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Thesis Abstract

"Framing effects" has become a generic term to represent the idea that, holding all
else constant, the decision-making context (i.e., how the message is framed) can have
a profound effect on choice behaviours. Important applications have been found in
healthcare marketing, not least in terms of how advertising appeals may encourage

changes in health related behaviours and purchase behaviours. Prospect theory

(Kahneman and Tversky, 1979 and Tversky and Kahneman, 1981) and healthcare

studies (Banks et al., 1995; Rothman et al., 1999) explain preference behaviour based
on the way information is labelled or framed. However, past research yields

contradictory and inconsistent predictions as to whether positive or negative frames
are more persuasive. This study examines the most appropriate message framing to

present to consumers in print advertisements for healthcare products. Two

experimental studies were conducted to investigate the moderating effect of product

type, perceived innovativeness and perceived risk on the processing of framed

advertising messages. Individual differences in health cognition and mood were also
viewed as mediators in data analysis. Study 1 tested the relative effectiveness of

gain- and loss-framed messages to promote prevention and detection dental care

products with different degrees of product innovativeness in a 2 (message framing:

gain, loss) x 2 (product function: prevention, detection) x 2 (degree of perceived

product innovativeness: familiar, new) factorial design. The findings indicate that

messages for familiar products should be framed differently depending on perceived

product characteristics (prevention vs. detection) but positively framed messages

may be more persuasive for both new prevention and detection products. Health
consciousness was found to mediate framing effects in persuasion. Study 2 was

conducted with the objectives of testing the robustness of the moderating effect of

perceived product characteristics found in Study 1, considering multiple types of

message framing, as well as identifying more individual difference variables as

mediators. Travel healthcare products were tested to increase the external validity of
this research. The findings suggest that mixed (combining positive and negative)
frames could enhance message effectiveness only when subjects have prior

experience. Mood, perceived susceptibility and perceived severity of health threats
were also found to mediate framing effects on persuasion.
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SECTION I BACKGROUND TO THE STUDY

Chapter ONE
An Introduction

1.1. PREAMBLE

This study investigates the most appropriate message framing to present to

consumers in print advertisements for healthcare products using an experimental

research design. The primary objective is to demonstrate that the way information is

framed will affect advertising effectiveness. It also examines the relationship

between message framing and advertising effectiveness by exploring possible

moderators of perceived product factors and individual consumer differences.

This chapter traces the origins of the research project, outlines the theoretical

framework, and introduces the research questions and research design. It also

provides an outline of the remaining chapters.

1. 2. ORIGINS OF THE RESEARCH

This project was developed from a combination of academic interests and

professional experience. Interests in healthcare marketing were developed after

working at a dental department within a large university hospital. On beginning my

Ph.D. research at the University of Houston, I concentrated on consumer research,

taking a minor in psychology with a focus on health psychology. Based on the

literature I read, I found that framing was a popular and developing phenomenon.
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Framing research is grounded in the basic tenets of Kahneman and Tversky's

prospect theory (Kahneman and Tversky, 1979). According to the Social Sciences

Citation Index, Tversky and Kahneman's (1981, 1986, 1987; Kahneman and Tversky,

1984) articles were cited more than 3,000 times from January 1997 to February 2004.

I decided to pursue research in this area and consider its influences on healthcare

marketing. Specially, I decided to examine framing effects in healthcare product

advertising and the mediating effect of consumer experience. Subsequent study at

the University of Edinburgh and presentation of the research at various conferences

(see Appendix K for details) led to a broader research agenda, incorporating more

product and individual difference variables.

1. 3. THE HEALTHCARE MARKET

Healthcare contexts were emphasised in this research because of the market value

and the importance for public policy and communication. The healthcare market has

changed irrevocably in the last two decades with the emergence of 'healthcare

consumers' who, rather than being passive, have taken a more active role in their

own healthcare (Moorman and Matulich, 1993). Health expenditures have outpaced

the growth of the economy in 2002 (Department of Health, 2003). Total expenditure

on UK healthcare was worth £69.73 billion in 2002 in the UK, and opportunities for

growth in the healthcare market are expected to continue (Department of Health,

2003). Over-the-counter (OTC) pharmaceuticals and consumables had the highest

growth rate in 2002 primarily because of new product introductions expanding the

market. Marketing of healthcare products deserves our attention for further research.

One major challenge healthcare marketers face is effective communication. Internet

2



use has revolutionised the healthcare market dramatically. Using the keyword

"healthcare" leads to 7,870,000 related web sites from using a search engine (www.

google.com; Dec. 27, 2003). The Internet changes the information flow. Customers

can find reams of comparative information about companies and products without

leaving their office or home. Internet newsgroup such as health alternatives and web

site as WebMD (www.webmd.com) provide plenty of healthcare information and

related advertisements. Consumers are demanding more and more information, more

choices and more involvement in decision-making (Marietti, 1998). An important

marketing issue arising here is how to present information to best educate consumers

about healthcare and convince them to purchase related healthcare products or

services.

1.4. ADVERTISING EFFECTIVENESS AND MESSAGE

FRAMING

The ultimate goal of responsible healthcare advertising is to maximise message

persuasion and enhance informed choices. Advertisers are concerned about the

effectiveness of their messages since consumers encounter numerous advertisements

from many sources and through various media. Many marketing and advertising

studies have examined ways of enhancing advertising effectiveness. Various

approaches exist for conveying information to enhance consumer knowledge and

message persuasion such as fear appeals (Tanner, Hunt, and Eppright, 1991; Keller

and Block, 1996), risk messages (Bettman, Payne, and Staelin, 1986; Slovic, Fischoff,

and Lichtenstein, 1978) and message framing (Donovan and Jalleh, 1999). For

example, the way information is labelled or framed may significantly influence

3



consumers' judgements and decisions about the products (Donovan and Jalleh, 1999;

Smith, 1996; Ganzach and Karsahi, 1995; Woodside and Singer, 1994). An

understanding of framing effects has a direct application in the creative and effective

execution of advertising copy and layout (Arora, 2000).

An advertisement can be framed either positively or negatively. A positively framed

message might indicate that a company's product is superior to its competitors (e.g.,

"Tide washes clothes cleaner than Wisk"). Also, a positively framed message could

accentuate a brand's advantages or the potential gains to consumers resulting from

the purchase or use of the brand. This approach is very common in marketing. For

instance, tyre dealers advertise with messages such as "Buy longer lasting tyres for a

more comfortable ride." A negatively framed message emphasises the potential

losses to consumers if the brand is not chosen or the wrong decision is made. For

example, it is easy to find such sentences in an ad as "Don't miss out on this once in

a lifetime opportunity to ..." The basic emphasis of negatively framed messages is

on the benefits foregone or the adverse consequences of not using the product.

Although empirical research suggests that positively framed messages result in more

desirable responses than negatively framed ones (Levin and Gaeth, 1988), the effects

of message framing may vary under different conditions. For instance, a study of the

message framing effect on the promotion of detection health behaviours (Banks et al.,

1995) found that negative framing is more effective than positive framing in message

persuasion. Researchers also found that message framing may interact with other

marketing variables such as price (Grewal, Gotlieb, and Marmorstein, 1994).

4



From the discussion above, it seems that framing is an important tactic used in

increasing advertising effectiveness. However, research regarding the persuasive

effects of framing is not conclusive (Homer and Yoon, 1992). Recently, some

moderators such as involvement (Maheswaran and Meyers-Levy, 1990; Donovan and

Jalleh, 2000), credibility of source (Grewel et ah, 1994), and education of

respondents (Smith, 1996) have been found in the framing literature. Perceived

product characteristics and individual difference factors are considered and discussed

in the following two sections.

1.5. PERCEIVED PRODUCT CHARACTERISTICS

Consumer evaluations of products are influenced by two factors related to product

characteristics: perceived product innovativeness and perceived risk. When

consumers are confronted with a new product, they attempt to fit it into known

product categories (Ozanne et al., 1992; Ratneshwar and Shocker, 1988). However,

sometimes new products are too novel for consumers to categorise since consumers

do not have existing knowledge structures that can be invoked to make judgements.

Researchers suggest that consumers' prior knowledge will influence framing effects,

especially when the product experience is unfamiliar (Hoch and Ha, 1986). This

suggests that the more ambiguous a consumer's experience with a product, the more

his or her evaluations are susceptible to how the product is described.

The other factor affecting consumers' evaluations is product function(s), which

might be related to different levels of perceived risk. In general, healthcare products

serve prevention or detection functions. Prevention products help prevent health
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problems, which could be perceived as less or not at all risky. Detection products are

used for a diagnosis of a current health problem and inform people that they are sick,

which could be perceived as risky. For example, people regularly use mouth rinses

to prevent the build-up of dental plaque and the development of gum disease (Adam

and Addy, 1994). However, other mouth rinses are used to detect the presence of

dental plaque and the onset of gum disease. In either case, the behaviour can be

easily incorporated into someone's regular dental care routine. One obvious

distinction between prevention and detection products is the perceived risk, which is

a major component of consumer decision making and determines willingness of

purchase.

Another perceived product risk relates to product use. There are two major

dimensions of the perceived risk associated with using a healthcare product: (a)

salience of the health threat without using the product, and (b) salience of the side

effects associated with using the product. Severity of the health threat would

strengthen consumers' purchase intention, but the severe side effects accompanied

with the product usage would diminish their purchase intention. It is often seen in

travel scenarios. For example, insect repellent is usually safe to use for protecting

insect bites, which could be a mild problem but sometimes could be uncomfortable

for travellers. Thus, it can be viewed as a product coping with mild sickness without

much hazard. Using such a product should be perceived as low risk to a consumer.

On the other hand, anti-malaria tablets are used for combating malaria, which is a

serious disease. However, there are side effects of the medicine, some of which can

be serious or fatal. Therefore, its perceived risk could be high for a consumer.

6



This study examines how perceived product innovativeness and perceived risk

associated with a product interact with consumers' information processing and

influence their healthcare product purchasing decisions.

1. 6. INDIVIDUAL DIFFERENCES

Framing effects demonstrate the importance of the decision-making context on

choice (e.g., Levin et al., 1998). However, individual difference has been found to

be an important variable mediating framing effects (Maheswaran and Meyers-Levy,

1990; Rothman and Salovey, 1997; Levin et al., 2002). Four individual difference

factors will be emphasised in this study: health consciousness, perceived health

status, mood and individual general perception of risk (perceived susceptibility and

perceived severity).

Health consciousness and perceived health status are two important individual

cognitive difference factors which may determine the degree of effort a person is

likely to make to perform health enhancing behaviours (e.g., booking check-ups,

improving diet, or stopping smoking). People who are concerned about their health

should exhibit greater levels of general healthcare behaviours. Research in

marketing has shown that mood could influence health decision-making (Keller,

Lipkus, and Rimer, 2003) and interact with attitudes towards an ad or an advertised

product as consumers process information (Wegener, Petty and Klein, 1994). In the

health context, perceived susceptibility to health threats and perceived severity of

those threats are two critical components to determine how people perceive health

risk and why they engage in health related behaviours (Becker and Janz, 1987). This
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research will separately demonstrate exactly how these individual differences affect

the processing of incoming information and lead to different behavioural intentions

regarding promoted healthcare products. Considering these variables could help

healthcare marketers explain different purchasing patterns and design better strategy

segmentation and targeting strategies.

1. 7. THE RESEARCH QUESTIONS AND RELEVANT

DESIGN

This thesis draws on research across disciplines to develop a model of consumer

decision making for healthcare products that includes information representation

(message framing effects in advertisements), perceived product characteristics,

individual differences and purchase intent. This research project investigates

situations in which people have varying degrees of familiarity with healthcare

products, testing the idea that responses to advertising are influenced by the framing

of the ad, perceptions of the products, and individual differences in cognition, affect

and perceived health risk. Prospect theory (Kahneman and Tversky, 1979 and 1981)

and healthcare studies (Banks et al., 1995; Rothman et al., 1999) explain preference

behaviour based on subjective information interpretation and previous experience.

When consumers face a new healthcare product and have no usage experience and

few expectations, how do they evaluate it? How would these evaluations differ from

situations where consumers have pervious experience of that particular product?

How should advertisers frame messages for products of varying degrees of

innovativeness? Should they emphasise potential gains resulting from using the

product or the negative consequences of not buying the product? Will the
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effectiveness of positively framed advertising differ from negatively framed

advertising, and will these effects be the same for familiar and new healthcare

products? In addition, taking individual differences into consideration, what are the

possible mediators of framing effects? Examining these issues will help healthcare

advertisers to develop appropriate messages for particular types of products aimed at

different market segments.

The research issue above is of interest because: (1) it addresses an important cause of

context effects—the effect of uncertain values on evaluation and choice; (2) it sheds

light on how various degrees of perceived innovativeness impact consumer

evaluation of the product; (3) it examines how framing effects influence consumers'

intention to purchase; (4) it considers mediators of individual differences; and (5)

there are important implications for healthcare product advertising.

This study is predominately an inquiry into causality, intended to reveal a variety of

factors that may influence advertising success for healthcare products. Subsequently,

an experimental design was employed partly because this is the best method for

addressing issues of causality in social research. Moreover, control was essential to

be sure that the research was actually examining what it purported to assess. Most of

the measures were adopted from previous studies and the hypotheses were tested by

detecting framed advertising effects on subjects' responses: cognitive responses to

the ad, opinions of the ad, evaluations of the advertised product, and behavioural

intentions.
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1. 8. STRUCTURE OF THE THESIS

The remainder of this thesis is divided into three sections and eight chapters. The

next section includes three chapters forming the literature review. In Chapter Two,

prior to the application of message framing to advertising, the construct of framing

needs to be defined and clarified. Research on framing will be reviewed within the

realms of psychology, public health, business and consumer behaviour. Levin,

Schneider, and Gaeth (1998)'s taxonomy of framing will be introduced. Then the

effectiveness of framing effects in influencing different health behaviours will be

scrutinised and some feasible theoretical explanations will be reviewed. Finally, the

importance of the mediating role of individual differences on framing and a few

examples are discussed in terms of how they could enhance, reduce, or even

eliminate framing effects.

Chapter Three will examine the constructs of perceived product innovativeness and

perceived product risk. Theoretical, managerial and consumer perspectives on

product innovativeness will be introduced. The lack of familiarity with innovative

products and perceived risk associated with new products will be addressed to

explain why customer perceptions and evaluations differ between familiar and

innovative products. Then product innovativeness and message framing will be

linked and a possible relationship between these two variables will be identified.

Consumer perceptions of product risk, especially associated with healthcare products,

are the focus in the second half of the chapter. The relationship between perceived

healthcare product risks and message framing will be developed from the discussions

of related literature.
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Chapter Four will review mediators of individual difference in message framing,

incorporating cognitive variables (health consciousness and perceived health status),

affective state (participants' mood) and perceived health threats (perceived

susceptibility and perceived severity). Those factors are likely to affect how an

individual processes healthcare information, and may influence reactions to framed

advertising messages. Those variables will be introduced separately and discussed in

order. Interaction effects between each of the factors and framing effects will be

suggested from the literature reviewed.

The section that follows will review the experimental research conducted for this

study. In Chapter Five, research objectives and questions for Study 1 are specified.

Hypotheses will be detailed and methodological decisions will be defended. All

stages of the design of the study will be presented, along with the process of

recruitment and experimental procedures. In Chapter Six, the statistical analysis of

the data will be presented and discussed. Chapter Seven will review the

methodology of Study 2, designed to further develop our understanding of framing

effects. The results of this study will be presented, and related to the literature and

Study 1 in Chapter Eight. The last section (Chapter Nine) presents the conclusions

of this research, summarising key findings, reviewing the contributions to healthcare

advertising and consumer decision-making theory. Limitations of this study will be

discussed, as well as the implications for marketing strategy and suggestions for

future research.
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SECTION II REVIEW OF THE LITERTATURE

Chapter TWO

The Framing Construct

2.1. PREAMBLE

Message framing can be conceptualised as factually equivalent information that is

presented to consumers in different ways. Labelling a glass of water "half-empty" or

"half-full" is an example of message framing, as each label presents only one side of

the information (Paese, 1995). Over the past decade, studies of "framing effects" in

the area of human judgement and decision-making have proliferated, expanding to

include domains as diverse as health and clinical psychology (Banks et al., 1995),

business (Puto, 1987), taxation (Hasseldine and Hite, 2003), and consumer

perceptions (Levin and Gaeth, 1988; Levin and Chapman, 1990). Researchers have

also begun to examine the influence of mediating variables such as felt involvement

(Martin and Marshall, 1999), thinking styles (Shiloh, Salton and Sharabi, 2000) and

gender difference (Hasseldine and Hite, 2003).

In marketing, there is longstanding interest in how consumers respond to persuasion

attempts by marketers and how perceptions of the appropriateness of various

persuasion tactics influence their attitudes and behaviours (Friestad and Wright, 1994).

In healthcare marketing, there has been substantial effort devoted to shaping views on

public or personal health issues through information campaigns (Banks, Salovey,
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Greener, Rothman, Moyer, Beauvais, and Epel, 1995; Rothman and Salovey, 1997,

Rothman, Martino, Bedell, Detweiler, and Salovey, 1999). Researchers argue that

advertisers should pay attention to how messages are presented to consumers (e.g.,

Smith, 1996). The way information is labelled or framed may significantly influence

consumers' judgement and decisions about products (Smith, 1996; Ganzach and

Karsahi, 1995; Woodside and Singer, 1994). For example, positive framing

emphasises the benefits of purchasing the promoted product, and negative framing

stresses the potential loss if consumers do not purchase it. Using appropriate message

frames could increase the persuasiveness of messages to consumers, thereby

increasing sales (Martin and Marshall, 1999). Therefore, understanding framing

effects may aid the development of creative and effective advertising copy and layout

(Arora, 2000).

This chapter begins by introducing prospect theory (Kahneman and Tversky, 1979)

which is fundamental to framing theory, and outlining a taxonomy of three framing

manipulations (Levin et ah, 1998). It then considers the influence of framing on

consumer perceptions and some important implications for healthcare marketing,

followed by related persuasion theories such as negativity bias and fear appeals which

may help explain framing effects. Research on particular mediating variables is also

considered. The final section summarises these contributions and their importance,

and offers the theoretical base for the current research.
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2. 2. ORIGINS OF FRAMING: PROSPECT THEORY

2.2.1. Introduction of Prospect Theory

Framing research is grounded in the basic tenets of Kahneman and Tversky's prospect

theory (Kahneman and Tversky, 1979; Tversky and Kahneman, 1981). The theory is

influential in explaining decision-making under uncertainty and resulted in the award

of the Nobel Prize for Economics to Daniel Kahneman in 2002. Prospect theory

postulates that the value function of various alternatives for each individual is sigmoid

or S-shaped. The S-shaped function is concave for gains and convex for losses since

people exhibit more extreme reactions to a loss than to a gain of the same magnitude.

As the magnitude of loss increases, increments in this loss carry less subjective value.

For example, when people compare losses, the difference in subjective value between

a loss of £200 and a loss of £100 appears greater than the difference in subjective value

between a loss of £1,200 and a loss of £1,100. This function applies to gains, but in the

direction of increasing gain rather than loss. The difference in subjective value

between a gain of £100 and a gain of £200 is greater than the difference between a gain

of £1,100 and a gain of £1,200. Thus, the evaluation of alternatives is asymmetrical.

When the value function for gains and for losses are pieced together, an S-shaped

function is obtained, as displayed in Figure 2.1.
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Figure 2.1. The Prospect Theory Value Function,

with objective outcomes related to subjective values

Subjective Value (+)

Adapted from Tversky and Kahneman (1981), "The Framing of Decisions and
the Psychology of Choice," Science, 211, p. 454.

The implication of these functions is that people become willing to take a risk for the

possibility of a relatively small loss because if they lose, the loss is not a great

proportion of what they had and therefore is worth taking the risk. For example,

consider a situation in which an individual is forced to choose between an 80% chance

of losing £1,000 (with a 20% chance of losing nothing) and a sure loss of £800. A

majority of people express a preference for the gamble over the sure loss. This is

risk-seeking choice because the expectation of gambling with a potential loss is
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superior to the expectation of the sure loss. However, people would be less willing to

take a risk for the possibility of a small relative additional gain because this extra gain

is not subjectively worth taking the associated risk. For example, when individuals are

forced to choose between two options: a sure gain of £200 and 20% chance of gaining

£1,000 (with 80% chance of gaining nothing), more people choose a sure gain instead

of the potential gain because the expectation of a sure gain of £200 is superior to the

expectation of gambling with a potential gain.

2.2.2. Prospect Theory and Framing Effects

Prospect theory proposes that an advantage for a loss-frame message occurs because

of cognitive mechanisms, which involve assessing the value of gains compared with

losses. For two decades, researchers have investigated the conditions under which

framing message content either positively or negatively influences consumers'

decisions. Here framing refers to the presentation of one of two equivalent value

outcomes to different decision makers, where one outcome is presented in positive or

gain terms, and the other in negative or loss terms (Kahneman and Tversky, 1979;

Tversky and Kahneman, 1981). A positively framed message emphasises the benefits

to be gained by adopting a promoted course of action, whereas a negative frame

focuses on the loss of these same benefits if the course of action is not adopted. The

framing postulate of prospect theory states that people's decisions are sensitive to how

information is presented. Specifically, people are risk-seeking in their preferences

when considering loss-framed information (in loss domain) but are risk averse in then-

preferences when considering gain-framed information (in gain domain). They will

select an option to avoid a loss even at the "price" of risk-taking, but avoid risk that
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might turn a gain into a loss. This perspective has led to numerous insights into

decision making behaviour, and the approach forms a strong foundation for

understanding a wide variety of phenomena (see Levin, Schneider, and Gaeth (1998)

for a review).

2. 3. TAXONOMY OF FRAMING MANIPULATIONS

As the popularity of studies has increased, there have been differences in the

manipulation of decision scenarios and decision frames. Levin et al. (1998) responded

to the apparent confusion in the literature by identifying three distinctive types of

framing: risky choice framing, attribute framing and goal framing.

2.3.1. Risky Choice Framing

Risky choice framing is the standard framing approach. It has been largely based on

the now famous "Asian disease problem" originally proposed by Tversky and

Kahneman (1981). It illustrates how valence affects willingness to take a risk. In this

type of framing, the outcomes of a potential choice involving options differing in level

of risk are described in different ways. In the "Asian disease problem", people were

asked to imagine that the U.S. was preparing for the outbreak of an unusual Asian

disease, which was expected to kill 600 people. They were presented with two

alternative programmes to combat the disease. Half the sample (N= 152) were

presented with positively framed programmes:

Programme A: 200 People will be saved.

Programme B: One-third probability 600 people will be saved, two-thirds

probability that nobody will be saved.
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The other half of the sample (N= 155) was presented with negatively framed

programmes:

Programme C: 400 People will die.

Programme D: One-third probability nobody will die, two-thirds probability that

600 people will die.

Mathematically, the options available to the first group were equivalent to the options

presented to the second group. The only difference was that options A and B are

worded in terms of gains (lives saved) whereas options C and D are worded in terms of

losses (deaths). The overall expected values are the same. Theoretically, therefore, the

same proportion of subjects should have selected option A as selected option C.

Similarly, the same proportion of subjects should have selected option B as selected

option D. However, in actuality the preferences shown by Kahneman and Tversky's

subjects were as follows: A—72%, B—28%, C—22%, and D—78%.

