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Abstract

Purpose. The impact of individual perceptions on health is well-established. However,
no valid and reliable measure of individual wellness perceptions exists. Therefore, the pur-
pose was to introduce a measure called the Percetved Wellness Survey (PWS).

Design. Convenience sampling facilitated recruitment of a sample large enough to per-
SJorm factor analysis with adequate power (.85). The appropriateness of factor analysis is
supported by Bartlett’s test (x* = 7110, p < .01) and the Kaiser-Meyer-Olkin measure of
sampling adequacy (.91).

Setting. The sample (n = 558) was composed of 3M Inc. employees from multiple sites in
Austin, Texas (n = 393); employees from MuRata Electronics, Inc., College Station, Penn-
sylvania (n = 53); and students enrolled at the University of Texas at Austin (n = 112).

Subjects. Racial, gender, and age distribution was, respectively, 6.3 % African-Ameri-
can (n = 35), 8.2% Asian (n = 46), 73.3% Caucasian (n = 409), 9.5% Hispanic
(n = 53), and 2.7% other (n = 15); 47.8% male (n = 267), and 52.2% female (n =
291); and 36.8 years.

Measures. Measures included the Perceived Wellness Survey, and two additional ver-
stons of the Percetved Wellness Survey designed fo measure both discriminant and face va-
lidity. Perceived Wellness Survey subscales include physical, spiritual, intellectual, psycho-
logical, social, and emotional dimensions.

Results. All subscales were correlated (p = .05) with the Perceived Wellness Survey
composite and with each other. Evidence of internal consistency (a = .88 to .93), and
discriminant, face, and factorial validity was provided. Finally, the Perceived Wellness
Survey appears to be a unidimensional scale.

Conclusion. The unidimensional nature of the Perceived Wellness Survey suggests that
perceptions of wellness in various dimensions are intertwined by their affective nature. The
Perceived Wellness Survey appears to be reasonably valid and reliable; however, further re-
search is needed. (Am | Health Promot 1997;11[3]:208-218.)

Key Words: Wellness, Wellness Measurement, Wellness Theory, Wellness Mod-
els, Perceptions, Mind/Body

Troy Adams, PhD, is an Assistant Professor at Oklahoma State University. Janet Bezner,
PhD, PT is an Assistant Professor at Southwest Texas State University. Mary A. Steinhardt,
EdD, is an Associate Professor at the University of Texas, Austin. Many of the concepts in
this paper were formulated while the first and second author were students at the University
of Texas, Austin.

Send reprint requests to Troy Adams, PhD, Oklahoma State University, School of Health, Physical
Education, and Leisure, Colvin Center 102, Stillwater, OK 74078.

This manuscript was submitted for publication October 10, 1995, revisions were requested December 27, 1995; the
manuscript was accepled for publication May 14, 1996.

Am | Health Promot 1997;11(3):208-218.
Copyright © 1997 by American Journal of Health Promotion, Inc.
0890-1171/97/$5.00 + 0

208 American Journal of Health Promotion

We see the world not as it is, but
as we are.
—H.M. Tomlinson

INTRODUCTION

Unexplainable phenomena such
as the placebo effect and diseases
that spontaneously go into remission
support the notion that many factors
which influence health are simply
unknown. And, it is increasingly evi-
dent that we do not yet possess all of
the tools to fully describe and predict
human health—in particular, positive
health or wellness. Many models
have been developed in an effort to
better understand the naturally oc-
curring variability in health. Most re-
cently, Wilson and Cleary' integrated
several components including biolog-
ical and physiological variables, symp-
tom status, functional status, and
general health perceptions, among
others. Regarding perceptions of
health they stated, “They represent
an integration of . .. health concepts.
They are among the best predictors
of the use of general medical and
mental health services” (62). Thus,
how we “‘see the world” appears to
powerfully impact our health and
wellness.

The presumed power of percep-
tions raises a challenge for research-
ers and practitioners alike. How can
we sanctimoniously apply absolute
standards of wellness in a relative
world? Dunn? constrained his origi-
nal definition of wellness to the indi-
vidual environment, suggesting that
the experience of wellness is unique
to each individual.** The reality is
that individuals process and interpret



information from internal and exter-
nal sources in highly variable ways.
This variation can either be viewed as
uncontrollable, residual error due to
individual differences, or as a rich
source of information about influ-
ences upon health and wellness
which remain unexplained by other
indicators. Thus, the study of how
wellness perceptions fit into an over-
all model of health would be a posi-
tive contribution.

The study of perceptions is empir-
ically well-supported by other bodies
of research. Social support research-
ers have suggested that perceived
support has a powerful influence
upon health.5-? Stress researchers
have indicated that a tension-produc-
ing stimulus elicits the stress re-
sponse only if it is perceived as threat-
ening.!%!3 Finally, epidemiological re-
searchers have concluded that self-
rated perceptions of health are
among the most powerful predictors
of subsequent health outcomes.'* ¢
In addition, health perceptions have
been identified as one of the strong-
est predictors of physical and mental
health care utilization.2® Thus, while
the influence of standard risk factors
cannot be ignored, individual per-
ceptions are also important because
they may actually precede overt man-
ifestation of illness or wellness and
may therefore be fertile ground for
early intervention or enduring cele-
bration, respectively.

The purpose of this paper is
threefold. First, to construct a philo-
sophical foundation which provides a
context in which the conceptualiza-
tion and measurement of perceived
wellness can be discussed. Second, to
integrate empirically supportable di-
mensions of wellness into a wellness
framework. Third and primarily, to
introduce a conceptually congruent,
empirically sound wellness measure
which rests upon the philosophical
foundation and which is supported
by the theoretical framework.

