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Because of the high and rapidly increasing cost of 

health care, wellness has become a significant issue for 

both health care practitioners and the general public. This 

research examines the issue of wellness and seeks to develop 

a model that identifies the factors that are most 

significant in explaining why people engage in wellness 

activities. 

A questionnaire was mailed to a sample (n = 499) 

randomly selected from the general population of the United 

States. Predictor variables are the demographic variables 

of age, income, education and gender together with the 

cognitive variables of self-actualization, benefits of 

wellness behavior, health locus of control and threat to 

health. Dependent variables are the health-seeking 

behaviors of exercise, stress management, nutrition, health 

responsibility and social support. Canonical correlation, t-

tests, regression and analysis of variance are used to 

analyze the data. 



Chapter one presents two existing health models. The 

first presents prevention or threat to health and the second 

proposes self-actualization as motivating wellness behavior. 

The research model combines the two models. Chapter two 

presents relevant studies in the literature regarding use of 

multivariate models in consumer behavior, dimensions of 

wellness and empirical findings of wellness-related 

research. Chapter three presents the research hypotheses, 

research design and techniques of analysis. Chapter four 

presents analysis of the data and results of statistical 

tests. Conclusions and limitations of the research are 

discussed in chapter five along with recommendations for 

further research. 

The study finds threat to health as the strongest 

driver of wellness behavior followed closely by self-

actualization thus supporting the study model. Results 

indicate that older persons and females perform more 

wellness behaviors than do younger individuals and males. 

Two 3-way interactions were found: (1) Income, age and 

marital status; (2) Education, age and marital status. 

Internal locus of control was not found to influence 

wellness behavior. 
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CHAPTER 1 

INTRODUCTION AND OVERVIEW 

This research addresses the question of whether the 

primary motivation of individuals regarding wellness or 

health-seeking behavior is perceived threat or fear of 

illness, desire for exuberant well-being, or a mix of 

perceived threat/fear of disease and desire for exuberant 

health. Wellness behavior and health-seeking behavior are 

equivalent terms in this research as explained in the "Key-

Concepts " section in this chapter. 

The question of the motivation of individuals in 

health-seeking behavior warrants study because of 

significant economic and general welfare issues associated 

with health care. Further, the potential to advance 

current knowledge regarding the underlying motivation for 

consumer behavior in health care marketing is valuable to 

the science of marketing. With improved ability to 

understand primary motivation toward wellness behavior, 

health care providers can better develop and promote new 

products to consumers and reposition wellness programs that 

are mistargeted. Further, advances in knowledge of consumer 
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motivation may have the potential for expansion to other 

consumer services marketing areas. 

The Research Problem 

The increasing cost of health care continues to cause 

concern on the part of consumers, business and political 

leaders and health care providers. In 1990, medical costs 

were projected to increase at an annual rate of 8%-ll% 

despite the cost containment procedures planned and in place 

(Wong 1990). Actual 1993 expenditures increased 7.8 percent 

over 1992 and represented the lowest growth rate recorded 

for national health care expenditures since 1986. The 1993 

expenditures were equivalent to 13.9 percent of Gross 

Domestic Product (GDP). Current projections for 1995 put the 

ratio of health care expenditures to GDP at 14.3 percent 

(Vincenzano 1995. p.31) and expenditures are expected to 

reach more than 16% of GDP by the year 2000 (Levitt and 

Cowan 1991). 

The most conservative assumptions concerning the costs, 

capital intensity and population aging of the models tested 

by Warshawsky (1994) predict that health care expenditures 

will consume more than a quarter of national output (GDP) by 

2065. More "realistic" assumptions which extrapolate the 

trends presently underway, predict health care will account 



for one-third to one-half of GDP by 2065 (Warshawsky 1994) . 

An aging U.S. population is expected to further strain 

the health care delivery system in the next two decades. 

The elderly (55 and over) will comprise 25% of the total 

U.S. population by the year 2050 (Kane, Evans and MacFadyen 

1990). The health status of older people is important to 

society at large because geriatric care accounts for a large 

portion of the national health budget (Hickey and Stilwell 

1991). Health care costs will increase most for the 

elderly, many of whom are least able to afford the costly 

care because of fixed retirement incomes or low 

discretionary funds. 

The problems of the U.S. health care system fall into 

two general categories: (1) high and rapidly escalating 

costs and (2) escalating use of the system by an aging 

citizenry. It is obvious that Warshawsky is right when he 

calls the serious and immediate reform of the health care 

sector of the economy a "critical" national issue 

(Warshawsky 1994, p.312). 

Promotion of healthy lifestyles or health-seeking 

behavior is one approach that researchers suggest has the 

potential to alleviate these problems. Some (Wright 1995) 

predict that preventive medicine will flourish as the most 



cost-effective way to maintain health in the coming period 

of healthcare reform. 

The connection among lifestyle and current health 

status (Belloc and Breslow 1972), future health states 

(Wiley and Camacho 1980), and mortality (Belloc 1973) has 

been empirically demonstrated over the past few decades. 

Kraft and Goodell (1993) cite well conducted research that 

indicates the leading causes of death in the United States 

are largely attributable to lifestyle factors such as 

smoking, alcohol consumption, fatty diets and lack of 

exercise. The previously held fatalistic view that genetics 

dominates both the quality of life and length of life has 

been revised to recognize that the interaction of a person's 

behaviors (lifestyle) together with heredity and environment 

will determine health or lack of health and length of life 

for most individuals (Walker 1990). 

It has long been recognized by leading health 

authorities that at least half of the deaths in the United 

States each year can be traced to unhealthy lifestyles 

(Surgeon General, "Healthy People" U.S. Department of 

Health, Education and Welfare 1979). Leading researchers in 

health-care markets continue to concur with the Surgeon 

General and to expect that increasing knowledge about the 

motivations of consumers regarding health-seeking behavior 



is a valuable activity. Gould (1990, p.299) for example, 

in his discussion of information regarding health 

consciousness and health behavior, stated that such 

information "would be useful to preventative health care 

practitioners and others involved in health promotion as an 

indicator of individual differences in health concern. 

These differences will require different interventions and 

will be associated with different lifestyles." 

It is clear that the U.S. healthcare industry is, as 

indicated by Wright (1995), in the beginning phase of a 

period of significant and necessary reform . Plank and Gould 

(1990) cite studies that indicate some health-care consumers 

are taking a more active role in their own health care and 

are moving away from the view of Parsons (1977). Parsons' 

view of health care is based on a hierarchical physician-

patient relationship in which the physician is the agent of 

social control, illness is a social deviance and the patient 

is totally dependent on the physician. 

The recent (1995) reported results of the Health 

Strategy Group of New York appear to support the idea that 

individuals are becoming proactive in their own health care 

and are assuming more responsibility for their health. 

Additionally, the results of the national study performed by 

DYG, Inc. for Healthcare Forum. (1994) are similar, 

reporting a view of healthcare as both an individual and a 



national responsibility. The results are a significant shift 

from the paradigm Parsons (1977) describes. 

The Research Question 

The research question addressed in this study is: "Does 

the desire for exuberant well-being (DEWB), perceived threat 

to health (PT) or a combination of DEWB and PT best explain 

wellness or health-seeking behavior?" Which is the best 

predictor for health-seeking behavior? 

(A). The threat of disease or illness as indicated by 

The Health Belief Model (Becker 1974) as shown by Figure 1. 

(B). The drive toward exuberant well-being as indicated 

by The Health Promotion Model (Pender 1987) as shown by 

Figure 2. 

(C). A combination of threat and desire for exuberant 

well-being as shown by Figure 3. 

Comparison is made between two models that predict 

health-seeking behavior. The Health Belief Model (Rosenstock 

1966; Becker 1974) shown in Figure 1, is derived from 

Social-Psychological theory (primarily the work of Lewin 

(1935)) . The Health Promotion Model (Pender 1987) shown in 

Figure 2, is derived from Social Cognitive Theory (Bandura 

1986) . The models are based respectively on prevention or 

fear based behaviors and the desire for exuberant well-



being. 

Comparison is made between the correlation of behavior 

with prevention or fear motivation and behavior resulting 

from the desire for exuberant well-being. Additionally, the 

potential for combining the primary motivation variables of 

the two models to expand explanation of wellness behavior is 

explored as indicated by the research model, Figure 3. No 

effort is made to empirically determine the direction of 

causality within the models tested at this time because that 

is outside the scope of the research question. 

Research hypotheses are developed to address the 

research question. The hypotheses are based on results of 

previous studies of wellness behavior and wellness 

dimensions as discussed in the literature review of chapter 

two. Hypotheses are presented and discussed in chapter 

three. 

Key Concepts 

Consumer behavior is complex; many influences act at 

any point in time to produce a single behavior (Wilke 1990) . 

To provide a common basis for understanding the research 

into health-seeking behavior, key concepts and terms are 

defined prior to their use in the text of this research 

report. In Table 1, model variables are differentiated from 



concepts that are explanatory but not measured. Key concepts 

in the study include lifestyle, health, wellness, 

prevention, exuberant well-being, beliefs, attitudes, 

motivation and self-concept. Those concepts are defined in 

this section. 

Lifestyle 

Individual's lifestyles influence their health (Belloc 

and Breslow 1972; Belloc 1973; Wiley and Camacho 1980; Plank 

and Gould 1990; Gould 1990). Behaviors that are used to 

describe lifestyle are often health-related behaviors, such 

as exercise habits, social support (number and spectrum of 

friends/family) and dietary habits. Lifestyle is defined as 

a person's total pattern of living in the world as expressed 

in their activities, interests and opinions (Kotler 1994, p. 

182) . 

In the context of health, lifestyle was defined by 

Ardell (1979) as "All those behaviors over which an 

individual has control, including actions that affect a 

person's health risks...," and by Wiley and Camacho (1980), 

as "Discretionary activities with significant impact on 

health status that are a regular part of one's daily pattern 

of living." 

The Human Population Laboratory in Alameda County, 



California, examined the relationship of lifestyle to 

current and future health status and mortality in the 

general population (Belloc and Breslow 1972; Berkman and 

Syme 1979; Wingard, Berkman, and Brand 1982). Findings 

support the importance to health of social ties or networks 

and good health habits. Good habits include adequate sleep, 

proper eating, regular physical activity and avoidance of 

harmful substances. The contributions of these lifestyle 

components to an individual's health have been supported in 

other studies (Kaplan, Cassel and Gore 1977; Reed 1983; 

Wilson and Elinson 1981). 

Exuberant Well-Being and Prevention 

Pender (1987) describes two complementary aspects of a 

healthy lifestyle that may have different underlying 

motivations: (1) health protection or prevention with 

avoidance of illness or injury as incentive for action, and 

(2) health promotion with the desire for exuberant well-

being as the incentive for the behavior. Walker, Sechrist, 

and Pender (1987, p.77) define Pender's health-promoting 

lifestyle as "A multi-dimensional pattern of self-initiated 

actions and perceptions that serve to maintain or enhance 

the level of wellness, self-actualization, and fulfillment 

of the individual." Prior to Pender's (1982, 1987) health-
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promotion approach to lifestyle (Figure 2), most studies of 

health-related lifestyles used a prevention-oriented model 

with threat or fear arousal as the primary motivation for 

health behavior. The best known of the illness prevention 

models is the Health Belief Model (HBM) shown in Figure 1, 

(Rosenstock 1966; Becker 1974). 

The desire for exuberant well-being is measured by the 

dimension of self-actualization. Prevention is also measured 

in the research as shown in Table 1 and Figure 3. 

Health 

The concept of health as the absence of disease was 

dominant during the first half of this century. The majority 

of the measures of health status were actually measures of 

indexes of illness based on mortality and morbidity (Pender 

1987, p.15). Illness and health were anchored as extremes on 

a single physical continuum. It was not until World War II, 

when the effects of combat were shown clearly to affect 

mental and physical health, that the move toward health as a 

biophysiological phenomenon began (Pender 1987, p.17). 

The World Health Organization developed one of the 

earliest definitions of health to recognize the 

incompleteness of problem avoidance or absence of illness as 

a definition of health. The World Health Organization (WHO) 
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definition states: "Health is a state of complete physical, 

mental and social well being and not merely the absence of 

disease or infirmity" (WHO 1947, p. 1). 

Kasl and Cobb (1966, p.246) first distinguished health 

behavior from illness and sick-role behavior. They defined 

health behavior as "Any activity undertaken by a person 

believing himself to be healthy, for the purpose of 

preventing disease or detecting it in asymptomatic stage". 

There are many definitions of health. Pender (1987) has 

divided them into those based on stability or the ability to 

adjust to the ever-changing environment, actualization of 

the individual, and both stability and actualization. 

As an example of stability, Neumann (1982) defined 

wellness or health as a condition in which all subsystems-

physiological, psychological and sociological-are in balance 

and harmony with the whole of man, and there is strong 

resistance to a shift toward disequilibrium. 

The best known proponent of health as actualization is 

Halbert Dunn (1959). Although he recognized the need for 

balance within the environment of the individual, Dunn's 

emphasis is on realization of maximum human potential 

through goal-directed activity of the individual. Dunn's 

term for optimum health is "high-level wellness," which can 

be described as a way of life based on the essential need 

for freedom. That need is characterized by continual 
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striving and progress to a higher potential of individual 

functioning. 

Others have challenged the idea of a single continuum 

consisting of illness at one end and wellness or high level 

health at the other within the classification of health 

based on both actualization and stability. Wu (1973) for 

example, proposes that wellness and illness are distinct 

states and may exist simultaneously. 

Pender (1987, p.27) has proposed a definition of health 

based on both actualization and stability. It is: "Health 

is the actualization of inherent and acquired human 

potential through goal-directed behavior, competent self-

care and satisfying relationships with others while 

adjustments are made, as needed, to maintain structural 

integrity and harmony with the environment." 

Pender (1987, p.29) holds that health and illness are 

related but qualitatively different concepts such that it is 

possible for optimum health or poor health to exist with or 

without overt illness. That is, the absence of illness does 

not determine the presence of health or vice-versa. 

It is of interest that neither "adjustments" nor "goal-

directed behavior" are defined as only positive or non-

preventive in nature in Pender's definition of health. 

Accordingly, it seems that preventive behaviors would fit 
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into Pender's definition, although the Health Promotion 

Model introduced by her (Pender 1987) specifically avoids 

prevention as a health-promoting behavior. 

Wellness 

Scholars also debate the definition of "wellness." In 

their review of health assessment domains, including health 

hazard, health status, holistic health, well-being and 

wellness, Dana and Hoffman {1987, p.548) describe wellness 

as "A definitional hodgepodge." They observe that wellness 

is: "A sense of coherence." Dana and Hoffman's term of 

coherence reflects a global orientation composed of both 

enduring and changing feelings and environments, and the 

individual's expectation of reasonable outcomes for life 

experiences. 

The components of wellness include: comprehensibility, 

or the sense that clear information is provided by incoming 

stimuli and that we understand it; manageability, or the 

sense that available resources are adequate for successful 

coping; and meaningfulness, a positive feeling that 

accompanies daily life. Dana and Hoffmann {1987, p.546) 

conclude that "Wellness is an open-ended challenge comprised 

of experience and potential and is an integration of the 

mind, body and spirit..." in the process of personal 
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functioning. 

The definitional problem of wellness was clearly-

recognized by Block (1984), who reviewed the diverse 

definitions of wellness and called for efforts to define the 

boundaries of "wellness behavior." That call has been 

addressed by Pender (1987); Pender et al. (1990); and Kraft 

and Goodell (1993), but differences remain. 

The concept of wellness is defined by Kraft and Goodell 

(1993, p.18) as "A set of personal activities, interests and 

opinions related to one's health. Individuals who pursue 

wellness lifestyles are concerned with their nutrition and 

physical fitness. They try to manage the stress in their 

lives and are sensitive to health hazards in the 

environment." This definition addresses illness avoidance, 

as well as health-promotion behaviors. On the other hand, 

Pender, Walker, Sechrist and Frank-Stromborg (1990, p.326) 

define the behavioral dimensions of the Health-Promotion 

Model as a "wellness-oriented framework as opposed to an 

illness prevention model" and specifically state that they 

are looking at wellness as "without threat of disease 

identified as a behavioral determinant." 

Travis (1977) described the dimensions of a wellness or 

health-promoting lifestyle as self-responsibility, 

nutrition, physical awareness and stress control. Ardell 

(1977, 1979) later refined and expanded those dimensions to 
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self-responsibility, nutritional awareness, stress 

management, physical fitness and environmental sensitivity. 

Ardell's (1977) definition of wellness was chosen by Kraft 

and Goodell (1993) for their Wellness Oriented Lifestyle 

Scale research. Walker, Sechrist and Pender (1987) 

developed six factors for the Health-Promoting Lifestyle 

Profile scale. Those factors are: (1) self-actualization, 

(2) health responsibility, (3) exercise, (4) nutrition, (5) 

interpersonal support, and (6) stress management. There are 

obvious overlaps in the factors between the two groups of 

researchers, with the primary differences being in Ardell's 

(1977) dimension of environmental sensitivity (an 

"avoidance" or threat dimension in many instances) and the 

self-actualization (exuberant well-being) and interpersonal 

support dimensions of Walker, Sechrist and Pender (1987) . 

These dimensions of Walker (1987) are not included in 

Ardell's dimensions as used by Kraft and Goodell (1993) and 

are held to be a more positive approach to living as opposed 

to illness or danger avoidance. According to Walker 

(1987), the positive approach of the health-promoting 

component of lifestyle is pursued because it is satisfying 

and enjoyable, not because of the wish to avoid disease. 

Similarly, Plank and Gould (1990, p.69) summarized wellness 

as "a set of attitudes and behaviors, which indicate an 

individual's perception of their ability to have some 
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control over their own health and well-being." 

Obviously, health and wellness are very closely related 

constructs that are often used interchangeably by 

researchers. Pender (1987), for example, uses the terms 

interchangeably in her discussion of health definitions. In 

this research, wellness behavior and health-seeking behavior 

are synonymous until health as prevention or exuberant well-

being or both is supported (or not) by the study results. 

Beliefs 

"A belief is a descriptive thought that a person holds 

about something (Tybout, Calder & Sternthal 1981)." 

Fishbein and Ajzen (1975) propose that a belief links 

an object with an attribute. They hold that "...the object 

of a belief may be a person, a group of people, an 

institution, a behavior, a policy, an event, etc., and the 

associated attribute may be any object, trait, property, 

quality, characteristic, outcome or event." As an example, 

Fishbein and Ajzen (1975, p.12) state that a belief may link 

using birth control pills (the object) to preventing 

pregnancy (the attribute). 

Beliefs may be based on knowledge, opinion or faith and 

may or may not carry an emotional charge. For example, in 

the case of wellness or health beliefs, people may describe 
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themselves as effective (or not) in influencing their own 

health. They may describe themselves as being totally 

responsible for the state of their health, or alternatively 

may describe the state of their health as the sole 

responsibility of professional health care providers or 

dependent on luck. Their beliefs will influence their 

attitudes toward wellness or health and their resultant 

action or non-action in health-seeking behavior. 

Attitude 

Attitudes are generally accepted as "...learned 

predispositions to respond to an object or class of objects 

in a consistently favorable or unfavorable way" (Allport 

1935). Attitudes have traditionally been viewed as having 

cognitive (knowledge), affective (feelings) and conative 

(behavioral tendencies) components. However, Wilke (1990, 

p.311), holds that over the last 20 years, researchers in 

the area of consumer behavior have shifted to a view that 

equates attitude with affect (positive or negative 

feelings), an opinion that is shared by Fishbein and Ajzen 

(1975, p.11-12). Affect is built on beliefs. Behavioral 

intention (conation) depends on both cognition (belief) and 

the attitude toward the behavior (Fishbein and Ajzen 1975) . 

The idea that beliefs and attitudes influence behavior fits 
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well with the Plank and Gould (1990, p.69) definition of 

wellness as "a set of attitudes and behaviors..." Wilke 

(1990, p.327) points out that the correlation between 

attitudes and behaviors of consumers is far from perfect. 

Wilke contends that the lack of perfect prediction between 

attitude and behavior can be ascribed to the following 

conditions: 1) Not all attitudes are tied closely to 

behavior, 2) Consumers can have positive attitudes toward 

alternative behaviors, 3) The roles of time and attendant 

change in attitude is important, as are situational effects, 

personal factors, and information-processing factors such as 

attitude accessibility within the individual. According to 

Wilke (1990, p.330), these types of considerations caused 

Fishbein and Ajzen (1975) to develop their Theory of 

Reasoned Action. The model derived from the theory is well-

researched and has been found useful in explaining and 

predicting consumer behavior (Warshaw 1980; Sheppard, 

Hartwick and Warshaw 1988). Multivariate models of consumer 

behavior as they relate to healthcare will be discussed in 

chapter two. 

Motivation 

Motivation refers to the processes that cause consumers 

to behave as they do. Researchers in the field of 
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motivation seek to answer the question of "why" the behavior 

occurs so that the consumer's behavior can be influenced 

(Gardner 1981). 

Wilke (1990 p.172) lists the major characteristics of 

motivation as including the major components of energy and 

direction, being overt and occult, being derived from 

internal and external forces and possessing positive or 

negative valence, among others. According to Wilke, the 

energy component of motivation is required to overcome 

natural consumer inertia and is often derived from emotions 

(including fear, perceived threat and desire for exuberant 

well-being). Moorman and Matulich (1993, p.210) define 

health motivation as "...consumers' goal-directed arousal to 

engage in preventive health behavior..." They claim the 

characteristic of health motivation focuses on the 

consumer's willingness or interest in performing health 

behaviors. Similarly, in their review of research conducted 

using the Health Belief Model, Becker and Maiman (1975, 

p.17) write that motivation refers "...to differential 

emotional arousal in individuals caused by... stimuli (e.g. 

health matters). If desire to reduce personal susceptibility 

or severity represents the valence or "pull" towards action, 

then health-related motivation may be seen as the "push" 

factor ...." 

The Health Belief model is based largely on the work of 
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Lewin (1935). Lewin theorized that an individual's life-

space or field consists of regions that arise and which 

possess positive, neutral or negative valence. Disease or 

illness is normally expected to possess negative valence, 

which exerts a force on the individual that will tend to 

move them away from the negative region. Using this theory 

of motivation, preventive behaviors are strategies for 

avoiding illness while health-promoting behaviors are 

strategies for achieving exuberant well-being. 

Finally, motivation in health related areas, whether 

positive or negative, may not be described by a strictly 

linear function with action. Becker and Maiman (1975) 

concluded from their findings and those of other researchers 

that extreme levels of perceived threat, whether low or 

high, are associated with low likelihood of taking 

preventive health action. They suggest that low levels of 

perceived threat are not sufficiently motivating to cause 

behavior, while high levels inhibit action. 

Self-Concept 

According to Sirgy and Claiborne (1990), self-congruity 

theory (Sirgy 1982, 1985a, 1986; Sirgy, Johar, Samli and 

Claiborne 1991) indicates that the relationship between 

self-congruence and consumer attitude/behavior is explained 
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through consumer self-evaluation. That is, consumers do not 

evaluate the product/service per sie but rather evaluate 

their visualization of using the product and comparing the 

visualization to their existing self-concept. For example, 

according to the theory, people will evaluate exercise 

programs of aerobics or karate according to whether their 

vision of the behaviors required by the respective programs 

fit closely enough with their operant self-concepts to 

engage in the health-seeking activities. 

Self-concept researchers have traditionally used four 

aspects of self-concept in explaining and predicting 

consumer attitude/behavior. The models are: Actual, Ideal, 

Social and Ideal Social. Significant relationships have been 

found for all models between consumer's attitude/behavior 

and self-image congruence. 

Section Summary 

The two primary points of view regarding the motivating 

factors of consumers' health seeking behavior (threat or 

fear of illness and desire for exuberant well-being) have 

been introduced together with well-researched multivariate 

models that support each of the positions (Figures 1 and 2). 

A model that combines the motivation of prevention or threat 

and the desire for exuberant well-being is introduced as the 
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study model (Figure 3). The study model is based on 

definitions of wellness suggested by Ardel (1977) together 

with results reported by health-care researchers and will be 

discussed in chapter two. Multivariate consumer behavior 

models and theory with general empirical results 

(supportive/nonsupportive) will also be discussed in the 

literature review of chapter two together with the specific 

health-related multivariate models introduced (Figure 1 and 

Figure 2). 

The research question addressed in this study is: "does 

the desire for exuberant well-being (DEWB), perceived threat 

to health (PT) or a combination of DEWB and PT best explain 

wellness or health-seeking behavior?" 

The results of empirical studies indicate that several 

variables comprise the concept of health or wellness. Those 

variables include self-actualization, control of health, 

nutritional awareness, stress management, exercise, 

interpersonal support, health responsibility and prevention. 

These specific variables together with benefits of wellness 

behavior and demographic variables comprise the variables of 

the study model as shown in Figure 3 and Table 1. They will 

be discussed further in the literature review of chapter 

two. 
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Significance of the Research 

In their ongoing search for competitive advantage, 

marketers, including those in the areas of health-care 

marketing, are increasingly turning to target marketing 

(Kotler 1994, p.262; Gould and Plank 1986). Market 

segmentation, the dividing of a market into distinct groups, 

is the initial step of target marketing, followed by 

selection of the segment or segments that best match firm 

strengths with customer needs or wants. It seems that 

consumers may have either threat avoidance or the desire to 

possess exuberant well-being as their motivation for health-

seeking behavior, according to the established models of 

health-seeking behavior (Figure 1 and Figure 2) discussed in 

this section. Further, the possibility exists that the 

motivation for some consumers may be a combination of the 

desire to feel good and avoid illness (Figure 3). The 

ability of health-care marketers to know the motivating 

factors of segments of the market will enable them to build 

and execute effective and efficient marketing strategies, 

develop effective research methodologies and develop 

products that meet market needs. 