Tversky and Kahneman found a "choice reversal," where the majority of subjects who

were given the positively framed version (a sure saving of one-third lives versus

one-third chance of saving all the lives and a two-thirds chance of saving no lives)

selected the option with the certain outcome (programme A) because people are

satisfied with preserving a certain gain, as compared with an alternative that offers the

chance of larger gain but also the chance of gaining nothing. The subjective value of

saving 600 lives is not sufficiently greater than the value of saving 200 lives to justify

the risk of saving no one. On the other hand, the majority of subjects who were given

the negatively framed version (a sure loss of two-thirds the lives versus a one-third
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chance of losing no lives and two-thirds chance of losing all the lives) selected the

risky option (programme D) because the subjective cost of losing 600 lives is not

appreciably greater than losing 400 lives and people are willing to run the risk of a

larger loss to try to avoid any losses (see Figure 2.2). Since the two versions are

formally identical, this result indicates inconsistent behaviours, violating notions of

rational choice that are postulated in normal decision theory. Tversky and Kahneman

explained this choice reversal in terms of their prospect theory (Kahneman and

Tversky, 1979), which assumes that the framing manipulation determines whether

outcomes are evaluated in terms of gains or losses and that most subjects have an

S-shaped subjective value function that is concave in the domain of gains (supporting

risk aversion in the positive framing condition) and convex in the domain of losses

(supporting risk seeking in the negative framing condition).
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Figure 2.2. Example of Risky Choice Framing Manipulation

SURE THING

OPTION

RISKY OPTION

OPTION

Evaluation

SURE THING
OPTION

RISKY OPTION
OPTION

compare to
determine

framing effect

NEGATIVE

FRAME

Adapted from Levin, Schneider, and Gaeth (1998), "All Frame Are Not Created Equal:
A Typology and Critical Analysis of Framing Effects,"

Organizational Behaviour and Human Decision Processes, 76 (2), p. 152.

The concepts have been applied to various decision contexts, including industrial

decision (Hogarth, 1987), bargaining settlement (Neale and Bazerman, 1985), and

time allocation (Paese, 1995). Hogarth (1987) rephrased the scenario into an industrial

context wherein $6,000,000 of a company's money was at risk because of a price

increase by the "supplier of crucial component." One group of subjects was told that

option A would save the company $2 million for sure, while option B offered a

one-third probability that the company could save the entire $6 million and a two-third

probability that it would save nothing. Approximately 75% of subjects picked option
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A. For the other group of subjects, these same objective facts were presented as a

choice between a certain loss of $4 million (option C), versus a once-third probability

of not having any loss and a two-third probability of losing $6 million (option D).

About 80% of subjects chose option D.

Neale and Bazerman (1985) applied it to bargaining behaviour and found that

settlement (risk averse choice) was more likely when outcomes were expressed as

gains and negotiation (risky choice) were more likely when outcomes were framed as

losses. Quails and Puto (1989) studied industrial buying decisions and experimentally

manipulated environmental factors (e.g., price trends, supply availability trends) in

mostly industrial situations to influence the decision making. Consist with prospect

theory, they found that industrial buyers exposed to optimistic scenarios made a

greater proportion of risk averse choices for adoption of cost advantage when the

message was framed positively (i.e., they were told they would gain an important cost

advantage) than when the message was framed negatively (i.e., they were told they

would avoid losing an important cost advantage). Paese (1995) found the choice

reversal in time allocation decisions made by subjects who were offered a choice

between performing an unpleasant task for a fixed amount of time or gambling on

avoiding versus prolonging the task. Most subjects took the gamble, especially in the

negative frame condition. Overall, the evidence for the effect of framing on risky

choice reveals a relatively consistent tendency for people to be more likely to take

risks when options emphasise the chance of avoiding losses rather than the chance of

realising gains (see Kuhberger, 1998 for a review).
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Although risky choice framing has received little attention in the marketing literature,

the other two categories considered by Levin et al. (1998) have been related to

consumer perceptions and behaviour. In the following two sections, attribute framing

and goal framing will be introduced and discussed separately.

2.3.2. Attribute Framing

Attribute framing makes the characteristics of an object or event the focus of the

framing manipulation, and studies usually examine the impact of this on consumer

judgement or other forms of item evaluation (see Figure 2.3 for an example). This

type of manipulation has been quite common since the mid 1980s, with studies

investigating its impact on evaluations of job placement programmes (Davis and

Bobko, 1986), industry project teams (Dunegan, 1993), medical treatments (Levin,

Schnittjer, and Thee, 1988), and condom use (Linville et al., 1993). Attribute framing

represents the simplest case of framing, making it especially useful for gaining a basic

understanding of how descriptive valence influences information processing (Levin,

Schneider, and Gaeth, 1998). Levin, Schneider, and Gaeth (1998) labelled it as

attribute framing because only a single attribute within any given context is the subject

of the framing manipulation. Because attribute framing is restricted to the simplest

case, it allows the most straightforward test of the influence of positive and negative

framing.

In attribute framing, the dependent measure of interest is not choice between

independent options, but the evaluations of the object or the event. Evaluations can

take the form of ratings of favourability (e.g., Rate the program on a scale from bad to
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good, or from completely unacceptable to completely acceptable) or they may be

measured as yes/no judgements (e.g., Would you be in favour of the programme?).

The latter type of evaluation may be also interpreted as a choice between accepting

versus rejecting an object or event but it represents a degenerate case of choice because

the "options" are simple unspecified complements. Hence, the choice does not

provide anything but evaluation information. In contrast, risky choice framing

involves options that are independent so that the evaluation of one option does not

provide information about evaluation of the other option.

Attribute framing has also been used quite frequently in marketing studies, for

example in the area of consumer food perceptions (Levin, 1987a, Levin and Gaeth,

1988). Examining consumer perceptions of beef, Levin (1987a) and Levin and Gaeth

(1988) described a meat product attribute in favourable (75% lean beef) or

unfavourable (25% fat) terms. A sample of ground beef was rated as better tasting and

less greasy when it was labelled in positive terms (75% lean) rather than in negative

terms (25% fat). They found that perceptions of the quality of ground beef depended

on whether the beef was described as "75% lean" or "25% fat" and found support for

the steeper gain function by showing the significant impact of positive framing. These

authors suggest that a product attribute presented positively was more effective in

eliciting positive attitudes than a product attribute presented negatively. Johnson

(1987) replicated Levin's (1987a) study also concluded that positive framing is more

effective. Similarly, performance ratings for a basketball team were higher when

information was presented as the proportion of shots made rather than the proportion

of shots missed (Levin 1987b), and cars were evaluated more favourably by American
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subjects when described in terms of "% American workers employed" rather than "%

non-American workers employed" (Levin et al, 1996).

Figure 2.3. Example ofAttribute Framing Manipulation

OBJECT OR EVENT

POSITIVE

FRAME

OBJECT OR EVENT

compare to determine
framing effect

NEGATIVE

FRAME

OBJECT OR EVENT

Adapted from Levin, Schneider, and Gaeth (1998), "All Frame Are Not Created Equal:
A Typology and Critical Analysis of Framing Effects,"

Organizational Behaviour and Human Decision Processes, 76 (2), p. 158.

Intuitively, it may not seem surprising that positive framing supports more favourable

evaluations and that negative framing supports less favourable evaluations. On the

other hand, this finding reveals important aspects of cognitive processing. First it

establishes that even at the most basic level, the valence of a description often has

substantial influence on the processing of that information. Second, the results of

studies involve attribute framing provide insights into the nature of these processing

differences. Positive framing leads to an encoding of the information that tends to
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evoke favourable association in memory, whereas the negative framing of the same

attribute is likely to cause an encoding that evokes unfavourable associations (Levin

and Gaeth, 1988). Indeed, they found evidence of valence-consistent shifts in

hamburger evaluation not only with respect to the manipulated dimension of fat/lean,

but also for associated dimensions such as taste, greasiness, and quality.

It is worth noting that only a few studies were found which incorporated mixed frame

messages and these were not discussed in Levin et al. (1998). O'Connor et al. (1989)

first integrated a mixed frame in a study of patients' preferences for cancer

chemotherapy and found that positively framed (probability of survival) or mixed

framed (probabilities of both surviving and dying) messages resulted in higher

preferences for a toxic treatment than negatively framed messages (probability of

dying). In more recent research, Armstrong et al. (2002) investigated whether framing

of information as survival curves or mortality curves affects understanding of the

information or the preferred alternative, and whether presenting both survival and

mortality curves reduces the framing effect. They found that participants who

received only survival or both survival and mortality curves were significantly more

accurate in answering questions about the information than participants who received

only mortality curves. Thus, framing appears to affect not only people's attitude

towards the recommendation and their intention to choose the recommended option,

but also the comprehension of the information, and further, their confidence in the

decision taken. Literature showed no significant difference between mixed framing

and positive framing but mixed framing or positive framing could be more effective

than negative framing.
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2.3.3. Goal Framing

The final type of manipulation is goal framing, in which the relationship between

behaviours and goal attainment is framed. In a common example of this type of

framing effect, the impact of a persuasive message has been shown to depend on

whether the message stresses either the positive consequences of performing an act or

the negative consequences of not performing the act. The positive frame focuses

attention on the goal of obtaining the positive consequences (or gain), whether the

negative frame focuses attention on avoiding the negative consequence (or loss). A

distinguishing feature of goal framing manipulations is that both framing conditions

promote the same act. Previous studies suggest that both frames should enhance the

evaluation of the issue compared with information presented neutrally, but the

question here is which type of goal is the more powerful enhancer (Levin, Schneider,

and Gaeth, 1998). In other words, the question in goal framing is which frame,

positive or negative, will have the greater persuasive impact. This type of framing

manipulation is a relatively recent arrival in the framing literature and has been

popular in the health communication and consumer judgement literature. It is

designed to influence the implicit goals that an individual adopts.

A well-known example of a goal framing effect has been documented by Meyerowitz

and Chaiken (1987) on breast self-examination (BSE). It is assumed in both frames

that BSE is a "good" thing to do in that it has beneficial or good consequences in both

the positive and negative frames. However, the positive frame describes those good

consequences in terms of the goal of obtaining the potential gains associated with

doing BSE, whereas the negative frame describes those good consequences in terms of
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the goal of avoiding the potential losses associated with not doing BSE. The positively

framed message stated "Women who do BSE have an increased chance of finding a

tumour in the early, more treatable stages of the disease." The negatively framed

message stated "Women who do not do BSE have a decreased chance of finding a

tumour in the early, more treatable stages of the disease." The findings reveal that

subjects who read a loss-framed pamphlet showed significantly more positive

motivations, attitudes, and actual behaviour four months after an experiment than

those in a gain-frame and two control groups (see Figure 2.4).

Figure 2.4. Example of Goal Framing Manipulation
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Adapted from Levin, Schneider, and Gaeth (1998), "All Frame Are Not Created Equal:

A Typology and Critical Analysis of Framing Effects,"
Organizational Behaviour and Human Decision Processes, 76 (2), p. 167.
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Consumer research studies have also found negative framing to be more persuasive. It

was found to be more attention-grabbing in general and received greater scrutiny than

positive information (Ditto and Lopez, 1992; Homer and Yoon, 1992). Ganzach and

Karsahi (1995) found that a negatively framed message (emphasising the benefits lost

and financial costs of nonuse) attracted significantly greater credit card usage among

lapsed card holders than did the positively framed message, indicating that consumers

are less willing to bear the cost of a surcharge than to forego a discount. This effect

persisted in a six-month follow-up. Reese et al. (1997) found that hearing-impaired

veterans were more likely to keep new hearing aids when told of losses from not

having hearing aids rather than benefits gained from having one, but they found no

effect for initial willingness to try a hearing aid.

Meszaros, Johnson, Hershey, Kunreuther, and Pollister (1991) provided convincing

evidence of framing effects, finding that a loss frame had a greater impact in car

insurance special clause selection; subjects were less willing to sustain a loss than to

forego an equivalent gain. Their pseudo-experiment compared responses to car

insurance clauses in Pennsylvania and New Jersey which described the same coverage

in different ways. In Pennsylvania, the clause read that the regular rate included the

right to sue under any conditions, but if the insured wanted to give up this coverage for

minor injury accidents, they would receive a discount. In New Jersey, the exact same

potential coverage was described. However, the description implied standard auto

insurance would now be cheaper but would no longer allow insureds to sue when

accidents involved only minor injuries. If the insured chose to pay an extra premium,

they could increase their coverage so it would allow them to sue as a result of any
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accident. Far fewer insureds retained their right to sue under any condition in the state

of New Jersey than in Pennsylvania. Having the right to sue under any condition

seems less valuable if people feel that they would have to pay extra to maintain it than

if people feel that they already own it and could lose it (i.e., obtaining a good is not as

valued as avoiding its loss).

It is worth noting that recent researchers examined possible dimensions underlying

construction of gain and loss frames (Brendl, Higgins and Lemm, 1995). Some

investigators have noted that there are many ways to construct gain- and loss-frame

messages. For example, Petty and Wegener (1991) observed that a persuasive

argument can point to a good consequence that is likely to occur if the advocated

position is adopted or a bad consequence that is likely to be avoided. Alternatively, a

persuasive argument can highlight a bad consequence that is likely to occur if the

position is not adopted or a good consequence that is unlikely to occur. Brendl et al.

(1995) likewise suggested that there are four ways of framing a message: as a gain, a

loss, a nongain, or a nonloss. A gain is an instance of the general category presence of

positive outcomes. A nongain is an instance of category absence of positive outcomes.

A loss is an instance of the category presence of negative outcomes. A non-loss is an

instance of category absence of negative outcomes. These four categories differ in

terms of three factors: valence quality, outcome focus and presence-absence of an

outcome. Whereas some investigators have suggested each of the four message

frames may have a differential impact (e.g., Higgins, Roney, Crowe, and Hymes, 1994;

Higgins and Tykicinski, 1992), others believe that it is the gain and loss qualities of the

message that are critical (e.g., Petty and Wegener, 1991, Detweiler et al., 1999). For
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the purpose of simplification, this thesis fell in the latter camp focusing only on gain-

and loss-framed messages. It is also worth taking a notice that in Levin et al.'s (1998)

taxonomy, they failed to integrate the mixed frame manipulation though only a limited

literature could be found. A mixed frame combines gain and loss information into one

message to promote a particular health behaviour (Treiber, 1986; Wilson, Wallson, and

King, 1990). More detailed introductions related those pieces of work will be

discussed later (in Section 2.4).

2.3.4. Summary of the Taxonomy of Framing Manipulations

By way of review, Table 2.1 summarises how the three types of framing differ from

one another in (1) what is framed, (2) what the frame presumably affects, (3) how the

phenomenon is typically measured, and (4) the important results within each framing

type. In risky choice framing, the complete set of options differing in risk level is

framed either positively or negatively, and the effect of risk preference is assessed by

comparing the frequency of choice of the risky option in each framing condition. In

attribute framing, a single attribute of an object or event is framed (labelled) positively

or negatively, and the effect on item evaluation is assessed by comparing attractiveness

ratings for the object or event in each framing condition. In goal framing, the

consequences of a particular behaviour are specified in either positive or negative

terms, and the impact of alternative framing in persuading the decision maker to

engage (or not engage). The behaviour is assessed by comparing the rate of adoption

of the behaviour in the two framing conditions.

Because of differences in operationalisation and in explanations, the three types of
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framing effects cannot and should not be treated the same. Not recognising the

distinctions leads to unwarranted comparisons that may create unnecessary confusion

(Levin et al. 1998). The typology offered by Levin et al. (1998) makes it easier to

understand and interpret differences in framing effects across studies of consumer

perceptions and choice. In risky choice framing, a choice shift typically occurs such

that positive frames generally enhance risk-averse responses relative to negative

frames. In attribute framing, attributes are judged more favourably when labelled in

positive rather than negative terms. And in goal framing, a negatively framed

messages emphasising losses tends to have a greater impact on a given behaviour than

a comparable positively framed message emphasising gains. The typology clarifies

the likely mechanisms behind framing, serves to reduce confusion in comparing

valence-based framing effects, and provides a significant contribution in organising

the framing literature.

Table 2.1 Summary ofMethodological Differences in

Risky Choice, Attribute, and Goal Framing

Frame What is

type framed
What is affected How effect is Important results

measured within each

framing type

Risky Set of Risk preference
choice options with

different risk

levels

Comparison A choice shift
of choices for typically occurs

risky options such that positive
frames generally
enhance risk averse

responding
relatively negative
frames.
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Table 2.1 Summary ofMethodological Differences in

Risky Choice, Attribute, and Goal Framing (Continued)

Frame What is What is How effect is Important results
type framed affected measured within each

framing type

Attribute Object/event Item Comparison of Attributes are

attributes or evaluation attractiveness judged favourably
characteristics ratings for a single when labelled in

(different item positive terms than
consequences) negative terms.

Goal Consequence Impact of Comparison of Negatively framed
or implied goal persuasion rate of adoption of (loss -focused)
of a behaviour the behaviour messages tend to
(same have greater impact
consequence) on a given

behaviour than

positively framed
(gain-focused)
messages.

Partially adapted from Levin, Schneider, and Gaeth (1998), "All Frame Are Not
Created Equal: A Typology and Critical Analysis of Framing Effects,"

Organizational Behaviour and Human Decision Processes, 76 (2), p. 151.

2.4. FRAMING EFFECTS IN HEALTH-RELATED MESSAGES

Since nearly all health-related information can be constructed in either positive or

negative ways, framing effects have been applied to personal healthcare

decision-making (Rothman and Salovey, 1997). To date, the success of these appeals

varies widely, kindling controversy over the best ways to advertise and advocate

health-related behavioural changes. Experiments concerning message framing and
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health behaviour have been inconsistent in their manipulations of framing (refer to

Edwards et al. (2001) for a review), which may explain apparently contradictory

findings.

Studies of surgical preferences have consistently used a manipulation of "different

consequences," emphasising either the positive or the negative consequences of

surgery (e.g., McNeil et al., 1982). It is also called "attribute framing" in Levin et al.'s

typology of framing (1998). These studies often examine subjects' perceived

willingness to accept a particular treatment. Positively framed messages (90%

likelihood of no side effects) stimulate more positive response to immunisation than

negatively framed ones (10% probability of side effects) (Jalleh, 1992). For example,

Linville et al. (1993) indicated that subjects are more supportive of condoms described

as having 90% success rate rather than 10% failure rate. The findings also reveal that

a condom was rated more positively when it was labelled in a positive light (90%

success rate) rather than in a negative light (10% failure rate). For surgical procedures,

messages framed in positive outcomes (probability of success or survival rate)

increase compliance with treatment or surgery than in negative outcomes (probability

of failure or death rate) (Marteau, 1989; Wilson, Kaplan and Schneiderman, 1987;

Jacoby, Baker, Chadwick and Johnson, 1993; Llewellyn-Thomas, McGreal, andThiel,

1995; McNeil, Pauker, Sox and Tversky, 1982; O'Connor, Pennie, and Dales, 1996).

Selecting surgery is the risk averse option as it may alleviate a health problem and lead

to longer life. Therefore, when survival rates of a medical procedure are emphasised,

people are more likely to approve of the procedure than when the mortality rates of the

procedure are emphasised. The same alternative was rated more favourably when
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described positively than when described negatively. In fact, each of these studies

revealed that exposure to positively framed information leads to greater preferences

for the surgical option.

In contrast, Banks et al. (1995) used a manipulation of "same consequences,"

classified as "goal framing" in Levin et al.'s typology of framing (1998). They

investigated the persuasiveness of framing in the area of health care, especially

mammography screening for breast cancer. The positive frame describes those good

consequences in terms of the goal of obtaining the potential gains associated with

mammography screening, whereas the negative frame describes those good

consequences in terms of goal of avoiding the potential losses associated with not

being screened. They corroborated Meyerowitz and Chaiken's (1987) findings

favouring loss-framed information in the promotion of breast cancer detection and

found that women who viewed the loss-framed message were more likely to have

obtained a mammogram during the follow-up period than women exposed to a

gain-framed message. Similar results were found for skin cancer detection (Rothman

et al., 1993a; Block and Keller, 1995) and smoking (Wilson et al., 1987).

The manipulation of goal framing is quite different from that of attribute framing.

Attribute framing would portray mammography screening as a relatively "good" thing

to do in the positive frame and as a relatively "bad" thing to do in the negative frame

(e.g., by accentuating either the hit rate or the false alarm rate). In contrast, with goal

framing, it is assumed in both frames that mammography utilisation is a "good" thing

to do in that it has beneficial consequences in both the positive and negative frames.
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However, the positive frame describes those good consequences in terms of the goal of

obtaining the potential gains associated with a regular mammogram, whereas the

negative goal frame describes those good consequences in terms of the goal of

avoiding the potential losses associated with not having mammogram.

There seem to be parallels between goal framing studies and literature on the

effectiveness of fear appeals (Evans et al., 1970; Rippetoe and Rogers, 1987; Sutton

and Hallett, 1988). The aim of fear appeals is to persuade the individual that if they

follow the message's prescription (e.g., use a breath freshener), they will not

experience the negative consequences (bad breath) (e.g., Rhodes and Wolitski, 1990;

Arora, 2000). Fear arousal may enhance persuasion (King and Reid, 1990) or result in

an increase and then a decrease in persuasion (Janis, 1967). The persuasive impact of

fear-evoking messages is typically assessed by the level of elaboration and agreement

with the advocated solution. However, the effectiveness of a fear appeal depends on

the level of fear. Keller and Block (1996) found several conditions to undermine

elaboration on a solution for both low and high levels of fear. When the problem is not

perceived as serious, as is often the case when an appeal invokes a low level of fear, an

individual is unlikely to elaborate on the solution. For instance, if a car accident

involving alcohol merely causes stiffness in the joints and tearing of the skin on one's

knees, one is unlikely to be motivated to elaborate on the solution (e.g., designate a

person to serve as driver). When the harmful consequences are perceived as too severe,

as in the case of the high fear appeal (e.g., drinking and driving may lead to paralysis

during the car accident), one may engage in defensive denial of the message by

denying either the existence of a problem (e.g., "I only have two drinks if I'm driving")
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or its importance (e.g., "Drinking is not the only cause of traffic accidents"). Again,

there is little elaboration for the solution. To sum up, an appeal generating low levels

of fear would benefit by more elaboration on the harmful consequences so that

recipients are motivated to seek a solution. By contrast, a message that evokes high

levels of fear would benefit from a decrease in elaboration of the harmful

consequences and a focus on the solution. However, invoking too much fear touches

off intense feelings of anxiety, which causes individuals to avoid the ad (Higbee, 1969).

Under such circumstances, it may not be hard to understand why a direct relationship

holds between appropriate use of fear appeal (e.g., information on negative

consequences) and attitude enhancement (Krisher et al., 1973) but the relationship

does not hold when too much fear appeal is used. The fear appeal literature generally

concludes that messages that contain moderate levels of fear appeals are more

effective than messages that contain extreme fear or no fear at all. These explanations

provide fruitful insights into why negative framing may work in some cases, but not in

all.

There is one more framing manipulation combining positively and negatively

information into one message to promote a particular health behaviour (Treiber, 1986;

Wilson, Wallson, and King, 1990), which has not been discussed in detail. Here the

combination of positively and negatively framed messages arouse conflict as to the

risks involved in compliance and noncompliance, but provide a satisfactory solution to

the conflict at the same time (Janis and Mann, 1977). Very limited literature was found

which dealt with the mixed framing manipulation. Amixed frame message combining

positive and negative framing was found to not only provide the advantage of fear
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appeals by negative framing but also arouse positive favourable attitudes by positive

framing (Treiber, 1986). Treiber (1986) suggested that a combination of a five-minute

film ("Children and Infants in Car Crashes," 1977) (negative framing) and a one-page

handout (positive framing) was significantly more effective than the negative framing

approach. One serious criticism of Treiber's (1986) findings is the lack of control for

potentially confounding factors. For example, effectiveness of framing effects might

confound modality of presentation; negative information was presented in a film and

positive information was presented in a written handout. A potential influence of

message salience on compliance that may be attributed to differences between these

two modalities were not controlled. In a study of smoking cessation by Wilson,

Wallston, and King (1990), subjects were randomly assigned to one of two contract

framing condition: gain or a combination of gain/loss since their pilot study suggested

that the loss wording alone was awkward and difficult for participants to understand.