PHILOSOPHICAL FOUNDATION

Introduction

Since Dunn, many have conceptu-
alized wellness.?!-27 All of these con-
ceptualizations contain convergent
and repeated wellness themes that

will be discussed later. In addition,
much philosophical and theoretical
support for the overall wellness con-
struct has been derived from related
theories.

Systems Theory

According to systems theory, each
part of a system is both an essential
subelement of a larger system and an
independent system with its own su-
belements.?®-30 Elements are recipro-
cally interrelated such that disrup-
tion of homeostasis at any level re-
quires adaptation of the entire sys-
tem.2830 Dunn stated that individual
wellness involves “an integrated
method of functioning” suggesting
reciprocal integration.? At the indi-
vidual level, this implies simultaneous
function in multiple dimensions and
at various levels within these dimen-
sions including the physical, spiritual,
psychological, social, emotional, and
intellectual.?429-31 The multidimen-
sionality of wellness is supported by
several authors,3421,22,24,25,35-35

To best describe and predict indi-
vidual wellness, models should in-
clude several dimensions which are
operationalized and interpreted con-
sistent with the systems approach.
Specifically, the wellness magnitude
within each dimension and the bal-
ance among them should be simulta-
neously considered.® In addition, a
valid wellness model should either in-
clude cultural, organizational and en-
vironmental factors, or be connecta-
ble to models that include these fac-
tors,28:30

Salutogenic Orientation

Antonovsky contributed to the
widespread use of the term *“‘saluto-
genic,” which simply means “health
causing.”1%!! Salutogenesis is also
suggested in the World Health Orga-
nization (WHQO) definition of health
as: “a complete physical, mental, and
social well-being and not merely the ab-
sence of disease . . .”’% (1, italics add-
ed) and Dunn’s definition of well-
ness as being “oriented toward maxi-
mizing the potential of which the indi-
vidual is capable”? (4-5, italics
added). It is evident that wellness is
widely recognized as the conceptual
anchor of a salutogenic orienta-
tion.*21:23.26 Yet a heavy empbhasis is

placed on the detection, treatment,
and prevention of disease in what is
often called “wellness practice.” This
is probably attributable to the avail-
able selection of measurement tools
(e.g., skinfold calipers, blood pres-
sure equipment), which are only ca-
pable of detecting disease risk factors
or the lack thereof. In addition, re-
search that is limited to a pathogenic
perspective due to the use of such
measures is sometimes mislabeled
health promotion instead of disease
prevention research.

By measuring wellness perceptions
which typically precede observable
symptomology, practitioners and re-
searchers could focus on the saluto-
genic pole of each dimension repre-
sented by the perimeter of Figure 1.
This model is similar to those pre-
sented elsewhere*21:2326 except that it
explicitly incorporates vertical and
horizontal directions. Vertical move-
ment occurs between the illness and
wellness poles, whereas horizontal
movement is the dynamic, balance-
seeking force along each dimension
of wellness. In summary, salutogenic
practice should emphasize optimal
health and balance. In addition, the
focus of salutogenic research should
be to determine what factors are as-
sociated with being well.

Framework Summary

Perceived wellness is a multidimen-
sional, salutogenic construct, which
should be conceptualized, measured,
and interpreted consistent with an
integrated systems view. What types of
wellness indicators and measures are
available and how well are they sup-
ported by this foundation?

Measurement of Wellness. Indicators of
health and wellness have included
clinical variables such as blood pres-
sure and cholesterol; physiological
variables such as VO, max and mus-
cular strength; and behavioral vari-
ables such as smoking and dietary
habits. Practitioners have relied
heavily on clinical, physiological, and
behavioral measures to plan individu-
al and community interventions, and
to predict various health outcomes.!
Although these types of variables are
valuable indicators of bodily wellness,
they provide little information about
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Figure 1
The Wellness Model
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The top of the model represents wellness
because it is expanded to the fullest possible
extent, whereas the tightly constricted bottom
represents illness. In between are
innumerable combinations of wellness in
several dimensions and the various states of
balance among them. The lines which extend
from the inner to the outer circle indicate the
possibility of bidirectional movement along
each continuum. Movement in every
dimension influences and is influenced by
movement in all other dimensions. For
example, in extreme wellness conditions, one
or more dimensions expand and place an
“outward wellness force” on each of the other
dimensions. In contrast, in extreme illness
conditions, one or more dimensions contract
and cause either compensatory or
concomitant change in each of the other
dimensions.

'

the wellness of the mind. Perceptual
measures have been used to predict
effectively a variety of health out-
comes. 6182037 Hence, valid perceptu-
al measures could complement body-
centered indicators of wellness and
provide both researchers and practi-
tioners with important information
about the persons whom they serve.!
Wellness-related perceptual con-
structs include the following: psycho-
logical well-being,***° mental well-be-
ing,**2 subjective well-being,*>-*> gen-
eral well-being,**47 morale,***® happi-
ness,303! life satisfaction,*-%* and
hardiness.!*%* Many of these have
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been used as wellness measures in
spite of the fact that none were origi-
nally designed as such. Moreover, ex-
tant wellness scales?!?426 were primar-
ily constructed as teaching tools and
were not originally validated, al-
though two?*26 have since demon-
strated evidence of reasonable inter-
nal consistency.” In addition, all
three?!?426 contain a mixture of per-
ceptual and behavioral items; thus,
the unique contribution of percep-
tions to wellness cannot be deter-
mined from these scales.