Also, the study has the potential to advance behavioral 

theory in general. Identification of factors that help 

explain a complex consumer behavior, such as wellness, may 
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be helpful in other marketing areas such as social marketing 

for crime prevention. 

Limitations of the Research 

The results of this study should contribute knowledge 

to the field of health-care marketing. However, several 

limitations characterize the study. One limitation is that 

the behavior of consumers can be very complex, and it is 

generally understood that individual independent variables 

can contribute significantly to explaining the dependent 

variable statistically but not practically. 

A further limitation of the research is that while 

support may be found for conceptual models of wellness 

behavior, the research does not address causation. Using 

findings presented here, future researchers can assess 

causal ordering of constructs. 

Organization of the Research 

This chapter has provided an overview of the study 

problem, summarized existing models of wellness behavior, 

defined key concepts and terms, and clarified the 
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significance and limitations of the research. Chapter 2 

reviews the research base, addresses the dimensions of 

wellness and reviews findings of wellness/health-seeking 

behavior. Chapter three relates the methodology of the 

study and discusses the development of a measure of Benefits 

of Wellness Behavior (BOWB). Chapter four presents results 

of the relationships hypothesized. Chapter five discusses 

findings of the research and makes recommendations for 

further research. 
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CHAPTER 2 

LITERATURE REVIEW 

The following sections review consumer behavior theory 

and empirical research related to individual decision 

making. The discussion centers on conceptual models 

representing wellness seeking behavior as well as research 

addressing the dimensions of wellness and related 

constructs. 

For purposes of this research, and as briefly discussed 

in Chapter 1, the dimensions of wellness or health include 

prevention, self-actualization, health control, health 

responsibility, exercise, nutrition, interpersonal support 

and stress management (Ardell 1977; Becker 1974; Pender 

1987; Kraft and Goodell 1993; Travis 1977; Walker, Sechrist 

and Pender 1990) . Within the review of the health-care 

literature, the personal character variables of self-

efficacy, optimism, pessimism, helplessness, self-concept, 

self-monitoring and hardiness are discussed as they relate 

to wellness or health-seeking behavior. Additionally, the 

potential benefits of wellness behavior, as well as the 

results of empirical studies that tie demographic variables 

35 
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to health-related behavior are reviewed. The research 

hypotheses are indicated at the appropriate points of 

empirical support and are summarized in chapter three. 

Models of Consumer Behavior 

This section reviews the insufficiency of univariate 

models for explaining wellness behavior, examines two well 

researched multivariate models of health-seeking behavior 

(Figure 1 and Figure 2) and discusses the lack of agreement 

among researchers for using models. 

Moorman and Matulich (1993) observe that much of the 

research focused on consumers health related behavior has 

used single variables, such as age, social class or health 

beliefs. Warshaw (1980) makes a similar observation 

concerning the research on predicting behavioral intentions 

of consumers. He cites considerable evidence linking 

multiple constructs (i.e., attitudes plus other variables) 

with behavior (Warshaw 1980, p. 153). 

Ajzen and Fishbein (1980, p.31) stress the need to 

examine multiple variables for understanding and predicting 

behavioral categories such as "...dieting and exercise... or 

health maintenance..." They define behavioral categories as 

involving sets of actions rather than a single action. 

Behavioral categories cannot be directly observed but are 

rather inferred from single actions that are assumed to 
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represent the category. For example, dieting is inferred 

from reports or observations of behaviors such as restricted 

caloric intake, reduced fat in the diet, special foods or 

medicines ingested, etc. Similarly, in the research, the 

dimension of nutrition is inferred from the reports of 

eating habits of the individual respondents. The other 

dimensions of wellness are inferred in a similar manner. 

Pender (1995) has stated that the consensus of 

behavioral researchers who use models is that no single 

variable or pair of variables will explain a large 

proportion of the variance in healthcare behavior. Rather, 

she observes that behavioral models are becoming 

increasingly complex as researchers discover that individual 

variables show a small effect and/or often exhibit wide 

situational variation (e.g., age, which is discussed in the 

demographic variables section). 

Fortunately there exist several well researched 

multivariate models dealing with health (Moorman and 

Matulich 1993, p.209) including cognitive models such as the 

Health Belief Model (Becker 1974) and The Theory of Reasoned 

Action Model (Fishbein and Ajzen 1975, 1980) or combination 

models such as The Health Promotion Model (Pender 1987) 

which combines cognitive-perceptual, environmental factors 

and cues to action. 

Unfortunately, researchers lack consensus concerning 

the use of these models. Disagreements exist about the 
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variables that influence health behavior, the influence of 

individual variables and how the variables should be 

operationalized. An example of the lack of agreement 

regarding use of models in consumer behavior (including 

health related research) is made in the next section. In the 

next section, research findings using the Theory of Reasoned 

Action Model (Fishbein and Ajzen 1975, 1980) are reviewed 

and some of the major areas of concern with use of models 

are examined. 

The Fishbein Behavioral Intentions Model 

The Theory of Reasoned Action (TORA) Model (Fishbein 

and Ajzen 1975, 1980) shown in Figure 4, is one of the most 

researched models in the field of consumer behavior. The 

model has been applied across a wide range of consumer 

behaviors (Ryan and Bonfield 1980). For example, Sheppard, 

Hartwick and Warshaw (1988) conducted two meta-analyses of 

past research which had utilized The Theory of Reasoned 

Action (TORA). Eighty-seven studies were included in each 

of the two meta-analyses for a total of 174 individual 

research studies. Sheppard and his colleagues concluded that 

TORA possesses excellent predictive utility even when the 

situations and activities investigated did not fall within 

the boundary conditions originally specified for the model 

(Sheppard et al. 1988, p.338). 
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As shown in Figure 4, TORA holds that an individual's 

beliefs concerning the consequences of a behavior, and 

evaluation of the consequences (attitude), combines with how 

the individual perceives significant others feel (subjective 

norm) toward their taking the action. This combination of 

attitude and normative considerations forms the individual's 

intent to perform the behavior. Researchers generally agree 

on the form of TORA as described here and shown in Figure 4. 

However, there is not general agreement among 

researchers about the concepts being measured as the model 

variables or the adequacy of the model assumptions. For 

example, Miniard and Cohen (1981; 1983) hold that the 

operationalization of the normative variable as proposed by 

Fishbein and Ajzen (1975), cannot distinguish between 

personal and normative reasons for engaging in a behavior. 

Miniard and Cohen (1981; 1983) proposed a model to achieve 

the separation of personal and normative reasons for 

performing a behavior. While the research of Netemeyer and 

Bearden (1992) did support the independent effects of 

personal and normative influences in the model as proposed 

by Miniard and Cohen (1983), the Fishbein model as 

originally proposed was found to be significantly better at 

predicting behavior. 

Similarly, Warshaw and Davis (1985) have challenged the 

operationalization of the dependent variable (intention to 

perform the behavior) in the Fishbein model. They argue 
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that "intention" does not differentiate between behavioral 

intention and behavioral expectation. That is, a consumer 

may report that they intend to perform a behavior, but may 

not believe they will succeed. The confounding of intention 

and expectation has been widespread. Warshaw and Davis 

(1985, p.218) cite their examination of 24 studies in which 

19 of the studies actually measured expectation instead of 

intent. Warshaw and Davis (1985) indicate that expectation 

was a better predictor of self-reported behavior than was 

self-reported intent. Sheppard, Hartwick and Warshaw (1988 

p. 340) also concluded that modification of the TORA model 

should be conducted to account for differences between 

intention and estimation. Further, they suggested model 

modifications to account for choice situations and for goal 

intentions as opposed to intent to perform a behavior that 

is perceived to be within the existing capability of the 

individual. 

Several researchers of TORA have addressed the overlap 

between the constructs of subjective norms and attitudes 

which can cause "double counting" of explained variance 

(Miniard and Cohen 1981, 1983; Ryan and Bonfield 1980; 

Warshaw 1980; Netemeyer and Bearden 1992). According to the 

TORA model, attitude of an individual toward a behavior is 

derived from beliefs that the behavior leads to a particular 

consequence and their evaluation of that consequence. The 

subjective norm component of the model is derived from all 
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forms of social influence. Miniard and Cohen (1981) found 

that both subjective norms and attitude toward the behavior 

were affected by both normative and attitudinal experiential 

manipulations. Their results lend support to the claim that 

both normative and attitudinal influences are reflected in 

attitude toward the behavior and subjective norms measures 

which results in "double counting" (Netemeyer and Bearden 

1992, p.50). For example, an expert may be expected to 

influence beliefs, which in turn influence attitude toward 

behavior. Further, to the extent that there is also a 

tendency to want to comply with the expert's 

advice/information, the subjective norm will also 

incorporate the influence of the expert, which will confound 

the measures through double counting. 

Finally, there are other concerns with the TORA model 

including mixed results of studies regarding the sufficiency 

assumption of the model. The sufficiency assumption holds 

that external variables, such as demographics or personality 

characteristics, are mediated or serve only to modify the 

endogenous variables of attitude and subjective norms. For 

example, Loken (1983) found support for the sufficiency 

assumption while Crosby and Muehling (1983) found that 

external variables had a direct impact on intention to 

perform a behavior. Additionally, indications are that 

situational specifics such as personal relevance may be a 

strong moderator of the behavioral intention for issues of 
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social concern (Darley and Kim 1992). 

Obviously, there is much to be concerned about when 

using even well constructed and tested multivariate models 

such as TORA. That said, multivariate models remain among 

the best tools available to researchers to explain variance 

and predict complex consumer behaviors, such as health or 

wellness-seeking behavior. Accordingly, the two multivariate 

models used in this research (Health Belief Model (HBM) and 

Health Promotion Model(HPM)), will now be reviewed. 

The Health Belief Model (HBM) 

The Health Belief Model (HBM) was developed by 

Rosenstock (1966) to provide a framework for exploring why 

some people who are not ill perform preventive health 

behaviors, such as getting inoculations, taking pap smears 

or being screened for tuberculosis, while others did not 

(Becker 1974; Pender 1987, p.43). Becker (1974) 

conceptualized the general structure of the model as shown 

in Figure 1. However, the HBM has been adapted for specific 

research studies (Oliver and Berger 1979). 

HBM is derived from Social-Psychological Theory, as 

interpreted by Lewin (1935). Lewin held that each individual 

exists in a life space. Within the life space, regions arise 

that possess positive or negative valence or value for the 

individual. Most individuals value diseases negatively. 
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Consumers are expected to be moved away from the region 

(disease) according to the force of the valence. Thus, 

preventive behaviors are strategies for avoiding disease 

(Pender 1987). 

In general, the HBM operates under a "value-expectancy" 

framework for behavior or decision making under conditions 

of uncertainty (Becker et al., 1977, p.348; Oliver and 

Berger 1979, p.113). The model predicts that the probability 

of an individual performing a preventive health behavior is 

a function of three factors, as shown in Figure 1: 

1. A benefits-barriers analysis of the advantages and 

disadvantages of the behavior being considered. 

2. The perceived threat associated with the illness being 

considered. Two variables, perceived personal 

susceptibility and perceived seriousness of the problem 

antecede the perceived threat construct, as shown in 

Figure 1. The two variables jointly influence an 

individual's perception of threat (Pender 1987, p.44). 

3. Various cues also influence perceived threat (e.g. 

word of mouth or various media) (Oliver and Berger 

1979, p.113). 

The HBM model profiles the individual who will engage 

in preventive health behavior. The individual possesses the 

required amount and type of knowledge and motivation to take 

action. The individual also perceives himself to be 

vulnerable to the threatened health problem, believes that 
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the intervention behavior will be effective and perceives 

himself to be able to undertake the action required (John 

and Maiolis 1992). 

As mentioned previously, the HBM has been well 

researched and has strong empirical support. For example, 

Becker and Maiman (1975, p. 13) cite ten studies that 

support the linkage between perceived threat and preventive 

behavior. 

However, as is the case with other models, such as TORA 

reviewed earlier, the HBM is not without problems concerning 

its variables. Pender (1987), for example, reviews 

conflicting research results on the combination of 

susceptibility and seriousness beliefs. She concludes that 

the evidence supports the dominance of susceptibility 

beliefs to taking preventive health actions. Becker and 

Maiman (1975) also stress the linkage. However, studies 

combining the effects of susceptibility and perceived 

severity as mediators of the perceived threat variable, as 

shown in Figure 1, are mixed (Pender 1987, p.42). 

Becker and Maiman (1975, p.15) agree with Pender 

(1987). They discuss the need for complex interpretation of 

the perceived severity variable because findings relating 

severity with practice of preventive health behavior 

recommendations are mixed. Apparently, the function of the 

perception of seriousness is not linear. Results of studies 

have indicated that low levels of seriousness of the health 
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problem are not sufficiently motivating to cause action, 

while high levels become an inhibiting rather than 

facilitating factor for action (Pender 1987, p. 47; Becker 

and Maiman 1975, p.15). Although admitting that the 

literature on threat is somewhat ambivalent, Becker and his 

colleagues (Becker et al., 1977) conclude that "the weight 

of evidence favors use of threat as an adjunct to 

presentation of recommendations about health, particularly 

at the beginning of a regimen." They cite several reports of 

effective use of threat as an effective strategy in health-

related studies (Becker et al., 1977, p.352). 

The moderating variables of HBM as shown in Figure 1 

include: 

(1) Demographic factors, such as gender, age, socio 

-economic status, race and education. 

(2) Sociopsychological variables, such as normative 

beliefs, personality, social class, etc. 

(3) Structural variables, such as knowledge of and prior 

experience with the health problem. 

(4) Cues to action, which can be internal, such as 

physical or mental states (positive or negative) or 

external as in the case of advice from others or mass 

media. 

According to Becker (Becker et al., 1977, p.349), while 

it was understood that diverse demographic and 
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sociopsychological variables might, in any given instance, 

affect health motivations and perceptions, these variables 

were not seen as directly causal for behavior. Other 

multivariate behavioral modelers seem to concur with Becker 

and his colleagues as there is no direct causality indicated 

for these variables in TORA with its assumption of 

"sufficiency," (Fishbein and Ajzen 1975) as seen in Figure 

4, or in HPM, (Pender 1987) as shown in Figure 2. However, 

the opinion that these variables act only by modification of 

the cognitive variables is not universal as mentioned in the 

TORA discussion above (Crosby and Muehling 1983). 

The "likelihood of Taking Preventative Action" segment 

of the HBM includes the perceived benefits of the behavior 

minus the perceived barriers to the action. Beliefs about 

the effectiveness of recommended preventive behaviors appear 

to be key to whether the behavior is performed. Becker and 

Maiman (1975, p.16) cite several studies in the areas of 

participating in cervical screening programs, immunizations, 

tuberculosis and cancer screenings, dental care and 

compliance with treatments and therapy. The study results 

generally support the linkages of HBM as shown in Figure 1. 

Pender (1987, p.50) also cites research that supports the 

concept that belief in the benefits of health behavior is 

positively associated with both promptness and frequency in 

performing the preventive health behavior. 

Perceived barriers to preventive health action include 
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fear (of pain, embarrassment, loss of esteem, etc.), 

economic and time cost of the behavior, alteration of 

lifestyle, emotional expenditures and safety fears (Becker 

and Maiman 1975). Pender (1987, p.277) lists barriers to 

preventive behavior as unclear short-term and long-term 

goals, perceived insufficient skill to perform the 

behaviors, perceptions of lack of control over the 

environment related to the behavior and lack of motivation. 

She concludes that individuals who find their action blocked 

by barriers may seek more information, discard the behavior 

and select another, rationalize the behavior as unnecessary 

or deny that the goal is relevant. These actions are very 

similar to those listed by Sirgy (1989) as those that result 

from perceived self-inconsistency. 

The self-inconsistency affect is described by Sirgy as 

a stress signal, motivating the person to take action to 

produce successful categorization of self-related 

information. The actions Sirgy (1989, p.22) lists include 

cognitive change, behavior change, information search or 

initiation of a self-evaluation process. 

Clearly, the actions listed by Pender and by Sirgy are 

equivalent. Accordingly the perception of environments, as 

containing barriers to health-seeking behaviors or as 

leading to self-concept problems, is similar within the 

individual. 

Although HBM is widely accepted among medical 
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sociologists and health-care researchers (Oliver and Berger 

1979) and health-care marketing (John and Maioulis 1992), a 

number of problems regarding its use need to be resolved. 

Wallston and Wallston (1984) have proposed that the HBM is 

more a descriptive model than a process model that specifies 

the nature of the relationship among variables. As a result, 

measurement is problematic when using the model because 

operationalization of concepts or variables is not 

standardized among studies. According to Oliver and Bearden 

(1979, p.113),"...it is not uncommon to find that identical 

concepts are operationalized differently from study to 

study, even though the same disease entity is under 

consideration". Pender (1987, p.44) has concluded that the 

Health Belief Model (HBM) "...is appropriate as a paradigm 

for health-protecting or preventive behavior but is clearly 

inappropriate as a paradigm for health-promoting behavior." 

Accordingly, she has created the Health Promotion Model, 

(HPM) which is be discussed next. 

The Health Promotion Model (HPM) 

Generally, content of the Health Promotion Model 

(Figure 2) is similar to The Health Belief Model (Figure 1). 

That is, the determinants of health-promoting behaviors are 

organized into three stages of individual cognitive 

perceptions, modifying factors and participation in health-
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seeking behavior. Pender (1987, p.57) notes that HPM serves 

as a counterpart to models of health protection because it 

focuses on health promotion without threat of disease. 

Health-promoting behaviors are most generally-

continuing activities that form an integral part of an 

individual's lifestyle. They express the actualizing 

tendency of an individual. The behaviors maximize positive 

arousals (e.g. self-awareness, self-satisfaction, enjoyment 

and pleasure). Frequently, old patterns of behavior must be 

extinguished and new patterns of behavior established 

(Pender 1987, p.59). 

The Health Promotion Model is based on Social Cognitive 

Theory (Bandura 1986;1989), in which cognition, affect and 

environmental events interactively determine behavior, 

"...within a system of triadic reciprocal causation..." 

(Bandura 1989, p.1175). 

According to Pender (1987), the seven 

cognitive/perceptual variables of HPM are subject to change 

through model testing as the determinants of health-seeking 

behavior and their interactions are explored and tested 

empirically. The seven variables include importance of 

health, perceived control of health, perceived self-

efficacy, definition of health, perceived health status, 

perceived benefits of health-promoting behavior and 

perceived barriers to health-promoting behavior. 

Importance of health reflects the value placed on 
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health by the individual (Pender, Walker, Sechrist and 

Frank-Stromberg 1990). Pender (1987, p. 61) reports on 

studies, which indicate that importance of health 

significantly influenced the level of reported health-

promoting behavior. However, Laffery and Isenberg (1983) 

did not find a significant relationship between value of 

health and physical exercise. Further, Gould (1990) found no 

association with his Health Consciousness (focus on health) 

measure and exercise. The mixed empirical results 

regarding exercise may indicate that exercise is a special 

or relatively complex health-seeking behavior. Exercise, as 

a dimension of wellness behavior, is discussed later. 

Control of Health is the belief that an individual's 

health is self-controlled, controlled by powerful others or 

determined by fate or luck (Wallston, Wallston, Kaplan and 

Maides 1976) . Wallston et al. (1976) found that locus of 

control of individual participants was significant in their 

success or lack of success in weight loss programs. 

"Internals" did better with self-directed programs and 

"externals" (powerful others and luck) did better in 

programs that rely on using social pressures as motivation. 

Based on several studies with mixed results, Pender 

(1987) concludes that an individual's general health 

philosophy regarding control of health may be less 

predictive of their health-promoting behavior than their 

specific behavior control beliefs. For example, a person may 
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have a generally positive outlook regarding the positive 

effects of health-seeking behaviors on wellness. However, 

they may not eat a healthy diet or exercise because they 

feel they cannot control their food intake or exercise 

availability. In a manner similar to Warshaw (1980) 

regarding TORA, Pender calls for differentiation between 

desire for control of health and perceived probability of 

control by the individual (1987, p. 62). She concludes that 

having a strong desire for control but little perceived 

probability of success in gaining control may result in 

helplessness, frustration and behavioral inhibition. This 

idea has strong support from other researchers (Bandura 

1986; Wiedenfield and Seligman 1990; Rodin 1986; McClelland 

et al. 1990). 

Health locus of control is part of the category termed 

"health ability" proposed by Moorman and Matulich (1993) as 

one of two predictor variables used to explain consumer 

health behavior. Following their review of literature, they 

concluded that research results regarding the effect of 

health locus of control on health information acquisition 

and health maintenance behaviors are varied. They propose 

that the inconclusiveness may indicate that health locus of 

control is moderated by health motivation (the second 

predictor variable). For example, individuals may believe 

that they have control of health but not be sufficiently 

motivated to act because they feel and look great, perceive 
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little social pressure to perform health promoting behaviors 

and have other priorities at the time. 

Wallston and Wallston (1976) created the Health Locus 

of Control Scales. The scale divides consumers into three 

groups according to the individual's beliefs regarding 

whether they have the ability to control their health or if 

it is controlled by chance or by powerful others. It is 

generally assumed that a person will take action to improve 

or sustain their health if they believe that they have 

personal control of their health. 

Perceived Self-Efficacy is the belief that individuals 

have the capability to exercise control over events that 

affect their lives (Bandura 1977; 1989). Bandura holds that 

self-efficacy beliefs operate on action through 

motivational, cognitive and affective intervening processes. 

Self-perceptions of efficacy form and change through 

experiences, modeling influences, cognitive simulations and 

interpretations of experience (Bandura 1989 p.1175). 

Moorman and Matulich (1993) include "health behavioral 

control," or the enduring belief that health behaviors can 

be successfully executed (Bandura 1977), as part of their 

"Health Ability" consumer health behavior prediction 

variable. They differentiate health behavioral control from 

health locus of control by the focus on control over health 

behavior rather than health outcomes (the locus of control 

focus). 
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Perceived Health Status is an individuals' subjective 

self-evaluation of their current health. Pender (1987, p. 64) 

cites several studies that indicate individuals' perception 

of their health appears to have a significant affect on 

their health behavior origination, frequency and intensity. 

The behaviors studied included weight control, smoking 

cessation and exercise. The studies indicate that feeling 

good may motivate individuals to take health-promoting 

behaviors while feeling poorly inhibits action. Harris and 

Guten (1979, p.24) found similar results in their study of 

health-protecting behavior. In their results, those in the 

"good" and "moderate" rankings of self-reported health 

conditions generally performed behaviors that were health-

promoting. Those individuals reporting themselves to be in 

"poor" health condition performed activities associated with 

sick-role behavior" as defined by Kasl and Cobb (1966) . 

Sick-role behaviors include taking medicine, using the 

health care system and avoiding certain physical activities. 

Health status is perceived as part of a consumers' 

"health ability" by Moorman and Matulich (1993), who look at 

health status as a reflection of resources indicating 

consumers' physical and mental capabilities to select and 

implement health behaviors. Their literature review found 

that health status has not always been found to influence 

health behaviors positively. To attempt to explain those 

results, they theorize that healthy status will facilitate 
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health-seeking behaviors only if the individual is also 

motivated. 

Similarly, Jensen and Heitbrink (1987) of National 

Research Corporation conducted a nationwide study of 1,000 

consumers and found that participation in health education 

and wellness programs is related to the individual's 

perceived health status. However, they found that more 

people in self-reported poor or fair health participate in 

education and wellness programs while those in excellent 

health do not. The apparent contradiction in these findings 

to those cited by Pender (1987) may be explained by the 

additional finding of Jensen and Heitbrink (1987) that those 

in excellent health maintain their own health and do not 

participate as heavily in social programs. Accordingly, 

those in excellent health may not be represented in the 

social programs used as the sample sources for some studies. 

Definition of Health is the personal meaning of health 

to the individual (Smith 1983). Pender (1987) suggests that 

the definition of health goals often determines the means 

used to achieve them. Defining health as stability 

therefore, may tend to encourage preventive behavior while 

defining health as self-actualization should result in 

behaviors to obtain higher levels of health and well-being. 

The work of Bandura (1989) provides additional 

understanding of the relationship between goal setting and 

health behavior by connecting the definition of health with 
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self-efficacy and motivation. In discussing goal setting 

and achievement, Bandura (1989, p.1180) states "...those who 

have a strong sense of efficacy generally set a higher 

standard for themselves. The adoption of further challenges 

creates new motivating discrepancies to be mastered." 

Perceived benefits of health-promoting behaviors are 

the individual's beliefs of positive outcomes as a result of 

performing health-seeking behaviors. There appears to be a 

cyclical reinforcing phenomena available in health-seeking 

behavior and benefits of such behavior. That is, perception 

of benefits from health-promoting behavior appears to 

encourage continued behavior, and repetition of the 

behaviors appears to strengthen the perception of the 

received benefits (Pender 1987, p.65). It seems proper to 

note that a similar cyclical reinforcing phenomena seems to 

be available in the direction of health loss behavior such 

as depression (Bandura 1989; Rodin 1986). That is, the 

depressed individual produces brain and blood chemicals that 

produce feelings of illness (Shealy 1995) and feelings of 

self-inefficacy (Bandura 1989) which reinforce maintenance 

of the depression, as well as reduce overall ability to 

behave in health-seeking ways. 