The wording of both types of contracts was identical except for the phrase about

obtaining the reward. In the gain frame condition, the contract stated that if subjects

successfully completed their contracts they could receive their rewards. In the

combining gain/loss frame condition, in addition to the gain frame wording, the

contract stated that if they did not successfully complete their contracts they would not

receive their rewards. In their study, they found that a combined positively and

negatively framed messages decreased the number of cigarettes smoked by people

with a low desire to quit, but framing had no effect on smoking cessation for people

with moderate of high desire to quit. Farrell et al. (2001) indicated that a mixed

framed message might closely reflect what happens in clinical practice (for clinicians

and patients) and included it as part of a study of message framing in safety of blood
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for transfusion. They found that participants receiving the gain-framed information

(known facts about the safety of blood transfusion) were significantly more confident

of the safety of blood for transfusion than those receiving loss-framed message

(possible negative consequences or risk involved) or both. Considering the

combination of positive and negative framing may help us to compare the framing

effects in a systematic way and understand the mechanisms concerning how message

framing affects people's intentions and attitudes.

Taking these three framing manipulations (i.e., positive, negative, and mixed) using

"same consequences" framing (goal framing), inconsistent findings regarding framing

effect on health-related behaviours have been observed. For example, negatively

framed messages effectively promoted BSE (Meyerowitz and Chaiken, 1987), but

positive (Christophersen and Gyulay, 1981) and mixed frame messages (Treiber, 1986)

increased the use of an infant car restraint. Furthermore, a mixed frame messages

decreased the number of cigarettes smoked by people with a low desire to quit

although framing had no effect on smoking cessation for people with moderate or high

desire to quit (Wilson, Wallston, and King, 1990).

Although different effects resulting from positively and negatively framed information

could be due to different framing manipulations, a consistent framing effect on

health-related behaviours is not observed even among studies of goal framing. A

variable that may help clarify the influence ofmessage framing on health behaviours is

the nature of the behaviour being promoted- that is, whether it is a prevention

behaviour or a detection behaviour (Rothman and Salovey, 1997).
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2.5. GOAL FRAMING IN PROMOTING PREVENTION VS.

DETECTION HEALTH BEHAVIOURS

Health behaviours can be thought of as performing one of two functions. Prevention

behaviours prevent the onset of a health problem and include such activities as doing

exercise, wearing a seatbelt, applying sunscreen, using a condom, and losing weight.

In general, adopting prevention behaviour can be conceived of as a relatively safe

behavioural alternative that maintains one's current healthy status. Detection

behaviours, such as breast self-examination, mammography, Pap tests, and colorectal

exams, are performed to discover early signs of a disease so that treatment

effectiveness and prognosis may be optimised. Distinguishing between prevention-

and detection- oriented behaviours has had important implications for predictions

about risk assessment, treatment, decisions, and the maintenance of behaviour change

(Fielding, 1978; Kasl and Cobb, 1966; Kirscht, 1983; Weinstein, 1988).

An important difference between prevention and detection behaviour is the perceived

degree of proximal risk (Banks et al., 1995). Even though detection behaviours are

performed to minimise long-term risks (i.e., finding diseases at early stage when

prognosis is improved), they carry the immediate "risk" of discovering a potentially

fatal disease (e.g., discovering an abnormality in the breast). Prospect theory suggests

that risky options are preferred when people consider losses. Thus, the performance of

detection behaviours should be best facilitated by negatively framed messages.

However, adopting a prevention behaviour can be seen as a relatively safe behavioural

alternative that maintains one's current healthy status and may not be perceived as

risky at all. Choosing to perform a prevention behaviour is less risky or, in the
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language of prospect theory, a risk-averse option since it maintains good health.

Because risk-averse options are preferred when people consider benefits or gains,

positively framed messages may be more likely to facilitate the performance of

prevention behaviours.

2.5.1. Goal Framing in Promoting Prevention Behaviours

By using the behavioural classification discussed above, the inconclusive results of

framing effects and the debate concerning the effectiveness of different message

framing strategies can be mostly solved. Prevention behaviours appear to be promoted

best by gain-framed messages.

Robberson and Rogers (1988) compared positively and negatively framed messages

promoting intentions to exercise among women who were not exercising regularly.

Women read framed messages that focused on how physical exercise affects either

health or self-esteem. Although framing had no systematic effect on the

persuasiveness of the health-based appeals, when the women read the gain-framed,

self-esteem appeal, it led to stronger intentions to exercise. In two studies,

investigators have examined the parental use of infant car seats (Christophersen and

Gyulay, 1981; Treiber, 1986). In one study, mothers who were exposed to arguments

that emphasised the positive consequences of using a car seat increased their use of

them over the next six months (Christophersen and Gyulay, 1981). Although this

study did not include a loss-frame condition, the observed increase compared

favourably with previous attempts to improve behaviour with messages that

emphasised the consequences of not using a car seat (a loss frame). In an extended
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replication of this study, mothers who received a combination of gain- and loss-framed

information about car seats increased their subsequent use (Treiber, 1986). However,

the loss-framed message was conveyed in a 5-min film ("Children and Infants in Car

Crashes," 1977) which depicted the consequences of nonusage and usage of car

restraints in crash tests. The gain-framed message was a modified one-page handout

of the Christophersen and Gyulay (1981) written protocol. The handout included the

benefits of using a car restraint use as well as behaviour modifications strategies to

help establish restraint use as an enjoyable routine to avoid resistance as the child

grows older. Because of the substantial differences in format, the relative

effectiveness of the two manipulations is hard to ascertain.

Initial empirical support for the gain-frame advantage in promoting prevention

behaviours comes from Rothman, Salovey, Antone, Keough and Martin (1993), who

investigated the effects of gain- and loss-framed messages on college students'

intentions to use sunscreen. Rothman et al. (1993b, Experiment 2) examined the

influence of framing on intentions to use sunscreen with appropriate SPE Women

who previously read a gain-framed pamphlet were significantly more likely to request

a sunscreen sample than those who had read a loss-framed pamphlet. However, men

were not influenced differentially by these messages. Block and Keller (1995,

Experiment 2) also reported an advantage for gain-framed brochures about skin

cancer-prevention behaviours, though the increase was not significant. Finally, a

combined positively and negatively framed message influenced the number of

cigarettes smoked, but only for people who had a low desire to quit (Wilson et al.,

1990). Although research findings on prevention behaviours are inconsistent, they do
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suggest that there may be some advantage for positive framing. This pattern stands in

contrast to research on detection behaviours favouring negative framing.

2.5.2. Goal Framing in Promoting Detection Behaviours

Investigations of detection behaviours reveal an advantage for loss-framed messages

in promoting breast self-examination (Meyerowitz and Chaiken, 1987; Meyerowitz,

Wilson and Chaiken, 1991), mammography screening of breasts (Banks et al., 1995),

HIV-testing (Kalichman and Coley, 1995; Schneider et al., 2001), skin cancer

examinations (Block and Keller, 1995; Rothman, Pronin and Salovey, 1996), and

blood-cholesterol screening (Maheswaran and Meyers-Levy, 1990). Negatively

framed information increases consumers' need for information about the relevant

attribute, its negative consequences, and ways to avoid their occurrence (Burnkrant

and Sawyer, 1983). This increased need for information affects consumers' levels of

information acquisition and elaboration. Moreover, sometimes gain-framed messages

create a boomerang effect, shifting consumer attitudes in the opposite direction from

that intended by the advocacy. They happen especially for detection products (Cox

and Cox, 2001). Such boomerang effects happen when the messages are highly

discrepant from subjects' prior attitudes (Dignan et al., 1985; Whittaker, 1968).

Gain-framed messages are viewed as providing relatively weak arguments for

detecting because these arguments do not provide consumers with a sufficient

justification for enduring the short-term costs of the target detection behaviour. In

contrast, loss-framed message are viewed as providing more powerful arguments for

why consumers should endure the short-term discomfort of having a health problem

possibly detected (Cox and Cox, 2001).
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Compared with gain-framed messages, exposure to loss-framed messages increased

participants' positive attitudes towards, and engagement in, BSE (Meyerowitz and

Chaiken, 1987; Meyerowitz, Wilson and Chaiken, 1991). In these two studies,

undergraduate women were given informational pamphlets about BSE, with

statements that were either gain or loss framed. Framing effects were obtained on

self-reported measure of BSE collected either after 2 months (Meyerowitz et al., 1991)

or 4 months (Meyerowitz and Chaiken, 1987). Banks et al. (1995) strengthened the

design of Meyerowitz and Chaiken (1987) in a number of ways. First, mammography

use was chosen as the target behaviour instead of BSE because mammography was a

more precise behavioural endpoint and women obtain mammograms only once per

year at most. The event is discrete and salient. Also, mammography is considered to

be the preferred method for the early detection of breast cancer. They found that

participants (women 40 years of age and older) were more likely to obtain a

mammogram within 1 year after exposure to a loss-framed, videotaped educational

program. In this experiment, women who were previously not complying with

prevailing National Cancer Institute mammography screening guidelines were shown

either a gain- or loss-framed educational video about mammography, entitled "The

Benefits ofMammography" or "The Risks of Neglecting Mammography" respectively.

The effectiveness of loss-framed intervention was observed, even though the

behaviour was frequently performed long after the participants viewed the video

(6-month and 12-month follow-ups). Scheider et al. (2001) replicated this experiment

but in a much different population of women, who were from two inner-city health

clinics and several public housing developments in the same neighbourhoods, and

found the similar advantage for loss- over gain-framed messages after 6 and 12 months
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later.

Intentions and attitudes on blood-cholesterol screening and skin cancer examination

have also been sensitive to message framing. College undergraduates who were led to

believe that coronary heart disease was a problem even for people under 25 years of

age expressed more positive attitudes and behavioural intentions after they read

loss-framed information about the test (Maheswaran and Meyers-Levy, 1990).

Similarly, exposure to loss-framed brochures about skin cancer led undergraduates to

express both more positive attitudes and stronger intentions to perform skin cancer

self-examination (Block and Keller, 1995). Loss-framed messages are also effective

in promoting HIV testing (Kalichman and Coley, 1995). African American women in

an urban clinic viewed one of three videos designed to promote HIV testing. The

loss-framed video revealed a strong advantage in that sixty-three percent of the women

who viewed the loss-framed video actually sought testing within two weeks after

seeing the video. Similar findings were found in Apanovitch et al. (2003) study that

loss framed messages appear more persuasive to the people engaging in high-risk

behaviour and having more uncertainty as to their HIV status and test outcome.

Note that the results reporting the superiority of negative framing in detection studies

(e.g., Rothman and Salovey, 1997) are consistent with information integration studies

showing that negative information receives greater weight and scrutiny than positive

information (Weinberger, Allen and Dillon, 1981; Kanouse, 1984; Homer and Yoon,

1992). The phenomenon of negativity bias has been proposed as an explanation for

the greater salience and distinctiveness of loss or negative framing (Lau, 1985;
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Pechmann, 1992; Martin, 1995). According to the negativity bias concept, negative

information may have greater impact because of a greater salience, probably because

of its greater scarcity in the environment relative to positive information (Kanouse,

1984). Alternatively, negatively framed messages are more likely to violate people's

expectations (Meyerowitz and Chaiken, 1987; Buda and Zhang, 2000). People are

more accustomed to seeing arguments framed in positive (gain) terms rather than

negative (loss) terms. Studies suggest that when information in a message violates

expectations it is subject to greater scrutiny (Baker and Petty, 1994; Maheswaran et al.,

1992). The other possible explanation for the effectiveness of negative framing is that

it could create two interacting states. First, the message could arouse or emotionally

activate consumers (Ray and Wilkie, 1970; Stemthal and Craig, 1974). Second,

consumers would be provided with a way to minimise the hazards communicated to

them (Leventhal, 1979). For example, Evan et al. (1970) found that individuals

receiving highly arousing messages (a description and portrayal of the hazards of poor

dental hygiene) and elaborated recommendations (they were told when and how to

behave) experienced the greater change in dental hygiene behaviour. Negatively

framed messages containing negative consequence information that is arousing and

that offers remedies for overcoming this arousal should increase consumers' need for

information about the relevant attribute, its negative consequences, and ways to avoid

their occurrence (Bumkrant and Sawyer, 1983). This increased need for information

reflects consumers' motivation to process the message. It should also increase

consumers' level of information acquisition and elaboration.
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2.5.3. Summary of Goal Framing in Prevention and Detection

Behaviours

By organising the framing and health behaviour literature around the type of health

behaviour considered, it is concluded that the relative influence of positively and

negatively framed information is sensitive to the nature of the behaviour being

promoted. Specifically, positively framed messages should facilitate the performance

of prevention behaviours, but negatively framed message should facilitate the

performance of detection behaviours. These studies are summarised in Table 2.2.

Table 2.2. Goal Framing Effects of Messages Promoting Prevention and
Detection Behaviours

Authors Task domain Framing Effects Main Results

Christophersen
& Gyulay
(1981)

Use of infant car
seats (Prevention
Behaviour)

Gain frame had

greater impact.
Mothers who were exposed
to arguments that
emphasised the positive
consequences of using a car
seat increased their use of
them over the nest 6 months.

Detweiler et al.

(1999)
Sunscreen use

(Prevention
Behaviour)

Gain frame had
more impact in
persuasion.

Beach visitors who read

gain-framed brochures
were significantly more
likely to (1) request
sunscreen, (2) intend to
repeatedly apply sunscreen
while at beach, and (3)
intend to use sunscreen

with a sun protection factor
of 15 or higher.
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Table 2.2. Goal Framing Effects of Messages Promoting Prevention and
Detection Behaviours (Continued)

Authors Task domain Framing Effects Main Results

Farrell et al.

(2001)
Blood transfusion Gain frame had Participants presented with
(Prevention
Behaviour)

greater impact a gain frame were more
likely to report higher
levels of confidence in the

safety of blood for
transfusion than those

presented with either a loss
or a combined frame.

Millar and
Millar (2000)

Safe Driving
Behaviours

(Prevention
Behaviour)

Gain frame had

great impact.
When participants were
involved with the issue,
gain messages would
increase intentions to

perform safe driving
behaviours more than
would loss messages.

Robberson &

Rogers (1988)
Encouraging
exercise among
nonexercising
women

(Prevention
Behaviour)

Gain frame had

greater impact.
Greater impact of positive
frame on intentions and
self- esteem.

Treiber (1986)

Rothman et al.

(1999)

Use of infant car
seats (Prevention
Behaviour)
(Replication of
Christophersen &
Gyulay'1981)

Use of mouth
rinse (Prevention
Behaviour); use of
disclosing rinse
(Detection
Behaviour)

Combination of

gain- and
loss-framed
information was

most effective.

Gain framed

messages were
more effective
for prevention
behaviours and
loss framed

messages were
more effective
for detection
behaviours.

Mothers who were exposed
to information combining
gain and loss frames
increased their subsequent
use.

Gain-framed pamphlets
heightened interest in a
plaque-fighting mouth
rinse, whereas loss-framed
pamphlets heightened
interest in a

plaque-detecting disclosing
rinse.
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Table 2.2. Goal Framing Effects of Messages Promoting Prevention and
Detection Behaviours (Continued)

Authors Task domain Framing Effects Main Results
Wilson et al. Smoking Combination of A combined positively and
(1990) cessation gain- and negatively framed

(Prevention loss-framed messages decreased the
Behaviour) information was number of cigarettes

more effective smoked by people with a
than solely low desire to quit, but
gain-framed framing had no effect on
information. smoking cessation for

people with moderate of
high desire to quit.

Apanovitch et HIV testing
al. (2003) (Detection

Behaviour)

Banks et al.

(1995)
Mammography
Screening
(Detection
Behaviour)

Loss frame was

more persuasive
for people who
view HIV

testing as a risky
behaviour

Loss frame had

greater impact
or no effect.

Women who viewed HIV

testing as a risky behaviour
with uncertain outcomes to

be more persuaded by a
loss-framed message,
whereas women who
viewed HIV testing as a
safe behaviour with certain
outcomes were more

persuaded gain-framed
messages.

Women workers 40 years
and older with history of
poor utilisation of
screening viewing
negatively framed video
message were more likely
to participate in a
mammogram in next 12
months; no framing effect
on attitudes, intention, or
beliefs.

Block &
Keller (1995)

Avoiding a
sexually disease
or avoiding skin
cancer

(Detection
Behaviour)

Loss frame had
a greater impact
or no effect.

For low efficacy or
detection

behaviour, the negative
frame had a greater impact
on attitudes and intentions;
no effect for high efficacy
or prevention behaviour.
No effects for fear, severity,
or vulnerability.
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Table 2.2. Goal Framing Effects of Messages Promoting Prevention and
Detection Behaviours (Continued)

Authors Task domain Framing Effects Main Results

Lauver and Cervical smears Loss-framed Women with abnormal
Rubin (1990) (Detection messages were smears and no previous

Behaviour) more effective. colposcopy viewing the
loss-framed messages were
more likely to participate in
colposcopy.

Kalichman and HTV testing Loss frame was The loss-framed video was

Coley (1995) (Detection
Behaviour)

more effective. more persuasive since
sixty-three percent of the
women who viewed the
loss-framed video actually
sought testing within two
weeks after seeing the
video.

Maheswaran Blood-cholesterol Loss frame was College undergraduates
and screening more effective. who were led to believe that

Meyers-Levy (Detection coronary heart disease was
(1990) Behaviour) a problem to them

expressed more positive
attitudes and behavioural
intentions after they read
loss-framed information
about the test.

Meyerowitz & Breast self- Loss frame had For female undergraduates,
Chaiken (1987) examination

(BSE) (Detection
Behaviour)

greater impact. loss frame pamphlet led to
more beneficial BSE

attitudes, intentions, and
behaviours than gain frame
or control pamphlets.

Meyerowitz, Breast self- Loss frame was Compared with
Wilson and examination more gain-framed messages,
Chaiken (1991) (BSE) (Detection

Behaviour)
persuasive. exposure to loss-framed

messages increased
participants' positive
attitudes towards and

engagement in BSE.
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Table 2.2. Goal Framing Effects of Messages Promoting Prevention and
Detection Behaviours (Continued)

Authors Task domain Framing Effects Main Results

Schneider et ah Mammography Loss frame was 50% of women who viewed

(2001) screening more effective. 15-min video in a

(Detection loss-framed message
Behaviour) received a mammogram

compared to only 36% in
the gain-framed version.

Williams et ah Breast Loss frame was Loss-framed messages led
(2001) self-examination more effective. to greater positive change

(BSE) (Detection in BSE behaviour.

Behaviour)

2.6. FACTORS MEDIATING FRAMING EFFECTS

Framing effects are remarkably complex. Framing effects can be enhanced, reduced,

or even removed depending on the characteristics of the situation such as behavioural

norms (Blanton, Stuart and VandenEijnden, 2001), affect (Keller et al., 2003; Nabi,

2003), perceived efficacy (Block and Keller, 1995) or individual differences such as

personality traits (Smith and Levin, 1996; Zhang and Buda, 1999), involvement

(Maheswaran and Meyers-Levy, 1990; Rothman et ah, 1993b), education (Smith,

1996), and intentions (Detweiler et ah, 1999). Previous research has shown that the

effectiveness of alternative message framing manipulations is contingent on individual

difference variables such as issue involvement (Maheswaran and Meyers-Levy, 1990).

Rothman and Salovey (1997) stressed the importance of individual perceptions of gain,

loss, and risk based on the decision maker's prior experience, involvement and mood.

Recent research seeks to extend the literature on choice framing by assessing the

50



potential moderating role of individual differences including familiarity and

experiences (Farrell et al., 2001), self-relevance (Krishnamurthy et al., 2001), thinking

styles (Shiloh, Salton, and Sharabi, 2000), self-discrepancy (Takocinski, Higgins, and

Chaiken, 1994), and self-efficacy (Wilson et al., 1990; William, Clarke, and Borland,

2001). Although the results of previous studies are not conclusive because of a small

number of observations and study-to-study variations, they support the idea that

framing effects may not be uniform in all conditions.

Need for cognition (NFC) is a personality trait well documented as an important

variable in persuasion, due to its influence on message elaboration (e.g., Petty,

Cacioppo, and Shumann, 1983) and it has moderating influences on framing effects

(Smith and Levin, 1996; Zhang and Buda, 1999). When participants are forced to

provide a rationale for their selection, framing biases are reduced or eliminated (Miller

and Fagley, 1991; Takemura, 1993). Increased thought minimises one's susceptibility

to framing effects (e.g., Miller and Fagley, 1991), and individuals high in NFC are

inclined to devote more thought to most concerns. Smith and Levin (1996) found that

participants high in NFC are more likely to process information in a careful, elaborate

fashion, paying less attention to peripheral or superficial cues such as message framing

and, therefore, demonstrate a diminished framing effect relative to those with low

NFC. Similar results were found in Zhang and Buda's (1999) study; the message

framing effect was more salient for low-NFC subjects than high-NFC subjects and

low-NFC subjects were influenced more by the positively framed messages than by

the negatively framed messages. Similarly, Takemura (1992) found that the framing

effect was observed in a low-elaboration condition, but not in a high-elaboration
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condition.

Maheswaran and Meyers-Levy (1990) examined how message framing and issue

involvement might jointly influence people's attitudes towards compliance with the

recommended behaviour. Citing the Petty and Cacioppo (1986) Elaboration

Likelihood Model (ELM), they argued that under high involvement conditions,

negative framing would be more effective, because respondents would process the

information more comprehensively and use central issue-relevant cues. In contrast,

under low involvement conditions, positive framing would be effective, because under

peripheral processing, cues such as positive words would have greater influence. In an

experiment concerning messages for a blood cholesterol test, they found support for

their hypotheses that under high involvement conditions, the negative framing

emphasising benefits lost by not taking the test was superior in eliciting compliance

and favourable attitudes, whereas under low involvement conditions, the positive

framing was superior. Martin and Marshall (1999) focused on consumer's felt

involvement level in the context of cell phone commercials. They supported

Maheswaran and Meyers-Levy's (1990) findings, where an interaction effect was

found between framing and enduring involvement, and employed felt involvement for

consideration of situational involvement.

However, some researchers have questioned the Maheswaran and Meyers-Levy (1990)

position (e.g., Donovan and Jalleh, 1999). They challenged the ELM proposition,

arguing that under high involvement conditions (i.e., high personal relevance,

systematic processing) framing should have no effect, because increased attention to
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the decision process would include elaboration of the framing converse (i.e.,

consideration of both benefits gained and benefits lost). Framing, as a peripheral cue,

should not cause significant difference. Block and Keller (1995) examined the

relationship between perceived efficacy, depth of processing and message framing.

They found that when subjects process in depth resulting from a low-efficacy

condition (i.e., when it is uncertain that following the recommendations will lead to the

desired outcome), negative frames are more persuasive than positive ones. However,

when subjects are not motivated to process information in detail (i.e., a high efficacy

condition), positive and negative frames are equally persuasive. Research by

Krishnamurthy et al. (2001) argues that valence effects in the context of goal framing

may depend on the extent to which the decision context has intrinsic self-relevance

(ISR) to the people, rather than their information processing mode. They summarised

that most of the goal framing studies with lower ISR context show negative framing to

be more effective than positive framing, and most of the goal framing with a higher

ISR context show no valence effect. Their experiment supported the conclusion above

that the goal framing effect may not occur when the topic has high intrinsic

self-relevance to the research population (i.e., patients). These findings suggest that

propensity towards mental elaboration influences whether the framing effect is

observed or not.