Anecdotal evidence supporting
the validity of the perceptual ap-
proach to wellness assessment is
abundant in the lay literature,57-%
but has not received extensive empir-
ical attention because a theoretically-
based, empirically sound measure of
perceived wellness is lacking. The
primary purpose is therefore to de-
velop such a measure called the Per-
ceived Wellness Survey.

REVIEW OF LITERATURE

Introduction

Many different wellness dimen-
sions have been identified including
the physical, spiritual, and intellectu-
al;+23-2631.34 peychological;®! social
and emotional;#?32631 gccupation-
al,2+26 and community or environ-
mental. 232431 Six dimensions were se-
lected for inclusion in the Perceived
Wellness Survey based on the
strength of theoretical support and
the quality of empirical evidence sup-
porting each. All six dimensions are
defined and supported below.

Physical Wellness

Physical wellness is defined as a
positive perception and expectation
of physical health. Stewart and others
stated that measuring physical health
perceptions is important because it
integrates available health informa-
tion by accounting for differences in
health preferences, values, needs,
and attitudes.2® Mossey and Shapiro
further suggested that measurement
of perceived health can be combined
with objective ratings to provide a
more accurate interpretation of pa-
tient conditions.'® In their seminal
study, subjects with poor perceived
health had a risk of mortality three

times greater than subjects with good
perceived health. Furthermore, sub-
jects with good/excellent objective
health but poor perceived health had
a greater risk of death than subjects
with poor/fair objective health but
excellent perceived health. These re-
sults have been supported else-
where.!51%19 Good perceived health
has also been positively associated
with higher levels of physical activity
and negatively associated with muscu-
loskeletal symptoms and diseases,
and psychosocial problems.!

Spiritual Wellness

Spiritual wellness has been de-
fined as a belief in a unifying force,!
an integrative force between the
mind and body,% or as a positive per-
ception of meaning and purpose in
life.321.61 Of these, the latter is the
most empirically supported and has
been associated with positive health
outcomes and well-being.62-64

Paloutzian and Ellison developed
a measure to tap the life purpose
construct called the existential well-
being scale.?® In limited research
since its development, the life pur-
pose construct as measured by the
existential well-being scale has dem-
onstrated negative associations with
loneliness® and depression®” and
positive associations with self-esteem;
family togetherness; and social
skills,% coping beliefs,57 and connect-
edness.®

Psychological Wellness

Psychological wellness is defined
here as a general perception that
one will experience positive out-
comes to the events and circumstanc-
es of life. This definition refers to a
psychic resource called dispositional
optimism.®® An individual who is dis-
positionally optimistic believes that
every situation and circumstance will
ultimately produce positive out-
comes. Optimism, as measured by
the Life Orientation Test, has been
positively correlated with hardiness,
general well-being,” happiness,”! like-
lihood of completing a program for
alcoholics,” post-surgical recovery,”
and quality of life appraisal in survi-
vors of coronary bypass surgery.” In
addition, optimism has been nega-
tively associated with anxiety,” escape



avoidant coping,71 and various mea-
sures of distress.”®

Social Wellness

Social wellness is defined as the
perception of having support avail-
able from family or friends in times
of need and the perception of being
a valued support provider. Social sup-
port has been the dominant theme
in social wellness research.5® In sever-
al prospective studies of the associa-
tions between social support and ei-
ther morbidity or mortality, men with
high levels of support had fewer risk
factors and symptoms of cardiovascu-
lar disease and had lower mortality
rates after other risk factors were
held constant.””-*! Some have sug-
gested that social support is also pro-
tective for women,32%3 but others
have disagreed.’8* Social support
has been positively correlated with
physical and psychological well-be-
ing® and overall life satisfaction® but
negatively correlated with distress
symptoms and psychopathology.”

Researchers have identified four
key associations between social sup-
port and health. First, the perception
of available support is the most im-
portant health protecting feature.5°
Second, the quality of available sup-
port is more important than the
quantity.>8687 Third, support from
family and friends varies in impor-
tance depending on situational sup-
port needs.? Fourth, the support rela-
tionship is healthiest when it is recip-
rocal %77

Emotional Wellness

Emotional wellness is defined as
possession of a secure self-identity
and a positive sense of self-regard,
both of which are facets of self-es-
teem. Self-esteem is a major compo-
nent of emotional wellness** and is
one of the strongest predictors of
general well-being. 8- Self-identity is
conceptualized as one’s internal im-
age of self. The value placed on self-
identity is called self-regard and has
been defined as “the extent to which
one prizes, values, approves, or likes
oneself”®! (115). An individual with a
focused sense of self-identity tends to
possess a higher self-regard* and is
more capable of meaningfully inter-
preting discrepant information.!®

Likewise, a person with a high self-re-
gard interprets situations and events
in ways that preserve and reinforce
self-identity. Researchers have indicat-
ed that self-esteem is positively associ-
ated with principle-centeredness, in-
ternal wellness orientation, physical
self-esteem, and physical activity,*
and negatively related with body dis-
satisfaction and restrained eating.9®

Intellectual Wellness

Intellectual wellness is defined as
the perception of being internally
energized by an optimal amount of
intellectually stimulating activity. Re-
searchers have suggested that intel-
lectual overload and underload can
adversely affect health.!0949 Thus,
moderate amounts of intellectually
enriching activity are optimal.®>7

In a related vein, Langer and Ro-
din conducted a study to assess the
impact of involving nursing home
residents in decisions regarding their
own care.? This simple intervention
was reinforced by providing the ex-
perimental group with a plant to
tend. Cross-sectionally, subjects in the
experimental group felt more in con-
trol and were more alert and active.8
In a longitudinal follow-up, residents
in the experimental group were
“judged to be significantly more ac-
tively interested in their environ-
ment, more sociable and self-initiat-
ing, and more vigorous than resi-
dents in the control group”® (899).
In addition, experimental group resi-
dents were more active, healthier,
and had a lower mortality rate.
These findings are supported by
three additional studies of elderly
populations,!00-102

Summary

Empirical support for each of the
dimensions included in the welliness
model (Figure 1) has been provided.
Efforts to validate the internal struc-
ture of the wellness model and the
corresponding scale, the Perceived
Wellness Survey, are described below.

