
teacher preparation, educational resources, and differences
in health literacy across the population [12-14, 18, 22].

Despite numerous educational initiatives, limited health
literacy continues to represent an important public health
problem affecting both individuals and communities [24, 25].
These observations suggest that improving public acceptance
of health education reforms may require not only curriculum
development, but also transparent communication and
easier access to reliable information concerning proposed
educational changes.

Limitations of the study. Several limitations of the study
should be acknowledged. First, the study used non-random
convenience sampling and included respondents from
selected regions of Poland, which may limit generalizability
to the national population. Second, the questionnaire was
author-designed and pilot-tested for clarity, but it was not
a previously validated standardized instrument. Third, the
analysis was based on self-reported responses, which may
be affected by reporting bias and subjective interpretation
of questions. Fourth, the cross-sectional design does not
allow conclusions regarding causal relationships between
familiarity with the curriculum and attitudes toward the
reform. Fifth, familiarity with the curriculum was assessed
declaratively and was not verified objectively. Finally,
the study did not allow verification of the credibility,
completeness, accuracy, or neutrality of indirect information
sources used by respondents. Full multivariable modelling
was not presented due to scope and length limitations, while
detailed socio-demographic and health-knowledge-related
analyses were developed as a separate manuscript based on
the second part of the study.

Despite these limitations, the relatively large study group
and inclusion of participants from both urban and rural areas
provide valuable insight into public perceptions of current
health education reforms in Poland.

CONCLUSIONS

1. Although respondents generally recognized the need for
changes in health education, attitudes toward the proposed
‘Health Education’ curriculum remained considerably
more critical and divided.

2. Limited familiarity with officially published curriculum
materials, and the fact that most respondents indicated
indirect or non-official information sources, suggest that
attitudes toward the proposed subject may have been
influenced not only by direct assessment of the full official
curriculum text. Declared opinions should therefore be
interpreted with caution, as the credibility, completeness,
accuracy, and fidelity of these information sources to the
official curriculum could not be verified in the present
study.

3. The results suggest that additional social and media-related
factors may have influenced public perceptions of the
proposed reform and should be investigated in further
studies.
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