Individual differences in education could also moderate framing effects. Smith (1996)

found that more formally educated consumers were influenced more by positively

framed messages and less educated consumers were influenced more by negatively

framed messages for hypothetical camera products. Detweiler et al. (1999) focused on
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intentions as a moderating variable and found the characteristic interaction between

message frame and participants' initial intentions to use sunscreen. Among

beach-goers who had not intended to use sunscreen, those who read a gain-framed

messaged predicted they would feel better using sunscreen and would feel worse

failing to use sunscreen than did those who read a loss-framed message. In addition,

individuals' past experience in encountering advertising information could moderate

framing effects. Smith and Petty (1996) demonstrated that negatively framed

messages are scrutinised more than positively framed messages based on the

individuals' expectations of how the message will be framed. If increased processing

of negatively framed messages results from their contrast with individuals'

expectations, then it can be expected that negatively framed messages would be

processed more extensively only when people expect the message to be positively

framed. Moreover, when people expect the message to be framed negatively, a

positively framed message conflicts with their expectations. Farrell et al. (2001)

suggested that experience could override the effects of framing in a study of

perceptions about the safety of a blood transfusion.

Taken together, these studies indicate that individual differences moderate the

influence of message framing on consumer attitudes. A key research implication is

that studies should recognise and control for individual difference in future framing

studies to prevent it from acting as an extraneous variable. Data without consideration

of moderators should be interpreted with special caution.
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2.7. CONCLUDING REMARKS

The framing of decision problems can affect people's cognitive judgements and

therefore preferences. The framing concept, with 25 years of application, has stood

the test of time and continues to stimulate researchers. Kahneman and Tversky's

prospect theory (1979) has been adopted to explain framing effects on consumer

decision-making, and has important implications for healthcare marketing. However,

previous studies suggested different framing results because of the framing

manipulations. This chapter drew on studies across disciplines to review message

framing over the last two decades by introducing prospect theory, a typology of

framing manipulations, and a summary of some important implications for consumer

research and healthcare marketing. Other persuasion theories such as negativity bias

and fear appeals were drawn upon to provide more insight into how negative framing

works and the possible mechanisms behind it. Consideration of mediating variables

(i.e., individual differences) from recent studies emphasises the complexity of framing

issues.

In the following two chapters (Chapter Three and Four), variables of product and

consumer characteristics that could enhance or diminish framing effects will be

reviewed and the relationship between each variable and message framing will be

examined, drawing on appropriate literature. These three chapters will provide a

theoretical base for the primary research undertaken and reported on in subsequent

chapters.
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Chapter THREE

Perceived Product Characteristics

3.1. PREAMBLE

While the previous chapter addressed message framing and its impact on

communication effectiveness, this chapter is devoted to product-related moderators.

In this chapter, the literature is reviewed across psychology, consumer behaviour,

management and healthcare disciplines. Perceived product characteristics are

categorised into perceived product innovativeness and perceived product risks and the

consumers' point of view will be emphasised. Two factors associated with new

product purchasing-decisions will be discussed from existing research: lack of

familiarity and perceived risk of innovative products. These two factors have been

identified as critical determinants of consumers' willingness to buy a new item. They

are also barriers that marketers have been trying to overcome, to increase the trial of

new products and willingness to re-purchase them. How consumers process

advertisements for new products compared with those for familiar products is also of

interest, and arguments from the literature will provide a theoretical basis for

considering the relationship between perceived product innovativeness and message

framing. Product perceived risk will be considered in the second half of this chapter.

Since healthcare products are studied in this thesis, it is necessary to review the

literature from perceived risk associated with healthcare products. Risks associated

with healthcare product functions and those with healthcare product use will be

examined. Finally a possible relationship between perceived risks for healthcare
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products and message framing will be identified.

3.2. CONSUMER PERCEPTIONS OF PRODUCT

INNOVATIVENESS

Given the increasing role of technology in innovation, and the potential of new

technologies to give rise to radical innovations, it is not surprising that marketing

researchers are realising the importance of examining issues related to innovative

products. Ziamou (1999) summarised that previous research differentiates among

innovations that differ in their degree of newness based on (a) the degree of

innovativeness as perceived by producers in the industry and (b) the degree of

innovativeness as perceived by consumers. The section is structured as follows.

Theoretical and managerial perspectives on product innovativeness will be introduced

first. After reviewing definitions and some major classifications of product

innovativeness, we move on to the lack of familiarity with new products to see how

this might affect consumers' intention to purchase. How perceived risks associated

with new products affect decision-making and lead to resistance against innovative

product adoption is also explored in detail. How product innovativeness influences

consumer perceptions and purchase intent will be examined based on previous

findings. Consumer perceptions of new product advertisements are also discussed.

Finally, the relationship between perceived product innovativeness and message

framing will be examined.
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3.2.1. Theoretical and Managerial Perspectives on Product

Innovativeness

Radically new or discontinuous new products play an important role in building

competitive advantage and can contribute significantly to a firm's growth and

profitability (Ali, 1994). Discontinuous products involve advanced capabilities that

do not exist in current products and cannot be achieved through mere extension of an

existing technology. Really new products present unique challenges for marketing

managers (Leonard-Barton, 1994) and researchers have highlighted the importance of

understanding how consumers respond to highly innovative products (e.g., Lehmann,

1994; Urban, Weinberg, and Hauser, 1996).

From the company's point of view, Meyer and Roberts (1986) suggest two basic

dimensions for measuring product newness: (a) the newness of the technology within

the new product relative to technologies already developed by the firm, and (b) the

newness of the market application for which the new product is developed.

Kleinschmidt and Cooper (1991) differentiated innovations into three types based on

their degree of newness. The first type of innovation refers to new-to-the world

product, or in other words, products that are new to the firm and new to the consumer.

The second type of innovation is new to the firm but not new to the target consumer.

The third type of innovation refers to products that incorporate minor improvements or

repositioning of existing products. Similarly, Firth and Narayanan (1996) delineate

three dimensions of newness to differentiate among new products. The first dimension

is the newness of the technology embodied in the new product. This dimension

addresses the degree to which the core technologies embodied in a new product are

58



consistent with those used by the firm. The second dimension, the newness of the

market application, addresses the degree to which the market application is new to the

firm. The third dimension refers to the degree to which the product is considered new

in the marketplace itself.

Veryzer (1998) suggested two dimensions to delineate the various levels or degrees of

innovation. The first dimension is technological capability and refers to the degree to

which the innovation involves new technologies. The second dimension is product

capability and refers to the benefits of the product as perceived by the consumer.

Based on these two dimensions, he identified four types of innovation. The first type

of innovation, labelled continuous innovation, encompasses products that utilise

existing technology and provide the same benefits as existing products. The second

type of innovation, labelled commercially discontinuous, is perceived by consumers as

being really new regardless of whether or not it incorporates a new technology (e.g.,

SONY Walkman). The third type of innovation is labelled technologically

discontinuous incorporating highly advanced new technologies, but it is perceived as

being essentially the same as previously existing products (e.g., the switch from

vacuum tube television to television utilising solid state technology had little impact

on consumers in terms of product benefits or use). The fourth type of innovation,

labelled technologically and commercially discontinuous, involves significant new

technologies and is recognised as offering significantly enhanced benefits to the

consumers (e.g., PCs when first introduced). The classifications of innovativeness

discussed above reflect the perceptions of the members of the organisation involved in

the development of a new product and market value of the new product. While it is
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helpful to recognise the different dimensions underlying innovation, there is also a

need to identify and understand the factors that influence customer's evaluations of

new products. Awareness of the factors that play an important role in the evaluation of

discontinuous new products can provide useful insights concerning how the chances

for customer acceptance may be improved.

3. 2. 2. Consumer Perceptions of Product Innovativeness

Instead of classifying product innovativeness from the company's point of view, some

researchers focus on consumers' perceptions of product innovativeness, which will be

more relevant to this study. Previous research on the diffusion of innovations

highlighted the role of individuals' perceptions in the definition of an innovation. The

idea of relying on consumer perception to define an innovation has its roots in the

sociology literature. E. M. Rogers (1983) defined an innovation as "an idea, practice,

or object that is perceived as new by an individual or other unit of adoption" (p. 11).

Therefore, when we study the adoption of innovations at the individual level, we need

to examine products or ideas that are not currently in use by the individual and to

which the individual has not been frequently exposed.

Rogers and Shoemaker (1971) pointed out that the perceived or subjective newness of

the idea for the individual determined his/her reaction to it. If the idea seems new to

the individual, it is an innovation. The degree of newness as perceived by consumers

reflects (1) changes in product benefits that the new product offers to consumers and (2)

changes in existing consumption patterns. Changes in consumption habits or product

use could be called perceived newness to consumers. A theoretical framework for
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classifying innovations was first proposed by Robertson (1971). Robertson suggested

that a continuum might be proposed for classifying new products by how continuous

or discontinuous their effects were on established consumption patterns. He

delineated three types of innovations: (1) continuous innovations, (2) dynamically

continuous innovations, and (3) discontinuous innovations. A continuous innovation

has the least disrupting influence on established consumption patterns (e.g., a new

toothpaste with new taste or added ingredients). A dynamically continuous innovation

has more disrupting effects than a continuous innovation (e.g., electric toothbrushes).

A discontinuous innovation involves the establishment of a new consumption pattern

and the creation of previously unknown products (e.g., the first PC). Furthermore,

Robertson distinguished between two types of discontinuous innovations: innovations

that perform a previously unfulfilled function or innovations that perform an existing

function in a new way. Robertson pointed out that while this theoretical framework

recognised that not all innovations were of the same order of newness, it did not

distinguish new products from products that were not new. He argued that no

definition of innovation could satisfactorily answer this question, unless consumer

perception was relied on and the majority consumer opinion of what was and what was

not an innovation was accepted.

Dunne (1974) suggested that the consumer view of product newness should be broken

into two segments. The first segment is that of non-perception, that is the consumer

does not really perceive the product as being new. Products in this category include

those items which, while considered new by the manufacturer or intermediary, fail to

provide the consumer with an additional utility over the previous offering. An
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example of this type of newness is the unobservable improvement of a laundry soap.

Thus, while the soap package might declare "new, improved," the customer considers

it the same as his or her old package of the product. The other segment refers to cases

in which the consumer does perceive a difference in the product. Here the consumer

perceives the product as new and no other manufacturer produces it that possesses a

positive cross-elasticity with the product under the consumer consideration set. There

is no substitute for the new product in the current market. However, this segmentation

of product newness seems to be too ideal to be true. In real life, consumers' views of

product newness may not be dichotomous. Therefore, some researchers started

considering innovativeness as a continuous-discontinuous continuum and suggested

that sometimes it might be hard to categorise the innovations into specific types of

innovativeness (Lancaster and Taylor, 1986).

Consistent with this notion, Veryzer (1998) recently suggested that innovations could

be thought of as falling on a continuum from evolutionary or "continuous" to

revolutionary or "discontinuous." He also suggested that the phrase "discontinuous

innovation" is generally used to refer to radically new products that involve dramatic

leaps in terms of customer familiarity and use. Based on previous research, he viewed

product innovation lying along dimensions reflecting changes in: product benefits,

technological capabilities, and consumer or usage patterns. The product benefit

dimension refers to the new capabilities of the product in terms of the needs that it

satisfies as perceived and experienced by the customer or user (Kotler and Armstrong,

1994). The technological capability dimension refers to the degree to which the

product involves expanding technological capabilities (i.e., the way functions are
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performed) beyond existing boundaries (Kleinschmidt and Cooper, 1991). The

consumption pattern dimension refers to the degree of change required in the thinking

and behaviour of the consumer in using the product (Sheth, 1981).

Ziamou (1999) suggested that from the consumer's perspective, innovations could be

viewed as lying along two dimensions: (1) a functionality of the innovation (i.e., what

the product does) and (2) the consumer's input (i.e., what he/she needs to do to obtain

the expected functionality). These two dimensions determine how novel the product is

to the consumer. The consumer's perception on newness is a function of the newness

of the technology incorporated in the new product, since the technology embodied in a

product determines how consumers will obtain the expected functionality. Ziamou

(1999) provided some examples of innovations. Cable TV and HDTV are examples of

functionality-driven innovations because they provide a new functionality to the

customers. A novel consumer input (i.e., voice-dialling) is required to obtain an

existing functionality (i.e., phone call). Really new products necessitate a novel user

input and provide a new functionality to the consumer. He used the examples of the

first PC, the internet and smart cards encoded personal information. The classification

is the first to present a typology of innovations based on consumers' perceptions of

innovativeness (newness). The degree of innovativeness reflects changes in product

benefits that the new product offers to the consumer, and changes in existing

consumption patterns.

Literature shows that consumers' perceptions of innovations differ from that of

familiar products. Morris and Hampson (1983) suggested that as innovations move
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from continuous to discontinuous, people need more imagery to picture the benefits of

the product and use it more as part of problem solving approach to a product purchase

decision. When consumers are confronted with a new product, they attempt to fit this

new product into one of several known product categories (Ozanne, Brucks, and

Grewal, 1992; Ratneshwar and Shocker, 1988). However, in the case of a really new

product, both the user input and the innovation functionality are novel to the consumer

and individuals do not have existing knowledge structures that can be invoked to make

judgements about the innovation. Such innovations make established frames of

reference obsolete and may require the induction of entirely new knowledge structures

(Gregan-Paxton and Roedder, 1997; Olshavsky and Spreng, 1996).

3. 2. 3. Lack of Familiarity with New Products

The issue surrounding consumers' decisions to try and adopt innovative products are

of both theoretical and pragmatic interest (Grewel, Gotlieb and Marmorstein, 1998).

Thus it is not surprising to find that a considerable amount of marketing research has

been devoted to understanding the factors affecting these decisions (i.e., Bearden and

Shimp, 1982; Hoch and Deighton, 1989; Gatignon and Robertson, 1991). One main

factor affecting the decisions is the lack of familiarity with new products (Veryzer,

1998). Familiarity refers to the extent to which one is experienced with a particular

activity and product. It is defined in terms of knowledge about which features are

important in selecting a product (Zaichkowsky, 1985). Really new products are often

initially unfamiliar to customers and involve changes in the behaviours necessary for

them to use the products (Veryzer, 1998). For example, automobiles, personal

computers, and telephones all provided new benefits created by major technological
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developments and required significant changes in customer thinking and usage

patterns. These innovations are generally referred to as radically new products that

involve dramatic leaps in terms of customer familiarity and use. The lack of

familiarity with innovative products influences customer perceptions and evaluations

since people accept lower levels of risk when the risk is unfamiliar or unknown (Slovic,

1978). Here, familiarity is defined in terms of knowledge about which features are

important in selecting a brand or a product (Zaichkowsky, 1985). In most cases, lack

of familiarity took the form of resistance against the product. In some cases, managers

noted extreme resistance or what they termed "fear effects" (Veryzer, 1998). In part,

these effects seemed to stem from the product not fitting with the customer's

knowledge structure or schema for products or current consumption patterns.

Resistance did not seem to be due to the technology per se, but rather the product in

which it was embodied and how it was used.

During the past two decades, two alternative but conflicting hypotheses were

suggested from the literature to explain how product familiarity influences consumers'

learning of new product information: an enrichment hypothesis and an inverted

U-shape hypothesis (Johnson and Russo, 1984; Johnson and Russo, 1981). The

"enrichment" hypothesis suggests that existing knowledge facilitates the learning of

new information. A classic example is provided by the chess research of Chase and

Simon (1973). In their study, both chess masters and novices viewed actual chess

positions for five seconds. The chess masters' ability to recall this positions was

superior to the novices' recall. With random patterns of chess pieces, however, the

master's recall was no better than that of novices. This prior knowledge of the domain
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facilitated learning—a "rich get richer" relationship which would generate similar to

the exponential curve in Figure 3.1. The second hypothesis suggests that prior

knowledge has an "inverted U-shape" effect, as also shown in Figure 3.1. Here, in

contrast with the enrichment hypotheses, highly familiar consumers may search less

that those who are moderately familiar. Bettman and Park (1980a) found such a

pattern in consumers' acquisition of information about microwave ovens, and Miyake

and Norman (1979) found that the number of questions asked about a new domain has

an inverted U-shape relationship with familiarity with similar domain. Although both

studies describe external information search, this inverted U-shape hypothesis can be

extended to describe the amount of knowledge remembered after search, predicting a

curvilinear relationship between existing product knowledge and the amount of new

information learned about a product class. It is also consistent with the Britton and

Tesser (1982) "familiarity paradox," where high knowledge subjects perform tasks

less well if the task activates large chunks of prior category knowledge in memory that

normally might be allocated to processing. These two hypotheses proposed somewhat

different interactions between a consumers' familiarity with a product category and the

judgement or choice to elicit preference.
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Figure 3.1. Alternative Theoretical Relationships Between

Product Familiarity and Learning

Adapted from Johnson and Russo (1984), ""Product Familiarity and

Learning New Information," Journal ofConsumer Research, 11, p.543.

3. 2. 4. Perceived Risk of Innovative Products

Bauer (1960) introduced the concept of "perceived risk" to the marketing literature

and initially proposed that consumer behaviour involves risk in that any consumer

action produces consequences which cannot be anticipated with certainty and some of

these consequences are likely to be unpleasant. He strongly emphasised that he was

concerned only with subjective risk and not "real world" (objective) risk and called it

perceived risk. In purchase, risk is the product of two factors: uncertainty and adverse
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consequences of buying a product (service) (Cox, 1967; Dowling, 1986; Dowling and

Staelin, 1994). A consumer may be uncertain about what to buy, or whether an item

considered for purchase will live up to expectations. In addition, the consumer's

perception of the consequences of a wrong decision has an effect on the amount of risk

perceived. The "adverse consequences" of perceived risk is concerned with the

severity of negative consequences that can occur from the purchase and the use of the

product. Therefore, consumers select alternatives (i.e., choosing familiar products or

brands) that minimise perceived risk (Dowling, 1986).

Previous studies suggest that consumption is dependent upon an individual's

perception of the risk inherent in a particular situation (Bauer, 1960; Bauer and Cox,

1967; Bearden and Shimp, 1982). Perceived risk can be product-class specific and

unique to an individual (Bettman, 1973; Dholakia, 1997). In other words, each

individual perceives each product class to have specific levels of risk associated with it

and these levels of product class are different for individuals. Perceived risk for a

particular product class is defined as "the subjective expectation of losses" resulting

from the purchase and use of products from the product class (Peter and Ryan, 1976).

Stone and Winter (1987) also viewed perceived risk as an expectation of losses. The

more certain one is about this expectation, the greater risk for the individual. This is a

psychological-driven focus for risk. New products are often perceived as risky

because some potential losses might occur after consumers use them and then feel

unsatisfied. To sum up, risk perception is viewed as arising from unanticipated and

uncertain consequences of an unpleasant nature resulting from the specific product

purchase.
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Because experience is a major risk reducer, limiting it greatly increases the risk

perceived (Mitchell, 1999). Advantages of direct experience with a product have been

accommodated in risk reduction (Hoch and Deighton, 1989). Perceived risk has been

shown to have an impact on new product adoption because it involves uncertainty as to

product performance (Campbell and Goodstein, 2001). In many instances, consumers

are faced with a completely new purchase which they have never encountered before.

This makes accurate assessment of risk almost impossible. Even if the consumer

could calculate the risk involved, it is not objective risk which motivates behaviour,

but the consumer's subjective impressions of it (Mitchell, 1999). To be specific, an

innovative product poses two potential problems: (1) incompatibility, and (2) high

perceived risk. E. M. Rogers (1983) identifies two sources of incompatibility: (1)

incompatibility with previously introduced products, and (2) incompatibility with

consumer needs and expectations. For example, electric cars are an innovative

product that is both incompatible with previously introduced products and consumer

needs and expectations. Newer products may be perceived by consumers as more

risky.

Research has shown that perceived risk is a critical determinant of a consumer's

willingness to buy a new product (Shimp and Bearden, 1982). It stands to reason that

because innovative products have no history of use, consumers associate higher levels

of perceived risk with their adoption. Moreover, limited data on actual product

performance and limited experience with the product or product category are likely to

cause consumers to experience greater uncertainty and risk. In addition, greater

perceived risk is associated with more extensive information seeking about a product

69



(Arndt, 1967). A problem inherent in customer testing (and selling) of discontinuous

new products is that often a whole new way of thinking must be conveyed to the

customer. Resistance against these new products occurs prior to development of a

knowledge structure concerning the product and "mental acceptance" of the

innovation (E. M. Rogers, 1983; Sheth, 1981). Customer perceptions of the risks and

desirability of the new benefits associated with these products appears to be shaped in

part by how discontinuous the products were with respect to the benefit capability and

consumption pattern (Veryzer, 1998). To conclude, product evaluations are affected

by customer uncertainty about the need for or benefit of innovative products as well as

the risks associated with them.

3. 2. 5. Consumer Perceptions of New Product Advertisements

In the advertising literature, there has been discussion about how consumers process

advertisements for new products in a different manner from established products (i.e.,

Oliver, Robertson and Mitchell, 1993). Researchers suggest that certain dimensions of

consumer responses to advertisements and other marketing stimuli can vary with the

perceived "newness" of the product. For example, studies by Ozanne, Brucks, and

Grewel (1992), Olson, Schlinger, and Young (1982), and Swasy and Rethans (1986)

have found that consumers learning processes are different for new product

advertising. Attitudes to novel products may depend heavily on consumer elaboration

of information processing in an ad. Olson, Schlinger and Yong (1982) assessed the

differences in receivers' response to commercials for new products versus those for

mature, established products. Significant differences in reactions to the two types of

commercials were observed. Most notably, for the new product ads more than for the
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other ads, viewers felt (1) that they learned something new, (2) that the commercial

gave them a new idea, and (3) that they would be interested in learning more about the

product (Ozanne et al., 1992). These findings indicated that, to the consumer, new

product advertising formed a distinctive category of advertising and they suggested

that these differences be taken into account when creating and testing commercials for

new products.

Gatignon and Robertson (1991) proposed that there would appear to be differences in

information processing for products that differ in their degree of innovativeness.

Specifically, these differences depend on how novel or innovative the product is

according to consumers' perceptions. High versus low novelty or innovativeness

could be characterised by distinct decision processes. However, they acknowledged a

surprising lack of data examining information processing for established versus

innovative products. They speculated that novelty might interact with other variables,

such as expertise and involvement, to affect information processing. The literature on

innovative decision processes focus on factors such as relative advantages, complexity,

and perceived risk as consumer evaluation criteria (E. M. Rogers, 1983; Dowling,

1986).

The findings above can be linked to the framing literature in Chapter Two because

researchers in both areas emphasise how people perceive risks and make decisions.

Framing literature explained that decision-making behaviours are based on risk

perception (e.g., gain or loss) and suggested that messages should be framed

differently (e.g., positive vs. negative) depending on this perception. Negative
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framing is used when the perceived risk is high. Part of the literature on product

innovativeness focused on consumers' perspectives (e.g., Rogers and Shoemaker,

1971; Robertson, 1971; Dunne, 1974; Ziamou, 1999) and indicated that perceived risk

leads to uncertainty in purchase behaviours. In the following section, a possible

relationship between framing and product innovativeness will be explained, drawing

on these two areas of literature.

3. 2. 6. Message Framing and Perceived Product Innovativeness

People cannot respond to a framed message without first perceiving it. Behavioural

responses to framed information should be a function of framed messages, people's

experience, current situation and pre-existing perceptions (Cioffi, 1991; Clark, 1994;

Rothman and Salovey, 1997). Experience influences one's receptivity to information

about gains or losses and whether a behaviour is perceived as risky or uncertain to

adopt. Perceptions come from a utility calculation. Kahneman and Tversky (1984)

assumed that the concepts of utility and value include decision values and experienced

values. Decision value refers to the contribution of anticipated outcomes to the overall

attractiveness of an option in a choice. Experienced value is defined as the degree of

pleasure or pain, satisfaction or anguish in the actual experience of an outcome. The

distinction between these two values is rarely explicit in decision theory because it is

tacitly assumed that decision values and experience values coincide. The assumption

is part of the conception of an idealised decision maker who is able to predict future

experience with perfect accuracy and evaluate options accordingly. For ordinary

decision makers, however, the correspondence of decision values and experience

values is far from perfect (March, 1978). The common mismatch of decision values
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and experience values introduces an additional element of uncertainty in many

decision problems.