METHODS

Design

A convenience sampling method
was used to recruit participants. This
method facilitated recruitment of the

sample size necessary to perform a
factor analysis with adequate power.
The computed power was .85. The
appropriateness of factor analysis
with this sample is highly indicated
by Bartlett’s test of sphericity (x? =
7110, p = .01) and the Kaiser-Meyer-
Olkin measure of sampling adequacy
(.91).1%% The primary variable of in-
terest was the Perceived Wellness Sur-
vey. Other measures included two ad-
ditional versions of the Perceived
Wellness Survey designed to assess,
respectively, discriminant and face va-
lidity of the Perceived Wellness Sur-
vey. All three of these measures are
described in greater detail in the
Measures section.

Sample

Participants included employees of
two 3M Inc. sites in Austin, Texas (n
= 295, administrative center; n = 98
manufacturing plant); employees
from MuRata Electronics, Inc., Col-
lege Station, Pennsylvania (n = 53);
and students from a health educa-
tion class at the University of Texas
at Austin (n = 112). The racial mix
of the sample was, for the combined
3M samples, 7.4% African-American
(n = 29), 11.2% Asian (n = 44),
68.4% Caucasian (n = 269), 10.7%
Hispanic (n = 42), and 2.3% other
(n = 9); and for the MuRata sample,
2% Asian (n = 1), 87% Caucasian (n
= 46), and 11% other (n = 6). Race
was not included as a variable in the
student sample, but based on esti-
mates from the course instructor, the
mix for the student sample was ap-
proximately 5% African-American,
1% Asian, 84% Caucasian, and 10%
Hispanic. The samples were divided
with respect to gender as follows:
3M—61% male (n = 240), 39% fe-
male (n = 153); MuRata—11% male
(n = 6), 89% female (n = 47); and
students—19% male (n = 21), 81%
female (n = 91). The mean ages for
the samples were 3M—41.1 * 10.8,
MuRata—34.34 + 10.36, and stu-
dents—23.15 *+ 5.4. All data were
gathered between August 1994 and
March 1995.

3M employees were provided the
opportunity to participate in the
study during an annual health
screening. The overall health screen-
ing response rate in the 3M Austin
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population (n = 1800) was 28%. Of
those who attended the health
screening (n = 503), 78% (n = 393)
both agreed to participate in the
study and provided useable data.
Those included in the sample were
not significantly different (p = .05)
from the health screening attendees
omitted from the sample (n = 110)
with respect to age or gender. Non-
participating health screening atten-
dees were more likely to be Asian
and less likely to be Caucasian (p <
.05). Demographic data were unavail-
able for employees who did not par-
ticipate in the health screening.

Health screenings are available to
MuRata employees throughout the
year on a rotating schedule. Because
the Perceived Wellness Survey was
administered on a pilot basis, only
those MuRata employees who com-
pleted a health screening in March
of 1995 were given the opportunity
to participate (n = 90). Thus, the re-
sponse rate of the MuRata sample (n
= 53) was 59%. The nonrespondents
were not significantly different from
respondents with respect to age,
race, or gender. Demographics on
the total MuRata population during
the screening period were unavail-
able.

All but a few of the students chose
to participate in the study. Nonparti-
cipants were more likely to be male
but were not significantly different in
any other way.

Prior to participation, the 3M and
student participants had the opportu-
nity to read and sign an informed
consent document approved by an
institutional review board for re-
search with human subjects. MuRata
participants similarly provided indi-
vidual informed consent according to
the guidelines established by an in-
ternal review committee of the com-
pany responsible for data collection,
LifeQuest, Inc., of Memphis, Tennes-
see. All participants were assured that
their decision whether or not to par-
ticipate would have no effect on fu-
ture relations with the researchers
nor with the respective organizations.
Students were assured that their par-
ticipation status would not influence
their final grade in the class.
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Measures

Completion of psychometric in-
struments, which included the Per-
ceived Wellness Survey in all four
samples, required 20 to 40 minutes
and, in every case, took place in a
quiet setting. Additionally, four
health professionals employed by one
of the companies completed a dis-
criminant validity version of the Per-
ceived Wellness Survey and students
completed a form of the Perceived
Wellness Survey designed to assess
face validity.

Perceived Wellness Survey. The Per-
ceived Wellness Survey is a salutogen-
ically-oriented, multidimensional
measure of perceived wellness per-
ceptions in the physical, spiritual,
psychological, social, emotional, and
intellectual dimensions. Sample items
from each dimension are, respective-
ly, “I expect to always be physically
healthy,” “I believe there is a real
purpose for my life,” “In the past, I
have expected the best,” “My friends
will be there for me when I need
help,” “In general, I feel confident
about my abilities,” and “In the past,
I have generally found intellectual
challenges to be vital to my overall
well-being.” Each dimension is repre-
sented by six items which are scored
from 1, “Very strongly disagree” to
6, “Very strongly agree.” The dimen-
sional scores are integrated by com-
bining the magnitude or mean of
each dimension with the balance or
the standard deviation among dimen-
sions into a wellness composite score.
In mathematical terms, the wellness
composite score equals the sum of
the subscale means divided by the
sum of the standard deviation among
the subscale means and 1.25. The ad-
dition of 1.25 to the denominator
prevents a rare but statistically possi-
ble deviation of “0” from nullifying
the wellness composite score. Copies
of the scale and detailed scoring pro-
cedures are included in the appen-
dix. The Perceived Wellness Survey
construction process is briefly dis-
cussed below.