Perceived Barriers to Health-Promoting Behavior are 

perceived blocks to action such, as lack of availability of 

health-promoting activities, lack of proper food or social 

support, costs (economic or time costs), fear of the action 
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or of pain, or other objective or subjective hindrances to 

the desired behavior. The perceived barriers directly 

inhibit the likelihood of health-seeking behavior and, 

therefore, are similar to the barriers to health-protecting 

behavior discussed in HBM. 

Modifying factors are proposed as interacting through 

and with the cognitive/perceptual variables (Pender, Walker, 

Sechrist and Frank Stromberg 1990). The factors include: 

demographic characteristics, such as age, gender, education, 

social class, race and ethnicity; biologic characteristics, 

such as weight and body composition; interpersonal 

characteristics, such as social norms similar to those of 

TORA (Fishbein and Ajzen 1975; 1980); situational factors, 

such as the reasonable availability of health-promoting 

options in the vicinity of the individual or the economic 

situation of the individual; and behavioral factors 

including prior experience of the individuals with health 

related behaviors. Cues to action are similar to those 

discussed in HBM and include internal sources, such as 

discomfort or other drives and external sources, such as 

communications from other individuals or mass media. 

The Study Model 

Both HBM and HPM have demonstrated their usefulness in 

explaining health related behaviors. Evidence suggests 
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however, that neither model seems to furnish a complete 

picture of health behavior by itself. For example, HBM does 

not address self-actualization as a motivation for health 

related behavior. Similarly, HPM does not consider threat 

to health as a motivation for health related behavior. 

Support for combining the variables of threat and self-

actualization (the desire for exuberant well-being), as 

shown in Figure 3, is provided by the creators of HBM and 

HPM (Becker and Pender, respectively). For example, Pender 

states (1987, p.57) that her model of health promotion is 

meant to be "...a complementary counterpart to models of 

health protection." Further, Walker, Sechrist and Pender 

(1987, p.80) acknowledge that prevention is a dimension of 

high-level wellness as proposed by Ardell (1977; 1979). 

Becker and Maiman state (1975, p.18) "...although the 

original HBM dealt only with negative aspects of health...it 

is likely that positive health motivations exist and account 

for some portion of...behavior." Later, Becker and his 

colleagues (1977, p.349) stated, "The original model has a 

disease-avoidance orientation: Yet it is likely that 

positive health motivations exist, and also, that 

individuals often engage in actions having health 

implications but for reasons unrelated to health." It 

should be noted that Becker (1977) is using the definition 

of health as absence or avoidance of illness. 

These statements (of Pender (1987) and Becker (1975; 
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1977)), combined with the work of Ardell (1977; 1979) and 

that of Kraft and Goodell (1993), indicate that the 

motivation for wellness or health-seeking behavior includes 

both the desire for exuberant well-being (DEWB) and 

perceived threat (PT). However, neither Pender (1987) or 

Becker (1974) combined prevention and desire for exuberant 

well-being in their models. In fact, Walker, Sechrist and 

Pender (1987) consciously eliminated any prevention items 

from the development of the Health Promotion Lifestyle 

Profile. 

This research seeks to extend the HBM and HPM models by 

including variables that appear to be supported as having 

significant impact on health-seeking behavior. Their 

inclusion is an attempt to develop a more holistic model 

than is presently available. Accordingly, the research model 

shown in Figure 3, proposes both DEWB and PT as predictive 

variables with health-seeking behaviors as criterion 

variables. 

Demographic variables of age, income, education and 

gender are shown in Figure 3 as having direct impact on the 

dependent variables of exercise, stress management, 

nutrition, health responsibility and social support. Direct 

influence for demographic variables is indicated by 

empirical results of researchers (Crosby and Muhling; Walker 

et al. 1988; Harris and Guten 1979) instead of assuming 

sufficiency for cognitive variables as was done by Fishbein 
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and Ajzen (1975). While it is expected that demographic 

variables will have modifying influence on cognitive 

variables, the empirical research has indicated that 

variables outside the cognitive variables of the Fishbein 

model have direct influence (Crosby and Muhling 1983) . 

Additionally, Walker et al. (1988) and Harris and Guten 

(1979) found that age, income, education and gender are 

variables with direct influence on health-related behavior. 

The remaining sections of chapter two will discuss 

health-related behavior concepts and provide additional 

literature support for the cognitive, demographic and 

outcome variables of the study model (Figure 3). 

Health-Related Behavior Concepts 

Personality is a construct that has enjoyed a great 

deal of interest and study, but when Kassarjian (1981) 

reviewed the personality research studies, he found them to 

be less than definitive. He states, that they can be 

summarized in the single word "equivocal." A few studies 

indicate strong relationship...a few indicate no 

relationship...And the great majority indicate that if 

correlations do exist they are so weak as to be questionable 

or perhaps meaningless..." (Kasarjian 1981). 

Still, personality is so interrelated with concepts 

that have been shown to influence behavior, such as beliefs 



60 

and attitudes (Fishbein and Ajzen 1975), that it is 

difficult to conceive of many behaviors that could be shown 

to be independent of personality. Accordingly, personality 

is not measured in this study as a variable because of its' 

lack of strength in predicting behavior. However, due to 

its' breadth of relationships with other behavioral 

concepts, it is used here as a vehicle to introduce and 

discuss personality traits and concepts that influence 

health-related behavior. 

Wilke (1990, p. 205) states that the idea in most 

definitions of personality is to stress an individuals' 

consistency in behaviors and reactions to events in various 

phases of their lives. Behaviors are preceded by attitudes 

toward behaviors according to the Theory of Reasoned Action 

(Fishbein and Ajzen 1975). Thus, the construct of 

personality may include, or at a minimum will be highly 

related to, attitudes or emotion toward the various 

behaviors in individuals' lives. Further, because attitudes 

are built on beliefs (Wilke 1990), it is reasonable to 

assume that personality traits will be closely tied to 

attitude toward, and likelihood of performing, health-

seeking behaviors. The considered personality traits are: 

optimism or pessimism, which are tied to expectancy of 

outcome (Scheier and Carver 1987); the concepts of self-

efficacy (Bandura 1977; 1982; 1986; 1989); helplessness 

(Seligman 1975; Peterson and Seligman 1987); self-image 
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congruence and the related self-monitoring, which are both 

also tied to expectancy (Sirgy 1991), 

Several well-formulated and executed studies have 

linked the personality trait of hostility and heart disease 

(in particular) and health problems in general (Holroyd and 

Coyne 1987; Krantz and Hedges 1987). Optimism is the 

antithesis of anger, and Scheier and Carver (1987) found 

encouraging results from the analysis of their studies that 

indicate optimism and anger have opposite health-related 

outcomes for individuals. 

The personality traits of optimism or pessimism and 

their impact on health have been examined by Scheier and 

Carver (1987). Their view of the research indicates that 

optimism is linked to a number of different positive health 

relevant outcomes and that the beneficial effects of 

optimism are partly due to the differences between optimists 

and pessimists and the strategies that they use to cope with 

stress. 

Scheier and Carver posit that people's actions are 

greatly affected by their beliefs about the probable 

outcomes of their actions. That idea is at the center of 

their work on optimism and health and is also central to the 

Theory of Reasoned Action (Fishbein and Ajzen 1975) and the 

work of other researchers in the field of consumer behavior 

multivariate models (Warshaw 1980; Sheppard et al. 1988). 

In the view of Scheier and Carver (1987), people who see 
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desired outcomes as attainable continue to exert efforts 

toward obtaining the outcome even when doing so is very-

difficult. Obviously, the expectation aspect of Scheier and 

Carver (1987) dovetails with Bandura's Self-Efficacy Theory 

(Bandura, 1977, 1982, 1986; 1989), with Seligman's (1975) 

Learned Helplessness Theory and with the self-image 

congruence research findings of Sirgy (1990, 1991). Scheier 

and Carver (1987) report that their work with the Life 

Orientation Test (LOT) supports the contention that optimism 

has a positive relationship to favorable health benefits. 

Scheier and Carver's (1987) self-expectancy and 

Bandura's (1969, 1982, 1986) view of self-efficacy are 

different in that the Scheier and Carver expectancy 

construct emphasizes the person's subjective probability 

determination that outcomes will or will not occur and has 

de-emphasized the more cognitive attributional base (the 

dimension of causality, in particular) from which the 

expectancies arise. In social cognitive theory, Bandura 

(1986) perceives self-efficacy as exercising control over 

potentially threatening events and playing a central role in 

stress reactions. Self-efficacy (Bandura 1977; 1982; 1986; 

1989) refers to the individual's beliefs that they will (or 

not) be successful in accomplishing some proposed behavior. 

Helplessness is a concept that is closely related to 

self-efficacy and personality. The concept of learned 

helpless behavior refers to inappropriately passive 



63 

behavior. People are said to be helpless if they fail to 

control outcomes that could respond to their actions. 

Helpless individuals feel (low self-efficacy) that no matter 

what they do, they will have no control over the events. 

Historically, according to the Theory of Learned 

Helplessness (Seligman 1975), failures are repeated and 

individuals come to expect that future events will also be 

uncontrollable, with the result that the expectation leads 

to helpless behavior. 

However, Peterson and Seligman (1987, p.239) have 

reformulated Learned Helplessness Theory in an attributional 

way, which can lead to an important change in the way the 

model is applied to human problems. In this reformulation, 

the individual need not experience repeated 

uncontrollability to become helpless; rather a single event 

may produce helplessness. Accordingly, the person who has 

formerly maintained a competent self-image may quickly 

redefine himself or herself as helpless on the basis of one 

or a few stressful changes that occur as a result of 

accident or age-related life changes. These changes might 

include such events as the death of a spouse or child, 

forced retirement, loss of a job or loss of function 

resulting from physical problems such as heart attack. 

Peterson and Seligman (1987) focus on the habitual 

manner used by the individual to explain the causes of life 

events. Helplessness Theory has distinguished three 
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dimensions of explanatory style. They are: (1) internality, 

(i.e, Is the cause of the problem internal or external to 

the individual?); (2) stability, (i.e., Is the event liable 

to happen in the future or is it a chance occurrence?); and 

(3) globality, (i.e, Is the event an isolated incidence or 

is it generally indicative of the person's behavior?). 

The individuals in the Emery and Blumenthal (1990) study 

who experienced improvement in perceived health status 

supported continuation of the health-promoting activities or 

behavior. These researchers posit that self-perceptions of 

improvement (improved self-efficacy and decreased 

helplessness) contributed substantially to the high 

adherence rate found in the study, suggesting that the 

subject's expectations and self-perceptions (regarding self-

efficacy and lack of helplessness) are important aspects in 

exercise training among individuals. The hypothesis that 

persons with high self-efficacy, as measured by perceived 

control of health, participate in more health-seeking 

behaviors than those individuals with low self-efficacy 

(external control of health) will be discussed further in 

chapters three and five. 

Self-concept as it is presently discussed in the 

literature, defines the way people visualize themselves 

(Claiborne and Sirgy 1990). Self-image congruence is based 

on the concept that people tend to act as they see 

themselves and if they act otherwise, it is a stress that 
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motivates action to become congruent in image and behavior 

(Claiborne and Sirgy 1990; Sirgy 1990; Sirgy et al., 1991). 

Obviously, there is overlap in the helplessness evaluation 

of gobality and the self-image to behavior congruence 

comparison. 

Further, individuals may have multiple images depending 

on the situation in which they find themselves. That is, the 

self is a "collection of masks" each tied to a particular 

set of social circumstances (Claiborne and Sirgy 1990) . 

The most commonly used self-image congruence models are 

the Actual, Ideal, Social and Ideal Social. The Actual 

self-image is how the consumers visualize themselves to be 

at present. The Ideal self-image is the way consumers would 

like to see themselves. Social self-image is the way 

consumers believe others see them, and Ideal Social self-

image is how the consumer would like to be seen by others. 

The matching of behavior to one of the self-image types 

is termed self-image congruence (Claiborne and Sirgy 1990). 

The individual works to be self-consistent or congruent. 

For example, research has consistently demonstrated that 

lower self-esteem individuals perform at lower levels and 

high self-esteem individuals perform at higher levels in 

order (at least in part) to maintain their respective self-

consistency (Sirgy 1990, p.24). 

Pender (1987) deleted self-esteem as a variable from 

the Health Promotion Model. She concludes (1987, p.66), 
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"while the positive impact of self-esteem on physical 

performance has received some support, there is only limited 

empirical evidence that self-esteem affects participation in 

health-promoting behaviors." She cites that the general 

rather than specific nature of self-esteem as a personal 

characteristic may weaken its potential for health-seeking 

behavior prediction. 

Pender's comments regarding self-esteem seem to 

correlate with the findings of Sirgy and his colleagues 

(1991) related to the comparison of self-congruity and 

functional congruity as predictors of consumer behavior. In 

the study, functional or utilitarian considerations were 

modeled by multiattribute models such as TORA (Fishbein and 

Ajzen 1975), with value expression represented by the self-

congruity models (Claiborne and Sirgy 1990). The research 

findings indicated that the functional models are stronger 

predictors of consumer behavior than self-congruence models, 

but that the self-congruity does directly influence consumer 

behavior and also has a biasing effect on functional 

congruity. For example, people may feel that their advanced 

age is not congruent with the regular practice of Karate. 

However, being able to go into attractive or interesting 

areas that they might not frequent without the ability to 

handle problems, may be the motivating force that keeps them 

in the practice of the art. The results of testing reported 

by Claiborne and Sirgy (1990) are similar to other tests of 
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TORA, which indicated a superiority of prediction of 

behavior for the multiattribute models (Oliver and Berger 

1979; Sheppard et al. 1988). 

Finally, Gould and Plank (1986, p.550) suggest that, 

where possible, consumers will choose doctors, hospitals and 

health related products consistent with their self-image or 

aspirational/ideal self-image, values and lifestyle. 

Self-monitoring is individuals' systematic gathering of 

information about their behavior (Kirschenbaum 1987). People 

come to know themselves through observing their own 

behaviors, and they then use that information to compare the 

behavior with their self-concept and normative roles. This 

influences, in turn, such interrelated personality concepts 

as self-esteem, self-efficacy, helplessness, optimism or 

pessimism, etc. It has been shown in several studies that 

self-consistency effects are a strong determinate of the 

information that individuals monitor about themselves. For 

example, depressives tend to attend to more negative than 

positive information about themselves while normals attend 

to and recall more positive information about themselves 

(Kirschenbaum 1987; Sirgy 1990). 

Further, individuals differ in the extent to which 

their behavior is sensitive to situational cues as opposed 

to internal traits or states. According to Darley and Lim 

(1992), it has been shown that high self-monitors are 

particularly sensitive to the expression and self-



68 

representation of others in a social situation, and they use 

these cues as guidelines for monitoring their own self-

representation. In view of this, it seems a logical 

connection that those who are high self-monitors may also be 

termed "externals" for locus of control in health-seeking 

behavior. Self-monitoring will not be measured in this study 

due to constraints on size of the instrument and because it 

is believed to not be directly applicable to the research 

question but is rather a moderating variable for locus of 

control. 

Kobasa (1979) coined the term "hardiness" to describe a 

personality disposition. The idea of hardiness has its 

roots in existential psychology. Conceptually, hardiness is 

a composite of the three dimensions of: commitment to and 

involvement with life, perceived control of life by the 

individual as opposed to feeling helpless and the perception 

of the challenge of life as being that change rather than 

stability is normal in life and that change is a positive 

opportunity for growth rather than a security threat. 

Hardiness serves to buffer individuals against adverse 

physical consequences of stress, according to Kobasa's 

research. There seems to be more than a little overlap of 

Kobasa's concept of hardiness with the concept of optimism 

or pessimism (generalized expectancies for good or bad 

outcomes, respectively) as used in the Scheier and Carver 

work (1987), and Bandura's self-efficacy concept (1977; 
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1982; 1986; 1989). 

The dimensions of wellness have strong connections to 

the personality construct. For example, Hogan (1989) found 

that personality is correlated with physical fitness. 

Further, self-actualization, a term generally associated 

with Abraham Maslow and the Emerging Needs Hierarchy in 

marketing, certainly has strong correlations to personality 

(Maddi 1989). Similarly, stress management, health control, 

interpersonal support and health responsibility involve the 

individual's personal self-efficacy (Bandura 1986; 1989) and 

self-concept (Sirgy 1990;1991; Claiborne and Sirgy 1990). 

Wilke (1990, p.209) makes a strong point regarding the 

connection between personality and actual consumer behavior. 

According to Wilke, even if two people share many of the 

same personality traits, they are likely to differ in many 

other factors that are also important in determining their 

actual behavior. As a result, research on personality 

sometimes does not show strong results because of unmeasured 

intervening variables. Friedman and Booth-Kewley (1987, 

p.552) speculated in their research that personality may 

function like diet in that imbalances in personality factors 

(such as self-efficacy, optimism, pessimism, locus of 

control and similar concepts) may predispose an individual 

to a variety of illnesses, although they report there is no 

apparent point-to-point relation between specific 

personality characteristics and specific diseases. Their 
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research results appear to support the speculation. 

Cognitive Variables of the Model 

The following sections provide support for inclusion of 

the cognitive variables of perceived health threat 

(prevention), self-actualization, perception of benefits of 

wellness and health control, of the study model {Figure 3). 

Prevention (Perceived Health Threat) 

According to Pender (1987), the problems of lack of 

curative therapies for chronic diseases and the expense of 

long-term care for chronic problems make prevention an 

attractive alternative to traditional medical practice. 

Chronic illnesses appear to reflect the interaction of 

heredity together with unhealthy environment and behaviors. 

Since the interaction of heredity, environment and behaviors 

can be controlled to varying degrees, prevention offers an 

approach for decreasing the problems of chronic illness. 

Wright (1995) has stated that preventive medicine will 

flourish as the most cost-effective way to maintain health 

in the coming "age of the consumer." 

Prevention has been divided into the levels of primary, 

secondary and tertiary prevention (Pender 1987). Primary 

prevention includes counseling, education and adoption of 
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health protecting behaviors in the lifestyle of the 

individual. Accident-prevention programs, prenatal 

counseling, drug education programs, immunizations for 

infectious diseases and environmental control of noise, dust 

and lighting are examples of primary prevention. Secondary 

prevention consists of organized direct screening of 

individuals to detect problems or threats to health such as 

diabetes, cancer, hypertension, etc. to achieve early 

diagnosis and limit the resultant disability. Tertiary 

prevention is focused on recovery from illness and includes 

the proper administration of medications, as well as 

rehabilitation efforts to minimize loss of capability. 

Prevention is not new. People tend naturally to avoid 

activities and situations that are physically or emotionally 

threatening or that they believe exceed their coping 

capabilities. Individuals exert influence over their life 

course by their selection of environments, as well as by 

exerting influence on direct construction of environments 

that are not threatening to them physically or mentally 

(Bandura 1989, p. 1178). Wiedenfeld {1990) points out that 

threat is not a fixed property of situations, but is rather 

a relational property that differs with the match between 

the perceived coping capabilities of the individual and the 

perception of the potential negative result of the 

environmental threat. People who believe they can exercise 

control do not create apprehensive cognition on as powerful 
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a scale as other individuals and are, therefore, relatively-

unstressed by it. In contrast, those individuals who 

believe they cannot manage the threat will experience high 

levels of stress in the same situation, which then impairs 

their immune system at the cellular level (Bandura 1989, 

p.1178). Wiedenfeld (1990) tested this idea by creating 

different levels of perceived coping self-efficacy in 

individuals and the experimental results support this 

contention. Further, perceived lack of self-efficacy in 

exercising control over the stressors does activate problems 

for the immune system (Rodin 1986; Bandura 1989; Weidenfeld 

1990; Shealy 1995) . 

We expect to find that individuals with high internal 

locus of control will also have high self-efficacy and will 

perform higher levels of health-seeking behaviors compared 

to those with external locus of control and with low self-

efficacy. The research hypotheses will be summarized in 

chapters three and results will be discussed in chapter 

five. 

Self-Actualization 

Self-actualization is a term generally associated in 

the discipline of marketing with Abraham Maslow. Maddi 

(1989), in his discussion of the actualizing tendencies of 

Maslow's Fulfillment Model, states that Maslow indicated 
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individuals strive to feel good. Maslow is quoted by Maddi 

as having said, "...capabilities, organs and organ systems 

press to function and express themselves and to be used and 

exercised, and that such use is satisfying and disuse 

irritating..." Further, according to Maslow, the 

actualization tendency is toward growth motivation, whereas 

the survival tendency is deprivation or avoidance 

motivation. This fits the division of illness avoidance and 

health-promoting aspects of health behavior as discussed 

initially by Kasl and Cobb (1966) and later by Ardell (1977, 

1979) and Pender (1987). Accordingly, self-actualization is 

measured in the research as the variable that indicates the 

degree of desire for exuberant well-being. 

Benefits of Wellness Behavior 

Beliefs about the effectiveness of preventive actions 

and the benefits connected with exuberant well-being appear 

to be important determinants of health related behaviors. 

For example, Pender (1987) cites research that supports the 

relationship between belief in benefits and the use of 

cancer screening programs. Further, the lower the perceived 

chances of recovery the longer individuals wait to seek 

medical attention (Pender 1987 p.50). 

Researchers in the area of exercise behaviors have 

linked the beliefs of individuals in benefits of exercise 
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with performance of exercise behavior. For example, Gould 

(1990) found that persons may exercise because they believe 

they will feel or look better. Similarly, Emery and 

Blumenthal (1990) found belief in improvement of health 

status to encourage continuance of exercise on the part of 

research subjects. 

Studies in the areas of stress management (Wiedenfeld 

1990) and social support (Wan 1982) have concluded that 

linkage exists between beliefs of beneficial outcomes of 

wellness behavior and resultant actions on the part of 

individuals in those areas. These areas will be further 

discussed in the review of the outcome variables in this 

chapter. 

Health Control 

According to Social Learning Theory, individuals with 

an internal locus of control will be more likely to take 

actions to improve their environmental conditions than those 

with an external locus of control (Rotter 1966). Working 

from the base of Rotter's work on locus of control, Wallston 

and Wallston (1976) created and tested the Health Locus of 

Control Scales, which divide consumers into three groups 

according to their beliefs about control over their health. 

The three groups are: "internals" who believe that they are 

personally responsible for and have control of their health; 
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"externals" who are further divided into those who believe 

that "powerful others" such as health-care professionals or 

the government control their health and those who believe 

that health or illness is simply a matter of chance and 

nothing they or others do will influence their health. Both 

classifications of "externals" (Powerful Others and Chance) 

feel that they can personally have no effect on their 

health. 

Pender (1987, p.62) points out that the desire for 

control of health and the perceived probability of control 

of health status are conceptually and empirically 

differentiated. Perceiving oneself to be in control of 

health, as well as having a strong desire for control of 

health, should result in overt health promoting behaviors on 

the part of the individual. However, she points out that 

having a strong desire for control but little perceived 

probability of actual control could result in helplessness, 

frustration and behavior inhibition. 

Other researchers support Pender's position. For 

example, Rodin (1986) has presented evidence from many 

studies that indicate control directly affects health by 

changing the individual's pathophysiological processes, such 

as the level of circulating catecholamines and general 

immune system functioning. Further, it seems that loss of 

control by the individual has more negative effects than an 

initial lack of individual control. According to Wiedenfeld 
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(1990), it has been shown that exposure to stressors with a 

concomitant ability to control them has no adverse effects. 

However, exposure to the same stressor without control 

activates neuroendocrine and opioid systems and impairs 

various components within the immune system. 

The idea of control of health appears to be a two-edged 

proposition. Judith Rodin's (1986) research indicates that 

a major challenge is to find ways to provide but not impose 

opportunities for individuals to have some control over 

their health-related functioning. As she points out, the 

need for self determination or control also calls for the 

opportunity to choose not to exercise control. Control that 

is imposed on an individual has been shown to have negative 

psychological and physical effects. For example, Rodin 

found that in some cases, the requirement to make choices 

and exercise self-control was imposed on the elderly (rather 

than offered and accepted) with deleterious results. 

Because enhancement of voluntary control appears to 

have strikingly positive effects on the health and well-

being of individuals, it is in the best interests of the 

individual and society for those who plan to implement 

control changes to be mindful of the specific conditions in 

which positive or negative outcomes could be expected (Rodin 

1986, p. 1275). 

Holroyd and Coyne (1987, p.373) in their review of 

psychosomatic medicine, point out that a working assumption 
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in much of the research is that personality variables 

operate as risk factors in interaction with stressful events 

(e.g., power of related events, negative events and events 

that challenge personal control) rather than independently 

of environmental events. Further, a second assumption is 

that pathogenic personality characteristics, such as 

depression, negativism, and classic type-A behavior 

characteristics, such as anger, increase general 

susceptibility to illness. They found that those 

assumptions are largely supported by the research they 

reviewed and opine that the question is no longer if 

personality affects health but rather "...under what 

circumstances, what aspects of health or health-related 

behavior and with what practical implications does 

personality affect health?" 