There is evidence that familiarity of product experience (Hoch and Ha, 1986, 1989)

may influence the final judgement of the message recipient. Persuasion becomes

complicated when the frame does not match one's experiences or expectations. For

example, message framing expectations and experiences in advertising are mostly

positive but in some instances they have been known to be negative (e.g., medical or

health advertisements). Individuals who have encountered advertising information in

the past have experienced positively framed messages and expect future encounters to

be similar.

Smith and Petty (1996) demonstrated that negatively framed messages are scrutinised

more than positively framed messages based on the individuals' expectations of how

the message is framed. In particular, if increased processing of negatively framed

message results from their contrast with individuals' expectations, then it can be

expected that negatively framed messages would be processed more extensively only

when people expect the message to be positively framed. In addition, when people

expect the message to be framed negatively, a positively framed message will receive

more scrutiny.

In Smith's (1996) study, buyers with different prior product knowledge responded

very differently to advertising appeals. Those with less knowledge had difficulty

dealing with factual analytical information and instead sought cognitive shortcuts
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using heuristic processing. They were influenced by simple cue effects, such as

sensitivity to familiar brand names, or aversion to loss appeals (Bettman and Park,

1980b; Park and Lessig, 1981). Those with greater knowledge were able to engage in

more complete processing of information, deal with concrete factual information and

make more detailed thoughtful judgements. In the case of a really new product

without usage experience, both the user input and the functions associated with the

new product are novel to the consumer. Individuals do not have existing knowledge

structures that can be invoked to make judgements about the innovation. They may

require an entirely new knowledge structure (Gregan-Paxton and Roedder, 1997;

Olshavsky and Spreng, 1996). Previous studies also suggest that the effects of prior

knowledge moderate the impact of framing on attitudes. They indicated that framing

effects will be strongest when the product experience is unfamiliar (ambiguous) and

will be weakest (or overwhelmed) when the product experience is familiar

(unambiguous) (Hoch and Ha, 1986). Levin and Gaeth (1988) replicated the studies of

Hoch and Ha (1986). They found that the magnitude of the framing effect was related

to whether subjects actually tasted the ground beef. They interpret their results in the

following terms: "Our results are (...) consistent with those of Hoch and Ha (1986)

who found that ads (frames) have an effect on the subsequent product evaluation only

when the product experience is ambiguous" (p.377). These results suggest that

consumer prior knowledge should influence framing effects and framing effects

should be stronger in the case of little prior knowledge/unfamiliarity.

A very interesting question derives from discussions mentioned above about the lack

of usage experience or prior knowledge for innovative products. This often leads to
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low experience value. How will people make decisions when purchasing products

when the experience and decision values might not coincide? In a number of studies,

investigators have found that participants respond with positive feelings to

gain-framed messages (e.g., Rothman et al., 1993a and b). In situations where

information is processed heuristically, the positive affect elicited by a gain-framed

appeal may be ascribed to the behaviour in question, thus resulting in greater

compliance with the message regardless of its substantive content.

Cox and Locander (1987) suggested that consumers' perceptions of innovations differ

from those of familiar products and found that attitude formation processes differ for

novel or unconventional convenience goods. In particular, attitudes for novel products

may depend more heavily on consumers' affective reactions to the advertisement, and

positive framing can invoke a good mood. A good mood has been linked to favourable

evaluations of a target, particularly when the information describing the target is

ambiguous or neutral (Mayer et al., 1992; Sedikides, 1992). This result suggests that

when people face an innovative product with no prior experience, positive framing

should be more effective. Maclnnis and Jaworski (1989) suggest that advertisers use

attractive, pleasant, and/or likable characters, visually appealing rather than

unappealing scenes; and pleasant, upbeat music rather than unpleasant music. Several

studies of consumer framing have found results consistent with this. Chaiken (1980)

and Maclnnis and Jaworski (1989) described the process of heuristic evaluation as a

reliance on easy-to-process cues in an advertisement to determine an overall

evaluation of the brand. Maclnnis and Jaworski (1989) noted that consumers tend to

attend to stimuli that make them feel good. This should be true particularly for new
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products that are inherently associated with positive affect, where people expect or

anticipate a positive feeling state (Isen, 1993). Advertising appeals that encourage

people to maintain or enhance this positive feeling state are likely to generate more

attention to and interest in the ad, evoke more thoughts about the ad execution, and

result in higher ad recognition and recall. New products are perceived as risky because

of uncertain consequences after purchase (e.g., product breakdown) (Cox, 1967).

Positive framing should be used to reduce the perceived risk because it evokes

heuristic evaluation and good feelings, leading to more favourable brand beliefs, brand

attitudes, and likelihood of purchase.

3.3. CONSUMER PERCEPTIONS OF PRODUCT RISKS

Consumers' perceptions of risk are considered to be central to their evaluations,

choices, and behaviours (Dowling, 1999). Products vary in terms of the perceived risk

consumers associated with them (Campbell and Goodstein, 2001).

3.3.1. Perceived Risks Associated with Products

The concept of perceived risk has been accepted as a major element of consumer

decision-making. Consumer researchers define perceived risk in terms of uncertainty

and consequences; perceived risk increases with higher levels of uncertainty and/or

the chance of greater associated negative consequences (Oglethorpe and Monroe,

1987). For example, if a consumer is considering buying an unfamiliar bottle of wine

for dinner party, the perceived risk associated with the purchase could arise because

he/she does not know how the wine will taste (uncertainty) and is worried that his/her

guests will think poorly of him/her if it is not a good wine (consequences).
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Work in the area of product perceived risk identified several categories of loss which

impact on overall perceived risk: performance risk, financial risk, social risk,

psychological risk, and physical risk (Jacoby and Kaplan, 1972; Kaplan, Szybillo and

Jacoby, 1974; Havlena and DeSarbo, 1991). New products involves uncertainty as to

product performance; the purchase of durable goods often carries considerable

financial risk; clothing is highly visible and involves social risk; cognitive dissonance

that may be associated with the purchase of a new home can carry psychological risk;

and safety of medicine (or drug) is highly related to health and physical risk. It has

been almost universal to see these five types of outcomes in introductory consumer

behaviour textbooks (Oglethorpe and Monroe, 1994). Darley and Smith (1991) add

the time-loss dimension to product perceived risk. These are subjective risks

depending on the risk perception and awareness of risk of loss by the person or persons

involved. Risk may be derived from just one or from a combination of categories

above. These influence consumers' propensity to purchase. In this study, health risk

will be emphasised to explain how it influences consumers' perceptions towards

products and their purchase decisions in the context of healthcare products.

3.3.2. Perceived Risks Associated with Healthcare Products

Although a number of studies have examined the relative riskiness of products drawn

from different product classes (Jacoby and Kaplan, 1972; Kaplan et al., 1974; Lim,

2003), a limited amount of research has focused on risk within the context of

healthcare products. The present study attempts to remedy this deficiency by focusing

on consumer risk perceptions concerning healthcare products.
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Healthcare products are very different from any other consumer goods because of their

high perceived physical risk. People are often worried that the products could be

harmful to their health or products do not look as good as expected. Health is often the

first concern coming to consumers' mind. W. Rogers (1984) proposed that motivation

to protect one's self is based on one's assessment of four beliefs: (a) the threat is severe

(threat magnitude is high); (b) the probability of the threat occurring is high; (c) one is

capable of responding to reduce the threat; and (d) the response will be effective in

diminishing the threat. When there is strong belief in all four factors, there is a greater

probability that preventive behaviour will occur. Derived from the concept above, a

healthcare product is needed when it can satisfy these criteria: the health threat of not

using the product is perceived as high, the probability of the health threat happening is

high, and the product is effective in reducing the threat.

Similarly in the health prevention literature, recognition of health risks has been found

to be required before taking further action to protect one's health. Weinstein (1988)

suggested that people have to realise that a specific risk exists and the risk is salient

and influential and that they are vulnerable to the risk before adopting preventive

action to reduce the threat of negative consequences for one's health. Moreover,

individuals are considered responsible for their own state of health in many cases and

disease is seen more and more as consequences of a consumer's own behaviour rather

than as a result of the environment (Ogden, 1998). Routine use of healthcare products

could influence an individual's risk of lifestyle-related diseases and maintain his or her

health status.
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In the following section, different operationalisations of perceived risks associated

with healthcare products are examined from previous studies.

3.3.2.1. Perceived Risks Associated with Healthcare Product Functions

Healthcare products usually serve prevention or detection functions. The discussions

in Chapter Two (Section 2. 6) focused on the literature of health behaviour promotion

and literature suggests that positively framed messages are more persuasive for

promoting prevention behaviours (Christophersen and Gyulay, 1983; Robberson and

Rogers, 1988; Rothman et al., 1993b) and negatively framed messages are more

persuasive for promoting detection behaviours (Banks et al., Block and Keller, 1995;

Kalichman and Coley, 1995) because the perceived risk associated with the health

behaviour. In healthcare marketing, we may see purchasing prevention products as

prevention behaviours and purchasing detection products as detection behaviours.

The concept from literature of health behaviour promotion could have applications in

marketing of healthcare product promotion. For instance, among dental hygiene

products, health behaviours can be understood to differ only in terms of the function

they serve (Rothman et al., 1999). People regularly use mouth rinses to prevent the

buildup of dental plaque and the development of gum disease (Adam and Addy, 1994).

Use of mouthrinses should be perceived as less risky. However, other mouth

rinses—called disclosing rinses—are used to detect the presence of dental plaque and

the onset of gum disease. Because of the detection purpose, it should be perceived as

more risky. In either case, the behaviour can be easily incorporated into someone's

regular dental hygiene routine. All one has to do is place a small amount of the rinse in

one's mouth, swish it around, and then spit it out. In the case of prevention, the mouth

79



rinse inhibits plaque from developing on a person's teeth. In the case of detection, the

disclosing rinse identifies those areas of one's teeth where plaque has accumulated and

indicates the areas at risk that need to be targeted for a thorough brushing.

Therefore, it seems that product functions (prevention vs. detection) associated with

healthcare products could be employed for opreationalising different levels of product

perceived risk. Prevention health products should be promoted with positively framed

messages because these purchase behaviours are perceived as less risky. On the other

hand, detection health products provide a way to detect healthcare problems, which

could be risky for some people. Therefore, messages in negative frames would be

more effective.

3.3.2.2. Perceived Risk Associated with Healthcare Product Use

One consideration shaping the importance of a healthcare product use is how salient a

health threat could be without product use. It is often observed in travel care scenarios.

In the travelling literature, previous investigators have identified health concern as one

major risk factor (Carter, 1998; Cossens and Gin, 1994; Lawton and Page, 1997).

Carter (1998) found in a study of healthcare as a perceived risk factor that entire

continents could be generalised as perilous or safe. In particular, he found that Europe

and North America are widely regarded as safe from infectious pathogens, although

recent events may have challenged this image. During the spring of 2001, confusion

over the health related effects of "mad cow disease" and the outbreak of foot and

mouth disease in the United Kingdom deterred thousands of potential tourists from the

United States (CNN Europe 2001). However, in general, Europe is regarded as
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relatively safe in terms of health-related dangers, whereas tourists commonly view

Africa as a breeding ground for infection (e.g., malaria, hepatitis, HIV, and etc.). For

example, two young Scots sister girls died of malaria after a holiday in African with

their mother in November 1994. A related study by Cossens and Gin (1994) echoed

these results. They found that health risks stemming from poor food and water quality

are perceived to be greater in Africa and Asia than in Europe and Australasia. Indeed,

some recent accounts of individual travellers' experiences are quite alarming and

would scarcely encourage others to follow their footsteps. Because of the salient

health threats, more and more tourists seek advice about health matters prior to

travelling and prepare some travel healthcare products. For instance, insect repellent

is sprayed on to exposed skin to discourage the unwelcome attention of mosquitoes,

midges and other biting insects and travel sickness pills are taken to prevent nausea,

vomiting, and dizziness caused by motion sickness. These two products are easy and

convenient to use, and very helpful for consumers for coping with mild health

problems during the trips. On the other hand, some products serve to protect travellers

from serious health threats. Anti-malaria tablets are taken for preventing malaria and

DVT tablets prevent Deep Vein Thrombosis (DVT) for people who take long haul

flights. All the products mentioned above are designed to eliminate physical (health)

risks (the possibility of physical danger, injury or sickness while on vacation).

The other important consideration influencing whether to use a healthcare product or

not relates to hazard(s) associated with the product. Side effects are usually used to

indicate and represent the product hazard. People do not act with the same degree of

caution with all of the products that they encounter. Previous research suggests that
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people's cautionary behaviour is influenced by the perceived hazard associated with a

product (Wogalter, Brelsford, Desaulniers and Laughery, 1991). In medicine,

perceptions of drug risks are likely to influence patients' treatment choices, their

compliance with treatment regimens, and their views on the acceptability of adverse

reactions (Slovic et al., 1989). The salience of side effects could determine

consumers' willingness to purchase the specific healthcare product.

Based on the discussions above, two essential components can be summarised to

determine the perceived risk of healthcare product use: (a) salience of the health threat

without using the product, and (b) salience of the side effects associated with using the

product. Severity of the health threat would enhance consumers' purchase intention,

but the severe side effects accompanied with the product usage would diminish the

their purchase intention. Table 3.1 proposes these two components of a healthcare

product for determining the degree of its perceived risk (low vs. high).

Table 3.1. Determinants of Perceived Risk in a Healthcare Product

Salience of health threat/

Salience of product's side
effects

Mild health threat More Severe health threat

Mild side effects Low perceived risk of a
healthcare product

Moderate degree of

perceived risk in a healthcare

product
More Severe side effects Moderate degree of perceived

risk in a healthcare product

High perceived risk of a
healthcare product
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3.3.3. Perceived Healthcare Product Risks and Message Framing

Information may not be a very strong influence on choosing a product if the consumer

is not motivated to adopt or to use the information (Frewer et al., 1994), but at best,

information can assist consumers in making appropriate health product choices (Urala

et al., 2003). In particular, in new products that have not been used before, information

can have an impact on the willingness of the consumer to try the product. Kahneman

and Tversky (1979) have observed that people prefer taking options that are certain

when considering losses and prefer certainty to risk when considering gains. As a

result, individuals are expected to be persuaded to take risks when exposed to

negatively framed messages but to be risk averse when exposed to positively framed

messages (refer to detailed discussion in Chapter Two). With this concept in perceived

risk of healthcare products, negatively framed information can be suggested to be

more effective than positively framed information in persuading people to purchase a

healthcare product with high perceived risk since it is seen as a risky option. Choosing

to purchase a healthcare product with low perceived risk is a less risky or a risk-averse

option—it maintains good health with low hazard. Because risk-averse options are

preferred when people are considering benefits or gains, positively framed messages

may be more likely to facilitate the purchase intention for a healthcare product with

low perceived risk.

3.4. CONCLUDING REMARKS

This chapter introduced two product characteristics from the consumers' point of

view—perceived product innovativeness and product perceived risk— focusing on the

context of healthcare products. The definition of innovativeness originally derives
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from the sociology literature. An innovation is defined as an idea, practice, or object

that is perceived as new by an individual or other unit of adoption (E. M. Rogers,

1983). The degree of innovativeness also reflects changes in product benefits that the

new product offers to the consumer, and changes in existing consumption patterns.

The idea may have a long history, but it is an innovation to the person who sees it as

new. In considering innovative products, it is important to take the customer's view

and experience of the product into consideration. Therefore, we may see perceived

innovativeness as a cognitive variable which may explain the willingness to try

innovative products. Innovative product purchasing often poses two potential

problems: (1) incompatibility, (2) high perceived risk. Consumers often encounter the

situations that the innovative products might be incompatible with the anticipated

benefits. They perceive purchasing the innovative product as risky because of this

uncertainty. Product evaluations are affected by customer uncertainty about the need

for or benefit of the innovative products and the associated risks. Another explanation

of low adoption of innovative products is the lack of familiarity. Consumers perceive

innovations differently from familiar products because they lack familiarity and have

little prior knowledge of the innovative products. Attitudes for novel products may

depend heavily on consumers' affective reactions to advertisement, and positive

framing has been found to invoke a good mood. People respond with positive feelings

to gain-framed messages (Rothman et al., 1993). A good mood is linked to favourable

evaluations of a target particularly when the target is ambiguous. These suggest that

when people face an innovative product with no prior experience, positive framing

should be more effective.
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Perceived risk has been related to several different types of outcomes, including health

and physical well-being (Oglethorpe and Monroe, 1994). For healthcare products,

health and physical well-being risks are major reasons to decide consumers' intention

to purchase. From the previous literature, two essential components can be

summarised to determine the perceived risk of healthcare product: (a) salience of the

health threat without using the product, and (b) salience of the side effects associated

with using the product. Severity of the health threat would enhance consumers'

purchase intention, but the severe side effects accompanied with the product usage

would diminish their purchase intention. Building on prospect theory and framing

studies in health issues, positive framing should be more persuasive for promoting

healthcare products with low perceived risk and negative framing should be more

effective for promoting healthcare products with high perceived risk.

Both perceived product innovativeness and perceived risk of healthcare products are

very closely related to how people perceive risk associated with the product. In

Chapter Two, perceived risk came from the perception of different information frames

and behaviour types (prevention vs. detection). In this chapter, risk was linked to

perception towards product innovativeness and health (physical) risks associated with

healthcare products. It seems that positive framing should be used in new product

advertisements because of the reduction in the perceived risk. Positive framing evokes

heuristic evaluation and good feelings, leading to more favourable brand beliefs, brand

attitudes, and likelihood of purchase. Different framing effects should also be

considered based on perceived risk of healthcare products.
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Having considered these issues regarding perceived risk, we have a clearer idea about

purchase decision-making by explaining in related product characteristics. The next

chapter considers risk perceptions from individual differences. Several dimensions of

individual difference will be considered including health cognition, affect, and risk

perception of health, which will facilitate the understanding how these factors might

influence in healthcare decision-making.
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Chapter FOUR

Individual Differences

4.1. PREAMBLE

Prospect theory is a psychological theory of choice behaviour that pays scant attention

to individual cognitions, intentions, and dispositions (Lopes, 1987). Thus, although

the focus of most framing research has been on the role of positive versus negative

frames (i.e., context variables), there have been some researchers who have attempted

to investigate the degree to which individual differences moderate framing effects

(Levin et al., 2002). Previous research has shown that effectiveness of alternative

message framing manipulations is contingent on individual difference variables

(Meyers-Levy and Maheswaran, 1990). In this chapter, individual differences in

cognition, affect, and perceived health risk will be reviewed in order.

Health consciousness and perceived health status have been used for explaining

individual differences in self-focused attention and the degree of effort a person is

likely to make to perform health enhancing behaviours (Ingram, 1990). These two

cognitive constructs will be introduced separately, and the links between them and

their relationship with message framing will be discussed. In addition to individual

cognitive differences, affective differences are also discussed because cognition and

affect often interact with each other in decision-making. In marketing, mood has been

recognised as an important affective variable interacting with attitudes towards an ad

and promoted products (e.g., Isen, Nygren, and Ashby, 1988; Kahn and Isen, 1993;
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Isen, 1993). Previous literature suggests that framing effects are likely to interact with

people's affective states at the time the framed message is processed (Wegener, Petty

and Klein, 1994). In the context of health, perceived susceptibility (vulnerability) and

severity are often used to measure perceived risk. The interaction effect between

perceived health risk (perceived susceptibility and severity) and message framing

effects will be derived from studies in health behavioural research. Previous studies

will be used to demonstrate the relationship between message framing effects and each

variable discussed above.

4.2. HEALTH CONSCIOUSNESS

A consumer's motivation to attain a goal influences his or her willingness to expand

the effort necessary to attain the products or services which are seen to be able to

satisfy that objective. However, not everyone is motivated to the same extent.

Involvement refers to the level of perceived personal importance and/or interest

evoked by a stimulus (or stimuli) within a specific situation (Antil, 1984). This

definition implies that aspects of the person, the product, and the situation all combine

to determine the consumer's motivation to process product-related information at a

given point in time. When consumers are intent on doing what they can to satisfy a

need, they will be motivated to pay attention to and process any information relevant

to achieving their goals.

Involvement can be viewed as the motivation to process information (Mitchell, 1979).

When people are concerned about or involved in their own health, they tend to pay

attention to healthcare information. For example, a person highly involved in his/her
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health may be interested in reading information about exercise equipment, spending

spare time in athletics stores and purchasing healthcare products. In this section, the

concept of involvement will be first introduced and some critiques will be discussed.

Then an alternative concept called health consciousness will be considered and its

implications for consumer purchase decisions concerning healthcare products will be

explored.

4.2.1. Involvement

4. 2.1.1. The Concept of Involvement

Human decision-making under risk and uncertainty may depend on individual

involvement in the process to generate the outcomes (Fong and McCabe, 1999).

Involvement is a mental state at a particular point in time (Mitchell, 1979), and is

frequently defined in terms of arousal, motivation, attention, or interest. Involvement

means personal relevance or importance (Greenwald and Leavitt, 1985), and can be

affective or cognitive in nature. Affective involvement is the expressive, emotional

type of involvement (Park and Yong, 1983). Nelson, Duncan and Frontczak (1985)

used this type when they measured involvement in terms of whether a message was

"interesting," "boring," or "exciting". Cognitive involvement comes from functional

motives. Laurent and Kapferer (1985) call it rational.

Although the concept of involvement has a long history in the consumer behaviour

literature (see Andrews et al., 1990 for a review), involvement is controversial due to

the many different ways that it has been conceptualised (Andrews, 1988; Antil, 1984;

Cohen, 1983; Gardner, Mitchell, andRusso, 1978, 1985; Greenwald and Leavitt, 1984;
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Park and Young; 1986; Zaichowsky, 1985; Theo and Cees, 1995). Involvement has

been conceptually related to objects or issues including products (Cohen, 1983;

Mitchell, 1979), advertisements (Lord and Burnkrant, 1993), programming (Lord and

Burnkrant, 1993), messages (Mitchell, 1979; Laczniak and Muehling, 1990), and

issues (Laurent and Kapferer, 1985; Maheswaran and Meyers-Levy, 1990). For

example, product involvement is conceptualised as a motivational construct and are

influenced by the attributes of a product as well as the individual's needs and

experience (Batra and Ray, 1985). Attributes of an advertisement, source credibility

and humour may influence advertising involvement. Studies of cognitive responses to

persuasive messages often deal with advertising involvement. Purchase involvement

(Antil, 1984; Mittal and Lee, 1989) and response involvement (Zimbardo, 1960; Bloch

and Richins, 1983; Houston and Rothschild, 1978) are examples of involvement

related to behaviours. Enduring involvement (Bloch and Richins, 1983; Houston and

Rothschild, 1978) is, as its name suggests, enduring or long-term, often related to a

consumer's personal interests (e.g. an interest in skiing and skiing products).

Situational involvement, on the other hand, is more short term and is often influenced

by characteristics of decision situations (e.g., an off-season sale of skis). Situational

involvement could be either involvement with the task in the situation or with the

medium of ad in the situation (Bloch and Richins, 1983; Houston and Rothschild,

1978). Finally, other types of involvement identified in the literature include

value-relevant involvement (Ostrom and Brock, 1968; John and Eagly, 1989) and

impression-relevant involvement (Johnson and Eagly, 1989).

The construct of involvement itself has led to considerable debate and criticism.
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Rothschild and Houston (1977) complained about the 'theoretical lipservice' and

"shallow empirical treatment' which involvement has received. Involvement is

plagued by a plethora of objects, definitions, operationalisations and measurements.