Initially, a total of 69 content-relat-
ed items from six separate scales (see
Table 1) were combined to form the
Perceived Wellness Survey, which was
piloted several times. Included in this

pool were items which tapped per-
ceptions of physical health, sense of
meaning and purpose in life, positive
expectancies, self-identity and self-re-
gard, and social support both re-
ceived and provided. The two social
support scales were consolidated into
one, reducing the number of original
scales to five, but an additional scale
created by the authors was later add-
ed; thus, the final number of subs-
cales was six. Three item reductions
schemes were employed. First, an
item correlation matrix was exam-
ined to determine whether any sets
of items were redundant (r = .70).
Redundant sets or pairs of items
were reduced to the single best item.
Second, the magnitude of the item-
to-total-scale correlation was consid-
ered. Items with coefficients smaller
than .40 on the total scale were ex-
cluded. Third, all items were re-
viewed to determine the degree of
content match between the items
and subscale definitions. After the six
best items were selected to represent
the physical, spiritual, psychological,
emotional, and social dimensions, six
items written by the authors were
added to represent the intellectual
dimension. In addition, a few of the
items were revised to add clarity and
consistency to the subscales. Ulti--
mately, six items for each of the six
dimensions were included, giving the
Perceived Wellness Survey-a total of
36 items.

In an attempt to minimize item
order effects, the dimension order
was randomly shuffled, creating six
blocks. The items were then placed
into each block so that each dimen-
sion was represented by every sixth
item and so that the 21 positive and
15 negative items were spread evenly
throughout.

To demonstrate the general psy-
chometric soundness of the scales
from which Perceived Wellness Sur-
vey items were derived, reliability and
validity coefficients for each parent
scale are reported in Table 1. Con-
structing a new scale by combining
items from several existing scales is
an acceptable practice;'** however, by
removing items from the original
scale, the psychometric context is al-
tered. Thus, pilot research was con-
ducted to determine the psychomet-



Table 1

Sources of items for the Perceived Wellness Survey

Num-
ber
of
Items
Used/
Num-
ber
Internal Type of of
Consistency, Validity/ Items
Reliability, Coefficient, in
Dimension Scale Reference Reference Scale Emphasis
Physical MOS-36 a = 0.89-0.91"° Convergentr = 6/36 Positive physical
0.96"° health percep-
tions and expec-
tations
Spiritual Existential a = 0.78% Convergent r = 6/10 Sense of meaning
well-being 0.31-0.68¢%° and purpose in
. life
Psychological  Life Orienta- o = 0.76% Convergent r = 6/12 Positve expectan-
tion Test 0.34-0.55°% cies
Social Perceived so- a = 0.84-0.9178 Convergent r = 2/40 Perception of so-
cial support 0.25-0.72¢ cial support
friends and available
family
Social Perceived so- o = 0.85-0.9177 Divergent x2 = 4/12 Perception of being
cial support 4.65, p < a valued support
0.057 provider
Emotional Sate seli-es- « = 0.72-0.88"" Convergentr= 6/20 Secure self-identity
teem scale 0.84' and a sense of

self-regard

The social scales were consolidated. Intellectual items written by the authors were added after

the initial round of pilot testing.

ric properties of the new scale. In
four pilot studies, the Perceived Well-
ness Survey demonstrated evidence
of convergent validity (r = .37 to .56)
and internal consistency (o« = .89 to
.91). In the current study, the total
scale internal consistency for the
combined sample (n = 558) was a =
.91. In the samples considered inde-
pendently, total scale internal consis-
tency ranged from a = .88 to .93.
The internal validity of the total scale
is demonstrated by a high percentage
of items (90%), with an item to total
scale correlation greater than .30 in
the four samples considered inde-
pendently.

The scale was designed so that
each of the subscale scores could
also be used independently to assess
wellness in each dimension. Practi-
tioners may find that using the Per-
ceived Wellness Survey in this man-

ner is an effective way of gaining ad-
ditional perceptual data to more
thoroughly diagnose before prescrib-
ing. The internal consistency esti-
mates for each of the subscales in
this sample were, physical (a = .81},
spiritual (o = .77), psychological, («
= .71), social (o = .64), emotional
(a = .74), and intellectual (a = .64).
Nunnally!'% has suggested that an al-
pha coefficient of .70 is the mini-
mum acceptable value for internal
consistency reliability. However, the
internal consistency coefficient is di-
rectly dependent on the number of
items in a given scale. Thus, to assess
the degree to which the coefficients
were a function of subscale length,
the split-half reliability of each subs-
cale was assessed. Correspondingly,
the split-half correlation coefficients
were, physical (r = .71), spiritual (r
= .68), psychological, (r = .62), so-

cial (r = .52), emotional (r = .61),
and intellectual (r = .53). Implica-
tions of these findings are outlined
in the discussion.