Perceived control of health is expected to influence 

health-seeking behavior in the research. It is expected 

that those with perceived control will participate more in 

health-seeking behaviors and assume responsibility for their 

health compared with those individuals who perceive their 

health to be controlled externally. Hypotheses will be 

discussed in chapter three and five. 

The next section discusses the support for inclusion of 

the demographic variables of age, education, income and 

gender as predictive or independent variables in the study 

model (Figure 3). 
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Demographic Variables 

Demographic variables are a basic means of segmenting 

markets. Kotler states (1994, p.272), "Demographic 

variables are the most popular bases for distinguishing 

customer groups. One reason is that consumer wants, 

preferences and usage rates are often highly associated with 

demographic variables.... Even when the target market is 

described in nondemographic terms (say, a personality type), 

the link back to demographic characteristics is necessary in 

order to know the size of the target market and how to reach 

it efficiently." 

Based on empirical results of previous studies, 

differences in wellness behavior among individuals may 

depend on the variables of age, sex, locus of control and 

social class. Harris and Guten (1979) found that age is the 

strongest predictor of health practices (as opposed to 

preventive activities), with older individuals performing 

more health practices than younger persons. Gender was found 

to be unrelated to both health and safety practices but to 

be the strongest predictor of preventive care, with females 

performing more preventive behaviors than males. Pender, et 

al. (1987), also found a greater incidence of desirable 

health behaviors among women and older adults. 

Walker, Volkan, Sechrist and Pender (1988) conducted a 

thorough examination of the extent to which age and other 
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socio-demographic variables explained the variance in 

adult's health-promoting lifestyles. In their review of 

literature, the researchers pointed out that several others 

have found and reported relationships between healthy life-

styles and health status among older adults, and only one 

found no relationship. Walker and her colleagues found that 

women engage in health-protective behavior more than men and 

that the prevalence of desirable health practices except for 

aerobic or strenuous exercise increases with age. Income, 

age, education and gender were all significant in explaining 

variance in health-promoting lifestyle at P < = .002. It is 

important to note that these researchers found five 

lifestyle patterns among older adults, which indicate a 

heterogeneous group with varying needs. Obviously, 

marketers of wellness programs will be well advised not to 

treat the aged market as homogeneous. 

Higher income was associated with health responsibility 

and exercise, while more education was associated with good 

nutrition, interpersonal support, and stress management. 

The excellent review of research studies dealing with 

the demographic variables of education, income and age by 

Moorman and Matulich (1993), supports the findings of Walker 

and her colleagues that education and income are associated 

with higher levels of broad classifications of health-

promoting behaviors, while the research regarding the 

effects of age on health-seeking and health-maintaining 
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behaviors is mixed. 

Scott Dawson (1989) found social class to be related 

"positively and significantly" to health care including 

interest in personal health, expenditures, satisfaction and 

switching behavior. He found that members of lower social 

classes tend to believe that the medical care system and the 

government are responsible for keeping them well. 

Conversely, middle and upper-class consumers are more likely 

to believe that they are responsible for their own health 

and are more likely to perceive the efficacy of modifying 

their lifestyle and preventive behavior. Dawson holds that 

this pattern of beliefs "can be attributed to the fact that 

locus of control shifts from external to internal with 

higher ranking in the social hierarchy." He suggests that 

"Much of the difference in mortality rates across classes 

can be attributed to lifestyle, which is the essence of 

social class." 

Wagner, Grothaus, Hecht and LaCroix (1991) found that 

nonparticipation in a senior health promotion program was 

associated with measures of lower social interest, such as 

lower income, less education and lower involvement in 

community organizations. These findings seem to support 

those of Walker (1988) and Dawson (1989) and indicate that 

social class variables may be valuable for predicting 

health-seeking behaviors. 

Based on the research reviewed on demographics and 
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health behavior, it is reasonable to expect that there will 

be differences found by this research in health-seeking 

behaviors on the basis of age, education, income and gender. 

Outcome Variables 

The outcome or dependent variables of exercise, stress 

management, social support, health responsibility and 

nutrition are discussed in the next sections. The expected 

linkages between variables are shown in Figure 3. 

Exercise 

Hogan (1989) has demonstrated that physical fitness is 

correlated with personality. Further, her review of the 

research indicates that life expectancy is related to 

physical exercise, that development of disease is linked to 

personality and that depression, anxiety and hostility are 

implicated in a variety of diseases. Emery and Blumenthal 

(1990) found substantial positive effects of aerobic 

exercise in older adults that led to improved perceived 

health status. They have stated that self-perceptions of 

individuals are an important aspect of individual 

functioning in exercise and other health related behaviors 

because self-perceptions are thought to be related to self-

efficacy. Self-efficacy is a useful indicator of 
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psychological well being and relates to personality. 

In apparent contrast to the findings of Emery and 

Blumenthal (1990), Gould (1990, p.235), in his exploration 

of health consciousness and health behavior, found that 

health consciousness was not closely related to exercise 

behaviors while the measure of health locus of control he 

used was associated positively with exercise. That finding 

was a surprise to Gould and is counter-intuitive because 

individuals with high health consciousness were found, in 

general, to relate more positively to healthy behaviors, 

such as health information search and doctor visits (health 

locus of control, on the other hand, was found to be 

negatively associated with physician visits). 

Health consciousness as defined by Gould (1990) is 

concerned with the degree to which individuals focus on, or 

are aware of, their health. "It is an inner state of self-

attention to self-relevant cues reflected in both thought 

and somatic feeling" (Gould 1990, p. 228). Support for 

Gould's findings are furnished by Laffery and Isenberg 

(1983), who also found no connection between exercise and 

value of health to an individual. Gould suggests that the 

lack of association between health consciousness and 

exercise may be that people exercise for reasons other than 

health, such as ego-based action to look good, to relax in 

the short term, etc. This idea has support from the results 

of focus groups conducted in the Spring of 1993, as 
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discussed in chapter three. Gould (1990) also suggests that 

health locus of control and health consciousness may be 

complementary measures that reflect different aspects of 

health perceptions and behavior. Those aspects are, 

respectively, a sense of control and a sense of focus (Gould 

1990, p.235). 

Exercise, in combination with reduced intake of 

calories, is the preferred weight control/reduction 

methodology. For weight control, exercise is close to a 

"magic bullet." It has been shown to decrease appetite and 

increase basal metabolism for at least four hours, which can 

offset the natural decrease in metabolism that accompanies 

calorie decreases (Shealy 1995). Calorie control, by itself, 

is linked in sedentary individuals to loss of muscle protein 

and minerals from bones (Pender 1987, p.359). Exercise 

increases endorphins (the natural "feel-good" chemicals), 

decreases harmful blood lipid concentrations, decreases 

blood pressure, lowers resting heart rate and increases work 

capacity. 

Phelps (1987), in his analysis of the data concerning 

the benefits of physical activity, concluded that physical 

activity is consistently associated with an increase in 

self-esteem and a decrease in the risk of hypertension, 

obesity and postmenstrual osteoporosis. It also appears to 

have an independent effect on reducing cardiovascular risk. 

Hughes (1984) listed several mental health benefits of 
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exercise, including increased internal locus of control, 

positive self-concept, mental stress tolerance, improved 

mood and self-control. Exercise also decreased depression, 

mental stress, type A behavior and anxiety. 

Pender and Pender (1986) found that an individual's 

weight is a significant predictor of intent to exercise. The 

higher the total body weight, the lower the intent to 

exercise. It seems reasonable to believe that an individual 

may lose the sense of self-efficacy to achieve a "normal" 

weight as the amount to lose becomes larger. Self-concept 

may alter, as well. Further, Pender and Pender (1986) found 

that the social support group of a person (particularly the 

spouse) has a significant impact on exercise behavior. 

Stress Management 

Stress is a threat to wellness or health. Wiedenfeld 

(1990) points out that threat is not a fixed property of 

situations. It is rather a relational property that differs 

with the match between the perceived coping capabilities of 

the individual and the perceived potential negative results 

of environmental threats. It is the perception of 

environmental threats as exceeding one's coping abilities 

that becomes the stress reality for the individual (Bandura 

1986). People who believe they can control their 

environments are relatively unstressed by them because they 
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do not create apprehensive cognition on as powerful a scale 

as other individuals. In contrast, those individuals who 

believe they cannot manage the threat will experience high 

levels of stress in the same situation and suffer damage to 

their immune system at the cellular level (Bandura 1989, 

p.1178). 

Wiedenfeld (1990) tested this idea by creating 

different levels of perceived coping self-efficacy in 

individuals. The experimental results support her 

contention. Further, perceived lack of self-efficacy in 

exercising control over the stressors does activate problems 

for the immune system (Rodin 1986; Bandura 1989; Weidenfeld 

1990; Shealy 1995). Those individuals who believe they 

cannot manage the threat in their environment experience 

high levels of stress and activation of autonomic processes 

together with plasma catecholamine secretion with reduced 

immune system functioning (McCelland, et al. 1980; Rodin 

1986; Scheier and Carver 1987; Bandura 1989; Wiedenfeld 

1990; Shealy 1995). Stress can lead to the onset of 

physical disease and emotional problems. The extent of 

these effects of stress has been found to be proportional to 

the amount of stress experienced by the individual 

(Andreasen 1984). 

Change causes stress (Holmes and Rahe 1967; Dorenwend 

et al. 1978). Elder (1979), citing the results of 

longitudinal studies, concludes that life changes will 
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affect the resources, values and expectations that 

individuals bring to new situations and will materially 

influence their resulting life course. 

It is logical to assume that one of the defensive 

measures that individuals might take in their attempts to 

avoid additional stress would be resistance to changes in 

their lives and lifestyle behaviors including such positive 

health promoting behaviors as exercise, improved diet, 

quitting smoking, etc. It also seems logical to assume that 

the higher the level of perceived change and stress, the 

more unlikely it becomes that the change will be implemented 

and/or continued. 

Change may be even more stressful for the elderly than 

for others. The elderly, as a group, are increasing within 

the United States market structure, as discussed in the 

introduction to this study. Although there are certainly 

wide variations within chronological groups, particularly 

the elderly {Phillips 1977; Rowe and Kahn 1985), it is 

generally accepted that with advancing age there is a 

reduction in the number of roles an individual assumes and 

that they perform some of their remaining roles with less 

intensity. Social, psychological, and physical change are 

inevitable as people age, resulting in a contraction of the 

individual's life space {Phillips 1977). Life status 

changes, including role change or the perception of role 

change by individuals, are a major source of stress (Holmes 
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and Rahe 1967; Dohrenwend 1978; Chiriboga 1986; Andreasen 

1984) . 

The longitudinal retirement history study conducted by 

Thomas Wan (1982) demonstrated that social stress induced by 

frequent life change can make an individual susceptible to 

physical and mental illness. He identified eight major life 

events pertaining to changes in work status, marital status, 

living arrangement, family relationship and economic status 

of older adults that affect their health and health care 

availability. Wan's (1982) results tend to validate the 

subjective assessments of the impact of life events as a 

cumulative function of stress, as posited by Dohrenwend 

(1978) and scaled by Holmes and Rahe (1967). 

Social Support 

Rosow's (1967, p.162) Social Integration Theory states, 

"People are tied into their society essentially through 

their beliefs, the groups they belong to and the positions 

they occupy or their social roles." One of the earliest 

definitions of health to use the aspect of social well-being 

is the World Health Organization, definition which states: 

"Health is a state of complete physical, mental and social 

well-being and not merely the absence of disease or 

infirmity" (WHO 1947, p. 1). Breslow and Belloc (1972), 

used the World Health Organization definition in their 
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landmark study at the Human Population Laboratory in Alameda 

County, California. The social dimension was 

operationalized as number of close friends, occupational 

status, marital satisfaction and community involvement. 

Results from the study indicate a strong correlation between 

social support and health of individuals, findings which 

have been supported by other researchers in the health care 

field. For example, Maloney, Fallon and Wittenberg (1984) 

reported that when they asked older adults what they do to 

protect, maintain or improve their health, the most 

prominent responses were: (1) the need to stay active, which 

refers to keeping busy and involved with people, and (2) the 

need to maintain a positive outlook on life. The latter 

response supports the attitude results of other researchers 

such as Watson (1988) on attitude and perceived stress. 

Wan (1982) investigated the role of social support 

networks as a buffering factor between life events (change) 

and gerontological health. Wan found that social support 

had a direct positive effect on the magnitude of life 

effects, the use of health services and mortality. He found 

that if social support was not adequate, those in poor 

health were more likely to experience major life events as 

stressful, use more health services and have a higher risk 

of mortality in later life. 

Wan's data suggests that social support can be viewed 

most appropriately as a mediator of the impact of life 
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events on health, a finding that appears to receive support 

from the data developed by Watson (1988) on the effects of 

attitude and health over time. Social support networks do 

not have apparent direct effects on health but rather have a 

effect on the way life changes are perceived. Wan (1982) 

concludes that the primary role played by social support 

networks is preventive in nature, reducing the amount of 

change experienced in the first place and, therefore, 

reducing the amount of resulting stress experienced by the 

individual in times of change. For example, an individual 

whose life is full with many good friends is quite likely to 

be saddened by the death of a friend but will recover their 

zest for life quickly, while another individual with few 

friends may become acutely depressed even to the point of 

illness from the loss of a friend. 

Bandura (1989, p.1178), in his discussion of self-

efficacy perceptions, observed that when the perceived self-

inefficiency of an individual involves their social 

relationships, depression can result both directly and 

indirectly through curtailment of the development and 

nurturance of interpersonal relationships, which can provide 

satisfaction to the individual while buffering the effects 

of chronic daily stressors. Further, depressive ruminations 

by individuals impairs their ability to initiate and sustain 

adaptive behavior and further diminishes perceptions of 

personal efficacy. Chronic depression can hasten illness and 
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death because it suppresses immune functioning and 

influences blood chemistry negatively (Shealy 1995) . 

Health Responsibility 

Health responsibility has been defined by Walker 

Sechrist and Pender (1987) as paying attention to one's 

health, seeking to be educated about health, assuming 

responsibility for one's own health and seeking help from 

health care professionals when necessary. Accordingly, the 

items measuring health responsibility in the Health-

Promoting Lifestyle Profile (HPLP) (Walker et al. 1987) deal 

with such activities as self-observation of one's body, 

checking blood-pressure and cholesterol, reading about 

promotion of health, discussion of health concerns and 

problems with qualified health care professionals, getting 

second opinions, etc. 

Similarly, during development of The Wellness Scale 

(TWS) Kraft and Goodell (1993) found a factor they named 

"personal responsibility" that "clearly reflects one's 

willingness to accept personal responsibility for one's own 

health" (Kraft and Goodell 1993, p.22). However, reliability 

of the personal responsibility dimension of TWS was reported 

as coefficient alpha of .541 (Kraft and Goodell 1993 p. 23) 

while the health responsibility dimension of HPLP was 

reported as having coefficient alpha of .814 (Walker, 
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Sechrist and Pender 1987, p.80). Accordingly, HPLP items 

are used in the research to measure health responsibility-

behaviors . 

During the creation and test of The Health 

Consciousness Scale (HCS), Gould (1990) found that high 

health consciousness related positively to the behaviors of 

health information search, self-observation and doctor 

visits. Gould's health consciousness is concerned with the 

degree to which individuals focus on, or are aware of their 

health (Gould 1990 p. 231). The items of the HCS measure 

cognitions such as "I reflect about my health a lot." The 

items in HPLP measure health responsibility behaviors 

(Appendix B, items 42-45). 

HCS is highly correlated to health locus of control. 

Individuals who were found to be highly health conscious 

also tended to believe they had greater health control. 

Gould (1990) also linked health cognition and behaviors. He 

found that people who think about health also talk about it, 

read about it (food labels, magazines and books), shop in 

health-food stores and listen to talk radio programs about 

health more than less health conscious individuals (Gould 

1990 p.233). 

It seems apparent that HCS, TWS and the health 

responsibility dimension of HPLP are tapping the same, or 

highly related, constructs. In HCS, TWS and HPLP, 

cognitions and behaviors that reflect the degree of 
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acceptance of responsibility of personal health by the 

individual are measured. 

Nutrition 

Ardell (1977, p.113) cites the "deadly duo" of 

overconsumption and undernutrition as being linked with a 

long list of health problems in the U.S. and recommends 

several dietary changes, including reduction of fat as a 

percentage of the total diet and increase of complex 

carbohydrates, fresh fruits and vegetables and decrease of 

sugars. Subsequent researchers have echoed Ardell's 

recommendations of decreased fat (particularly saturated 

fat), increased fruits and vegetables with balanced 

representation of all food groups for improved health. They 

have demonstrated the significance of nutrition to a 

wellness orientation (Bloch 1984; Walker, et al. 1987, 1988; 

Kraft and Goodell 1993; Pender, et al. 1990; Weitzel 1989). 

Chapter three will discuss the research design, 

hypotheses and scales to be used in the study. 
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CHAPTER 3 

RESEARCH DESIGN 

The study is expected to demonstrate that the 

combination of threat to health and the desire for exuberant 

well-being more accurately reflects consumer motivation to 

perform health-seeking behaviors than either variable alone. 

Expected benefits of the research include: 

1. Expansion of theory related to wellness behaviors. 

2. Practical applications for developing effective 

research methodologies and targeting of health-care 

markets. 

3. The potential to assist theory expansion in other 

areas of the science of marketing such as social 

marketing (e.g. crime prevention). 

In this chapter, hypotheses based on empirical research 

reviewed in chapter two are developed to address the 

research question. Further, the methodology of the study and 

scales used to measure variables are explained and 

discussed. The development of a scale to measure Benefits 

of Wellness Behavior (BOWB) is also reviewed along with 

validity and power issues and the planned analysis of data. 
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Research Question 

"Does the desire for exuberant well-being, perceived threat 

to health or a combination of desire for exuberant well-

being and perceived threat best explain wellness or health-

seeking behavior?" 

Hypotheses 

HI: The higher the level of self-actualization, the 
higher the level of health-seeking behavior. 

H2: The higher the level of perceived threat, the 
higher the level of health-seeking behavior. 

H3: Self-actualization explains health-seeking 
behavior better than perceived threat in the 
model. 

H4: Individuals with high internal locus of control 
perform more wellness-seeking behaviors than 
individuals with high external locus of 
control. 

H5: Individuals with high internal locus of control 
have higher health responsibility scores than 
individuals with high external locus of 
control. 

H6: Demographic characteristics account for 
wellness-seeking behavior as follows: 

(a) Individuals with higher education perform 
more wellness-seeking behaviors than 
individuals with low education levels. 

(b) Higher income ($50,000 or more) individuals 
perform more wellness behaviors than 
individuals of lower income. 
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H6: (continued) 

(c) Females perform more wellness behaviors 
than males. 

(d) Older persons (aged 55 or older) perform 
more wellness behaviors than younger 
individuals. 
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Research Measures 

Scales used in the study are shown in Table 2 and 

identified as dependent (D) or independent (I) in Table 2. 

The scales include: The Multidimensional Health Locus of 

Control Scale (Wallston and Wallston 1976; 1982; 1984) to 

measure health control; The Health Promoting Lifestyle 

Profile (Walker, Sechrist and Pender 1987), which is adapted 

to measure self-actualization, exercise, interpersonal 

support, stress management, health responsibility and 

nutrition; The Wellness Scale (Kraft and Goodell 1993), 

adapted to measure prevention or perceived threat; The 

Benefits of Wellness Scale, which was developed for this 

research and measures the perceived benefits of performing 

health-seeking behavior. Each scale is briefly discussed 

here to establish validity for its use in the research. 

Multidimensional Health Locus of Control Scale 

The Multidimensional Health Locus of Control Scale 

(MHLC), was originally developed and presented in literature 

as a six point scale by Wallston and Wallston (1976; 1982; 

1984). However, for this research, it was decided that a 

seven point version of this scale would improve detection of 

variance and precision in the results and also simplify 

respondent task requirements by having uniform, seven point 
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scales for the instruments used. This MHLC adaptation is 

made in accordance with the literature recommendations of 

Green and Rao (1970) and Cox (1980). Specifically, Cox 

(1980, p.420) found that having an odd rather than even 

number of response alternatives is preferable and that the 

"magic number" is seven, plus or minus two, for the optimum 

number of response alternatives. Green and Rao (1970) found 

six to seven response alternatives optimal. Further, it is 

desirable that all scales be as similar as possible to avoid 

potential respondent confusion. Therefore, in Spring 1993, 

form A (There are two equivalent forms of MHLC, "A" and "B") 

of MHLC was tested with a 7-point scale. The revised MHLC is 

presented as questions 1-17 of the attached research 

questionnaire (Appendix B). MHLC has been demonstrated to 

possess good construct, internal and external validity and 

good reliability as discussed in Appendix C. 

The Multidimensional Health Locus of Control Scale is 

suitable for measuring the variable of health control 

because the results of a 1993 pilot test of the revised 

scale show that the internal locus of control scale appears 

solid. The external locus of control section of MHLC does 

not possess clean variable loading on a single external 

factor. That should not be significant for the planned 

research, however, since if the respondents are not 

"Internals" then they are "Externals." 
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Health Promotion Lifestyle Profile (HPLP) 

HPLP was developed by Walker, Sechrist and Pender 

(1987) as an instrument to measure health promoting 

lifestyles. HPLP is based on the work of Pender (1987), 

which uses exuberant well-being as the focus variable of 

wellness and excludes prevention. Items for the scale were 

developed from the health care literature and expert 

opinion. A four point scale was used to report individual 

responses. The pilot test of the scale was performed with 

173 graduate and undergraduate nursing students as 

respondents. Pilot results indicated high internal 

consistency with alpha of 0.919. Test-retest r was 0.854, 

indicating good stability. Following the pilot study, 

content validity of the scale was confirmed by a panel of 

four nursing experts and all items dealing with threat or 

environmental sensitivity were dropped. Item analysis was 

performed on the remaining items and a factor analysis was 

used to determine the dimensions of the construct being 

measured (health promoting lifestyle). A convenience sample 

of 952 adults from the general population of two midwest 

states was used to validate the scale. Subsequent item 

analysis and factor analysis resulted in the present 4 8 item 

scale. The items loaded on six factors with the dimension 

of Self-Actualization accounting for more than half of the 

explained variance. Table 3 shows the final structure of the 
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scale and the reported reliabilities of the dimensions. It 

is apparent that four of the five dimensions of HPLP are of 

high-level wellness, as suggested by Ardell (1979) . They 

include: self-responsibility, nutritional awareness, 

physical fitness and stress management. Missing from HPLP is 

the dimension of environmental sensitivity or threat 

proposed by Ardell (1979), which is consistent with the 

researcher's focus on the effectiveness of desire for 

exuberant well-being on health-promoting behaviors. 

Subsequent research (Walker et al. 1988; Weitzel 1989; 

Pender et al. 1990) with the HPLP scale has demonstrated its 

usefulness and validity for use in investigating health-

seeking behavior. 

The Wellness Scale (TWS) 

Kraft and Goodell (1993, p.21) report that their model 

is based on the Ardell (1977; 1979) definition of wellness, 

which includes self-responsibility, nutritional awareness, 

stress management, physical fitness and environmental 

sensitivity. Items for the scale were reportedly generated 

from literature and then evaluated by a panel of ten judges 

as being "pro-wellness" or "con-wellness." The results of 

the judges' decisions became a pilot instrument comprised of 

25 items with a five-point Likert scale for recording 

response. The pilot was conducted using a convenience sample 
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of 100 aircraft workers and resulted in elimination of four 

items, which left the scale with 21 items. Five validation 

studies were reportedly performed using the scale during the 

period from 1984 to 1991. The researchers report that the 

scale was reduced to 19 items as a result of the validation 

studies and that face validity, convergent and divergent 

validity of the scale together with its nomological validity 

was demonstrated. Aggregate reliability of the scale over 

all studies is reported by the authors as alpha of 0.81. 

Reported reliabilities of the scale and dimensions are shown 

in Table 4. 

Results of The Wellness Scale development study 

indicated that the dimensions of nutrition and stress 

management are combined into one dimension in apparent 

contradiction to the work of Ardell (1979) and Walker and 

her colleagues (1987). However, the dimension of environment 

sensitivity indicates a clear concern for threat toward 

one's health. The dimension has the highest reported 

reliability of all dimensions reported for TWS at 0.735. 

Churchill (1979, p.68) has indicated that such reliabilities 

are suitable for further research. Accordingly, the 

questions measuring health threat from TWS will be used in 

the present research to measure threat or prevention in 

health-seeking behavior. 
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Benefits of Wellness Behavior Scale (BOWB) 

In spring 1993, two survey instruments were developed 

from theory and empirical results in the health care field 

using the Churchill (1979) paradigm for development of 

measures of marketing constructs. These instruments are 

designed to measure respondent belief in the benefits of 

wellness or health-seeking behavior (BOWB) and self-health 

activities performed by the individual (SHA) and are parts 

two (BOWB) and three (the first 4 questions) of Appendix D, 

respectively. 

According to Churchill (1979, p.70), "Construct 

validity... lies at the very heart of the scientific 

process." Accordingly, validity of the BOWB scale must be 

addressed because it is a central part of the study 

instrument. The SHA scale is not used because better scales 

are available, as will be demonstrated. 

Carmines and Zeller (1979, p.23) write that "...the 

process of construct validation is ... theory-laden. Indeed, 

strictly speaking, it is impossible to 'validate' a measure 

of a concept in this sense unless there exists a theoretical 

network that surrounds the concept...What is required is 

that one be able to state several theoretically derived 

hypotheses involving the particular concept." 