Andrews et al. (1991) listed twenty-eight definitions and numerous experimental

attempts to manipulate involvement. Involvement was an intriguing, intuitively

appealing and ultimately elusive concept (O'Donohoe and Tynan, 1997).

4. 2.1. 2. Implications of Involvement for Processing Advertising

Models of persuasion in the marketing and consumer research literature suggest that

the concept of involvement has many implications for the processing of ad information

(Muehling, Laczniak, and Stoltman, 1991; Gardner, Mitchell, and Russo, 1985;

Greenwald and Leavitt, 1984). Involvement was identified as an important variable

that influences advertising effectiveness (Zhang and Buda, 1999). Therefore, much

attention had been given to the construct of involvement in advertising research (e.g.,

Muehling et al., 1991; Gardner et al., 1985). Variations in a consumer's level of

involvement result in the activation of very different cognitive processes when a

message is received. Research indicates that the level of involvement will determine

which aspects of a communication are processed. The Elaboration Likelihood Model

or ELM (Petty and Cacioppo, 1986) explains the relative influence of central versus

peripheral cues depends upon the receiver's level of involvement with the

communication. The ELM assumes that once a consumer receives a message he or she

begins to process it. One of two routes to persuasion will be followed depending upon

the personal relevance of this information. Under conditions of high involvement, the

consumer takes a central route to persuasion, evaluating the merits of the product as
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presented in the ad to make an informed purchase decision. People who are highly

involved with an ad are likely to process relevant messages in detail (Chaiken, 1980;

Petty and Cacioppo, 1983). They are thought to rely on careful scrutiny of message

content and their knowledge of the merits of the issue to judge the validity of an ad.

People combine or integrate message-relevant information into a unitary attitude that

plays an important role in persuasion (Petty, Cacioppo, and Schumann, 1983). For

individuals either unmotivated or unable to think about the ad, attitudes will either be

unaffected, or they may be influenced by cues in the immediate surroundings. They

are unlikely to scrutinise message arguments in detail and integrate their related

thoughts and belief into an overall attitude. Cues such as characteristics of the

endorser (Petty, Cacioppo, and Schumann, 1983) and the number of arguments

presented (Petty and Cacioppo, 1984) have proved effective when motivation or

ability to process a message is low. When attitudes are changed by such cues, the

peripheral route has been followed. The discussions above imply that highly involved

people are more likely to focus on and process the ad information itself, but those less

involved are more likely to be affected by other cues - they tend to form attitudes on

the basis of simple inferences derived from peripheral cues in the persuasion context

such as how the information is framed. Thus, the persuasiveness of an ad may be

based on the valence of peripheral cues. To sum up, different routes to persuasion are

based on the amount of issue-relevant elaboration that takes place during message

processing. The ELM and the moderating function of involvement provide an

important theoretical perspective for understanding the role of message framing in

advertising.
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4. 2.1. 3. Involvement and Goal Framing Effects

Attempting to explain the apparently contradictory results of framing studies,

Maheswaran and Meyers-Levy (1990) postulated that involvement might mediate

framing effects. Citing the ELM (Petty, Cacioppo, and Schumann, 1983; Petty and

Cacioppo, 1986), they argued that under high involvement conditions, negative

framing should be more effective, because respondents would process the information

more comprehensively and use central issue-relevant cues. On the other hand, under

low-involvement conditions, positive framing would be more effective, because under

peripheral processing, cues such as positive words would have greater influence. The

results of Maheswaran and Meyers-Levy (1990) supported their hypotheses for a gain

versus loss framing for a blood cholesterol test under manipulated involvement

conditions: under high involvement conditions, the negative framing emphasising

benefits lost by not taking the test was superior in eliciting compliance and favourable

attitudes, whereas under low-involvement conditions, the positive framing that

emphasised the benefits was superior. Their analysis rested on the assumption that

negatively valenced information has greater weight when processed systematically;

therefore, when one is highly involved with an issue, there is a consistent advantage of

the use of loss-framed messages.

Maheswaran and Meyers-Levy (1990) varied involvement by varying message

content: one group of student subjects was told that cholesterol and heart disease

"applied even to people their age" (high involvement), whereas the other student

group was told that cholesterol and heart disease "applied mainly to people much

older" (low involvement). However, a manipulation check revealed that both group
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means were above average on the involvement measures (interest in, involvement in,

and personal relevance of the message), and Maheswaran and Meyers-Levy (1990) did

not analyse their data by individual involvement. Such an analysis could provide

confirmatory data with respect to the above involvement-framing interaction, and

hence greater robustness of their finding.

However, some researchers suggest that framing effects only exist in the low

involvement situations and would attenuate in high involvement conditions because

those effects may be modified by the level of self-relevance (Krisnamurthy et ah,

2001). High self-relevance cancels the effects of framing whereas low self-relevance

enhances them. It is reasoned that framing is a peripheral cue which triggers cognitive

processes on the peripheral route but cannot compensate for the lack of enduring

involvement in the product or the lack of self-relevance. When self-relevance

(involvement) is low, a decision maker may have low motivation regarding the

outcomes of a decision, and the motivational differences created by negative versus

positive goal framing will be felt at full force. However, when self-relevance is high,

the difference in motivation induced by positive versus negative framing may be

swamped by high levels of motivation. Also, when participants are forced to provide a

rational for their selection, framing biases are reduced or eliminated (Larrick, Smith,

and Yates, 1992; Miller and Fagley, 1991; Takemura, 1993). Krisnamurthy et al.

(2001) provided an example to demonstrate the conditions above. When a possible

cancer treatment was presented to college students in a classroom setting, a

conventional goal framing effects would be observed that the hypothetical intention to

ask a doctor about the treatment would be higher for students who were told that not
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doing so would cost them a chance of relief than for students who were told that doing

so would gain the same chance. In contrast, if the treatment was presented to actual

cancer patients, a uniformly high intention to ask a doctor about the treatment would

be observed regardless the valence of goal frame. Krishnamurthy et al. (2001)

attributed this attenuation of goal framing to a motivational ceiling, and suggested that,

even if such a ceiling is not encountered, higher involvement and motivation should

induce patients to scrutinise their options more carefully, and this scrutiny might

attenuate framing effects.

4. 2. 2. Health Involvement and Health Consciousness

The concept of involvement may be appropriate in an advertising context because of

two issues (Muehling et al., 1991). First, involvement with goods, services, tasks or

situations may influence consumers' response to advertising. Second, ads themselves

may be the object of consumers' involvement. Many objects of involvement (e.g.,

product involvement) may affect the extent or nature of processing ad content.

Individual and personality characteristics such as a person's need for cognition appear

to be another important source of consumer involvement, especially with advertising

context (Zhang and Buda, 1999). An individual's involvement contributes the

motivation to process ad messages (See Andrews et al., 1990).

In the context of healthcare advertising, especially when products are unfamiliar to

consumers, involvement with one's own health seems to be the fundamental

motivating factor. We believe that the concept of health consciousness seems more

useful in this context than the notion of involvement. Therefore, in the following
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section, a concept called health consciousness will be presented and its potential

influence on health care product decision making will be considered.

4. 2. 3. Definition of Health Consciousness

Health consciousness is defined as the degree to which an individual is conscious of

his or her own health. It reflects awareness and concern about health (Hollis et al,

1986). It refers to the degree to which health concerns are integrated into a person's

daily activities (Jayanti and Burns, 1998). Health consciousness is a robust construct

that exerts a significant influence on people's healthcare behaviours that contribute to

the healthy span of life (Jayanti and Alvin, 1998). Consumers with high health

consciousness have been viewed as active health care participants in the development

of health promotion plans (Dismuke and Millet, 1983; Rothman, 1983; Peterson,

1983), hospital shopping (Boscarino and Stelber, 1982) and HMO enrollment (Scottti,

Bonner, and Wiman, 1986).

Health consciousness was derived from the concept of self-consciousness (Fenigstein,

Scheier and Buss, 1975). Fenigstein et al. (1975) defined self-consciousness as the

degree to which individuals habitually focus upon themselves. Self-consciousness is a

trait form of self-focus or self-awareness involving the degree to which someone is

conscious of his or her own self, and has been widely studied in personality and

behavioural research (Carver and Scheier, 1981; Mullen and Suls, 1982; Miller and

Grush, 1986). Fenigstein et al.'s (1975) Self-Consciousness Scale (SCS) contains

three dimensions: (1) private self-consciousness (e.g., "I'm constantly examining my

own motives"), (2) public self-consciousness— awareness of oneself as a social object
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(e.g., "I'm self-conscious about the way I look"), and (3) social anxiety—degree of

chronic discomfort felt by the individual in the presence of others (e.g., "I get

embarrassed very easily"). Private self-consciousness is concerned with the internal

focus. It is concerned with the dispositional tendency for an individual to focus on his

or her own inner thoughts and feelings. Public self-consciousness is the awareness of

the self as a social and public object. Social anxiety reflects an individual's degree of

discomfort in the presence of others (Gould and Barak, 1989). Public

self-consciousness and social anxiety reflect a more outward, social focus of

self-consciousness. For instance, behaviours such as smoking, exercising, and

drinking are more related to public self-consciousness and social anxiety because

people are concerned about what they are based on the comparisons with others in the

society.

The private self-conscious aspect has been shown to be positively related to

self-regulatory processes and self-control important in preventive health behaviour

(Carver and Scheier, 1981). High private self-consciousness scores suggest

heightened awareness of private, self-referential information (e.g., emotion,

cognitions). Most previous research has focused on the emotional and behavioural

correlates of private self-consciousness (Ingram, 1990). One study reported that the

health of individuals high in private self-consciousness was less likely to be affected

by uncontrollable events than the health of individuals low in private

self-consciousness (Mullen and Suls, 1982). This study found that private

self-conscious individuals are more likely than others to focus on internal,

psychological and somatic cues related to stressors and then act instrumentally to
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alleviate the negative situations causing the stress. On the basis of this research,

self-consciousness trait measures gave rise to an offshoot— namely, health

consciousness or the degree to which an individual is conscious of his or her own

health (Gould, 1990).

Gould (1990) modified the SCS into a health consciousness scale based on private

self-consciousness and defined health consciousness as the degree to which someone

attends to or focuses on his or her health, an inner state of self-attention or self-relevant

cues reflected in both thought and somatic feelings. The construct of health

consciousness explains individuals' attempts to maintain and control their health

(Gould, 1990). People with high health consciousness tend not to feel out of control.

He also suggested that health consciousness would positively relate to health

behaviours and negatively relate to non-healthy behaviours. An individual highly

involved (who invokes self-concerned ego-attitudes) with an object makes more

cognitive connections with that object than someone not similarly involved (Miller

and Grush, 1986; Krugman, 1966). Here health is an object which will stimulate

healthy behaviours on the part of the highly involved/health-conscious individual,

while the opposite effect happens with the less involved/health-conscious individual.

For example, high health consciousness is associated with lower meat consumption,

more meatless meals, and better overall dietary adherence (Hollis et al., 1986).

Individuals with high health consciousness will tend to act according to their internal

attitudes towards their health and also to be more sensitive to the behavioural

consequences of those attitudes. Conversely, those with less health consciousness will

be more subject to external influences and less sensitive to the behavioural
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consequences. Persons with high health consciousness are logical targets for a wide

range of health-related products and services (Kraft and Goodell, 1993).

4. 2. 4. Health Consciousness Scale

Gould's (1990) Health Consciousness Scale (HCS) included four factors: (1) Health

Self-Consciousness, (2) Health Alertness, (3) Health Self-Monitoring, and (4) Health

Involvement. Health self-consciousness represents the degree to which people reflect

on their health a lot and are attentive to this inner feeling about health. Health alertness

refers to the degree people are aware of their health and changes in health. Health

self-monitoring indicates a daily attention that people give to how they feel physically

as they go through the day. Health involvement presents the degree to which people

constantly examine their health. Gould (1990) used 62 health-related behaviours in

the HCS scale. For example, he found that people with higher HCS scores report

smoking and drinking less, taking vitamins more and talking about health more.

Highly HSC individuals tended to read food labels, health magazines and books, and

shop in health food stores more than less health-conscious individuals. Highly HCS

individuals were in favour of doing exercise and felt more associated with the

importance of health. HCS was positively associated with visits to doctors. These

items reflect a degree of interest and search behaviour to use in further expanding

individuals' personal portfolios of health knowledge and related behaviours. HCS

represents an individual sense of focus on health. Thus, health consciousness

represents not only a state of being and consuming behaviours but also a dynamic

process of growth and change.
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Previous studies (e.g., Kraft and Goodell, 1993) suggest that health conscious

consumers lead a "wellness-oriented lifestyle", defined as a set of personal activities,

interests, and opinions related to one's health. There are consumers 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. They accept responsibility for their

health and are excellent customers for health-related products and services. They

usually feel that they have control over their health consumption related activities

(Plank and Gould, 1990).

The concept of health consciousness is very similar to that of involvement because

both are related to personal relevance and motivation. Health consciousness is

customised to measure individual differences with health concerns. It refers to the

internal characteristics of how a person's health is taken care of (Jayanti and Burns,

1998). Previous literature suggests that there is a positive relationship between a

respondent's level of health consciousness and their attentiveness (and exposure) to

health messages (Kaskutas and Greenfield, 1997). High health consciousness may

stimulate greater attention to information processing in health messages.

4. 2. 5. Mediating Role of Health Consciousness on Message Framing

Effects

Based on the previous discussion of the ELM (Section 4.2.2), message framing is

basically an executional cue, the effects of which are significant only when consumers

do not process the message's actual arguments and use heuristic processes instead

(Chebat, Limoges, and Gelina-Chebat, 1998). It is reasoned that the more health
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conscious people are, the less attentive to peripheral cues they will be. According to

Mandl and Ballstaed (1982), an individual who elaborates intensively may be a

distractive message learner: long-term memory processes may be disrupted by deep

elaboration. More precisely, when reach deeper levels of information processing, they

allocate less attention to the executional cues when they process their own stored

information. Consequently, the effects of framing, as an executional cue, are

cancelled.

4. 3. PERCEIVED HEALTH STATUS

The quest to understand determinants of health behaviour has been intensified as

evidence concerning the impact of personal behaviour on health. In the Health

Promotion Model (HPM) (Pender, 1987), perceived health status is a

cognitive-perceptual factor influencing the adoption and maintenance of

health-promoting behaviour. Perceived health status is determined by subjective

opinions of one's health condition. People's perceptions usually depend on their own

health history, daily health habits, and predicted changes in their health situation. In

other words, perceived health status is an overall evaluation of one's health condition.

People integrate their perceived health status with their experiences, emotions and

reasons for the adoption of a certain type of behaviours.

There are strong theoretical reasons to suggest that health status and health values are

closely associated with each other and that changes in health should be associated with

changes in health values (Treadwell and Schwartz, 2000). These reasons have to do

with the effects of prospect theory on preferences. Prospect theory is related to
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response shift theory in that both theoretical models provide mechanisms by which

utility values or preferences might change as health status changes. In the healthcare

domain, the most natural choice of a reference level is the person's current level of

health (Treadwell and Schwartz, 2000). In this section, definition and details of this

concept will be introduced first, followed by consideration of how perceived health

status affects prevention and detection behaviours and hot it interacts with health

consciousness.

4. 3.1. Definition of Perceived Health Status

Perceived health status refers to the subjective self-evaluation of one's own health

(Pender Walker, Sechrist, and Frank-Stromborg, 1990). Flealth status has been

suggested to be consumers' perceived physical and mental well-being (Moorman and

Matulich, 1993). It is a vital cognitive-perceptual factor that influences the adoption

and maintenance of health promoting behaviours (Martinelli, 1999). The frequency

and intensity of health promoting behaviours and lifestyle changes (Duffy, 1989;

Duffy, Rossow, and Hernandez; Foster, 1992; Frank-Stromborg et al., 1990).

People who perceive themselves as healthy, regardless of the age or presence of

disease, are more likely to engage in health promoting activities (Frank-Stromborg et

al., 1990; Foster, 1992; Garcia et al., 1995; Pender et ah, 1990; Martinelli, 1999).

Perceiving oneself to be healthy serves a source of motivation for mastering health

promoting behaviours. In other words, consumers can use their current health as a

source to assist them in engaging in additional health behaviours. For example,

physically fit consumers do exercise because they are believed to use this status for
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controlling their health.

4. 3. 2. Perceived Health Status and Health Behaviours

Perceived health status has been used widely in health surveys. For example, between

1976 and 2002, no fewer than 80 related studies that utilised it appeared in the

empirical literature. More often than not, the question consisted of a single

self-reported item, such as "How would you rate your health overall (poor, fair, good,

excellent)?" The popularity of this measure is easy to understand. It is simple to

administer and is low in cost to process. As a subjective response, it could reflect the

individual's access to information about their health, and provide information relevant

to the psychosocial component of health (Goldstein et al., 1984). It relates to how

much power people feel that they may have in controlling their own health.

The literature on health status is inconclusive and indicates that health status has not

always been found to affect health behaviours positively. Some literature found health

status positively correlated with dietary behaviour improvement (Contento and

Maksymowicz-Murphy, 1990), education program involvement (Bigbee, 1989),

health/illness information seeking (Hickey et al., 1988) and healthy life-style

(Muhlenkamp, Brown, and Sands, 1985; Weitzel, 1989). However, some studies

found the opposite results that health status was negatively correlated with cancer

detection behaviour (Antonucci et al., 1990), health counselling in a hospital (Pineault

et al., 1989), talking to doctors/health professionals (Feick, Hermann, and Warland,

1986), and clinic use (Williams and Dueker, 1985). One factor which could explain

the contradictory results and inconsistency above concerns internal/external
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behavioural functions (Martinelli, 1999).

Internal health behaviours are something people can do for themselves in controlling

their health. Activities such as improving diet, seeking health information and

exercising are included. When control of health is perceived as internal, rather than by

luck or chance, it is significantly related to an increase in the practice of self-health

promoting activities (Duffy, 1988; Frank-Stromborg et al., 1990; Pender et al., 1990).

Perceived health status has been positively related to health promoting behaviour

amongst elderly people (Speake, Cowart, and Pellet, 1989), affecting diet and weight

control (Pender and Pender, 1986). Elderly people with higher perceived health status

spend more time and effort in promoting their health than those with lower perceived

health status.

External health behaviours refer to activities requiring some involvement with experts

or resources in medicine, such as consulting with physicians/doctors in the hospital or

using a clinic. People who perceive their health to be good believe that they are not in

need of external aids. Therefore, positive perception of health status appears to be

negatively related to external health behaviours. However, perceived health status

may not always correlate with good health outcomes. Researchers found a positive

relationship between perceived health status and chronic illnesses (Goldstein, Siegel

and Boyer, 1984). People with high perceived health status believe that they are

invulnerable to diseases, and are little motivated to perform health maintenance

behaviour which leads to some serious constant health problems.
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Table 4.1 summarises the previous studies with categories in behaviour functions

(internal or external). Compared with external behaviours, internal behaviours are less

risky. People with high perceived health status may favour stability over change

because of loss aversion. Health prevention behaviours can preserve this stability.

Perceived health status has also been found to have significant positive relationships

with quality of life because people view their health status as an asset (Hyland,

Sodergren, and Singh, 1999). People with higher perceived health status feel more

confident, and less at risk about their health than those with lower perceived health

status. Therefore, high-perceived health status seems more likely to encourage

consumers to be involved in prevention behaviours or related health care product

purchase because the behaviours or the products contain less risk. On the other hand,

people who perceive themselves as low as in health status might feel their health is at

risk, and would be willing to take risky choice to change their status. In such case,

they should be more involved in detection behaviours than in prevention behaviours.

Table 4.1 Summary of Studies about the Relationship between Perceived
Health Status and Health Behaviours

Authors Behaviour Function Health behaviour and

relationship to the perceived
health status relates to

Bigbee(1989) Internal Education program

involvement (+)

Contento and Internal Dietary behaviour

Maksmowicz-Murphy (1990) improvement habits(+)

Hickey et al. (1988) Internal Personal health/illness

information seeking (+)

Muhlenkamp et al. (1985) Internal Health life style (+)
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Table 4.1 Summary of Studies about the Relationship between Perceived
Health Status and Health Behaviours (Continue)

Authors Behaviour Function Health behaviour and

relationship to the

perceived health status

relates to

Antonucci et al. (1990) External Cancer detection behaviour

(-)

Talking to doctors/health

professionals (-)
Health counselling in a

hospital (-)
Clinic use (-)

Feick et al. (1986) External

Pineault et al. (1989) External

Williams and Dueker (1985) External

4. 3. 3. Mediating Role of Perceived Health Status on Message Framing

Generally speaking, healthy people are those with higher perceived health status.

Unhealthy people usually perceive themselves as having lower health status.

Krishnamurthy et al. (2001) found that healthy respondents imagining that they have

back pain may be quantitatively different from those of patients who suffer from back

pain. They found that back pain patients processed information more than nonpatients

because patients were higher in "outcome-relevant involvement" (Johnson and Eagly,

1989; Chaiken, 1987), with higher motivation to seek desirable outcomes and avoid

undesirable ones.

For health-related behaviours, negatively framed information may lead people to feel

concerned about their present health status (Rothman et al., 1993). If people are low in
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perceived health status, they might process the health-related information very

carefully or systematically because they might feel it is personally relevant to them.

They would feel they were relatively unhealthy and would like to improve the health

status in every possible way. This concern may cause them to be more risk-seeking in

their orientation towards a behaviour, especially when the behaviour is considered as

risky but worthwhile, feeling at risk may facilitate performance of that behaviour.

Therefore, it is expected that perceived health status would interact with message

framing during information processing.

4. 3. 4. Relationship between Perceived Health Status and Health

Consciousness

Our lives are governed by our thoughts, experiences and our attempts to interpret those

parts of the world around us which we perceive as relevant. Our health behaviours are

based on perceptions of our own health and our coping attitudes of coping. Therefore,

adoption of promoted health behaviours should depend on perceived health status,

health consciousness and the interaction between the two. Previous studies suggest

that motivation is an important factor to determine the degree of willingness to

perform health behaviours. Motivated consumers with an unhealthy status perform

more health behaviours than motivated consumers with a healthy status (Moorman

and Matulich, 1993). One way to interpret these findings is that motivated consumers

with an unhealthy status use their lack of health as a way to rationalise the need for

action. If true, a currently perceived healthy status could be viewed as a health liability

as it may create an illusion of well-being that reduces consumers' health behaviours

(Taylor and Brown, 1988). The reasons and arguments are as follows.
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Some researchers have documented that people who perceive themselves in a positive

light have a tendency to selectively recruit information that favours themselves

(Perloff and Fetzer, 1986; Dunning, Meyerowitz and Hotzber, 1989; Alicke et ah,

1995). This is the so-called "self-positivity bias." People estimated the likelihood of

something pleasant happening as greater for themselves than for their peers, while

they estimated the likelihood of something negative happening (e.g., becoming ill,

having a car accident) as lower for themselves than for their peers. When making a

judgement of health risks for themselves, people are likely to use the individual

information contained in that context of health. They tend to focus on information

related to themselves. Theories of health behaviours suggest that the greater an

individual's perceived risk, the greater their intention to alter behaviour (Luce and

Kahn, 1999). People with higher perceived health status tend to overrate their health

status. Therefore, people with currently healthy status could view themselves without

health risks and ignore the possible actions to maintain it, and even deny potential

health problems. It becomes a health liability because it produces a false impression of

well-being that diminishes consumers' health behaviours. On the contrary, people

with low perceived health status are already aware of their own health issues and

problems. They are eager to improve their health conditions and are willing to make

more efforts in health behaviours.