Perceived Wellness Survey for Discrimi-
nant Validity. The Perceived Wellness
Survey discriminant validity version
consists of two sets of six statements
derived from the Perceived Wellness
Survey subscale definitions. One set
of statements describes a well person
and the other set describes an unwell
person. Sample statements describing
a well person are, “Identify five em-
ployees who seem to always be physi-
cally healthy,” and “Identify five em-
ployees who seem to expect that pos-
itive things will result no matter what
the circumstances.” Sample state-
ments describing an unwell person
are, “Identify five employees who
seem to always be physically un-
healthy,” and *“Identify five employ-
ees who seem to be insecure with
who they are.” Five out of five ex-
perts familiar with the theoretical
foundations of the Perceived Well-
ness Survey agreed that the Per-
ceived Wellness Survey discriminant
validity version statements accurately
represented the content of the Per-
ceived Wellness Survey subscales. Dis-
criminant validity was assessed by ask-
ing four nursing/wellness/EAP pro-
fessionals at one of the companies to
identify, from a list of employees who
had completed the Perceived Well-
ness Survey, the five employees who
best exemplified the set of state-
ments describing a well person and
the set of statements describing an
unwell person. The method of esti-
mating discriminant validity is de-
scribed in the Analysis section.

Perceived Wellness Survey for Face Valid-
ity. Face validity is the “extent to
which an instrument looks like it
measures what it is intended to mea-
sure”’10% (345). Face validity was as-
sessed by administering a modified
version of the Perceived Wellness
Survey to the student sample. The
Perceived Wellness Survey face validi-
ty version and Perceived Wellness
Survey items were identical, but the
item order of the Perceived Wellness
Survey face validity version was com-
pletely randomized. In addition, the
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Perceived Wellness Survey face validi-
ty version contained a description of
each dimension of wellness. Face va-
lidity was estimated by the degree to
which students were able to identify
correctly which dimension of well-
ness was reflected by each Perceived
Wellness Survey item.

Analysis

The Perceived Wellness Survey
model has six dimensions, all of
which have proven to be significantly
and positively correlated (p = .05)
with the Perceived Wellness Survey
composite score and with each other
in pilot research. In the current
study, the data were first analyzed by
estimating the extent of partial inter-
correlations between the Perceived
Wellness Survey and subscales after
controlling for age and gender. Posi-
tive relationships were expected.

Next, discriminant validity was esti-
mated. Four health-related profes-
sionals at one of the companies were
each asked to identify five employees
who best exemplified the set of state-
ments describing both a well and an
unwell person. The discriminant va-
lidity of the Perceived Wellness Sur-
vey was assessed by a ttest compari-
son of the Perceived Wellness Survey
wellness composite score means be-
tween the well and unwell groups.

Face validity was estimated by stu-
dents (n = 36) who were asked to
match each of the items from the
Perceived Wellness Survey face validi-
ty version to the appropriate dimen-
sion. The criterion for face validity
was set a priori at r = .80 between the
student matches and the correct
matches.

Finally, the Perceived Wellness
Survey items were factor analyzed us-
ing principal axis factoring with vari-
ous solutions ranging from one to
seven. The subject-to-variable ratio
easily exceeded the minimum of 5 to
1 recommended by Gorsuch.!% Two
criteria were used to determine
which solution best explained the
data. First, the factor loadings were
examined to see if the items clus-
tered into intuitively meaningful
groups. Second, a scree plot was ex-
amined to determine the most ap-
propriate number of factors.

Because moderate intercorrela-
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Table 2

Partial Correlation Coefficients of the Perceived Wellness Survey Composite
with the Perceived Wellness Survey Subscales Controlling
for Age and Gender (n = 537)*

Variable 1 2 3 4 5 6
1. Wellness composite

2. Physical wellness 0.58

3. Spiritual wellness 0.66 0.45

4. Psychological wellness 0.69 0.44 0.69

5. Social wellness 0.57 0.30 0.50 0.51

6. Emotional wellness 0.66 0.45 0.70 0.65 0.46

7. Intellectual wellness 0.67 0.40 0.59 0.55 0.40 0.54

* The sample size is smaller than the overall sample size due to missing data. All values are
significant at p = 0.01.

tions among the subscales existed in
preliminary research, an oblique ro-
tation was used for all of these analy-
ses except for the one factor solution
which could not be rotated.!®” The

Table 3

Perceived Wellness Survey Sample
Means and Standard Deviations

intercorrelations among the subscales

also indicated that the underlying Group Mean SD
content was more alike than differ- 3M 1 16.51 3.54
ent. Thus, although the Perceived 3M 2 15.31 3.34
Wellness Survey model incorporates MuRata 15.35 4.04
six dimensions of wellness, the results Students 16.49 3.12

of the factor analysis were not ex-
pected to yield six separate factors.
In fact, this finding would be unusu-
al given the perceptual nature of the
items.

3M 1 = Administrative center (n = 295);
3M 2 = manufacturing plant (n = 98); Mu-
Rata (n = 53); Students (n = 112).

ing participants, respectively, those
with high and low perceived wellness
(¢t = 5.46, p = .05, df = 38). Thus,
the Perceived Wellness Survey dem-
onstrated preliminary evidence of
discriminant validity. In addition, stu-
dents were able to match accurately
the Perceived Wellness Survey items
and dimensions. The correlation be-
tween student matches of item-to-di-
mension and the intended match was
very high (r = .98, p = .05), indicat-
ing that when provided with wellness
definitions, lay individuals were suc-
cessful in discerning the content of
Perceived Wellness Survey items.
Because all items clustered on one
factor and because the first and sec-
ond factors were widely separated on
the scree plot, a one-factor solution
accounting for 24% of the common
variance seemed to be the most par-
simonious interpretation of the data.
However, some have suggested that
factor analysis of agree-disagree scales

RESULTS

As expected, each subscale was sig-
nificantly correlated (p = .05) with
the composite and with each other
(Table 2). The positive partial corre-
lation between the composite and
each of the subscales was not surpris-
ing since the subscale scores were
used to compute the composite.
However, it was important to exam-
ine the intercorrelation matrix to de-
termine whether the subscales were
positively or negatively correlated
with the wellness composite. The pat-
tern of positive correlations provides
preliminary support for the model.
Perceived Wellness Survey means and
standard deviations for all four
groups are displayed in Table 3.