In the study, the connection between theory such as Self-
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Efficacy Theory (Bandura 1977; 1982; 1986; 1989), 

Helplessness Theory (Peterson and Seligman 1987), Social 

Integration Theory (Rosow 1967), the Theory of Reasoned 

Action (Fishbein and Ajzen 1975) as discussed in chapter 2, 

and the research question and hypotheses appears to be 

sound. For example, we would expect that a person with a 

feeling of high self-efficacy might feel empowered regarding 

control of his or her life, including health, compared to a 

helpless or low self-efficacy person. If that is true, then 

the high self-efficacy individual will likely possess an 

internal health locus of control and believe that his or her 

individual behavior will influence personal health directly. 

Their beliefs should be reflected in their actions. The 

empirical results of health care researchers (Doherenwend 

1978; Emery and Blumenthal 1990; Pender 1987; Scheier and 

Carver 1987; Walker et al. 1988; Wan 1982; Wiedenfeld 1990) 

as discussed in chapter two, support this logic. 

Accordingly, research hypotheses H1-H5 are derived from 

the research question, Self Efficacy Theory (Bandura 1977; 

1982; 1986; 1989), Helplessness Theory (Peterson and 

Seligman 1987), and the Theory of Reasoned Action (Fishbein 

and Ajzen 1975). 

The basis of research hypotheses H6(a) through H6(d) is 

reached in a similar manner. It can be reasoned that strong 

connections exist, in general, among an individual's degree 

of social integration (Rosow 1967), their beliefs, their 
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feelings of self-efficacy or helplessness, and life 

situation as reflected by education, income, age and gender. 

While the results of health care studies are mixed across 

the field, the preponderance of the evidence as reported by 

careful researchers such as Moorman and Matulich (1993), 

Pender (1987; 1990), Walker (1987; 1988) and others, tends 

to support the research hypotheses as stated. If the measure 

"Behaves as expected" (Campbell 1979, p.70) and the 

predictions from the theory and empirical findings of the 

study are consistent, then construct validity is supported 

but not established. As pointed out by Carmines and Zeller 

(1979, p.24), construct validation ideally requires a 

pattern of consistent findings involving different 

researchers using different theoretical structures across a 

number of different studies. 

A strong theoretical network supports the concept of 

benefits of wellness behavior. The hypotheses are derived 

from theory and are consistent with the research question 

and empirical results of other researchers in the field. 

Additionally, the scale items of BOWB are in part derived 

from tested scales with good validity and reliability in 

measuring related constructs as discussed below. Therefore, 

the study may proceed with confidence that BOWB possesses 

construct validity. Internal validity issues are discussed 

next. 

The literature indicates that healthy individuals have 
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lower rates of helplessness, depression and social distress, 

and have more internal control, satisfaction with life and a 

general positive expectancy of life and attitude compared to 

unhealthy individuals (Bandura 1977, 1982, 1986, 1989; 

Baron 1992; Belloc 1972, 1973; Brody 1985; Brown 1986; 

Dohrenwend 1978; Edwards 1990; Hogan 1989; Holroyd 1987; 

King 1990; Kirschenbaum 1987; Krosnick 1989; Millar 1990; 

Pender 1986, 1987; Peterson & Seligman 1987; Scheier 1987; 

Walker, et al. 1987, 1990; Wallston and Wallston 1976, 1982, 

1984; Watson 1988; Wiedenfeld, et al. 1990). For the 

Benefits of Wellness Behavior Scale questions, published 

tests with fair to good reported reliability and validity 

for measuring those areas were used to derive specific test 

items for the instrument. Scales used as sources are listed 

in Appendix C. 

Additionally, during March 1993, two focus groups were 

conducted for a large health care provider. The purpose of 

the focus groups was to gather information on health related 

subjects, primarily why people participate in fitness and 

exercise programs. The focus group sessions were videotaped, 

reviewed and analyzed to determine potential areas where the 

findings could be applied to the attitude and activity 

scales under construction. Analysis of the data indicated 

that the respondents exercised for a variety of reasons 

including: feeling good, looking good, feeling in control of 

their life and health and generating more energy. Those 
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findings are the source of questions 48-52 in the Benefits 

of Wellness Behavior Scale of Appendix B. In view of the 

sources of scale items (validated tests for related 

constructs and accepted qualitative research procedures), 

both construct and internal validity of the Benefits of 

Wellness Behavior Scale are supported adequately for 

exploratory research. 

Similarly, the four items for the Self-Health Activity 

Scale (SHA) are derived from the wellness literature, which 

recommends lower dietary fat, regular aerobic exercise, a 

balanced diet and preventive care from medical personnel as 

essential means for gaining and maintaining good health 

(Walker 1990; Pender 1986, 1987; Wiley 1980; Kirschenbaum 

1987). 

Further support for the internal validity of the pre-

test study design comes from the sample's homogeneity. 

Because the sample was selected from the academic community, 

it can be assumed that the variance resulting from the 

sample selection was less significant than it would have 

been if a more general, heterogeneous population had been 

sampled. Effects of variables on constructs in the study 

pretest may, therefore, be more detectable. Although 

homogeneity of the sample helps strengthen internal 

validity, it can reduce generalizability of results (Calder, 

et al. 1981; Lynch 1981). With internal validity support 

established, external validity issues are discussed next. 
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External validity of the pretest study of the scales 

(BOWB, SHA) is adequate for supporting the decision to 

conduct additional exploratory research to address the 

question of whether threat to health, desire for exuberant 

well-being (DEWB) or a combination of threat and DEWB, best 

explains health seeking behavior of consumers. While no 

claim is made that the test population of the pilot 

exploratory study represents the U.S. population, it is part 

of the U.S. population and is, therefore, at least partially 

valid for generalization if construct validity and internal 

validity are strong. Construct validity appears to be 

strong because the connection between the theory, the 

research question and the resulting hypotheses seems sound. 

Internal validity is strong because the questions are 

derived from the results of well conducted exploratory 

research, as well as instruments that have been tested and 

validated in related health care areas. 

Overall, BOWB seems to be quite solid, with the 

Self-Health Activity Scale (SHA) less so but still useful 

for further exploratory work. However, selected scale items 

from the Health-Promoting Lifestyle Profile, (Walker, 

Sechrist and Pender 1987) corresponding to the self-

actualization, nutrition, exercise, interpersonal support 

health responsibility and stress management dimensions of 

wellness are used instead of SHA. SHA did not address self-

actualization, stress management, health responsibility nor 
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interpersonal support. Further and more importantly, the 

reliability of the individual sub-scales of HPLP is superior 

to SHA as shown in Appendix A, Table 3. 

1993 Pilot Analysis Steps and Results (BWOB) 

A sample of 138 cases was analyzed for the pretest of 

the three scales. The initial reliabilities and factor 

analyses of the scales; BOWB, SHA,& MHLC (attached in 

original form as Appendix D) indicated that changes were 

necessary in the three original scales to purify them in 

accordance with the Churchill paradigm (Churchill 1979) . 

Specific findings and scale changes are: 

(a) MHLC - The factor analysis indicated question number 

eight loaded on both factor one and factor two. Question 

eight was dropped for the next run, which provided a clean 

number one factor that includes only items associated with 

the Internal Locus of Control scale. The alpha for Internal 

Locus of Control is .79, which is adequate for further 

research (Churchill 1979, p.68) and is comparable to other 

results found with the scale (Wallston 1982). 

The External Locus of Control section of the MHLC scale 

is more questionable. For External Locus of Control, the 

factor analysis found four factors instead of two. Two 

factors could have been anticipated based on the literature 

(Wallston 1982) because the "chance" and "powerful others" 
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constructs are combined for External Locus of Control in 

this research. Unexpected were the additional two 

"external" factors. Principal components analysis found 

five factors (1-Internal items loadings and 4-external items 

loadings), which explain 68.8% of the variance. The best 

that may be said about the construct of External Locus of 

Control for purposes of the research is that it is not 

confounded with Internal Locus of Control. The literature 

indicates, however, that high Internal Locus of Control will 

likely affect wellness activity in a positive direction 

significantly more than will external factors. A clean 

scale for Internal Locus of Control together with the alpha 

for External Locus of Control at 0.7, demonstrate that the 

MHLC can legitimately be used for additional research on 

wellness behavior. 

(b) The initial run of the Benefits of Wellness Behavior 

Scale (BOWB) data indicated that items in the scale might be 

mixing constructs. After expert psychometrics review and as 

indicated by Churchill (1979), the scale was purified by 

dropping the mixed-construct questions (19 through 25 and 27 

of Appendix D). The purified scale items loaded on only one 

factor on the next computer run with a strong (.953 9) alpha. 

The BOWB ANOVA showed variation between measures p=.000 and 

alpha of 0.9539 (standardized). This alpha meets the 

"desirable standard" reported by Churchill (1979, p. 68) 

for applied settings where important decisions are made with 
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respect to specific test scores. 

Additional indications of the solidity of the BOWB are 

indicated by the principal components analysis of BOWB which 

found KMO of .92. Norusis (1990) reports such a KMO is 

classed as "marvelous." The Bartlett test of sphericity was 

large with significance being small. The conclusion, 

therefore, is that factor analysis is an acceptable routine 

for the data. The factors, by both principal components and 

principal axis methods, yield similar results with just one 

factor explaining 65.6 to 68.6 percent of the sample 

variance. 

Five items (questions 48 to 52) of the initial, 19-item 

BOWB scale resulted from analysis of data from exercise 

focus groups. These five items comprise five of the 11 items 

in the purified BOWB scale. That raises the possibility that 

the construct being measured was more "benefits of exercise" 

than "benefits of wellness behavior" (which includes 

exercise). To check this potential directionally, 

reliability and factor analysis were run for (BOWB) with the 

EXER variable from the SHA scale included to determine the 

correlations and factor loadings of the aerobic exercise 

report with the benefits of wellness behavior items. EXER 

is the variable that measures the frequency of aerobic 

exercise reported by the respondents. From the Theory of 

Reasoned Action (Fishbein and Ajzen 1975), it is assumed 

that a positive correlation between perceived benefits of 
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exercise and frequency of the behavior exists. 

The variable EXER loaded highly on a separate factor 

while the items of BOWB loaded together (Q42 to Q52). EXER 

did not load at all on factor 1 with the other items. 

Further, the reproduced correlation matrix indicated that 

EXER is not well correlated with any other item in the BOWB 

scale. That was clearly shown after rotation as the graph 

showed EXER as separate and apart from the other items. The 

BOWB scale, therefore, appears to be tapping the construct 

that represents belief of benefits of wellness behavior. 

(c) The Self-Health Activity Scale had various 

problems on the initial runs. The preventative medical care 

variable (PREVENT) did not fit with the other three items in 

the scale. This supports the idea of a separate construct 

for professional medical care in the minds of respondents. 

This idea is further supported by the results found in the 

MHLC analysis within this study which found a "significant 

others" factor that was comprised totally of items regarding 

medical professionals. Gould (1990, p.235) found similar 

results with Health Locus of Control negatively associated 

with visits to both doctors and dentists. He posits that 

people who are high in locus of control may visit their 

physicians less because of a high degree of internalized 

control, or they may actually be in better health than those 

who feel less in. control. Harris and Guten (1979, p. 22) 

found that the responses to open-ended questions suggest 
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that people believe most health protective behavior does not 

involve contact with the formalized health care system and 

that protecting one's health is a personal rather than a 

professional activity. 

In the Self-Health Activity Scale (SHA), the alpha of the 

remaining three items (after elimination of PREVENT) is not 

strong (0.5). It appears that respondents do not readily 

recall a comprehensive definition of wellness that includes 

diet, fat intake, exercise and preventive health care. 

Exercise (EXER) is not highly correlated with fat intake and 

diet. Factor commonalities are low, and the factor score 

coefficient is minor for DIET and FAT. Based on SHA 

results, there appears to be considerable work ahead for 

holistic health care supporters developing wellness as an 

integrated system of activities (exercise, diet balance, fat 

intake, and preventative medical care). However, it should 

be remembered that the pretest sample is not generalizable 

and other factors may be at work. On the other hand, the 

academic community is generally a highly informed population 

segment, and thus the results suggesting potential lack of a 

coherent and complete view of wellness in the sample may 

actually be skewed toward a more complete view of wellness 

compared to the general population. 

Nevertheless, Churchill (1979, p.68) cites Nunnally's 

(1967) contention that reliabilities of .5 to .6 suffice for 

early stages of basic research. While additional research 
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could be conducted using the SHA Scale with item addition, 

modification and testing, items from the Health-Promoting 

Lifestyle Profile (Walker, et al. 1987) are used to improve 

reliability and completeness of the scale data for this 

research. As can be seen in Table 3 of Appendix A, internal 

consistency data for the Health-Promoting Lifestyles Profile 

(Walker,et al. 1987) subscales are superior to the SHA. 

Questions used from the HPLP are numbers 18-33 and 42-45 in 

part 1 of the attached study questionnaire {Appendix B) and 

are the scale items that exhibited the highest individual 

loadings on their respective factors. 

Research Design 

The research uses a cross-sectional survey design to 

assess whether the desire for exuberant well-being (DEWB), 

perceived threat to health or a combination of DWEB and 

perceived threat best explain health-seeking behavior. The 

study sample is selected from the general population of the 

United States to enable generalization of the results. 

The survey instrument is a three-part instrument 

comprised of: The Multidimensional Health Locus of Control 

Scale (Wallston 1976; 1982; 1984); selected items from The 

Wellness Scale (Kraft and Goodell 1993) and the Health 

Promoting Lifestyle Profile (Walker, Sechrist and Pender 
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1987); and the Benefits of Wellness Behavior Scale. 

Demographic items are included in the questionnaire as 

indicated by the health-care literature. MHLC has been 

revised slightly in accordance with pretest findings 

explained above, and rating scales have been expanded to a 

seven-point scale to improve detection of variance as 

recommended in the research literature (Green and Rao 1970; 

Cox 1980). The MHLC items are questions 1-17 of part 1, of 

the questionnaire (Appendix B). 

Selected questions from The Health-Promoting Lifestyle 

Profile (Walker, et al. 1987) are included in the survey 

instrument to measure the wellness or health-seeking 

dimensions of self-actualization, nutrition, social support, 

exercise, health responsibility and stress management 

(questions 18-33 and 42-45 of part 1, Appendix B). 

Items from The Wellness Scale (Kraft and Goodell 1993) 

are included to measure perceived threat to health and are 

questions 35-41 in part 1 of the research instrument. 

The new, Benefits of Wellness Scale is included to 

measure respondent beliefs about the benefits of wellness 

behaviors and includes questions 46-56 of the survey 

instrument (part 2 Appendix B), revised as indicated from 

pretest results. Demographic questions including age, 

education, profession, income, value orientation 

(conservative, moderate, liberal) and gender are included to 

help describe groups of respondents who share similarities 
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in wellness dimensions. 

Independent variables are the cognitive dimensions of 

health control as measured by health locus of control, 

perceived benefits of wellness, perceived health threat and 

desire for exuberant well-being as measured by self-

actualization. Also included as independent or predictor 

variables are the demographic variables of age, gender, 

income and education. 

Dependent variables are the behaviors of nutrition, 

exercise, social support, health responsibility and stress 

management. The proposed relationships between the 

independent and dependent variables are shown in the 

research model, Figure 3. 

Because the research has multiple dependent variables 

predicted from multiple independent variables, the 

multivariate analysis technique that is most appropriate and 

most powerful is canonical correlation (Hair, Anderson, 

Tatum and Black 1995, p.328). 

The mail survey technique was selected for data 

gathering despite the risk of non-response bias which can 

adversely affect generalizability of the study results 

(Lynch 1981). While the risk of non-response bias is the 

most serious limitation of direct mail data collection 

(Alrick and Settle 1985, p.45) is acknowledged, it is chosen 

as the best data collection method for this study because of 

the large sample desired (n=783) and the related cost 
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considerations. Additionally, there are advantages to self-

enumerative procedures such as direct mail survey techniques 

compared to personal interview procedures when collecting 

financial or personal data as is the case in this study (Yu 

and Cooper 1983, p.39). 

Participants in the study are adults in the general 

population of the contiguous United States. A random sample 

was drawn from a commercially available list of adults such 

that an initial group of 4,125 individuals were mailed the 

data collection packet including cover letter, survey 

instrument and self addressed, postage-paid envelope for 

return of the completed survey form. Because the 

individuals selected are representative of the adult 

population in the United States it is anticipated that the 

study results should generalize to the national population. 

Power Analysis 

A study that is designed without consideration of its 

ability to detect a relationship between variables can 

generally be said to be poorly planned. However, Sawyer and 

Ball (1981, p.275) have stated that statistical power (the 

sensitivity of the study, which enables the researcher to 

make reasonable statements about any covariation in sample 

data) and effect size (which indicates the strength of the 

covariation) are "... commonly... ignored in marketing 
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research." They suggest that a research design should have 

adequate power to detect an anticipated effect size, 

estimate statistical power before data collection and 

include the power to detect an effect of a given size in any 

report of results. 

Calculations for statistical power depend on the 

noncentral distribution of the test statistic and are 

presented in advanced statistical texts. Most researchers 

do not resort to the difficult integrations of the 

noncentral distributions, however, because computer programs 

and tables are readily available to determine either power 

or sample size (Sawyer and Ball 1981, p.277) 

Cohen and Cohen (1983, p.59) have pointed out that any 

given statistical test of a hypothesis is a complex 

relationship among four parameters: the region of rejection 

of the null hypothesis (alpha or a); power, or the 

probability of rejecting the null hypothesis when it is 

false (denoted as 1-B); the sample size (n); and the 

magnitude of the effect (ES) in the population, denoted as 

"r", the standard correlation coefficient. When three of 

the parameters are fixed, the fourth is completely 

determined. They also propose certain conventions 

researchers should follow in matters of power determination. 

For example, conventional magnitudes of r corresponding to 

small, medium, and large ES that are "appropriate for many 

areas of psychological investigation are: r==.10, .30, and 
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.50, respectively." Further, Cohen and Cohen (1983, p.61) 

suggest that "...much as a=.05 is used as a convention for 

significance, power = 1-B =.8 be used as a convention for 

power..." In this study the proposed convention for power 

is 1-B =.8 as recommended by Cohen and Cohen (1983), with a 

= .05. 

Cohen and Cohen (1983) recommend three strategies for 

determining ES in the study population: accept results of 

previous research in related areas for ES, use the 

conventions of small, medium or large ES and set power for 

each population or posit some minimum ES that would have 

practical or theoretical significance. 

In this study, ES can be anticipated to be "small" 

based on previous research findings. When there is reason 

to believe that population ES is small (r =.1), large values 

of n are required. 

Based on the tables available for power and sample 

size, the necessary sample size for this study is n = 783 

because of an expected ES at .1, a =.05 and power set at .8 

(Cohen and Cohen 1983, p.530, Table G-2). Support for the 

expectation of small ES variables in the wellness area is 

provided by results reported by Pender (1990) and Walker 

(1988) . Pender and her colleagues (1990) found explanatory 

variables for the Health Promotion Lifestyle Profile with r 

= from .047 to .264 for the variables of "powerful others" 

(an external locus of control construct) and "definition of 
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health, 11 respectively. Internal control of health was, r 

=.230. The effect sizes for the demographics variables 

reported ranged from "age" at r =.140 to "education" at r 

=.070. 

Walker (1988, p.83) found effect sizes for demographics 

as they related to health promotion and the individual 

dimensions of wellness to range from r =.085 for education 

in the interpersonal support dimension to r =.341 for age in 

the health responsibility dimension. While age was found in 

this study to have a medium ES, the general findings are for 

a small ES. Table 5 of Appendix A lists selected results of 

the effect size findings of these researchers, which 

supports the expectation of a small ES. 

To summarize, the empirical results of applicable 

studies concerning the variables of interest in the area of 

interest (wellness), indicate that effect size is likely 

small to (at best) medium for the variables. Cohen and 

Cohen (1983, p. 59) discuss the advisability of conservatism 

when estimating effect size and setting sample size to 

improve the power in order to detect effects should they 

exist. Direct mail returns can be quite low (5% to 10%) and 

rates of more than 3 0% for direct mail survey returns are 

rare (Alrick and Settle 1985, p.45). Assuming a 20% return 

rate, a mailing of 3,915 was required (4.125 were actually 

mailed) to achieve the desired sample size of usable returns 

(n =783) with effect size of r =.1 at power of 0.8, and 
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a =. 05. 

Statistical Analysis 

According to multivariate literature (Hair, Anderson, 

Tatham and Black 1995, p.345; Cooley and Lohnes 1971, p.176; 

Lambert and Durand 1975, p.468), canonical correlation 

analysis is a powerful and useful technique for exploring 

the relationships among multiple criterion and predictor 

variables. Although the technique of canonical correlation 

is primarily descriptive, it can also be used for 

prediction. Metric or nonmetric data can be used in the 

analysis for variables. 

Canonical correlation places the fewest restrictions on 

the types of data that can be used and, for that reason, is 

often believed to be inferior to other techniques. However, 

"in situations with multiple dependent and independent 

variables, canonical correlation is the most appropriate and 

powerful multivariate technique (Hair et al. 1995)." As 

shown in Figure 3, the research has multiple dependent and 

independent variables. 

After assignment of theoretical meaning to each set of 

variables, the objectives of canonical correlation include 

the ability to explain the nature of whatever relationships 

exist between the sets of independent and dependent 

variables by measuring the relative contribution of each 
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variable to the canonical functions that are extracted (Hair 

et al., p.330). The objective of the research is to 

determine whether perceived threat, desire for exuberant 

well-being or the combination of threat and desire for well-

being best explains health-seeking behavior. Canonical 

correlation is able to provide answers to the research 

question if the canonical relationship is statistically 

significant and the magnitudes of the canonical root and the 

redundancy index are acceptable. 

Interpretation of the canonical functions derived from 

the data involves determining the relative importance of 

each of the original variables in the canonical 

relationship. Three methods have been proposed to 

accomplish the interpretation including canonical weights, 

canonical loadings and canonical cross-loadings (Hair et al. 

1995; Cooley and Lohnes 1971; Lambert and Durand 1975) . 

Canonical weights are subject to a considerable amount 

of instability from one sample to another and are 

significantly influenced by multicollinearity of variables. 

The variables in the research are expected to exhibit 

substantial degrees of multicollinearity and so, canonical 

weights will not be used to interpret analysis results. 

Canonical loadings measure the simple correlation 

between an original observed variable in the dependent or 

independent set and the set's canonical variate. The 

canonical loading reflects the variance that the observed 
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variable shares with the canonical variate and can be 

interpreted similarly to a factor loading in assessing the 

relative contribution of the variable to the canonical 

function. While canonical loadings provide advantages in 

analysis interpretation compared to canonical weights, 

loadings are also sample sensitive. Because they do not 

directly assess the influence of an observed variable on the 

other set variate, they will not address the research 

question directly and so, are not appropriate for the 

interpretation of the research. 

Canonical cross-loadings are the recommended approach 

to interpretation (Hair et al., p.338). Canonical cross-

loading is a procedure that involves correlating each of the 

original observed dependent variables directly with the 

independent canonical variate, and each original observed 

independent variables (such as self-actualization or threat) 

directly with the dependent canonical variate (health-

seeking behavior). Accordingly, the research question can be 

addressed using canonical cross-loadings and is used to 

interpret research results. Because canonical cross-

loadings are not provided by SPSS, but are available in the 

SAS program, SAS is used to conduct the canonical 

correlation analysis for the research. 

Using the proposed research design and analytic approach 

as described in this chapter, data was gathered. Chapter 

four explains the analysis of the data and the results of 
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statistical tests performed on the data to test the 

hypotheses. Conclusions and recommendations based on the 

research findings, limitations of the research and 

recommendations for future research are discussed in chapter 

five. 
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CHAPTER FOUR 

DATA ANALYSIS AND HYPOTHESES TESTING 

A mailing of n = 4,125 questionnaires were sent to a 

random sample of adults over the age of 18 in the 

continental United States. Data were collected from 522 

respondents; 499 were complete enough for use. The return 

of twelve percent provides power of 0.61 with small (0.1) 

effect size for the analysis to 0.99 if r = 0.2 (Cohen and 

Cohen 1983, p.530, Table G-2). Accordingly, reliable 

inferences may be drawn from the sample. 

Following data examination to confirm the randomness 

of missing values, mean substitution was conducted for 19 

missing household income data points and one missing age 

point. 

The data were examined to determine if the respondents 

in the sample were representative of the population and the 

suitability of the data for multivariate analysis. 

Differences between sample and population demographics were 

found and are discussed in the next section of this chapter. 

The data did not violate the necessary assumptions of 

normality and linearity. 
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The 499 cases were subjected to principal components 

factor analysis to determine the uniqueness of questionnaire 

items 1 through 56, in representing the variables in the 

research model (Figure 3) and the individual item loadings 

on the various factors. A satisfactory factor analysis with 

varimax rotation was conducted with twelve factors being 

extracted. The factor items loaded cleanly with little 

overlap, into the expected constructs as indicated by the 

literature reviewed in Chapter two and shown in Figure 3. 