There are four possible combinations of perceived health status and health

consciousness: (1) high perceived health status with high health consciousness, (2)

high perceived health status with low health consciousness, (3) low perceived health

status with high health consciousness, and (4) low perceived health status with low
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health consciousness. Examination of the interaction effect between perceived health

status and health consciousness could help understand different profiles of health

perception and adoption of health promotion activities. High health consciousness

will motivate consumers to use their health as a resource to maintain it (Moorman and

Matulich, 1993). When people have high perceived health status and high health

consciousness, they tend to be more motivated to adopt and perform health behaviours.

High health consciousness motivates consumers to maintain their health status by

participation in health promotion activities. For example, physically well consumers

(high perceived health status) will exercise when their health consciousness is high.

However, people with high perceived health status but low health consciousness are

likely to become complacement in their good health and perform no additional health

behaviours to maintain it. Under such circumstances, many people succumb to

"blunting", that is they ignore information that could protect them from health

problems. Blunting is an attempt to escape the rational problem-solving approach and

has been associated with lower levels of health consciousness (Ginman and

Eriksson-Backa, 2001). Blunters also have a tendency to ignore and play down early

cues of sickness, ascribing them merely to influenza or cold.

When people perceive themselves as low in health status, they could either participate

in health behaviours or not depending on the degree of health consciousness. Those

with high health consciousness will perform promoted health behaviours to change

their health status, using their lack of health to justify the need for action (Moorman

and Matulich, 1993). Those who are not very health conscious might give up because

they lose hope of improving their health condition by any means. Table 4.2 presents a
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summary of the four possible conditions combining perceived health status and health

consciousness.

Table 4. 2. Summary of the Interaction Between Perceived Health Status
and Health Consciousness

Perceived Health Status/

Health Consciousness

High Perceived
Health Status

Low Perceived

Health Status

High Health Consciousness Likely to adopt health
behaviours because of

desire to maintain health

as resource

Likely to adopt health
behaviours to justify the
need for action

Low Health Consciousness Less likely to adopt
health behaviours

because of complacency
with their current health

status

Less likely to adopt
health behaviours

because they anticipate
no benefits

4.4. MOOD

Human mental function is commonly divided into three basic faculties: cognition

(thinking), conation (willing), and affect (feeling) (e.g., Hilgard, 1980). In the

previous sections, health consciousness and perceived health status were emphasised

as two important cognitive factors to explain different decision making and interaction

with message framing. In this section, mood will be focused upon. Mood falls mainly

inside the last of the above categories, although there is some overlap with other
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functions because mood affects and is affected by thinking and may also have fairly

directly consequences for motivation and action (Parkinson, Tottedell, Briner, and

Reynolds, 1996).

Mood is the subcategory of affect involving low intensity which is not directed at, or

focused on, a specific intention object (Frijda, 1994; Morns, 1989). "Mood is an

undirected evaluative mental state which temporarily predisposes a person to interpret

and act towards a variety of events in ways according with its affective content"

(Parkinson et al., 1996, pp. 9-10). In this section, mood will be defined and the

relationship between mood and decision making will be briefly introduced. Then the

mediating role of mood on message framing will be discussed in terms of three mood

theories: mood-maintenance/mood repair theory, hedonic contingency theory, and the

context of meaningful losses and gains. Finally, findings from previous literature on

the mediating role of mood in framing will be summarised.

4.4.1. Defining Mood

The concept of mood and its accompanying effect has been described in a number of

ways, although there are several common themes. Most authors view mood as a

phenomenological experience, subjective in nature (Gardner and Hill, 1988). Moods

are specific class of feeling states, which are both general and persuasive affective

states (Clark and Isen, 1982; Gardner, 1985; Isen, 1984; Morris, 1989).

Mood must be discriminated from emotions. Emotions are more intensive and

evocative affective states, which can be attached to a specific cause and to explicit
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behaviours (Clark ant Isen, 1982). Consequently, emotions have a sudden, abrupt rise

time due to this specific causal nature (Schwarz and Bless, 1991). Moods are

relatively mild and subtle affective states (Batra and Stayman, 1990), generally

associated with lower arousal levels. They may arise from a collection of favourable

and unfavourable events, which single-handedly may not be adequately intense

enough to generate a specific emotion, but jointly may predispose a person to a more

generalised positive or negative state (Schwarz and Bless, 1991). Emotions can also

be much more specifically identified (e.g., anger, elation) than mood, which tend to be

more general and bipolar (e.g., positive and negative or good and bad) (Hill and Ward,

1989).

Mood is a transitory state, and thus can be distinguished from more stable and durable

conditions (Peterson and Sauber, 1983), such as personality attributes (e.g., insecurity,

temperament) or enduring global attitudes (Gardner, 1985). Despite their transitory

qualities, the effects of induced mood states can be observed for at least 15 to 20

minutes after induction (Isen, Clark and Schwarz, 1976). The transient quality of

mood also means that moods are easy to manipulate through very trivial stimuli (Isen,

1984; Schwarz and Clore, 1983), such as chips, music, or candies. The

autobiographical narrative method is the other common way to manipulate mood. The

autobiographical narrative method has advantages such as fidelity to the subjective

experience of individual participants and potential for exploring issues that cannot

readily be simulated by unrelated materials (e.g., chips, music, or candies)

(Baumeister et al., 1990; Tangney, 1992; Kahn and Isen, 1993). For example, positive

mood can be induced by a Positive Life Event approach (e.g., Bless et al., 1990; Petty
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et al., 1993), in which scenario subjects were asked to recall in detail a recent event in

their lives that made them feel very positive. Subjects were then given a few minutes

to write as detailed and vivid a description of the positive event as possible. It was

found that subjects exposed to the positive mood manipulation felt significantly

happier than subjects exposed to the neutral mood manipulation. Similar results were

found by using Negative Life Event that subjects exposed to negative mood

manipulation felt sadder than subjects exposed to the neutral mood manipulation.

Moods can have an effect on attentional processes and influence behaviour (Clark and

Isen, 1982), which is why the construct is under investigation. In the next sections, the

discussion will turn to the specific effects that mood has on decision-making,

information processing, and message framing.

4. 4. 2. Mood and Decision Making

Mood has been shown to affect decision-making and influence risk-taking. A growing

body of research indicates that even mild affective states can markedly influence

everyday thought processes (Lewis and Haviland-Jones, 2000). One kind of decision

that has been studied as a function of affect is risk preference (e.g., Arkes, Herren and

Isen, 1988; Isen and Geva, 1987; Isen and Patrick, 1983). In these studies, people in

whom positive affect had been induced were more risk averse than people in control

conditions, when the risk situation about which they were reasoning was a realistic one

that made them focus on the probability of a real, meaningful loss (e.g., Arkes et al.,

1988; Isen and Patrick, 1983; Isen and Geva, 1987). Otherwise, they appeared more

risk-prone than controls (Arkes et al., 1988; Isen and Patrick, 1983).

113



Consider, for example, some of the evidence regarding risk-taking behaviours of

subjects in a good mood versus those in a neutral mood. Isen and Patrick (1983) found

that when the probability of winning was low, subjects in a good mood bet less and

when the probability of winning was high, they bet more. Isen and Geva (1987) found

that when the stakes were high, subjects in a good mood set higher levels of

probability of winning as the minimum necessary condition for accepting a bet; and

for lower stakes, they set lower probability levels. Participants exposed to positively

framed messages also showed more thoughts about losing in a thought-listing task

following this assessment (Isen and Geva, 1987). Arkers et al. (1988) found that

subjects induced to a good mood were willing to pay more for lottery tickets and for

buying insurance against a loss.

Positive feelings have been found to cue positive material in memory, making access

to such thoughts easier, and thus making it more likely that positive material will

"come to mind" (Nasby and Yando, 1982; Teasdale and Fogarty, 1979). Isen (1987)

andMackie and Worth (1989) argued that since people are more familiar with pleasant

affective experiences, pleasant mood is associated with more situations than

unpleasant mood and pleasant mood leaves less capacity for other cognitive tasks.

This would imply that people in pleasant mood are likely to take a heuristic/peripheral

route in their information processing and simplify their search procedures. Isen and

Means (1983) and Forgas (1989) found that subjects in pleasant moods took less time

to make decisions and reviewed information less. Schwarz (1990) viewed happy

moods as informing people that the environment is safe, thereby reducing their

motivation to scrutinise information in that environment. In contrast, people in a
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negative mood were found to process information more systematically because

negative affective states were viewed to inform people that their current situation is

problematic and something must be done (Sinclair, 1988). People in unpleasant

moods were more influenced by central rather than peripheral cues (Worth and Mackie,

1987) and were more immune to a variety of biases (Taylor and Brown, 1988).

4. 4. 2. Mediating Role of Mood on Message Framing

Previous literature suggests that mood would interact with the degree of elaboration

and influence persuasion processes differently (see Petty and Caccioppo, 1986).

When people are not particularly motivated or able to think about a message (i.e.,

elaboration is low), mood acts as a simple cue, enhancing persuasion when the mood is

pleasant but reducing persuasion when it is unpleasant. Petty et al. (1993) suggested

that when the elaboration was relatively low, mood appeared to exert a direct effect on

judgement, with a positive mood leading to more persuasion than a neutral mood.

Individuals in a positive mood would be likely to rely on peripheral cues, at the

expense of message elaboration (Schwarz, Bless and Bohner, 1991). In contrast,

individuals in a negative mood would be likely to engage in message elaboration, and

may pay little attention to peripheral cues, given that they could evaluate the message

on the basis of its content. When motivation and ability are moderate, mood appears to

determine how much thinking occurs (Worth and Mackie, 1987). When the

elaboration likelihood is high, however, mood appears to determine the extent of

persuasion by influencing the nature of thoughts that come to mind. Subjects' mood

influenced attitudes indirectly via the favourability of the thoughts they generated in

response to the message. Therefore, the impact of mood on persuasion is mediated by
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its impact on subjects' processing strategies (Schwarz, Bless, and Bohner, 1991).

Two theories suggest that people in a positive or negative mood will differ in their

reactions to framed messages: the mood-maintenance/mood-repair theory and the

hedonic contingency theory. The mood-maintenance/mood repair explanations

suggest that people in a positive mood will choose to attend to information that is

likely to maintain their positive mood, whereas people in a negative mood will be

motivated to repair their mood by attending to information that will uplift them (e.g.,

Clark and Isen, 1982; Schaller and Cialdini, 1990). There is a tendency for people to

process information more thoroughly that is consistent with their affective state though

support for such a tendency is rather weak in the sad mood case (Wegener et al., 1995).

An ongoing mood may shape one's receptivity to a gain or loss frame because one's

feelings can serve as information about one's current situation (Rothman and Salovey,

1997). Its premise is that evaluations, judgements, and behaviours can all be altered

by mood state, and that this happens in a manner that matches the current state. For the

positive mood, mood maintenance takes the position of the old cliche that happy

people see their world through rose-coloured glasses, tending to notice and interpret

events in an overly positively light (Niedenthal, Setterlund, and Jone, 1994). As a

result of their optimism, they should act accordingly (Isen et ah, 1978), while sad

people always see the glass as half empty and tend to notice and interpret events

negatively. Sad moods may confirm that potential losses are possible, whereas happy

moods may underscore the salience of potential gains.

Similar to the mood-maintenance/mood-repair view, the hedonic contingency theory
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suggests that people in a positive mood are more likely to process uplifting and to

avoid messages that may be depressing (Wegener, Petty and Smith, 1995; Wegener

and Petty, 1994). Consistent with this view, Wegener et al. (1994) found that the

influence ofmood on perceptions of likelihood mediates the relative persuasiveness of

gain- and loss-framed arguments. Participants were more persuaded by gain-framed

arguments when they were in a happy mood, but loss-framed arguments were more

persuasive when they were in a sad mood. The finding that mood states can influence

perceptions of likelihood or risk is quite robust (Johnson and Tversky, 1983; Mayer et

al., 1992; Salovey and Birnbaum, 1989). However, the hedonic contingency

framework also suggests that people in a positive mood are more sensitive to the

mood-changing consequences of their actions than people in a negative or neutral

mood. People in a negative mood do not care as much about how the information will

spoil their mood because they are already in a negative mood. Some researchers

suggest that framing serves as a peripheral cue and only works in certain conditions

(e.g., Block and Keller, 1995). People in a good mood are motivated to merely

maintain their favourable mood state. Their affect informs them that currently there is

no need to process information effortfully in a way that may interfere with their

positive mood. As they are receptive to attempts to persuade them peripherally by

means such as framing, they are motivated to maintain their positive mood state and

thus avoid central processing. Positive framing could invoke enjoyment of the

favourable feeling state. In such circumstances, consumers may be positively

influenced by positive framing appeals. When in a negative mood, it has been argued

that individuals are motivated to centrally process stimuli. Thus, the hedonic

contingency framework predicts that people in a positive mood prefer the gain-framed
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message to the loss-framed message but the framing effects are weaker or insignificant

when people are in a negative mood.

In the studies of mood-maintenance/mood-repair view and the hedonic contingency

theory, investigators manipulated participants' mood through a prior, unrelated task.

They did not consider the possible interaction between mood and cognition. Although

these two theories can inform predictions on the relationship between mood and

framing effects, they may not generalise to the contexts ofmeaningful losses and gains,

especially when people perceive the real losses. In contrast to the context of health in

which loss may include death or serious side effects, loss was not as meaningful in

Wegener et al.'s (1994) study—in the loss condition, subjects were unable to avail of a

hypothetical university part-time employment programme. This implies that mood

might interact with perception of gain/loss. Perceived risk could be incorporated into

the mood during the information processing. Isen (1993) proposes that people in a

positive mood disregard negative information only if it is inconsequential. However,

when real loss is possible or when the task is important, people in a positive mood may

be more inclined to attend to negative information than people in a neutral mood.

Increased attention to negative information when stakes are high may occur because

participants in a positive mood are thinking about losses, because they have more to

loss (Isen and Geva, 1987). The third theory concerning the mediating role of mood in

message framing can be explained in the context of perceive risk and is discussed

below.
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4. 4. 3. Interaction Effect Between Mood and Perceived Health Risk in

Message Framing

Keller, Lipkus, and Rimer (2003) provided the third theory regarding the relationship

between mood and framing effects by focusing on the role of perceived risk. They

suggested that the role of mood in the context of meaningful losses and gains would

mediate message framing. They argued with previous studies by Isen and colleagues

(Arkes, Herren and Isen, 1988; Isen and Patrick, 1983; Kahn and Isen, 1993) that

people in a positive mood consider negative information carefully by making prudent

risk-related decisions. Specifically, they find that though people in a positive mood

are more risk seeking than controls when the level of risk is low, they prudently avoid

taking large risks in a gambling context (Isen and Geva, 1987; Isen, Nygren and Ashby,

1988; Isen and Patrick, 1983; Mano, 1994). Isen and Geva's (1987) and Isen and

Patrick's (1983) studies also provide evidence for the process underlying these effects.

In particular, Isen and Geva (1987) show that people in a positive mood have more

thoughts about losses than controls when the level of risk is moderate to high. In order

to avoid large loss, people in a positive mood tend to be risk averse. However, when

faced with low-risk stakes, they become risk-seeking so that they can benefit from the

gain without putting too much time on the line.

The increased focus on potential losses among those in a good mood may be

considered inconsistent with previous studies that positive material from memory is

made more accessible in a positive mood state. Isen and Geva (1987) propose that this

discrepancy may be explained by a combination of two factors, the high level of risk

and the potential real loss. In contrast to the memory literature on which there
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typically is no fear of potential loss, a consequential loss situation may focus a concern

about losing. Along the same lines, Wegener, Petty, and Smith (1995) suggest that the

loss frame persuades people in a positive mood if they are more concerned about

maintaining their affective state in the long run rather than just their immediate

positive mood. This view is consistent with other studies that people with favourable

expectation are better able to recall immediately threatening information (Aspinwall

and Brunhart, 1996) and that positive feedback reduce ego-defensiveness or increases

willingness to accept new negative feedback on an unrelated task (Trope and Neter,

1994).

Together, these findings suggest that when people perceived health as a meaningful

loss, a health message framed as loss would be more persuasive to those in a positive

state than would a gain-frame message. This may occur because after the affect

induction, people in a positive state are more concerned about losses because they

have more to lose (Isen and Geva, 1987; Isen, Nygren, and Ashby, 1988). People in a

positive state may also be more receptive to a loss frame if they are motivated to

maintain control over long-term positive affect rather than worry about spoiling their

current positive affect. In the health context, the loss frame may be interpreted as, a

person will be unhappy in the future if he/she does not take good care of health now by

taking actions such as having regular checks and purchasing healthcare products.

Therefore, for people in a positive affective state, loss frames would result in higher

perceived risk and higher persuasion than would gain frames.

However, when people are in more negative affective states, they prefer to receive
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positive rather than negative information and are less able to cope with additional

negative information (Keller at el., 2003). Reed and Aspinwall (1998) found that

subjects in less positive states are less open to and read threatening health information

slower than more positive subjects because of the lack of concentration. Lowenstein et

al. (2001) indicate that people in negative moods are more anxious and that anxiety

increases risk aversion. These studies suggest people in negative affective states will

prefer a gain-framed to loss-framed message either because a gain frame would be

better for repairing a negative state or because people are less able to cope with

additional negative information in a loss frame.

By way of review, Table 4.3 summarises the three theories of mediating role of mood

in message framing with (1) major publication, (2) the context, (3) classification of

mood theory, (4) manipulation or measure used for mood, (5) related scales or

manipulation checks, and (6) major findings.
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Table 4.3. Summary ofMood Manipulations or Measures
from Previous Literature

Authors Context Mood Theory Manipulation
or measure

Manipulation
check

question or
measurement

scale

Major
findings

Clark and
Isen

(1982)

Schaller
and

Cialdini,
(1990)

Rothman
and

Salovey
(1997)

Mood states

have
differential
motivational

impact.

Mood(s)
experienced
influence
different

motivation(s).

Mood-

maintenance/

mood-repair

Manipulation Three

questions
assessed the

manipulation
of the mood in

positive or
neutral
conditions.

Mood-
maintenance/

mood-repair

Manipulation One
manipulation
check

question on
mood.

Influence of

possible affect
on the

perception
towards the

message
frames.

Mood-
maintenance/

mood-repair

Pure
discussion
from literature

N/A

Pleasant
moods tend to

invoke
maintenance
activities
while

unpleasant
moods are

often followed

by the use of
mood-repair
strategies.

Different
moods reflect

changing
dispositions
towards
certain modes
of action and

interpretation.

Mood may
shape one's
receptivity to
a gain or loss
frame because
one's feelings
can serve as

information
about one's
current

situation.
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Table 4.3. Summary of Mood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Theory Manipulation
or measure

Manipulation
check

question or
measurement

scale

Major
findings

Johnson Influence of Hedonic Manipulation A Positive affect
and affect on contingency ofmood by manipulation induced by a
Tversky perceptions providing check of a happy event
(1983) of risk by depressive 9-point sale produced a

producing a and filler ranging from comparable
decrease in stories. "positive, decrease in

judged uplifted" to judged
frequency of "negative, frequencies of
risks. depressed." risks.

Salovey Influence of Hedonic Measure of Profile of Seeing oneself
and mood on contingency prior mood Mood States as

Birnbaum health- state before (POMS)1 was invulnerable

(1989) relevant manipulation used for to future

cognitions of a measuring negative
(subjects in tape-recorded prior mood events was

experiment mood and six items accentuated
1 and 2 were induction were used for among happy
actually ill procedure mood subjects and
and those in described by manipulation attenuated

experiment Wright and check.2 among sad
3 were Mischel subjects.
healthy) (1982).

1
POMS was developed by McNair et al. (1971) is a six-subscale measure with 65 adjective forming the

following mood subscales: Depression-Dejection, Vigour - Activity, Tension-Anxiety, Anger-Hostility,

Fatigue-Inertia, and Confusion-Bewilderment. Subjects used 5-point scales to indicate which adjectives
describe how they felt.

2 Six -item Mood Check was developed from previous work involving happy and sad mood

manipulation (Amrhein, Salovey and Rosehan, 1981; Rosenhan, Salovey and Hargis, 1981; Salovey
and Rosenhan, 1983; Salovey and Singer, 1989). Six items presented in directionally counterbalanced
orders on 7-point scales including happy, exhilarated, sad, pleasant, content, and satisfied.
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Table 4.3. Summary of Mood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Theory Manipulation
or measure

Manipulation
check

question or
measurement

scale

Major
findings

Bless et al. Impacts of Hedonic Manipulation A Sad students

(1990) moods contingency of moods by manipulation processed the
(good or asking check message
bad) on the subjects to question: justifying a
processing provide a "How do you student fee
of vivid report of feel right at more than

persuasive a pleasant or this moment?" happy
communi¬ an unpleasant with 1 = very students when
cations life event bad and 9= processing

(constructing very good. was

a "Life Events spontaneous,
Inventory"). but not when

external goal
motivated

message
scrutiny.

Petty, Positive Hedonic Manipulation Manipulation Positive mood

Schuman, mood contingency of moods by checks by six produced
Richman, influences asking questions (two more

and attitude subjects to were used to favourable
Strathman change recall in detail assess attitudes

(1993) under high a recent event subjects' under both

and low in their lives anticipated high and low
message that made mood during elaboration
elaboration them feel very the message, conditions,
conditions. positive and four but mood

("Positive questions influenced the
Life Event") asked about favourability
(Study 1) and their actual of subjects'
providing mood at thoughts only
popular TV different under high
comedy points in the elaboration

{Cosby Show) experiment. conditions.

(Study 2).
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Table 4.3. Summary ofMood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Theory Manipulation
or measure

Manipulation
check

question or
measurement

scale

Major
findings

Wegener, Mood on Hedonic Mood Three scales Positive mood

Petty and attitude contingency manipulation assessed how tended to lead
Klein change by assigning the tape made to more

(1994) when the subjects to subjects feel persuasion
likelihood of watch a with 1= than negative
message 10-minute 'happy, mood when
elaboration videotape that pleasant, and the message
is high. induced good'and was framed

(Issue of positive or 10='sad, positively, but
comprehen¬ negative unpleasant, to less
sive exam) mood. and bad' persuasion

when the

message was
framed

negatively.

Wegener, Mood Hedonic Mood Three scales Happy mood
Petty and effects on contingency manipulation assessed how could lead to

Smith persuasive by two the tape made greater
(1995) message imagination subjects feel message

processing tasks with 1= scrutiny than
(Audiotaped (inducing 'happy, neutral mood
editorial happy or pleasant, and when the

about neural mood) good'and 9- message is not
improving in Experiment 'sad, mood
foster care) 1 and a mood

induction
article (either
happy or sad)
in Experiment

unpleasant,
and bad'

threatening.

2.
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Table 4.3. Summary of Mood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Theory Manipulation Manipulation Major findings
or measure check

question or
measurement

scale

Kevin et Mood effect Hedonic Mood Mood Traders in a

el. (2003) in foreign contingency manipulation measurement good mood had
exchange by using adopted from an inferior

trading positive or Baron and trading
negative Bronfen performance
performance (1994) (eight (losing money)
feedback and questions). 3 compared to
pleasant or those in neutral

unpleasant or bad mood
music because they
(experiment tended to make

1)and by less accurate

asking decisions and

subjects to over-confident
read taking
mood-laden unwarranted

statements risks.

(experiment
2).

Isen and Positive Mediator of Positive mood No Positive affect
Patrick feelings on perceived risk manipulation manipulation was associated

(1983) risk taking (when by giving check. with the

(in betting meaning loss McDonald's increased risk

and exists) gift certificate taking where
hypothetical (worth $.50) risk is low, but
dilemma before not where risk is

regarding experiment. high.
job offer)

3 It measures affect on 7-point scales (sad-happy, bad-good, negative-positive, unpleasant-pleasant,

tired-energetic, dull-alert, sleepy-awake, and bored-interested).
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Table 4.3. Summary ofMood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Theory Manipulation
or measure

Manipulation
check

question or
measurement

scale

Major findings

Isen and
Geva

(1987)

Positive
affect on

acceptable
level of risk

(in betting)

Mediator of

perceived risk
(when
meaning loss
exists)

Positive mood

manipulation
by giving a
bag of candies
before

experiment.