Health professionals who were fa-
miliar with the participants in one of
the corporate samples were able to
identify from a list of health screen-



such as the Perceived Wellness Sur-
vey sometimes reveal unwanted popu-
larity factors which have no relevance
in terms of scale content.!®® To check
whether the one-factor solution was
indeed the best explanation of the
data, two methods were used. First, a
matrix of intra-item correlation coef-
ficients was principal axis factored
with a one-, two-, and three-factor so-
lution. Of these, a one-factor solution
was clearly the most meaningful and
parsimonious. Second, in order to
determine whether there were any la-
tent factors, a matrix of subscale in-
tercorrelations was principal axis fac-
tored with a one-, two-, and three-fac-
tor solution. Again, a one-factor solu-
tion provided the best explanation of
the data.

In summary, all of the items load-
ed on a single factor which was la-
beled perceived wellness (Table 4).
All but two items loaded above .30,
indicating that the Perceived Well-
ness Survey possesses reasonable fac-
torial validity.

DISCUSSION

Health professionals were able to
discriminate between those with high
and low levels of perceived wellness,
and students were able to match Per-
ceived Wellness Survey items and
subscale definitions. The high alpha
coefficient for the total sample (a =
.91) and for the samples considered
independently (a = .88 to .93) pro-
vides strong support for the internal
consistency of the overall scale. Col-
lectively, these findings provide firm
support for the content validity and
reliability of the Perceived Wellness
Survey.

As expected, the results of the fac-
tor analysis suggest that the Per-
ceived Wellness Survey is a unidimen-
sional scale. Because the content of
the items is so related and because
all of the items are perceptual, this is
not surprising. This does not suggest
that wellness is a unidimensional
phenomenon, only that perceptions
of wellness in hypothetical dimen-
sions are more related by their per-
ceptual nature than they are differ-
entiated by their content. Interesting-
ly, the strongest loading items (=
.50), share only three common

Table 4

Factor Loadings for the Perceived
Wellness Survey (n = 556)

Factor |
Perceived
items Wellness
Emotional 1 0.38
Emotional 2 0.71
Emotional 3 0.56
Emotional 4 0.45
Emotional 5 0.64
Emotional 6 0.50
Spiritual 1 0.60
Spiritual 2 0.55
Spiritual 3 0.48
Spiritual 4 0.62
Spiritual 5 0.58
Spiritual 6 0.70
Social 1 0.36
Social 2 0.27*
Social 3 0.42
Social 4 0.37
Social 5 0.35
Social 6 0.49
Psychological 1 0.55
Psychological 2 0.45
Psychological 3 0.63
Psychological 4 0.55
Psychological 5 0.48
Psychological 6 0.44
Intellectual 1 0.54
Intellectual 2 0.25"
intellectual 3 0.58
Intellectual 4 0.41
Intellectual 5 0.44
Intellectual 6 0.38
Physical 1 0.38
Physical 2 0.44
Physical 3 0.53
Physical 4 0.51
Physical 5 0.52
Physical 6 0.42

* Indicated loadings did not meet the mini-
mum criteria of 0.30.

themes: (1) purpose in life, (2) opti-
mism, and (3) self-esteem, strongly
suggesting that the Perceived Well-
ness Survey is an affective construct.
This may also explain why the social
dimension was not any stronger than
it was. Despite strong associations be-
tween social support measures and
health in other studies,>? the social
subscale is unique because it assesses
perceptions of available external re-
sources, whereas the other Perceived
Wellness Survey subscales assess per-

ceptions of available internal re-
sources.

Each hypothetical wellness dimen-
sion is supported by a separate body
of empirical inquiry and the content
of each is conceptually robust. In ad-
dition, intervention programs based
on each dimension may have a slight-
ly different look and feel, and may
appeal to different population seg-
ments even though the intervention
outcomes may be highly similar. In
this light, the wellness model and def-
initions remain useful as conceptual
guidelines. In addition, practitioners
may choose to use the subscale
scores to assess perceived wellness in
each dimension. In this regard, four
of the six Perceived Wellness Survey
subscales possessed acceptable esti-
mates of alpha internal consistency.
Based on the split-half correlations,
the remaining two (social and intel-
lectual) are also adequately consis-
tent. Finally, the Perceived Wellness
Survey as currently operationalized
possesses evidence of discriminant
and face validity.

This study has a few potential limi-
tations. First, these data are subject
to limitations commonly associated
with self-report measures.!? Typically,
the error associated with self-report
measures is viewed as a random error
which must be controlled. However,
this “error” may be valuable client
information that has been previously
ignored. As suggested earlier, health
perceptions, which are truly unique
to each individual, have demonstrat-
ed value as a source of predictive in-
formation.!6.18.20

Second, a selfselection bias may
have existed because participants
from both of the corporate samples
were recruited during general health
appraisal programs. Employees who
voluntarily participate in health
screenings have been shown to be
healthier than the normal popula-
tion.!” The health-related variables
in all four samples were indeed
skewed in a healthful direction sup-
porting this assertion. Random sam-
ple selection will improve the popula-
tion distribution and may enhance
the generalizability of future results.
Interestingly, because the data were
skewed toward positive health, the
ability of the factor analyses to de-
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scribe the structure of perceived well-
ness was limited. In spite of this, the
results of the factor analysis support-
ed the underlying perceptual nature
of the Perceived Wellness Survey as
previously suggested.