Following the factor analysis, the variables were 

introduced into the canonical analysis program in accordance 

with the research model as shown in Figure 3, to test 

hypotheses HI, H2 and H3. A series of t-tests were 

conducted to test the hypotheses derived from the wellness 

literature as reviewed in chapter two (H4-H6(a-d)). 

Following the canonical analysis and the t-tests, the 

five dependent variables of exercise, nutrition, social 

support, stress management and responsibility were collapsed 

by averaging, into a single metric dependent variable 

designated as "Wellness Behavior" in order to derive a 

single metric variable to enable analysis using regression. 

The purpose of the regression was to confirm the canonical 

analysis findings concerning the effect of the independent 

variables on wellness behavior, to attempt to directly 

explain more total model variance and to conduct residual 

analysis to further validate the model variables. 
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Finally, an ANOVA was conducted to determine the 

reasons some study findings did not support hypotheses which 

were derived from prior research reported in the wellness 

literature. 

The analysis steps will be further explained in the 

sections of this chapter. 

Data Examination 

The SAS system univariate procedure was utilized to 

initially examine the variables on an item basis. Stem and 

leaf plots, box plots and normal probability plots were 

generated and analyzed together with skewness, kurtosis, 

means, standard deviations, quantiles, and extremes. All 

individual data items were judged to be within acceptable 

normality ranges with few outliers. Graphical data was 

relied upon, as recommended in the data analysis literature 

(Hair et al. 1995; Norusis 1990). The normal probability 

plots, which compare the cumulative distribution of actual 

data values with the cumulative distribution of a normal 

distribution, were well within acceptable limits since all 

items closely approached normality and the scatter plots 

appeared to be linear. Further, the box and whisker plots 

demonstrated a normal pattern with very few outliers among 

all items. Accordingly, the individual items seemed to be 

satisfactory for further multivariate testing. 
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Sample demographics were compared to the demographics 

of the general adult population of the United States. 

Differences between the sample and general population 

demographics include that the sample is older, contains more 

males, has higher income and is better educated than the 

population. Comparison between the sample and population is 

shown in Table 6. 

Factor Analysis 

To determine the uniqueness of questionnaire items 1 

through 56, and to confirm their relevance in the variables 

in the research model (Figure 3), questions 1 through 56 

were entered into the principal components factor analysis 

procedure of SAS. 

The Kaiser-Meyer-Olkin measure of sampling adequacy was 

.88112, which indicates that factor analysis is an 

appropriate technique for analysis. Norusis (1990) reports 

that Kaiser characterized measures of 0.90 and above as 

"marvelous" and measures in the 0.80's as "meritorious." 

The large value of the K-M-0 indicates that correlations 

between pairs of variables can be explained by the other 

variables. Bartlett's Test of Sphericity was used to test 

the hypothesis that the correlation matrix is an identity 

matrix. The value of the Bartlett test statistic was 

13961.969, which has a significance of .00000 and indicates 
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that the correlation matrix is not an identity matrix. 

Accordingly, factor analysis is appropriate for the data 

(Norusis, 1990) and the data appear to not violate 

assumptions for the multivariate techniques of normality and 

linearity. 

Twelve factors were extracted from the analysis using 

the Kaiser criteria of eigenvalue of one or greater as the 

cutoff value (Norusis 1990). The extracted factors are 

shown in Table 7. The scree plot of the procedure (not 

shown as an exhibit) also indicated that twelve factors 

explain the bulk of the variation in the variables. The 

twelve extracted factors explain 64.0 percent of the 

variance in the variables. The first factor extracted was 

"Benefits of Wellness Behavior" (BOWB); followed by "Threat" 

(Factor 2); "External Locus of Control — Professional" 

(Factor 3); "Self-Actualization" (Factor 4); "Internal Locus 

of Control" (Factor 5); "Responsibility" (Factor 6); 

"Nutrition" (Factor 7); "External Locus of Control — Chance" 

(Factor 8); "Stress Management" (Factor 9); "Social Support" 

(Factor 10); "Exercise" (Factor 11); and "External Locus of 

Control — Family" (Factor 12). As can be seen from Table 

8, question 29, which is derived from the self-actualization 

scale of Health Promotion Lifestyle Profile (HPLP) (Walker 

et al. 1987), loads similarly on three different factors 

(Factors 3, 4, and 12), with no clear best loading on any of 

the three factors. In accordance with protocol suggested by 
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Churchill (1979), this item was dropped in the subsequent 

analyses. Item 29 states "I find my days challenging". 

Apparently, the constructs being tapped by this question 

include external locus of control considerations as well as 

self-actualization. 

Loadings of 0.3 or above are held to be significant in 

accordance with the recommended criteria of the multivariate 

analysis literature (Cooley and Lohnes 1971). 

While a few other items exhibited loadings of 0.3 or 

above on multiple factors, they are of less concern than 

item 29 and are retained in the model. For example, item 

21, "I maintain meaningful interpersonal relationships," is 

a social support item that also loads above .3 on self-

actualization (Factor 3). However, the loading is 

significantly higher on social support compared to self-

actualization (.727 vs. .329). Also, item 42, "I 

consistently seek health-related information," loads on both 

threat and responsibility. Since the loading of item 42 is 

significantly higher on threat than responsibility (.607 vs. 

.405, respectively) the item is retained for further 

analysis as a threat variable item. 

Items that load negatively on factors include items 41 

and 14. Because of the nature of the statements, "Air 

pollution does not bother me" and "No matter what I do I am 

likely to get sick,"both loaded in the expected direction. 

Item eight, "Luck plays a big role in how soon I 
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recover from illnesses" loads on both Factor 8 (.540) and on 

Factor 12 (.411), however both factors are external locus of 

control constructs and since all external factors are 

collapsed into a single construct for testing hypotheses, it 

will not have a material influence on the remaining analyses 

of the study. Similarly, item 7 "My family has a lot to do 

with my becoming sick or healthy" is the only variable 

loading on Factor 12, "external — family". 

Finally, questions 43, 44, 45, which are 

"responsibility" items (Factor 6) derived from HPLP (Walker 

et al. 1987), cross-load to some degree on external — 

professional (Factor 4) and threat (Factor 2) but are 

clearly loading most heavily on responsibility (Factor 6). 

In summary, following varimax rotation, the individual 

items (with the exception of Item 29) loaded on their 

respective factors as expected (shown in Table 2 and Table 

8). Accordingly, the variables for the research model 

(Figure Three) can be utilized for the canonical analysis of 

the data. 

Canonical Correlation Analysis 

Canonical correlation analysis is a powerful and useful 

technique for exploring the relationships among multiple 

criterion and predictor variables. Although the technique of 

canonical correlation is primarily descriptive, it can also 
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be used for prediction. Canonical correlation analysis can 

accommodate any metric variable without the strict 

assumption of normality. Normality is desirable because it 

standardizes the distribution to allow for higher 

correlation among the variables (Cooley and Lohnes 1971, 

p.176; Lambert and Durand 1975, p.468). 

Because tests for multivariate normality are not 

readily available, Hair (1995) recommends that each variable 

should have univariate normality. The analysis indicates 

that all variables are normal, and therefore the canonical 

analysis can be interpreted reliably. 

The CANCOR procedure of SAS (version 6.1), was utilized 

to preform the canonical correlation analysis using the 

variables as shown in the research model (Figure Three). 

Variable names are shown in Tables 9 and 10. Specifically, 

"HCINT", represents the internal health locus of control 

(Factor 5); "EXTLC" represents exterior locus of control 

(combined Factors 3, 8, and 12); "SELACT" represents self-

actualization (Factor 4); "HHINC" is household income; 

"BOWB" is benefits of wellness behavior; (Factor 1), 

"Threat" (Factor 2), "Gender" "EDUC", and "Age" are self-

explanatory. 

As shown in Table 9, the correlations among the 

independent variables and dependent variables are not 

generally significant. In the correlations among the 

independent variables, only benefits of wellness behavior 
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(BOWB) and threat are correlated above .3, which is 

considered to be meaningful (Cooley and Lohnes 1971; Hair et 

al. 1995). 

Among the dependent variables, exercise and stress 

management are correlated above .3, (.660) as expected 

(Emery and Blumenthal 1990; Hogan 1989; Hughes 1984; Pender 

1987; Phelps 1987; Shealy 1995). Similarly, the correlation 

between nutrition and responsibility (.312) is expected 

since controlling dietary intake normally requires a sense 

of responsibility. Conversely, the correlation between 

responsibility and exercise (Emery and Blumenthal 1990; 

Pender 1987; Shealy 1995) is not meaningful (0.217). These 

results, however, support the counterintuitive findings of 

Gould (1990) and Lafferty and Isenberg (1983) who found no 

significant connection between health consciousness and 

exercise and value of health and exercise (respectively) 

which seems to support the idea that exercise is a very 

complex behavior. 

Table 10 shows the correlations between the independent 

variables and the dependent variables. There appears to be 

low correlation between variables, with some exceptions. 

For example, threat and stress management are correlated at 

a meaningful level (.357), as are threat and responsibility 

(0.462) . The latter correlation can be expected since items 

for responsibility cross-loaded on threat in the factor 

analysis. Also, self-actualization is correlated at a 
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meaningful level with social support (0.490). 

The number of orthogonal variates extracted from the 

canonical correlation equals the number of variables in the 

smaller of the predictor or criterion sets of variables. 

Since the dependent variables contain only five variables 

and the independent variable set has nine variables, five 

orthogonal canonical roots were extracted as shown in Table 

11. As a practical rule of thumb, Cooley and Lohnes state 

(1971 p.176) that they frequently treat canonical 

correlations of 0.30 or less as trivial. This rule would 

indicate that only the first two extracted canonical roots 

should be considered to be of practical use because they are 

the only roots with canonical correlations greater than 0.30 

as shown in Table 11. 

The canonical correlation extracted four significant 

canonical roots, as shown in Table 12. Five roots were 

extracted and four are significant at the .05 or lower, 

significance level with only the first two roots being of 

practical significance using the Cooley and Lohnes (1971) 

criteria. 

Table 13 is the canonical redundancy analysis for the 

dependent variables which (collectively) represents wellness 

behavior. The proportion of wellness behavior that is 

explained by the derived variates of the independent 

variables for all four significant roots is somewhat low at 

24 percent (0.2371). The explained behavior for the two 
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"practical" roots is only 22 percent. The redundancy-

analysis utilizes the Stewart-Love Index of Redundancy 

(Stewart and Love 1968) which calculates the amount of 

variance in one set of variables that can be explained by 

the variance in the other set. This index (Stewart and 

Love, 1979) serves as a measure of accounted-for variance, 

similar to the R2 calculation used in multiple regression 

(Cooley and Lohnes 1971; Hair et al. 1995; Van Den 

Wollenberg 1976). In regression, the R2 represents the 

amount of variance in the dependent variable explained by 

the regression function of the independent or predictor 

variables. 

Canonical correlation is different from multiple 

regression in that it does not deal with a single criterion 

variable, but has a criterion set that is a composite of two 

or more variables. This composite or derived variate has 

only a portion of each dependent variable's total variance. 

For this reason, we cannot assume that 100 percent of the 

variance in the criterion set is available to be explained 

by the predictor set. The predictor set of variables can be 

expected to account only for the shared variance in the 

criterion canonical variate. Accordingly, the Redundancy 

Index is calculated by multiplying the amount of shared 

variance from the set of criterion variables that is 

included in the criterion canonical variate by the amount of 

variance in the criterion canonical variate that is 
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explained by the predictor canonical variate - the canonical 

R2 (Stewart and Love 1968; Alpert and Peterson 1972; Cooley 

and Lohnes 1971). 

Interpretation of the Canonical Variates 

Both canonical loadings and canonical weights may be 

subject to considerable variability from one sample to 

another. Although canonical loadings are more valid than 

weights as a means of interpreting canonical relationship, 

loadings are suspect when dealing with external validity of 

the findings (Hair et al. 1995). Canonical crossloadings 

have been suggested as the preferred alternative to 

conventional loadings for interpreting data in canonical 

analysis (Cooley and Lohnes 1971; Hair et al. 1995). This 

procedure involves correlating each of the original observed 

independent variables directly with the dependent derived 

canonical variate and vice versa. While this is similar to 

multiple regression, it differs in that each independent 

variable is correlated with the dependent variate instead of 

a single dependent variable. 

The squared crossloadings for the independent variables 

of the four significant, derived variates of the dependent 

variables are shown in Table 14. As can be seen from the 

data of Table 14, threat loads highest of all the 

independent variables on the dependent variates (wellness 
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behavior). Also, self-actualization (SELACT) and benefits 

of wellness behaviors (BOWB) load significantly on the 

derived dependent variates. The crossloadings of both 

threat and self-actualization support the study model which 

has both threat and self-actualization as strong influences 

on wellness behavior, as opposed to either variable alone. 

The strong showing of benefits of wellness behavior is an 

interesting development that also supports the cognitive 

basis of the research model. 

The next step in the analysis involves the validation 

of the canonical correlation analysis through two 

recommended methodologies. The methods are: (1) splitting 

the sample into estimation and validation samples and (2) 

sensitivity analysis of the independent variable set by 

dropping individual independent variables from the analysis 

and determining the stability of results in subsequent 

canonical correlations (Hair, 1995, p.344). Table 15 

contains the result of such a sensitivity analysis where 

results are reported for the two non-trivial derived 

variates when the independent variables of self-

actualization and threat are dropped from the analysis. As 

can be seen from Table 15, the canonical correlations and 

canonical roots are stable across the diagnosis after 

dropping either threat or self-actualization from the 

analysis. Further, in both instances of dropping the 

independent variable, the canonical correlation and 
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canonical roots decrease compared to the complete variate. 

These results are consistent with the proposed research 

model (Figure 3) which holds that both threat and self-

actualization significantly contribute to wellness behavior. 

Stability also indicates that the results of the 

research can be generalized outside the tested sample to 

populations represented by the sample. The combination of 

the squared crossloadings of Table 14 and the stability 

results after deletion of the independent variables shown in 

Table 15, supports the research model and addresses the 

research question directly. The results seem to indicate 

that both the Becker (1974; 1977) model which utilizes 

threat as the motivation for health-seeking behavior and the 

Pender (1987) model which holds that the desire for 

exuberant well-being is a motivator for health-seeking 

behavior are incomplete. The study results indicate that 

the proposed research model as shown in Figure Three is more 

descriptive of the motivation for wellness-seeking behavior 

than either the Becker (1974; 1977) or Pender (1987) models. 

That is, the combination of threat and desire for exuberant 

well-being, coupled with the belief in the benefits of 

wellness behavior are the primary motivating factors for 

wellness behavior. The results are further supported by the 

results of the regression discussed below. 

Next, the sample was split and each test sample was run 

to further test the stability of the model. The results of 
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the split samples further demonstrated the model stability 

since extraction of the variates was materially the same for 

each sub-sample and the loadings across the model did not 

vary the relative importance of variables as shown by the 

squared crossloadings of the samples (Table 16). 

t-tests 

A series of t-tests was conducted to test the 

hypotheses derived from the literature concerning health-

seeking behavior {H4 through H6a-d). The results of the 

tests are shown in Table 17. The results of the t-tests will 

be further discussed as they apply to specific hypotheses in 

the hypotheses testing section of this chapter. 

Stepwise Regression 

In order to determine if more variation can be directly 

explained in the model and to test the model further, a 

regression was performed on the research data. The five 

dependent variables of exercise, social support, stress 

management, nutrition, and responsibility were collapsed 

into one metric dependent variable, which is termed 

"Wellness-Behavior". The adjusted R2 of the regression is 

.3965, or about 40 percent of the variation of the dependent 

variable "Wellness-Behavior" is explained by the independent 



163 

variables. The results of the regression are summarized in 

Table 18, which indicates that internal health locus of 

control and household income are not significant predictors 

of wellness behavior. This result supports the canonical 

results. Further, the t-test results indicated that high 

income ($50,000 or more) does not predict more wellness 

behavior (Hypothesis H6(b)) than low income and external 

locus of control is clearly the stronger predictor of 

wellness behavior compared with internal locus of control. 

The regression indicates that threat explains 22 

percent of the variance in the dependent variable 

("Wellness-Behavior") and is the first variable to enter on 

the stepwise regression procedure, self-actualization 

increases the explanatory strength of the model over 50 

percent with it's entry on step number two, with an R2 

change of .115. Threat and self-actualization account for 

about one-third of the variance in wellness behavior in the 

model. 

The regression confirms the order of influence on 

wellness behavior found in the canonical correlation 

analysis. The order of influence is threat, self-

actualization, and belief of benefits of wellness behavior. 

Together, those three explain about 36 percent of the 

variance in wellness behavior. The canonical correlation 

redundancy analysis indicates that the combined independent 

variables explain only about 22 percent of the shared 



164 

variance of wellness behavior. Accordingly, it seems the 

regression does explain more variance in the model. 

Benefits of wellness behavior (BOWB) is shown to have 

significant influence on wellness behavior (although it is 

smaller than might be expected from the canonical analysis). 

Age and gender are also significant influences of wellness 

behavior. 

Another variable useful for prediction of wellness 

behavior, according to the regression results, is external 

locus of control. The external locus of control variable 

includes "powerful others" such as professionals and family 

as well as "chance" or "luck". External locus of control was 

shown to have more effect on wellness behavior than internal 

locus of control as indicated by the canonical correlation. 

Collapsing the dependent variables into one averaged 

dependent variable is not totally justified by the results 

of the other analyses, since averaging the variables is 

assuming that all are of equal influence within wellness 

behavior. 

As part of the regression, checking for violations of 

multivariate analysis assumptions was conducted as 

recommended in the data analysis literature (Hair et al., 

1995; Norusis, 1990) . A casewise plot of standardized 

residuals was conducted with no significant outliers being 

found and the plot indicating no time (or other) pattern in 

the plot. The Durbin-Watson Test for sequential correlation 
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of adjacent error terms was 2.108, which indicates very low 

positive correlation and, together with the casewise plot, 

supports the variable independence of error assumption. 

The histogram of plotted standardized residuals was 

very close to normal, and the normal probability plot was 

linear. The standardized scatter plot had no apparent 

pattern which supports the assumption of homoscedasticity of 

the data (Hair et al., 1995; Norusis, 1990). 

In summary, the regression and subsequent analysis 

supports the findings of the canonical analysis, t-tests, 

and the suitability of the research data to undergo 

multivariate analysis. The research model is supported by 

the regression and subsequent tests. 

The stepwise regression is simply another way of 

approaching the data in the quest of solving the problem of 

determining the primary motivation(s) for wellness behavior. 

The support for the validity of the research model is 

strong. 

Hypotheses Testing Results 

This section lists each hypothesis of the research, 

describes the findings of the hypothesis tested and the 

support or non-support for each hypothesis. 
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HI: The higher the level of self-actualization, the 

higher the level of health-seeking behavior. 

Hypothesis one is supported by the results of the 

canonical correlation analysis. The cross loadings of self-

actualization with the canonical variates of health-seeking 

behavior are significant as shown in Table 14. Further 

support for the influence of self-actualization is provided 

by the stepwise regression as summarized in Table 18. The 

regression shows the variable as being the second variable 

to enter the equation and to increase the explanation of 

variance by more than fifty percent. 

H2: The higher the level of perceived threat, the 

higher the level of health-seeking behavior. 

Hypothesis two is also supported by the results of the 

canonical analysis as shown in Table 14 and is further 

supported by the regression (Table 18). The regression 

indicated that threat is the first variable to enter the 

equation and that it explains more variance in the dependent 

wellness behavior than any other variable in the equation. 

H3: Self-actualization explains health-seeking 

behavior better than does perceived threat. 
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Hypothesis three is not supported by the analysis of 

the data. Threat loads higher on the derived health-seeking 

behavior variate than does self-actualization (Table 14). 

Further, in the step-wise regression, threat entered the 

equation first, followed by self-actualization (Table 18). 

Accordingly, Hypothesis Three is not supported. Support 

for The Health Belief Model (HAM), (Becker 1974) is provided 

by these results and the decision to eliminate threat from 

the Health Promotion model (HPM), (Pender 1987) is not 

supported. 

H4: Individuals with high internal locus of control 

perform more wellness-seeking behaviors than do 

individuals with high external locus of control. 

As shown in Table 17, the t-test for comparison of high 

internal locus of control and high external locus of control 

individuals across wellness behavior is significant. 

However, the reverse of the expected was found in that high 

exterior locus of control individuals perform more health-

seeking behavior than do high internal locus of control 

individuals. This result is surprising but not without 

support. 
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H5: Individuals with high internal locus of control 

have higher health responsibility scores than do 

individuals with high external locus of control. 

As can be seen from the results reported for the t-test 

in Table 17, when high internal locus of control individuals 

are compared with high external locus of control individuals 

across wellness behavior, the opposite of the expected was 

found. The high external locus of control individuals 

appear to have higher health responsibility scores than 

individuals with high internal locus of control. From the 

results of Hypothesis Four and Hypothesis Five, it seems 

that the characteristic of having a high internal locus of 

control may have very little to do with either accepting the 

responsibility for health or for performing health-seeking 

behavior. Based on the results of researchers such as 

Pender (1987), Walker (1988), or Gould (1990) who found 

indications in their research that an individual with high 

internal locus of control would be expected to perform more 

health-promoting behaviors than externally controlled 

individuals, the findings of the tests of hypotheses four 

and five are unexpected. However, other researchers such as 

Moorman and Matulich (1993), and Johnson and Heitbrink 

(1987) in their national study of health behaviors found 

mixed results concerning locus of control indicating that 

other variables may influence health-related behaviors more 
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strongly than locus of control and may overshadow locus of 

control in the performance of individual health behaviors. 

From the study results, it seems that locus of control 

is not a reliable variable from which to predict health 

related behaviors. 

H6: Demographic characteristics account for wellness-

seeking behavior as follows: 

(a) Individuals with higher education 

perform more wellness-seeking behaviors 

than do individuals with lower education 

levels. 

As can be seen from Table 17, results of the t-test are 

not significant and hypothesis H6(a) is not supported, 

contrary to expectations derived from the literature review. 

The failure to achieve significance in the t-test may be a 

function of low effect size and the lower than planned power 

of the sample to detect the effect or may result from 

interactions among the variables. Alternatively, the sample 

may not represent the populations from previous research 

which were primarily convenience samples (Plank and Gould 

1990; Gould 1990; Weitzel 1989; Walker et al. 1988; Pender 

et al. 1990). A notable exception is Harris and Guten (1979) 
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who claim a random sample of n = 842 adults for their 

research. It is of interest that Harris and Guten (1979 

p.28) found that higher income and education levels are 

associated with more preventative care activity but with 

fewer health practices (wellness behaviors). The findings of 

this study seem to support the findings of Harris and Guten 

(1979) for education and income. Results of the study 

findings for the influence of income on wellness behavior 

are discussed next. In order to determine the reason for the 

apparent anomalous findings for this hypothesis, an analysis 

of variance (ANOVA) was conducted using behavior as the 

dependent variable with the independent variables of age, 

income, gender, education and martial status. The results 

of the ANOVA indicate that there is a significant 3-way 

interaction between the independent variables of education, 

age and marital status and another 3-way interaction between 

income, age and marital status. It seems that the 

interaction effect is likely responsible for the lack of 

support for hypothesis H6(a) in the research. The ANOVA 

results will be discussed in the ANOVA section of this 

chapter. 

(b) Higher income ($50,000 or more) 

individuals perform more wellness 

behavior than do individuals of lower 

income. 
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Hypothesis H6(b) is not supported, as can be seen from 

the results of the t-test (Table 17). The comments regarding 

the potential sample size and representativeness in the 

discussion of hypothesis H6(a) apply for the failure to 

support H6(b). Further, since the ANOVA results show a 3-

way interaction between income, age and marital status as 

reported in the discussion of H6(a), it is likely that the 

lack of support for this hypothesis (H6(b)) results from the 

interaction effect. 

(c) Females perform more wellness behaviors 

than do males. 

Hypothesis H6(c) is supported, as can be seen from 

Table 17. The findings support the research reported by 

several researchers (Walker et al. 1988; Pender 1987; Harris 

and Guten 1979; Wietzel 1989; Moorman and Matulich 1993) . 

(d) Older persons (age 55 or older) perform 

more wellness behaviors than do younger 

individuals. 

Support for Hypothesis H6(d) is shown in Table 17. The 

support for Hypothesis Six found in this study also supports 

the results of other researchers in the health care area 

(Walker et al. 1988; Pender 1987; Harris and Guten 1979; 

Moorman and Matulich 1993) concerning the influence of age 

on the performance of wellness behaviors. 
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Analysis of Variance (ANOVA) 

In order to determine the reason for the apparent 

anomalous findings for hypotheses H6(a) and H6(b), an ANOVA 

was conducted using behavior as the dependent variable with 

the independent variables of age, income, gender, education 

and martial status. The results of the ANOVA indicate that 

there is a significant (.028) 3-way interaction between the 

independent variables of education, age and marital status 

and another significant (.034) 3-way interaction between 

income, age and marital status. It seems that the 

interaction effect is likely responsible for the lack of 

support for hypotheses H6(a) and H6(b) in the research. 

The results of the ANOVA indicates that generally, 

older persons perform more wellness behaviors than do 

younger individuals regardless of education or income or 

marital status. Similarly, the more education a person has, 

the more wellness behaviors they perform in general. 

However, there are some substantial exceptions to those 

general characteristics which were found in the analysis as 

3-way interactions. Specifically, single individuals with 

some college or college graduates, reportedly do more 

wellness behaviors (mean of 4.96) if they are older and 

single than if they are older, single and have had graduate 

studies (mean of 4.59). Alternatively, if the older person 
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with some college or college graduate is married, they 

reportedly do less wellness behavior (mean 4.36) than older 

individuals with less education (some high school or high 

school graduate (mean 4.61)) or older individuals who have 

attended graduate school (mean 4.85). 

For younger persons, married or single, the more 

education the individual reported, the more wellness 

behavior they do although they do less than older 

individuals in all education groups, married or single. 

The 3-way interaction for income, age and marital 

status found that lower income, younger, single individuals 

reported that they perform more wellness behaviors (mean 

4.64) than higher income, older, single individuals (mean 

4.49) . 

Based on the results of the analysis, it appears that 

generalizations about the influence of the demographic 

variables of education and income on wellness behavior 

should be used with caution since they may have significant 

interactions with other demographic variables such as 

marital status. Of course, their influence may also be 

sample dependent in this case. 

Summary of Results 

In this chapter we have examined the data collected through 

the research survey and reported on the analytical 
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procedures used. The characteristics of the sample differ 

from those of the general population, even though the sample 

was a random sample from the general population of the 

continental United States. The data were checked for 

multicollinarity, and for meeting the requirements of 

normality and linearity. The data were satisfactory for 

additional analysis and accordingly, analysis was performed. 

The analyses include factor analysis, canonical correlation, 

regression, analysis of variance (ANOVA) and t-tests, to 

test the hypotheses and attempt to answer the research 

question. The sample of 499 respondents was below the 

targeted level of 783, which can negatively influence the 

power of the results particularly if effect size of the 

variables is small. The power of the study to detect 

results at n = 499 is estimated to be between .61 and .95, 

depending on the effect size of the variable. In Chapter 

Five the implications of the results are explored for 

theoretical and managerial implications. The contribution 

of the study, limitations of the study, and the 

recommendations for future research will also be discussed 

in Chapter Five. 
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CHAPTER 5 

FINDINGS, IMPLICATIONS, LIMITATIONS AND RECOMMENDATIONS 

In Chapter Four, analysis of the data answered the 

research question and allowed each hypothesis to be tested 

against the data. This chapter will discuss the results 

reported in Chapter Four and will provide potential reasons 

for some hypotheses not being supported by the data. The 

implications of the research, contributions, and limitations 

of the study will be discussed in this chapter, together 

with recommendations for future research. 

Research Question 

The research question, "Does the desire for exuberant 

well-being, perceived threat to health, or a combination of 

desire for exuberant well-being and perceived threat best 

explain wellness or health-seeking behavior?". The results 

of the analysis in Chapter Four indicate that a combination 

of desire for exuberant well-being and perceived threat 

explain wellness or health-seeking behavior better than 

either variable by itself. Further, the data allowed the 

179 
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examination of the individual hypotheses which will be 

discussed next. 

Hypotheses 

The data support the hypotheses that higher levels of 

both self-actualization and perceived threat lead to a 

higher level of health-seeking behavior, however, contrary 

to what was previously believed, perceived threat is more 

significant than self-actualization in explaining health-

seeking behavior. These findings support the work of Becker 

(1974; 1977) but do not support the decision of Pender and 

her colleagues (1987; 1988) to eliminate threat or 

prevention items from their model. However, self-

actualization is clearly the second most influential 

variable in the model. 

The research does not support the hypotheses that high 

internal locus of control individuals have higher health 

responsibility and perform more wellness seeking behavior 

than do those with a high external locus of control. Rather, 

external locus of control individuals seem to have more 

health oriented attitudes and behavior. Although this 

finding contradicts Wallston's (1976) research involving 

weight control programs, it is consistent with other 

research conducted by Pender (1987) and Moorman and Matulich 

(1993). 
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Pender concluded that an individual's general health 

philosophy regarding their control of health may be less 

predictive of their health-promoting behavior than their 

specific behavior control beliefs. She holds that having a 

strong desire for health control, but little perceived 

probability of success in gaining control, may result in 

helplessness, frustration and behavioral inhibition (Pender 

1987). Moorman and Matulich (1993) reviewed the literature 

and concluded that the effect of health locus of control 

varies on such behavior as health information acquisition 

and health maintenance behavior. They proposed that the 

inconclusiveness may indicate that health locus of control 

is moderated by health motivation. For example, individuals 

may believe that they have control of health but not be 

sufficiently motivated to act for whatever reason. 

Accordingly, the lack of difference between external locus 

of control and internal locus of control individuals, 

regarding their health behavior, may be a function of the 

perception of a lack of control or a lack of motivation 

within the individuals with internal locus of control. 

The influence of demographic characteristics on health-

related behavior as proposed by Hypothesis 6 (a-d) is 

partially supported by the study findings. Although 

education and income were not found to influence health-

related behavior, gender and age do have an impact. 

Specifically, females and older people seem to perform more 
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wellness behaviors than do their counterparts. This is 

consistent with the findings of Harris and Guten (1979) who 

found age as the strongest predictor of health practices, 

with older individuals preforming more health practices than 

younger persons. Pender et al. (1987) found a greater 

incidence of desirable health behaviors among older adults 

and among women. Walker and her colleagues (1988) found 

that women engage in health-protective behavior more than 

men and that the prevalence of desirable health practices 

increases with age. 

The lack of support for income and education influences 

was somewhat unexpected as Walker (1988) found income and 

education to be significant in explaining variance in 

health-promoting lifestyle. Moorman and Matulich (1993) 

also found that education and income were associated with 

higher levels of health-promoting behaviors. However, those 

researchers found mixed results regarding the effects of 

age. Similarly, Wagner, Grothaus, Hecht and LaCroix (1991) 

found that non-participants in a health promotion program 

were associated with lower income and less education. 

However, it should be noted that the studies which 

suggest a relationship between education, income and health-

promoting behavior utilized convenience samples (Pender 

1987; Walker et al. 1988; Wietzel 1989; Moorman and Matulich 

1993) . 

In contrast, the study by Harris and Guten (1979) 
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utilized a random sampling procedure and large sample (n = 

842). They found that higher income and education levels 

are associated with more preventative care activities but 

with fewer health practices such as wellness behaviors. 

Accordingly, their study which claims random sampling with 

sufficient size for good power to detect small effect size 

seems to support the study results reported here. 

Specifically, they found that income and education are not 

significant variables for predicting wellness behavior. 

In this study it may be that the sample composition may 

be influencing the results of education and income because 

of the high percentage of males in the sample (59.4%) 

compared to women (40.6%) whereas in the population, the 

percentages are 48% males and 52% female as shown in Table 

6. It may be that the high weighting of males in the sample 

helped overcome the potential influence of income and 

education on wellness behavior since males perform fewer 

wellness behaviors than do females. 

Alternatively, it may be that the power of the sample 

was not sufficient to detect a significant difference since 

effect size is indicated as low in the literature (Walker et 

al. 1988; Pender et al.1987) and the sample (n = 499) is not 

as large as planned (n = 783) to detect small effect size in 

the variables. Further, the sample is not representative of 

the U. S. population as shown in Table 6 (a-d) and may 

simply be reflecting that difference. 
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Finally, the analysis of variance concUicted using 

behavior as the dependent variable with the independent 

variables of age, income, gender, education and martial 

status found a significant (.028) 3-way interaction between 

the independent variables of education, age and marital 

status and another significant (.034) 3-way interaction 

between income, age and marital status. It seems likely that 

the interaction effect is largely responsible for the lack 

of support for hypotheses H6(a) and H6(b) in the research. 

Implications of Results. 

The theoretical implications of the study are that both 

threat and the desire for exuberant well-being (self-

actualization) are primary drivers in the motivation of 

individuals to perform health-seeking behaviors. This 

broadens the theory which has been limited to either threat 

or exuberant well-being by the earlier models of Becker 

(1974; 1977) and Pender (1987), respectively. Also, it 

helps to clarify the relative importance of these factors, 

suggesting that threat is slightly more influential in 

health-seeking behavior than the desire for exuberant well-

being. However, both threat and self-actualization are 

critical in health-seeking activities decisions. 

The managerial implications of these findings are 

significant. Managers of health care organizations need to 
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evaluate their marketing strategies and address the 

motivations of their target markets more effectively. Since 

threat and self-actualization are approximately equal 

motivating variables, both should be addressed in the 

development of strategies and tactics. 

Education of target groups that include the young and 

males has apparently been less than successful for 

encouraging increased levels of wellness behavior. The 

study results for males and the young compared to older 

individuals and females is relatively the same as found by 

researchers well over a decade ago (Harris amd Guten 1979). 

Obviously, health care marketers need to step up the 

intensity of their efforts to reach these targets and cause 

behavior changes. At the present time, it seems females and 

older individuals should be targeted if achieving immediate 

results is important to the objectives of the strategy with 

males and the young targeted for longer term results. 

The strength of external control factors in motivating 

wellness behaviors in individuals may be a useful tool for 

managers of health care providers. External pressures and 

influences are apparently effective at causing people to 

change their health-seeking behavior and/or continue with 

wellness behavior. For example, health care providers may 

target managers of firms and convince them to strongly 

encourage their employees to begin or continue to 

participate in wellness behavior. Economic benefits to the 
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firm of workers who are working and contributing to 

profitability instead of draining profits due to illness 

should be of interest to most managers. Further, partner 

programs and incentives for bringing in new members such as 

spouses and friends might stimulate trial as well as 

continued participation in wellness programs. 

Based on the results of the study, health care 

providers cannot assume that internally motivated 

individuals are their best targets to participate in these 

programs. 

Contribution of the Study 

The contribution of the study is significant. The 

research question of "Does the desire for exuberant well-

being, perceived threat to health, or combination of 

exuberant well-being and perceived threat best explain 

wellness or health-seeking behavior" has been answered. The 

answer is that the combination of self-actualization and 

perceived threat explain much of wellness behavior. The 

variable of threat seems to be the strongest influence, but 

self-actualization is also a significant and only slightly 

smaller influence on wellness behavior. 

A further contribution to literature is to provide a 

more holistic model which explains more of the behavior in 

the area of health-seeking behavior than either the 



187 

traditional model of health belief (HBM), (Backer, 1974; 

1977) or The Health Promotion Model (HPM), (Pender, 1987). 

In effect, the research has joined the two literature bodies 

into a single body of wellness literature which is more 

complete and has strong managerial and theoretical 

implications. 

In addition, results of the study may aid behavioral 

theory in general. For example, the study results may be of 

use or benefit in other areas of the science of marketing 

concerned with complex individual behaviors, such as social 

marketing. Areas such as crime prevention or social 

rehabilitation seem as though they may be logical extensions 

for the study model (Figure 3). It seems logical that 

threat, the benefits of behavior, and the degree to which 

the individual feels good (self-actualization) about the 

behavior may enable more effective programs to be instituted 

in social marketing programs in general. 

Limitations of the Study 

The limitations of the study include the sample not 

being matched to the population, which raises questions 

about the generalizability of the results. Additionally, 

the response was lower than desired, with only 12% response 

and a sample size of only 499 instead of the planned 783. 
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However, as has been discussed in earlier sections of this 

chapter, most prior research has been conducted with 

convenience samples (Pender et al. 1990; Walker et al. 1988; 

Plank and Gould 1990; Gould 1990; Wietzel 1989) as opposed 

to using random samples as was gathered for this study. 

Accordingly, the results of this study may well be more 

representative of the population as a result of the random 

and national nature of the sample even though the 

demographics of the sample and population clearly are not 

closely matched. This premise appears to receive some 

support from the results reported by Harris and Guten (1979) 

who did their research with a large (n = 842) random sample 

of adults and reported findings that are parallel to the 

findings of this study as regards the influence of age, 

income, gender and education on health-related behavior. 

Further, while the variance that is explained by the 

research model is gratifying, particularly for complex 

social behaviors such as the health-seeking behaviors of 

individuals, the variance that is explained is less than 

half of the total variance. 

Finally, both independent and dependent variables were 

collected using a single method, which could raise 

convergent/divergent validity as an issue. 
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Recommendations for Future Research 

As discussed in Chapter One, in the limitations of the 

study, causation was not addressed in this research. It is 

recommended that future research also address causation of 

the variables in the model. Additionally, variables should 

be measured using multiple methods to improve validity. 

Further research is indicated to clarify the 

differences in research findings regarding the influence of 

internal locus of control, education and income on wellness 

or health-seeking behavior. The study results do not 

support research (Walker 1988; Pender 1987; Dawson 1989) 

which found significant relationship between the variables 

and health-related behavior. The clarification of the 

question of these variables' influence on wellness behavior 

is necessary through research to either support the results 

of this study or to support the variables' positive and 

significant influence as indicated by other research 

results. 

Summary of the Chapter and Research 

This chapter has discussed the results reported in 

Chapter Four and has provided potential reasons for some 

hypothesis not being supported by the data of the research. 

The implications of the research, contributions, and 
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limitations of the study were discussed in this chapter, 

together with recommendations for future research. 

The research has successfully proposed and supported a 

significant extension of theory in health-related behavior 

and has proposed and tested a more holistic model of health-

related behavior with support being found for the model. 

Further research for the model is recommended with a 

sample that both allows for more power of detection of 

variable effects and more closely matches the population. 

The theoretical and managerial implications of the 

findings of the research are significant and should enable 

managers and researchers to proceed with future strategies 

and research from a significantly expanded view of reality 

concerning health-related behavior of individual consumers. 

That expanded view is that both threat and self-

actualization are significant motivational variables that 

operate powerfully together to influence wellness behavior 

as shown in the research model (Figure 3). 
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TABLE 4 
Consistency of Dimensions of The Wellness Scale 

Dimension Alpha Reliability 

n=719 

Personal Health Responsibility .541 

Nutrition and Stress Management .567 

Physical Fitness Behavior .711 
Health Environment Sensitivity .735 

(Attitudes and Behavior) 

Source: 
Kraft, Frederick B. and Phillips W. Goodell (1993), 
"Identifying the Health Concious Consumer," Journal of 
Health Care Marketing. (Fall), 13(3), P.23. 
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TABLE 5 
Variance in Dimensions of Health-Promoting Lifestyles 

Explained by Age and Other Demographic Variables 

Scale Socio-Demographic 
Variables 

Health-Promoting Lifestyle Age .221 

Education . 160 

Gender . 128 

Income . 172 

Self-Actualization Education .212 

Age . 094 

Income . 164 

Health-Responsibility Age .341 

Gender . 176 

Income . 113 

Exercise Income . 186 

Gender . 100 

Nutrition Age .306 

Education . 174 

Gender . 105 

Married . 098 

Employed - .233 

Interpersonal Support Gender .280 

Education . 085 

Stress Management Age .213 

Education . 089 

SOURCE: Walker, Susan N., Kevin Volkan, Karen R. Sechrist, 
Nola J. Pender (1988), "Health-Promoting Lifestyles of 
Older Adults: Comparisons With Young and Middle-Aged 
Adults, Correlates and Patterns," Advances in Nursing 
Science. 11(1), p. 83. 



199 

w 
CD 
i—i 
rQ 
<d 
•H 
W 
rti > 

G 
O 
-r-{ 

-P 
PI 
CD 
T5 
P! 
CD • 
Q| 4 J 
CD (3 
TS rH 
d 3 
H Qa 
— O 

D-i 
W 

\D U CO 
•H CD CT\ 

H -P cn 
J £i cd ̂  
en rd -p n 
c h w a 
E-» Cn 

O T3 
e a) 
0 4J 

a> D 
I—I 
a - C 
e 4-> 
dj -rH 
cn £ 

a o 
w 
*H 
M 
(d 

i* 
o 
a 

o\o 

CD 
rH 

S* 
<d 
cn 

<*P 

cn 

E> 

CD 
tr> 
C 
cd 
oc5 

CD 
t7> 
•< 

^ VD 

cn 
LO 

oo 

o 

ro 

rH 
LO 

H CD 
CD CD i—1 
TS 1—1 cd 
a fd e 
CD 2 CD 
a PM 

0\<> 

CD 
i—i % 
(d 
cn 

o\o 

w 

CM 

CM 

V£> 

rH 

00 

rH 
CM 

\D 

U2 

00 

VD 

00 

\D LO 

rH 
\D <£> 

LO 

rH 

o 

\D 

CM 
rH 

00 

LO 

00 

O 

CT\ 
CM LO LO yo r- 00 

rH LO LO LO o LO LO 
CM CM LO \D o 

O 

CM 

H 
CD 
> 

O 

c3 

LO 
00 

CTi 

<J\ 

\> 
ro 

CD 
tn m 
<< M 

<d 
£ <D 
cd >-< 
-H 

a 
CD *H 
s 



o\o 

CD rH 00 a\ 
i—I 
Oa VD VD cj\ in CM 
e CM CM CM rH 

CM 

cd 
co 

o\° 
LO l> rH 

CO 
" o G\ 

O rH rH ro rH 

200 

xs 
0 
3 
a 

*r—{ 

4J 
£ 
O 
u 

£ 
o 
•H 
-P 

a 
3 
TJ 
w 

TJ 
<d <D 
a a) 
C H 
rd tn 
> a> 
T3 P 

CO 
H 
O 
i—I 
CD 
JG 
a 
cd 
PQ 

CD 
CD 
M 
tn 
CD 
Q 

CD 
tJ) 
(D 

O 
O 

0 
E 
O 
CO 

O 
o 
A 
u 
cn 

xa 
tn 
-H 
K 

"d 
A as 
tj) H 
-H 0 
W 

i—I 
-P O 
o o 
a xj 

u 
co 

v£> 

w 
•J 
CQ 

£ 

o\o 

a> 
rH 

aj 
co 

<J\ 
O 00 in O 

* O O Cft in rH 
O rH rH CM H rH rH 

o\P 

w 

6 
in 
<j\ 

CM 

o 

in 00 a\ in 

in {> m in 
rH rH rH rH rH 

T) 
I—I 
o 
Xi 
CD 
CO 
3 
O 

<D 
B 
o 
o 
a 
H 

O 
H O 
CD O 
T3 -
a O 
\D H 

-10-

o 
o 
o 

-00-

o 
o 
cn 

rH 
-L0-

O 
O 
O 

LO 
rH 
</> 

O 
O 
a\ 

<M 
</> 

o 
o 
o 

LO 
CM 
-L0 -

O 
O 
a\ 

m 
</> 

o 
o 
o 

m 
co 
</> 

o 
o 
a\ 

G\ 

</y 
o 
LO 
u> 

l> <jy 

° M 

S S o > 

in ° 

</> ̂  



201 

co 
H CO 
O -H 
•U CD 
U >. 
rd rH 
Pm fd 

C 
T3 < 
CD 
4J CO 
O 4-> 

i> fd £ 
M <D 

W -p £ 
J X O 
PQ W Qi 
kC e 
Eh fd O 

P U 
rd 
Q <—I 

fd 
co a 
CO -H 
CD O 
a a 
i—I -H 
i—| h 
CD £ 

P 
a 
CD 
u 
w 
CD 
CU 

E 
3 
o 

CD 
O 
d 
cd 
-H 
H 
fd 
> 

MH 
o 

o\o 

CD 
3 

r—\ 
fd 

a 
CD 
D) 
-H 
w 

V£> O CM 00 H H ro CM l> <J\ G\ a\ 

CTi 00 ID O LO CM ID O a\ rH ro 

HI CM ro LO ID ID LO V£> VD 

V D 

a\ 

tH 
00 
as 

CD 

oo 

ro vo 

ID 

ro CN 

ro 

<T\ ^ Cs] 

CM CM CM 

O 

CM 

O 

CM 

rH O ID CM LO 00 00 o 00 KD 
00 l> rH a\ l> r- ro yo ro CM 

V0 O rH ro CM l> V D ro CM rH rH 

ro (M CM rH rH rH tH rH rH 

H 
O 
4J 
a 
fd 
En 

CM ro in vo 00 <T> CM 
\—i 



04 ^ 
rH 6 
m rd 
O Em 
*-> I 
u u 
flj X 
E*4 W 

202 

r-4 (XJ 
w d 
O M 
AJ CD 
U U 
<d X 
Em W 

i—i & 
w 3 
O CO 
4-J • 
u o 
<u o 
tx, CO 

I £ 
! l 

o 
fd ' 
Jx, 

X 
-H 
M 
4-) 
fd 
2 

d) 
^ o 
2 s °£ 4J g 
U V 
S u 

PM x w 

H 
O 
-P 
u 
rd 
El. 

CO TS 
<D 

W 
J 
(3Q 

a 

4-J 
fd -p 

o 
P4 

cd 
4-) 
cd Q 

CO 
w 

0 
a 

CD 
s 

a o 
•H 
4~> 
fd -p 

o p=« 

X 
cd 
E 

-H 
H 
(d > 

u? 
w * 
o a 
U U) 
U CD 
rd p i 
pM 

w 

l 3 
3 

u 
Id 
Em 

M O 
O M 
i-> Dn 
u • 
fd J-J 
Cm X 

W 

m a 
O ? 
O S 
£ s 

CD 
3: 

0 
15 

r- o\ n 00 CM in 
•U -P i-> -U 4-> j_> 

fd rd (XJ fd rd fd cd 
i—i i—i i—1 >—i i—i rH i—i 
rH rH i—1 rH i—! l—1 rH 
0 0 0 CD 0 0 0 
3: 3: 3s 3: 3: 3E CD 

3: 
CD 
3: 



o 
fti 
Pu 

203 

U 
rtJ 

u 

CJ rd 
lit 

U 
(d 
Bu 

T3 
CD 
3 
£ 

-H 
-P 
d o 
u 

(TJ 

o 
(d 
&-I 

00 

W 
J 

u 
fO 
Ct. 

u 
nd 
Pu 

u 
flj 
ix, 

u 
nfl 
Du 

O 
oq 

u 
ftf 
Pm 



o 
rti 

o 
<Tt 
O 

in 
cn 
o 

204 

U 
ret 

u 
05 
Ex. 

O 
jJ 
U 
fd 
En 

T3 
CD 
3 

u 
ftJ 

Oi 
CM 

O 
CM 

LO 

o 
u 

o 
fd 
&H 

in 

00 

W 
J 
§ 

o 

O flj 

o 
<tS 

O 
A3 &. 

U 
fO fc. 

n3 

u < 



205 

C\ 

W 
J 

cd 
P> 
Cd 
Q CD 

0 
W i—I 
CO rQ 
<D cd 
d *H 
r—I PI •—i cd 
CD > 
3: 

CD 
<w & 
O P> 
£ tD 
O CI 
-H O 
P> g 
fd < 
»—I 
0 CO 
w a 
H O 
O -H 
CJ P> 

cd 
I—I I—I 
fd CD 
CJ H 
•H M 
£ o 
o a 
a 
cd 
u 

CO 
CD 
I—I 
X3 
(d 
•HI 
H 
cd > 

P> 
a 
CD 
TS 
a 
0) 
a 
CD 
TJ 
a 
H 
CD & 
P> 

tn 
CJ 
O 

03 
CJ 
O 
-H 
P> 
fd 
i—i 
CD 
H 
H 
O 
o 

PQ 
B 
CQ 

a 
25 
H 
X 
K 

H 
CJ 

W 
CO 

W 
S2 «< 

w 
33 
Eh 

a 
D 
P 
W 

U J 
H 
X 
w 

Pc! 
W 
P 
£ 
w 
o 

H a 
x 

VO m CM ro O o\ 
o in H 

CJ\ CM o\ O tn 
o 

ro 00 o 
rH o ro rH O rH • O •H 
O o o O rH O o 

» 

o i O 
> 
cd 
<D 
PQ 

in o 0\ V0 
-̂1 00 

O 

rH 00 CM O CQ o rH rH V0 
-̂1 00 

O 
\D l> m o CO o rH rH rH 

00 
O rH ro rH o (D 

a rH 
1—1 CD & 

o i 
O i O O O 

O i o 
» 

O rH 

(D 
a rH 
1—1 CD & 

CO 
m O ro 00 

. 
12

5 o\ VO 4H 
O 

H 
cd o CM O a\ in . 

12
5 

CM rH G 0) 
CM O rH O rH o . 