Further, wellness is probably best
explained when accounting for cul-
tural and environmental factors.23:28
Hence, researchers interested in ap-
plying the model or using the Per-
ceived Wellness Survey are encour-
aged to consider wellness perceptions
within a broader systems frame-
work.28:30

Overall, the findings were promis-
ing. Practitioners may find the Per-
ceived Wellness Survey subscale and
composite scores to be an additional
source of useful information for indi-
vidual level programming. For exam-
ple, based on typical health assess-
ment measures, an obese man would
probably receive a recommendation
that he modify his diet and com-
mence a cardiovascular exercise pro-
gram. If the Perceived Wellness Sur-
vey were used in addition to the
common health assessment measures,
it might become evident that the
man'’s spiritual health is very low. His
health prescription might then in-
clude a referral to an EAP counselor
or to a course based on principles of
spiritual health in addition to the
previous recommendations.

Researchers may find the wellness
composite score to be a parsimoni-
ous index of perceived wellness in
several dimensions and a balance
among dimensions. Additionally, use
of the subscales as research tools may
also be fruitful. The physical, spiritu-
al, and intellectual subscales may be
particularly useful given the lack of
quality perceptual scales in these di-
mensions. The emotional, psychologi-
cal, or social subscales may also be
useful for brief assessments; however,
an abundance of longer, more specif-
ic scales exist in these three dimen-
sions.

Given the potential impact of the
Perceived Wellness Survey for both
practitioners and researchers, further
research is warranted. Research ef-
forts should be focused on establish-
ing the construct and concurrent va-
lidity of the Perceived Wellness Sur-
vey. In addition, psychometric prop-
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erties such as test-retest reliability
need to be addressed. Finally, the val-
ue of the Perceived Wellness Survey
as a perceptual measure of wellness
could best be established by employ-
ing it concurrently with widely-used
clinical, physiological, and behavioral
measures of health to determine
whether it indeed would provide ad-
ditional information.

SO WHAT? Implications for
Health Promotion Researchers
and Practitioners

This study seems to provide
support for the use of the Per-
ceived Wellness Survey as a valid
measure of wellness perceptions.
Based on these preliminary re-
sults, health promotion practition-
ers may find wellness perceptions
to be a fruitful addition to client
profiles, which have been typically
limited to clinical, physiological,
and/or behavioral data. For exam-
ple, the Perceived Wellness Survey
subscale scores may assist practi-
tioners in their efforts to more
acutely focus programs on individ-
ual needs.
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Appendix

Psychological Items
1. I am always optimistic about my fu-
ture.
7. 1 rarely count on good things happen-
ing to me.*
13. I always look on the bright side of
things.
19. In the past, I have expected the best.
25. In the past, I hardly ever expected
things to go my way.*
31. Things will not work out the way I
want them to in the future.*

Emotional Items
2. There have been times when 1 felt in-
ferior to most of the people I knew.*
8. In general, I feel confident about my
abilities.
14. I sometimes think I am a worthless in-
dividual.*
20. I am uncertain about my ability to do
things well in the future.*
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26. I will always be secure with who I am.
32. In the past, I have felt sure of myself
among strangers.

Social Items

3. Members of my family come to me
for support.

9. Sometimes [ wonder if my family will
really be there for me when I am in
need.*

15. My friends know they can always con-
fide in me and ask me for advice.

21. My family has been available to sup-
port me in the past.

27. In the past, I have not always had
friends with whom I could share my
Joys and sorrows.*

33. My friends will be there for me when
I need help.

Physical Items
4. My physical health has restricted me

in the past.*

10. My body seems to resist physical ill-
ness very well.

16. My physical health is excellent.

22. Compared to people I know, my past
physical health has been excellent.

28. I expect to always be physically
healthy.

34. I expect my physical health to get
worse.*

Spiritual Items
5. I believe that there is a real purpose

for my life.

11. Life does not hold much future
promise for me.*

17. Sometimes I don’t understand what
life is all about.*

23. I feel a sense of mission about my fu-
ture.

29. 1 have felt in the past that my life was
meaningless.*

35. It seems that my life has always had
purpose.

Intellectual Items
6. I will always seek out activities that
challenge me to think and reason.

12. T avoid activities which require me to
concentrate.*

18. Generally, I feel pleased with the
amount of intellectual stimulation I
receive in my daily life.

24. The amount of information that I
process in a typical day is just about
right for me (i.e., not {too much, not
too little]).

30. In the past, I have generally found in-
tellectual challenges to be vital to my
overall well-being.

36. My life has often seemed devoid of
positive mental stimulation.*

The Perceived Wellness Survey
Scoring Methods

1. Score each item from 1, “Very strong-
ly disagree” to 6, “Very strongly
agree.” Items with * are reverse
scored.

2. Sum all of the subscale means. The
result is the Wellness Magnitude.

3. Divide Wellness Magnitude by 6. The
result is called ‘‘xbar.”

4. For each subscale, compute the fol-
lowing: (subscale mean — xbar)?. The
result is called subscale deviation.

5. Sum all of the subscale deviations,
then divide the total by 5 (n — 1).
The result is called the variance.
Compute the Wellness Balance with
the following formula ({square root
of the variance] + 1.25). The 1.25 is
added to the denominator to prevent
a Wellness Balance of 0 from creating
an invalid Weliness Composite.

6. Compute the Wellness Composite
with the following formula: Wellness
Magnitude + Wellness Balance.

7. For a copy of the SPSS program used
to score the Perceived Wellness Sur-
vey, please contact the author.