12
5 

O rH CO O 
O 

o t O rH O o o O O 
-p •H •rH 

H P £ 

ro 
O 
r—I 

O 00 o 
m CM CM 
CM o o 
o o o 

O 
rH 
(M 

in 
o 
o 

o 
o 
o 

E H 
53 
H a 

LD ro 
o 

VD 
t—I 

a\ o 
ro VO ro 
o o o 
o o o 

in 
CM 

o 
T—I 
T—I 

O 

o l> in l> r-s. O 
o VD CM L o VO o O o o o 

rH O o o O i o 

m 00 o H o m in in o rH o CM o rH o rH 
o o o O rH O 

CM 

CM O \o 
O rH <J\ 
rH CM rH 
O O O 

m 
o 
o 

CJ 
PI 
Eh 
X 
W 

*3 
W 
pcJ 
!U 
Eh 

EH 
CJ PQ W 
< Q 
J O jz; 
W PQ W 
CO O 

o 
o 
o 

CM O a\ CM in 00 
o O CM m ro CM 
rH O o H ro CM o o 

O O rH O o o o o 

o 
o 
o 

a\ 
CO 
o 

CJ 
D 
P 
W 

CM m 

a\ 
rH 

00 
o 
ro 

o 
m 
CM 

\D 
VO 
rH 

rH 
VD 
rH 

ro 
l> 

m 
o 
o 

w 
C 

CJ 
S 
H 
a: 

<4H <D fd *H 
a> tJ o 
a CJ 2 0) 
CD <D TJ t?) 
PQ O W C 

& H 
W ll 
" a 

_ . . D W 
O W P O 
PQ O W C 

PQ 
£ 

1—1 1—1 o o 
M H p p 
a a 
0 o 
a cj 
MH 4H 
O O 
CO CO 
o o 
o o a 
hi J o 

p -h a> 
.a jd fd p g 
p p cd (d o 
i—11—i M N o 
cd cd ^ -h a 
d) CD EH I—1 H 

(d 
TJ CS TJ 

i—1 r—H d) P r-H 
fd fd > o o 
a a 
H H CD CD 
(D CD O MH CO p p W rH 3 
G X CD CD O 
hH w CM CO DC 

it ti n 
Eh H 

•• H u c o a 
0) 53 PI W *£ a 
•P H h PH H H O O X I X W K 
2 K W H CO K 



206 

a * 
CO 
w 
& 

l> vo CM o o 
H VO HI 00 o 
CM CM CO X—1 o 

O O O o rH 

CD 
CD 
i—1 

aS 

D co o O 
CO (Ts l> 00 o 00 

rH rH CM o rH 

o • - • 

o O O o H o 
CO 

T 3 
CD 

H 
rtf > 

-P 
a 
CD 

v 
c 
<D 
a 
CD 

H in O CM 
P4 00 LO o 00 rH 

H CM rH o CM CO 

D - • • • * 

£ o O rH o O 

u CD 
3 is .p 

tn 

3 § 
03 

H CO 
a 
O 

-H 
P> 
rti 

>—I 
0 
W 
M 
O 
a 

H 
a 

CO 

VO o in vo 
VO o in O VO 
ro o rH rH CM 

o rH O O O 

& 
W 
X 
w 

O VO ro O 
O VO 00 a \ rH 
O ro CM rH CM 

rH o o O O 

P 
a 
CD 
B 
CD 
tn 
aJ 
£h 
fd Pi 
s o 

-H 
CO P 
CQ -H 
0 H 
M P 
P 3 

W CO £ 

>1 
P 
•H 
i—i 
-H 
rQ 
•H 

P W 
H £ 
O O 
a o» 
a w 
3 CD 
co ck; 

' I r̂H 
fd P 
•H i—I 
O aJ 
O CD 
co a; 

w 
x 
w 

EH 
O 

Eh 
CO 

M 
OcJ 
E-h 
D 
53 

CM 
D 
CO 

a 
o 
CO 

Ph 
CO 
w pfij 

CM 
H D II 
O H CO 
^ g P* 

H a co 
o X H D O W 
53 w CO £ CO 

cd & 
P w 



2 0 7 

CN 
CP 

I—I 

£ } 
RD 

- H 
M 
CD 
> 

4~> 

£ 
CD 

T S 
A 
CD 
& 

A) 
P 

CD 

4 J 

T 5 

£ RH 
«J © 

03 ^ 
O Y 

RH ^ 

^ X ! 
O . 2 U 
H W Y 

RRT 
W 5 CD 

CO 

S * 

H 

0 
£ 3 
4-> 

A 
0 
CD 
£ 

4-3 

CD 

PQ 

A 
O 

« H 
4-> 
RD 

I—I 
(D 
M 
W 
O 
U 

0 « 
CN 
W 
PEJ 

LF> 
O 
O 

O-I 

D 
EN 

O o 
CO 

O 

CM 

EH 

O 

EH 
U} 

PD 
W 
X 

W 

<?\ CM RH O O 

.
0

3
0
 

RH 

CO \D O H 

.
0

3
0
 

0 0 

RO RH CM RH .
0

3
0
 

RH 

O O O O O 
O 

O 

RO 
O 
O 

O 

VO 
RH 
O 

O 
E 

O 
I N 

<J\ 
CX> 

[ > 
LD 

O 

VX> 

CT\ 
CM 

U 
• J 

EH 

X 
W 

CM 

CM 

< 
W 
PCJ 

W 
EH 

CN 
O 
CM 

I > 
OO 

H 
U 

3 

W 
CN 

\o 
O 
CM 

CM 

O 

VO O O CTI CM 

I D LO LO O RH RH 

RH CD RO CM CM RH 

O O O O O O 

O H L> O <£> 
CO 0 0 CM 

O O CM CM CM O 

O O O O O O 

PQ 
£ 

o 
PQ 

CM 
CO 
RH 

a\ 
CM 

O 

C\ 
H 
O 

P I 

W 

W 
O 

CM 
RH 
O 

00 

CM 

00 

O 

D 
P 
W 

O 
O 

O 

CM 

RO 
O 

CM 
O 

C \ 
O 
O 

CM { > 

VX> 
O 

W 

5 2 « < 

A 

A 
H 

H 
O 

-RH 

> 
CD 
A 
CD 
PQ 

CQ 
CQ 
0 
D 

CD 

3= 

IW 

O 

CQ 
• P 
- H H 4-> 

0 CD 
CD XS A 

CD CD T I 
CQ O W 

CO 
H 
CD 
CD >* 

£ 
• H 

CD 
U ) 

*C 

A 
D W 

O W P O 
P Q O W C 

I—1 I—1 
O O 
H H 
4 J 4_> 

£ £ 
O O 

A O 

M-L M-H 
O O 

CD U1 
3 3 
O A 
O O £ 
J J O 

4 J - H 0 
RCJ RDJ CD - P £ 
- P 4-3 0 FD O 
1 1 1 1 H N U 
FD CD & -RH £J 
CD CD EH RH H 

FFI X CD 
T 3 3 T J 

I—I I—1 0 4-3 RH 

CD FD > U O 
A A 
H M 0 0 
0 0 U M-4 CQ 
4 J 4_> H • H $ 

A X 0 0 O 
M W a* CN RC 

II II 

EH EH 
EH CJ < O O 
- - W J 

FFI 

H 

CD J 
4-> H EH 
O CJ X 

S A 
W FFI 
CN 5 ; 



208 

rd 
-P 
cd 
n 

CO 
CO 
(D 
CJ 

CD £ 

un 
O 

CO 
•H 
CO >> 

r—I 

s 
a 
o 

•H 
•P 
cd 

>—I 
CD 
M 
H 
O 
U 

rd 
o 

•H 
£ 
o 
a 
cd 
a 

£ 
i—I o 

T3 <3 -H 
( C O W 
H *H (d 
cd Ch «-H 
3 o a> 
O1 £ w 
a} rd w 

u o 
a 

T3 
H 
rd m 

t s o 
£ H 
Cd H 
-P w 
cn 

•s« 

O 
T? C 

*• a 

a 
i—I o 
(d -h 
u -p 

•h cd 
£h »"H 
o a> 
£ w 
cd H 
o o 

o 

TS rH 
CD cd 
p u co 
o 
(d 
H -p 
X cd 
w a 

00 ro 00 rH 
in VD o CM 

CM o o O 

o O o o O 

ro rH ro 
CM ro 
O o O o o 

o o O o o 

vo a\ o in 
VD ro o ro 
VO CM CM rH 

O o o o O 

O CM CM 00 VO 
!> rH [> rH xjl 
KD in CM CM rH 

O o O O O 

CM ro ^ in 



209 

O 
H 
CD 
N 

<D 
M 
($ 

£ 
O 

o 

-P 
rd 
x; 
-p 

cd 

XJ 
a 

rd 

O 

P 
a 
<D 
H 
H 
3 
a 

CM 
k—I CD 
W P 
J 
CQ £ 
(<C *H 
EH 

CO 
a 
O 
-H 
P 
rd 
i—i 
CD 
H 
H 
O 
a 

aj 
O 
•H 
£ 
o 
£ 
rd 
o 

0) & 

O 
K 

M-4 

O 

P 
co 
CD 
Eh 

rH rH rH V0 V0 
fa O O O o H 
/ \ O o O o VD 
Pi O o O o o 
cu • • « • • 

o o O o o 

fa 
P 

a 
CD 
P 

fa 
CD 
P 
cd 
e 
•rH 
X 
o 
H 
a 

VD LO LD 
CM [ > rH 
VD 00 <T\ 

CM CO 00 
O CT\ a\ 
rH t> ro 
CM rH rH 

in 

oo 
oo 
i> 
a\ 

CM 
rH 

CM 
ro 

rH 
CM 

fa 
/ \ 

PM 

o 
o 
o 

o 
o 
o 

VD 
o 
<Ti 

a\ 
oo 

CM in 

CO 
a 
o 
-H 
p 
cd g 

•H 
X 
o 
H 
FT 

51 

< 1 
fa 

t3 
a 
cd 
CQ 
u 
-rH p 
CO 
•rH 
p 

LD LO 

•H 
H 
rd > 

T3 a% CO VD o o 2 c\ 
O ro VD ro VD ro 
O O 

t 
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Cognitive Perceptual 
Factors 

Modifying Factors Participation in Health 
Promoting Behavior 

Importance of health 

Perceived control of health 

Perceived self efficacy 

Definition of health 

Perceived health status 

Perceived benefits of health 
promoting behaviors 

Perceived barriers to health 
promoting behaviors 

Demographic 
characteristics 

Biologic 
characteristics 

Interpersonal 
influences 

Situational 
factors 

Behavioral 
factors 

Likelihood of 
engaging in 
health-promoting 
behaviors 

Cues to action 

Source: Pender, Nola J. (1987), Health Promotion in Nursing Practice, 2nd Ed, Appleton & 
Lange: Norwalk, Pg 58. 
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January 5, 1995 

Dear Respondent, 

I need your help! The changes in healthcare and 
accelerating medical costs have raised important questions for 
all of us about whether other approaches to getting healthy 
and staying that way may have promise. For my doctoral 
dissertation at the University of North Texas, I am 
investigating part of the question about alternative ways of 
being healthy. The attached survey form is the major part of 
that research. 

You were selected from all adults in the population using 
a scientific sampling method, so it is very important to learn 
your opinions because you represent many others in your 
geographic region. Without the help of you and other 
similiarly selected individuals in filling out and returning 
the questionnaire, I either will not complete the research or 
the results that are found may simply be wrong. So, your 
answers are extremely important. 

The questionnaire has been designed so that you can 
complete it very quickly and easily. It takes only a few 
minutes and you need only to circle your answer or jot down a 
number. A postpaid return envelope has been included for your 
convenience. 

You can be absolutely sure that all of the information you 
provide is strictly confidential, and no individual will be 
identified in any way. Your answers will be combined with 
those of many others and used only for statistical analysis. 

I genuinely appreciate your valuable assistance. Your 
frank 
opinions are truly needed to provide accurate information that 
can then be used by healthcare planners, healthcare providers, 
political leaders, and better informed citizens to help 
improve the health and wellbeing of all of us in the USA. 

Please complete and return the form right away. Again, 
thanks for your help. 

Sincerely, 

J. L. Murrow 
Doctoral Candidate 
University of North Texas 
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QUESTIONNAIRE 

This three-part questionnaire is designed to determine the way 
in which different people view health related issues (Part 1) 
with particular emphasis on their opinions of wellness or 
health-seeking behaviors (Part 2) . Part 3 asks questions 
about you so that we can best classify your answers. 

Part 1 

For each statement in part 1 (Questions 1-45) please 
place a number in the blank that reflects the extent to which 
you agree or disagree with the statement. Use the "1 to 7" 
scale below. 

Scale values 
Very Strongly Disagree (1) Very Strongly Agree (7) 

Disagree (2) Agree (6) 
Moderately Disagree(3) Moderately Agree (5) 

Neither agree of Disagree (4) 

VS Disagree VS Agree 

SCALE: 

1. If I get sick, it is my own behavior which 
determines how soon I get well again. 

2. No matter what I do, if I am going to get 
sick, I will get sick. 

Having regular contact with my physician is 
the best way for me to avoid illness. 

Most things that affect my health happen to me 
by accident. 

Whenever I don't feel well, I should consult a 
medically trained professional. 

I am in control of my health. 

7. My family has a lot to do with my becoming 
sick or staying healthy. 
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VS Disagree VS Agree 

8. Luck plays a big part in determining how soon 
I will recover from an illness. 

9. Health professionals control my health. 

10. My good health is largely a matter of good 
fortune. 

11. The main thing which affects my health is what 
I myself do. 

12. If I take care of myself, I can avoid illness. 

13. When I recover from an illness, it is usually 
because other people (for example, doctors, 
nurses, family, friends) have been taking good 
care of me. 

14. No matter what I do, I am likely to get sick. 

15. If it is meant to be, I will stay healthy. 

16. If I take the right actions, I can stay 
healthy. 

17. Regarding my health, I can only do what my 
doctor tells me to do. 

18. I eat breakfast daily. 

19. I eat three meals daily. 

20. My meals are balanced with fruit, vegetables, 
meat and dairy groups included, on a daily 
basis. 

21. I maintain meaningful interpersonal 
relationships. 

22. I regularly touch and am touched by others. 

23. I regularly spend time with close friends. 

24. I do stretching exercises three-four times per 
week. 

25. I exercise three to four times per week. 
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26. I do relaxation techniques or meditation three 
or more times per week. 

27. I relax my muscles before sleep. 

28. I use stress control methods whenever I need 
them. 

29. I find my days challenging. 

30. I am enthusiastic and optimistic about life. 

31. I like myself. 

32. I am growing and changing in positive ways. 

33. I mostly feel happy and content. 

34 . I regularly seek health information from health 
care professionals. 

35. I worry that there are chemicals in my food. 

36. I am concerned about my drinking water quality. 

37. I avoid foods containing preservatives. 

38. I read more health-related articles than I did 
three years ago. 

39. I am interested in information about my health. 

40. I am concerned about my health all the time. 

41. Air pollution does not bother me. 

42. I consistently seek health-related information. 

43. I report health-related symptoms to my 
physician. 

44. I always discuss my health concerns. 

45. I have my blood pressure checked regularly. 
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Part 2 

Wellness or health-seeking behaviors can be defined as: 
Behaviors which lead to a state of feeling good emotionally, 
physically, and mentally, and help prevent health problems. 

Wellness behaviors may include: 
Regular exercise; adequate interpersonal support; sensible 
nutrition, which can include changes in customary eating 
habits (times, amounts, type of food, etc.); regular living 
habits, such as sleeping, bowel movements, personal hygiene, 
etc.; stress management; and prevention such as avoiding 
dangerous or stressful environments, taking vitamins, using 
seat belts, not smoking, etc. 

As in Part 1 above, please record the number from 1 to 7 
that most closely represents the extent to which you disagree 
or agree with the following statements. 

For questions 46-56, The first part of each statement begins: 
"I believe that a wellness program can help me"...: 

46 . Concentrate better. 

47 . Enjoy getting up in the morning more. 

48 . Like myself better. 

49. Sleep better. 

50 . Feel more useful. 

51. Enjoy life more. 

52 . Feel more in control of my health. 

53 . Have more energy. 

54 . Handle stress better. 

55. Look better. 

56 . Feel more in control of my life. 
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Part 3 

To Help Classify Your Questionnaire 

Please check or fill in the items below as they apply to you. 

57. What is your occupation? (Please circle one) 
a) Professional / Technical g) Student 
b) Skilled labor / Foreman h) Managerial 
c) Retired i) Self-employed 
d) Homemaker j) Military 
e) Clerical k) Not employed 
F) Sales 1) Other 

58. How often do you do precautionary or preventative medical 
maintenance (have a check-up) with a licensed physician? 

1. At least one time per year. 
2. At least once every two years. 
3. At least every three years. 
4. At least every four to five years. 
5. Less often than once every 5 years. 

59. Sex: Male Female 

60. Age: years 

61. Counting yourself, how many persons now live in your 
household? 

62. What are the ages of any children under 18 years of age 
now living in your household? Please fill in the appropriate 
age for each child. 1. 2. 3. 4. 

63. Are you married or unmarried? Married 
Unmarried 

64. In terms of your overall values and beliefs, do you 
consider yourself as a conservative, moderate or liberal? 

Conservative Moderate Liberal 
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65. What was the last grade of school that you finished? 
Graduate study 
4-year college graduate 
Some college 
High school graduate 
Part high school or less 

66. What is your employment status? 
Full-time (35 hours or more/week) 
Employed part-time 
Student or seeking Employment 
Retired 

67. Do you consider yourself to be African-American, Asian, 
Hispanic, Anglo or some other ethnic group? 

African-American Asian Hispanic 
Anglo other ethnic group 

68. Are you overweight or underweight for your age, height 
and body frame (please provide correct response. Pounds 
(lbs.) may be approximated). 

I am underweight by lbs. I am overweight by lbs. 

I am neither underweight nor overweight (check) . 

69. What is the total annual income of all members of your 
household before taxes? 

Under $15,000 
$15,00-$24,999 
$25,000-$34,999 
$35,000-$49,999 
$50,000-$74,999 
$75,000-$99,999 
$100,000 or more 

Thank you very much. I sincerely appreciate your cooperation. 
Please insert the completed form in the attached postage paid 
envelope and mail it to me now. 

THANKS FOR YOUR HELP! 
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APPENDIX C 

SOURCE SCALES USED TO DEVELOP BENEFITS OF WELLNESS BEHAVIOR 
SCALES (BWOB): (page 1 of 2) 

1. Self-Rating Depression Scale (SDS), William W. K. 
Zung (1965). 

Purpose: To assess depression as a clinical disorder and 
to quantify symptoms of depression. 20 item scale 
summed and indexed. 

Validity: Good known-groups and concurrent validity is 
reported. Reliability data not reported. 

2. Satisfaction With Life Scale (SWLS), Edward Diener, 
et al. (1985) . 

Purpose: To assess subjective life satisfaction. Five 
item scale, summed. Reliability: Alpha = .87 with 
two month test-retest of .82 suggesting high 
stability. 

Validity: Tested for concurrent validity and good 
correlation reported with self-esteem and a life 
satisfaction scale for the elderly. 

3. Life Satisfaction Index-Z (LSIZ), B. Neugarten, 
(1961). 

Purpose: To measure the psychological well-being of the 
elderly. 18 item scale, summed. 

Validity: Moderate correlation reported with Life 
Satisfaction Rating Scale for some concurrent 
validity and the scale discriminated between high and 
low scoring groups of that scale. 

4. Generalized Expectancy for Success Scale (GESS), 
Bobbi Fibel and W. Daniel Hale (1978). 

Purpose: To measure locus of control for success. 3 0 
item scale, summed. 

Reliability: Alpha = .90 for females, .91 for males. 
Six-weeks test - retest = .83 both genders. 

Validity: Concurrent validity scores correlate 
significantly with depression, helplessness and 
suicidal ideation. 
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5. Generalized Contentment Scale (GCS), Walter Hudson 
(1982) . 

Purpose: To measure nonpsychotic depression. 25 items, 
summed. 

Reliability: Alpha = .92. 
Validity: Concurrent validity reported as good. 

Excellent known-groups validity. Good discriminate 
and convergent validity reported. 

6. Multidimensional Health Locus of Control Scales 
(MHLC) Kenneth Wallston, et al. (1978). 

Purpose: To measure locus of control for health related 
behavior. 

Reliability: Alpha has ranged from .67 to .77 for all 
six scales. There are two parallel forms using 
Internal, Powerful Other, and Chance scales of 
six items each. Powerful Others and Chance 
are often combined into a single 12 item scale. 
Reliability for 12 item scales are reported as 
being over .8. Validity: Good criterion validity 
correlating with subjects state of health. Scales 
correlate well with other locus of control measures. 
The scales are widely used in the health care field. 
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QUESTIONNAIRE 

This three-part questionnaire is designed to determine the 
way in which different people view health related issues 
(Part 1) with particular emphasis on their opinions of 
wellness programs or preventative health programs (Part 2). 
Part 3 asks questions about you so that we can best classify 
your answers. 

Part 1 

For each statement in part 1 (Questions 1-18) please 
place a number in the blank that reflects the extent to 
which you agree or disagree with the statement. Use the "1 
to 7" scale below. 

Scale values 
Very Strongly Disagree (1) Very Strongly Agree (7) 
Disagree (2) Agree (6) 
Moderately Disagree(3) Moderately Agree (5) 

Neither agree or Disagree (4) 

VS Disagree VS Agree 

SCALE: 

1. If I get sick, it is my own behavior which 
determines how soon I get well again. 

2. No matter what I do, if I am going to get 
sick, I will get sick. 

3. Having regular contact with my physician is 
the best way for me to avoid illness. 

4. Most things that affect my health happen to 
me by accident. 

5. Whenever I don't feel well, I should consult 
a medically trained professional. 

6. I am in control of my health. 

7. My family has a lot to do with my becoming 
sick or staying healthy. 

8. When I get sick, I am to blame. 

9. Luck plays a big part in determining how soon 
I will recover from an illness. 



235 

10. Health professionals control my health. 

VS Disagree VS Agree 

SCALE: 

11. My good health is largely a matter of good 
fortune. 

12. The main thing which affects my health is 
what I myself do. 

13. If I take care of myself, I can avoid 
illness. 

14. When I recover from an illness, it is usually 
because other people (for example, doctors, 
nurses, family, friends) have been taking 
good care of me. 

15. No matter what I do, I am likely to get sick. 

16. If it is meant to be, I will stay healthy. 

17. If I take the right actions, I can stay 
healthy. 

18. Regarding my health, I can only do what my 
doctor tells me to do. 
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Part 2 

For purposes of this part of the study (Questions 19-
37), wellness can be defined as a state of feeling good 
emotionally, physically, and mentally. Being able to enjoy 
life with limited or reasonable restrictions other than 
those which are self-imposed. 

A preventative health (wellness) program can include: 
regular exercise; sensible nutrition, which can include 
change in customary eating (times, amounts, type of food, 
etc.); regular habits, such as sleeping, bowel movements, 
personal hygiene, etc. 

As Part 1 above, please record the number from 1 to 7 that 
most closely represents the extent to which you disagree or 
agree with the following statements. Record your answer in 
the space preceding the statement. 

Scale values 
Very Strongly Disagree (1) Very Strongly Agree (7) 
Disagree (2) Agree (6) 
Moderately Disagree(3) Moderately Agree (5) 

Neither agree of Disagree (4) 

VS Disagree VS Agree 

SCALE: 

19. A person cannot help prevent illnesses by 
exercise and diet. 

20. I feel that wellness programs do no good. 

21. I believe that health is absence of illness 

22. I can feel better if I follow a program of 
preventative health care. 

23. I believe that health is the presence of 
wellness. 

24. Much illness can be avoided by preventative 
measures. 
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VS Disagree VS Agree 
1 2 3 4 5 6 7 
SCALE: 

For questions 25-37, The first part of each statement 
begins: "I believe that a preventative health care or 
wellness program can help me"...: 

25. Be happier. 

26 . Concentrate better. 

27. Worry less. 

28 . Enjoy getting up in the morning more. 

29 . Like myself better. 

30. Sleep better. 

31. Feel more useful. 

32. Enjoy life more. 

33 . Feel more in control of my health. 

34 . Have more energy. 

35. Handle stress better. 

36 . Look better. 

37. Feel more in control of my life. 

Part 3 

To Help Classify Your Questionnaire 
Please check or fill in the items below as they apply to 
you. 
38. During the past six months how often have you 
participated in aerobic activities such as biking, walking, 
swimming, jogging, dance aerobics, etc. which elevate your 
heart rate for extended (20 minutes or more) periods? 

1. Every day 4. One to two times per week 
2. Four times per week 5. Every two weeks 
3. Three times per week 6. Seldom/never 

Your answer 
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39. To what extent do you attempt to minimize the levels of 
fat in your diet? 

1. Always 3. Sometimes 5. Never 
2. Most of the time 4. Seldom 

Your answer 
40. To what extent do you believe that you eat a balanced 
diet with adequate fruits, vegetables, dairy, and meat for 
your good health? 

1. Always 3. Sometimes 5. Never 
2. Most of the time 4. Seldom 

Your answer 
41. How often do you do precautionary or preventative 
medical maintenance (have a check-up) with a licensed 
physician? 

1. At least one time per year. 
2. At least once every two years. 
3. At least every three years. 
4. At least every four to five years. 
5. Less often than once every 5 years. 

Your answer 
42. Sex: Male Female 

43. Age: years 

44. Counting yourself, how many persons now live in your 
household? 

45. What are the ages of any children under 18 years of age 
now living in your household? Please fill in the 
appropriate age for each child. 1. 2. 3. 
4. 

46. Are you married or unmarried? Married 
Unmarried 

47. In terms of your political beliefs, do you consider 
yourself conservative, moderate or liberal? 
Conservative Moderate Liberal 

48. What was the last grade of school that you finished? 
Graduate study 
4-year college graduate 
Some college 
High school graduate 
Part high school or less 
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49. What is your employment status? 
Full-time (35 hours or more/week) 
Employed part-time 
Student or seeking Employment 
Retired 

50. Do you consider yourself to be African-American, Asian, 
Hispanic, Anglo or some other ethnic group? 

African-American Asian Hispanic 
Anglo other ethnic group 

51. What is the total annual income of all members of your 
household before taxes? 

Under $15,000 
$15,00-$24,999 
$25,000-$34,999 
$35,000-$49,999 
$50,000-$74,999 
$75,000 or more 

Thank you very much. We sincerely appreciate your 
cooperation. 
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