No

manipulation
check.

When the stakes
were high,
subjects in good
mood set higher
levels of

probability of
winning as the
minimum

necessary for
accepting a bet;
and for lower

stakes, they set
lower

probability
levels.

Kahn and The Mediator of Positive affect No Positive affect

Isen influence of perceived risk manipulation manipulation increased

(1993) positive (when by giving a check variety-seeking
affect on meaning loss bag of candies behaviour when

variety exists) (Study 1) or circumstances

seeking sugarless gum did not make

among safe, (Study 2) tied unpleasant or
enjoyable with a ribbon. negative feature
products of the items in

the choice task
salient.
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Table 4.3. Summary of Mood Manipulations or Measures
from Previous Literature (Continued)

Authors Context Mood Manipulation Manipulation Major
Theory or measure check findings

question or
measurement

scale
Mano Affect and Mediator of Mood PANAS 4 High negative
(1994) framing perceived measure by affectivity let

effects in risk (when Positive to higher
risk-taking (in meaning Affectivity willingness to
the context of loss exists) Negative pay for
buying Affectivity insurance for
insurance and Scale possible
lotteries) (PANAS). losses of

substantial
value. Higher
calmness led
to greater
willingness to
pay for
lotteries.

Keller, Affect and Mediator of Followed Manipulation Participants
Lipkus, framing in perceived Bless et al. checks with induced with a

and Rimer persuasion (in risk (when (1990) three positive mood
(2003) the context of meaning procedure of questions: were more

intention to loss exists) constructing a How do you persuaded by
get a "Life Events feel right the

mammogram) Inventory" as now? (1= very loss-framed

manipulation bad,sad, message,
in Experiment unpleasant, whereas

1, and ll=very good, participants
measured happy and induced with a

participants' pleasant) negative
affective state mood were

directly in more

Experiment 2. persuaded by
gain-framed
message.

4 PANAS was developed by Waston et al. (1982) containing two 10-tem scales, positive affect (PA) and

negative affect (NA). 10 descriptors for the PA are: attentive, alert, excited, enthusiastic, inspired, proud,

determined, and active. 10 items for the NAare: distressed, upset, hostile, irritable, scared, afraid,

ashamed, guilty, nervous, and jittery.
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4. 5. INDIVIDUAL PERCEPTIONS TOWARDS RISK

This section will focus on the individual perceptions towards risk. First, individual

difference in risk trait/ propensity is introduced by discussions of risk styles and risk

tolerance. Then literature distinguishing between risk-averse and risk seeking was

reviewed. After pointing out the importance of individual differences in risk

perception, how it mediates message framing during people's information processing

will be examined. Since this study lies in the context of healthcare products, two

components shaping health risk perceptions are scrutinised from previous literature:

perceived susceptibility and perceived severity. After that, how these two variables

might interact with message framing will be considered, drawing on existing research.

4. 5.1. Individual Difference in Risk Trait/ Propensity

Although studies of framing effect routinely invoke the prospect theory prediction of

risk-averse preferences in the positive frame and risk-preference in the negative frame,

there are few systematic assessments of the degree to which this prediction actually

captures the individual general risk trait/propensity. How an individual perceives risk

generally determines his/her preference of risk before decision making. People could

be categorised into different "risk styles" or "risk tolerance" by indicating whether

they are concerned that by not doing something they will miss an important

opportunity, and whether they avoid doing things for fear that they might make a

mistake (Kogan and Wallach, 1964; Barach, 1968). Similarly, Lopes (1987) and

Schneider and Lopes (1986) propose that individuals can be classified as risk averse or

risk seeking. Individuals who are risk averse should spend more time looking at the

safe information in the choice options whereas risk-seeking people should focus their
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search on the risky (potential-enhancing) information. Risk-averse individuals should

make safe choices in general and risk-seeking individuals should make more risky

choices. The degree to which risk taking is a function of the decision maker's

risk-taking attitudes, versus the context in which choices are made has occupied the

attention of many researchers of risk-taking behaviour (see Bromiley and Curley,

1992). There is a need to incorporate individual risk preference or general risk

perceptions into the model of decision making.

4. 5. 2. Mediating Role of Individual Initial Risk Perception on Message

Framing

Framing research has developed under the notion that, holding all else constant, the

decision-making context can have a profound effect. Prospect theory essentially

posits that, regardless of an individual's inherent risk-taking propensities, the decision

frame is the major determinant of risk-taking behaviour. However, prospect theory is a

psychophysical theory of risk-taking behaviour that pays scant attention to individual

cognitions, intentions, and dispositions (Lopes, 1987). Clearly there are individual

differences in the way people respond to risk, in their attitudes toward risk, and also in

their patterns of information processing during decision making (McDougal, 1995).

There have been some researchers who have attempted to investigate the degree to

which individual differences in risk-taking tendencies moderate framing effects

(Elliott and Archibald, 1989; Fagley and Miller, 1990). Fagley and Miller

administered the Choice Dilemmas Questionnaire (Kogan and Wallach, 1964) and

Risk Avoidance Scale (Shure and Meeker, 1967) to decision makers, along with five

framing items. Neither measure of risk-preference was found to interact with framing
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effects on choice. Two studies attempted to measure individual risk preferences with

gambles (Elliott and Archibald, 1989; Rowe and Puto, 1987). Neither reported

significant moderating effects for risk preferences with framing. Bromiley and Curley

(1992) criticised these measures for having questionable construct validity. As such, it

is still unclear what role risk-taking attitude plays in moderating the framing effects.

The initial preference point derives from the individual characteristics of the decision

maker (e.g., personality traits and the decision maker's perception of the choice

environment) (Puto, 1987). Rowe and Puto (1986) suggest that individuals who are

risk averse would tend to form initial reference points which are less challenging than

those formed by individuals who are risk taking. Frisch (1993) and Wang (1996) have

argued that framing effects will be strongest when decision makers do not possess

strong risk attitudes. Zickar and Highhouse (1998) suggest that framing effects are

most potent for individuals of moderate preference for risk. As such, understanding

how framing influences choice behaviour requires an understanding of the decision

maker's initial risk preference.

4. 5. 3. Individual Perceived Health Risk: Perceived Susceptibility and

Severity

Risk is generally conceived as consisting of two components: the likelihood and the

severity of negative outcomes (Van der Pligt, 1998). The operational definition of risk

had been driven by a "probability times outcome" orientation, meaning that an

individual's perceptions of risk are comprised of some combination of the probability

of a negative and severity of that outcome (Oglethorpe and Monroe, 1994). The
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concept of perceived risk for individuals has been related to several different types of

outcomes, including functional or performance, social, psychological, health and

safety, and financial (Oglethorpe and Monroe, 1994). In studying health and illness,

perceived health risks are considered critical in explaining why people engage in

health-related behaviours or what factors motivate them to seek medical care

(Prohaska, 1990). Perception of risk has been suggested to be the most salient

psycho-dynamic feature in the leading models of health behaviours (Prohaska, 1990).

Higher perceived risk correlates with intention to take precautionary behaviours

(Robinson et al., 1997).

Perception of health risk could be measured by two primary dimensions: perceived

susceptibility (vulnerability) and perceived severity (Becker and Janz, 1987; Janz and

Becker, 1984). Researchers have been using different expressions of perceived health

risk and its measures. Various terms used for measuring or manipulating perceived

risk from the previous literature in the context of health are summarised in Table 4.4.

Perceived risk, perceived vulnerability, perceived threat, self-risk estimate were used

commonly. According to Protection Motivation Theory by R.W. Rogers (1975; 1983),

severity of the event and probability of the event occurring largely determine impetus

for a person to adopt recommended health behaviour. Slovic, Fischhoff, and

Lichtenstein (1979, 1980) suggested that perceptions of risk (hazard) result from the

combination of severity and the likelihood of injury information. Beliefs about risk

likelihood and risk severity have been found to contribute to interest in risk-reduction

behaviours such as seeking medical treatment (Weinstein, 1982, 1983). For example,
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denial of personal risk for the onset of AIDS has been found to be associated with

high-risk sexual behaviour (Weber et ah, 1986). Precautionary behaviour is most

likely when perceived susceptibility and severity are high (Janz and Becker, 1984). In

contrast, if an individual believes that the likelihood or severity of risk is minimal, the

probability of health behaviour compliance would then be minimal (Wogalter, Dejoy

andLaughery, 1999).

Table 4.4. Summary of Manipulations or Measures for Perceived Risk
in the Context of Health

Authors Context Term of Manipulation Manipulation
perceived or measure check question
risk used in or

the paper measurement
scale

Banks et al.

(1995)
Message framing
in mammography
utilisation

Perceived risk
of breast
cancer

Measure after

manipulation
A 7-point scale
ranging from
not at all likely
(1) to very likely
(7), subjects
made two risk

judgements.5

Calnan and
Moss (1984)

Health belief
model in

compliance with
breast self-
examination

Perceived

vulnerability
Measure from

survey data
Index from five
statements

about beliefs
about

susceptibility to
breast cancer

(Stillman,
1977).

5 Two risk judgements included one for the likelihood that participants would develop breast cancer and
another for the likelihood that they would die from breast cancer. A risk probability index was then
created by calculating the mean of these two items.
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Table 4.4. Summary ofManipulations or Measures for Perceived Risk
in the Context of Health (Continued)

Authors Context Term of

perceived risk
used in the paper

Manipulation
or measure

Manipulation
check

question or
measurement

scale

Chen and
Land (1986)

Detweiler et
al. (1999)

Greene and
Brinn (2003)

Health beliefs
in

preventative
dental
behaviour

Message
framing in
sunscreen use

context

Messages
influencing
college
women's

tanning bed
use

Perceived threat

(perceived
susceptibility and
perceived
seriousness)

Risk level for skin
cancer (perceived
susceptibility and
perceived
seriousness)

Perceived

susceptibility and
perceived threat

Measure from

survey data

Measure
before

manipulation

Measures
from the

survey

Two separate
4-point scales
were used/'

Three

questions
were included
to assess

participants'
objective and
subjective risk
level for skin
cancer.7

Eight
questions for
perceived
susceptibility
were

pre-tested.8

6
Perception of susceptibility were measured by the beliefs in (a) one's likelihood of getting tooth decay,

(b) one's condition of teeth, and (c) one's likelihood of getting gum disease. Perceived severity were

measured by the beliefs in (a) tooth decay as a serious problem, (b) the adverse effect on dental problem
on health, (c) the effect of poor teeth on one's appearance, and (e) the effectiveness of dental visits in

preventing tooth decay.
7 Neutral hair colour and skin tone (combined into a single, continuous index of objective risk) and

perceived risk of developing skin cancer (dichotomised to reflect high vs. low perceived risk).
8
5-point scales ranging from "Strongly Agree" to "Strongly Disagree" were used. Examples included "I

am worried about developing skin cancer because of too much skin exposure" and "Compared with
other female students, I have a high chance of developing skin cancer."

134



Table 4.4. Summary ofManipulations or Measures for Perceived Risk
in the Context of Health (Continued)

Authors Context Term of

perceived risk
used in the paper

Manipulation
or measure

Manipulation
check question
or

measurement

scale

Harris
and
Guten

(1979)

Health-protecting
behaviours

Perceived

vulnerability
Measure from
the survey

A single
question was
operationalised
"Would you say
that you are
more likely than
others to get
sick, about as
likely as others
to get sick, or
less likely to
than others to

get sick?"

Keller, Negative
Lipkus, consequences of
and positive mood on
Rimer health risk

(2002) accuracy in the
context of breast
cancer

Health risk
estimate

Measure Computer
software
calculated
breast cancer
risk estimates
based on

variables
included current

age, number of
first-degree
relatives with
breast cancer,

age at first live
birth, age at
menarche, and
number of

benign breast
biopsy
specimens as
risk feedback.
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Table 4.4. Summary of Manipulations or Measures for Perceived Risk
in the Context of Health (Continued)

Authors Context Term of

perceived risk
used in the paper

Manipulation
or measure

Manipulation
check question
or

measurement

scale

Keller,
Lipkus, and
Rimer

(2003)

Menon et

al. (2002)

Oglethorpe
and
Monroe

(1994)

Intention to

get a
mammography

Perceived risk

(perceived
susceptibility)

Measure

Message cues
on judgements
of health risk (in
the context of

Hepatitis C)

Self risk estimates

(perceived risk)
Measure
before

manipulation
(Study 3)

Determinants of

perceived health
and safety risks
of selected
hazardous

products and
activities

Perceived risk Measure

Asked

participants to
estimate their
likelihood of

getting breast
cancer in their
lifetime on two

seven-point
scales with 1 =
no chance/very
unlikely and 1~
certain to

happen/very
likely.

A series of

hepatitis C risk
questions with
two separate
scales (a 100-
point
probability scale
and a 7-point
likelihood

scale).

Measurement
scales with six
dimensions:

controllability,
availability,
catastrophic
potential,
immediacy of
effect,
dreadedness,
and

reversibility.
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Table 4.4. Summary of Manipulations or Measures for Perceived Risk
in the Context of Health (Continued)

Authors Context Term of Manipulati Manipulation
perceived risk on or check question
used in the measure or

paper measurement

scale

Robinson et al. The likelihood Perceived risk Measure Summarised

(1997) of using (perceived comparisons findings from
sunscreen and susceptibility) from some studies between

staying in the existing 1986 to 1996.
shade. studies

Vanlandingham Risky sexual Perceived Measures Perceived
et al. (1995) practice severity and from survey severity was

among susceptibility data measured by the
northern Thai statement

males "AIDS is
incurable/fatal"
and perceived
susceptibility
was measured

by subjects'
rating in their
chances they
may contract
HIV.

Williams et al. Message Perceived Measure Perceptions
(2001) framing in early-detection were assessed

breast-cancer- risk (anxiety among women
related beliefs about who had

and performing previously done
behaviours Breast Self- BSE. Two items

Examination) were included to

measure anxiety
about

performing
BSE.9

9
Participants were asked: (a) whether, when thinking about doing BSE, they felt anxious about finding

a lump or something suspicious; and (b) if so, whether this worry would ever lead them to not do BSE or

to put off doing BSE until a later date.
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Perceived susceptibility (vulnerability) means each individual has his/her own

perception of the likelihood of experiencing a condition that would adversely affect

one's health (injury, illness, etc.) (Rosenstock, 1966 and 1974; Becker et al., 1974).

The extent of readiness for taking health behaviour is determined by whether the

individual feels susceptible or vulnerable to the particular condition. Perceived

vulnerability is a major factor in the formation ofmotivation to avoid risk. In fact, the

impact of appeals that emphasise personal vulnerability is predicated on the

assumption that people will adopt an available, effective behaviour to reduce the

likelihood of experiencing an unwanted outcome (Gerrard, Gibbons, and Bushman,

1996; Sutton, 1982; Weinstein, 1993; Weinstein, Rothman and Nicolich, 1996). Janz

and Becker (1984) concluded that most studies found a positive association between

perceived vulnerability and preventive behaviours. Perceived susceptibility to a threat

is crucial in motivating positive health behaviour (Rippetoe and Rogers, 1987; Klohn

and Rogers, 1991; Mermelstein and Riesenberg, 1992; Robinson et al., 1997). For

example, Steers, Elliott, Nemiro, and Oskamp (1996) found perceived susceptibility

predicted increased condom used and decreased risky sexual behaviours. Researchers

accommodate the importance of perceived susceptibility as a major determinant for

health decision making (e.g., Greene and Brinn, 2003). Recently, Sheerman and

Abraham (1996) argued that more clarity is needed on the precise role of perceived

vulnerability. For example, specific levels of perceived severity and vulnerability

function as a threshold variable before perceived vulnerability has impact on

behaviour, which could explain the weak relationship between perceived vulnerability

and behaviour in some studies (e.g., Ronis, 1992).
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Perceived seriousness (severity) refers to the beliefs a person holds concerning the

effects a given disease or condition would have on one's well-being. This effect can be

understood from the point of view of the difficulties that a disease would create and the

negative consequences of the risk (e.g., Slovic, Fischoff, and Lichtenstein, 1978 and

1979; Lowrance, 1980). The dimensions of those harms include both medical

consequences (e.g., death, disability, and pain) and possible social consequences (e.g.,

effects of the conditions on work, life, and social relations). Beliefs about risk severity

have been found to contribute to interest in risk-reduction behaviours such as seeking

medical treatment (Weinstein, 1982, 1983). For example, denial of personal risk for

the onset of AIDS has been found to be associated with high-risk sexual behaviour

(Weber et al., 1986). On the other hand, if an individual believes that the severity of

the health threat is great, then the probability of health behaviour compliance increases.

Perceived severity determines the salience of health threat. When the threat is

perceived as irrelevant or insignificant, people lose motivation to process information

further and then ignore the message.

Perceived vulnerability and severity are two major determinants of health behaviours

and affect individual's choices. It is important to note the way in which they combine

to have these effects together. No matter how severe an outcome might be, it would be

irrational to expend effort to prevent the outcome if it has no chance of occurring.

Similarly, it would be irrational to take precautions if the outcome is not undesirable,

regardless of its likelihood. Thus, the effects of these variables cannot be independent,

and if either likelihood or severity is perceived to be zero, no one should be motivated

to act (Weinstein, 2000). Recognition of one's own vulnerability and severity is an
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important condition for adopting behaviours that reduce health risks.

4. 5. 4. Mediating Role of Individual Perceived Health Risk (Perceived

Susceptibility and Severity) on Message Framing

There is a substantial amount of research showing that perceived risk tends to be a

complex process that depends on factors such as the context in which the risk

information is presented, the way the risk is being described, and also on personal

characteristics. The interaction effect of individual perceptions of risk and

information framing has been studied. Findings from previous studies suggest a

mediating role of perceived susceptibility (vulnerability) on framing. In Rothman et

al.'s (1999) study, an analysis of covariance controlling for participant's initial

perceived likelihood of developing gum disease revealed a main effect of message

frame, implying that perceived susceptibility might mediate framing effects. Williams

et al. (2001) found a significant interaction effect between perceived susceptibility and

framing effects in the context of breast self-examination. Millar and Millar (2000)

found that participants' expectations of being involved in a traffic accident was found

to interact with message framing effects though they did not use the term "perceived

susceptibility" in their study. With high perceived likelihood, gain messages were

agreed with more than were loss messages. In their study, behaviours that increase

driving safety are behaviours that reduce risk (e.g., wearing a seat belt or following

other vehicles at a proper distance), and messages that promote these behaviours are

encouraging a cautious course of action (i.e., prevention behaviours). They explained

the results with the concept of unrealistic optimism bias (Rothman, Klein, and

Weinstein, 1996; Weinstein, 1987, 1989; Weinstein and Klein, 1996). Optimism bias
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in the context of traffic safety was operationalised as the belief that one is less likely

than average to be in an accident and an optimism bias implied that there would be in

low issue involvement (Albery and Guppy, 1996, Dalziel and Job, 1997; Greening and

Chandler, 1997; Guerin, 1994). Low motivation to process the message often prevails

in health contexts because people without apparent health problems typically engage

in defensive tendencies to avoid the message (Ray and Wilkie, 1970). When subjects

felt that they were invulnerable to the health threats, their optimism would not get

them to process persuasive messages about traffic safety. Therefore, framing effects

might not be effective. Millar and Millar (2000) also found that framing effects

disappeared with low perceived likelihood, which was similar to the Witte and Allen's

(2000) finding that when the threat is perceived as irrelevant or insignificant, then

there is no motivation to process information. However, Witte and Allen (2000) found

that when a threat is portrayed as and believed to be serious and relevant (e.g., "I'm

susceptible to contracting a terrible disease"), negatively framed messages are more

effective. Individuals become scared when the perceived susceptibility is high and

their fear motivates them to take some sort of action that will reduce their fear.

Negative frames arouse more fear, which leads to higher motivation for the action.

Previous studies concluded that low perceived susceptibility diminish the framing

effects but provided inconsistent findings in the situation of high perceived

susceptibility.

Both Health Belief Model (Janz and Becker, 1984) and Protection Motivation Theory

(R.W. Rogers, 1975 and 1983) suggest that perceived severity of a health threat could

influence a person's motivation to adopt a promoted health behaviour. However, too
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low or too great severity might undermine elaboration (Wilson et al., 1988; Keller and

Block, 1996). When the problem that is not perceived as serious invokes a low level of

fear and uncertainty, an individual is unlikely to elaborate on the solution. But when

the harmful consequences are perceived as too severe, one may engage in defensive

denial of the message by denying the existence of a problem and elaborate little on the

solution (refer to related discussion of fear appeals in Chapter Two, Section 2.4.).

These findings suggest that framing effects would be most effective when the health

problems are perceived as moderately serious.

4. 6. CONCLUDING REMARKS

Although framing effects demonstrate the importance of the decision-making context,

there has been little understanding of how the framing effects interact with individual

differences. Since the focus of this research is healthcare, individual differences in this

context were reviewed. Health consciousness, perceived health status, mood and

perceived health risk (perceived susceptibility and severity) were described in detail

and previous research was examined to show how these individual differences affect

the processing of messages.

At this point, all the theoretical issues related to this thesis have been addressed. This

project seeks to provide greater insight into the advertising effectiveness of healthcare

products. In Chapter Two, the concept of message framing was examined to construct

a better understanding of information presentation and the reasons why message

framing is so important and appealing. Chapter Three focused on product

characteristics from consumers' perspectives and identified two moderators (perceived
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product innovativeness and product perceived risk) on framing effects. Chapter Four

provided a detailed analysis of a number of potential moderators from individual

differences including health consciousness, perceived health status, mood, perceived

susceptibility and perceived severity. The literature reviewed in these chapters will be

used to develop the hypotheses in Section in.
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The Primary Research



SECTION III THE PRIMARY RESEARCH

Chapter FIVE

Research Design and Method for Study 1

5.1. PREAMBLE

The principal research conducted for this thesis were two experimental studies in

healthcare product advertising. Figure 5.1 shows the stages of Study 1. This chapter

focuses on Stages I -V, and the next chapter will focus on Stage VI. Before all stages

of the research methods are reviewed in detail, the objectives of this research will be

introduced. Once hypotheses of the research are revealed, the experimental method

will be defended and the general design of the study will be described. The process

involved in the selection of the tested products and ads will be discussed. The

experimental conditions that were devised will be detailed, as will the process of

participant recruitment. Critical information regarding the sample of respondents

will be reported, and the precise experimental procedures that were carried out will

be outlined. This will include a comprehensive analysis of the questionnaire design.

Throughout all sections, justifications will be furnished for the methodological

decisions that were taken. The next chapter (Chapter Six) will report the findings of

Study 1. Chapter Seven and Eight will present the methodology and findings related

to Study 2 which developed from this study. Then Chapter Nine will summarise

conclusions based on both studies and make suggestions for future research.
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Figure 5.1. The Stages of Research for Study 1

5. 2. RESEARCH OBJECTIVES AND QUESTIONS

Although a substantial amount of framing research exists, the influence of perceived

product characteristics and individual differences have largely been ignored. The

purpose of the present study is to provide some insights to marketers interested in

persuading the general population to purchase healthcare products. It draws on

research across disciplines to develop a model of effective advertising with message
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framing effects, perceived product characteristics (product functions and degree of

innovativeness) and individual differences in health consciousness and perceived

health status, considering some important implications for marketing healthcare

products.

Prospect theory (Kahneman and Tversky, 1979 and 1981) and health care studies

(Bank et al., 1995; Rothman et al., 1999) explained preference behaviour based on

the information obtained from decision problems that specified the formal

probabilities and expected values associated with each response option. Preference

behaviours are usually based on subjective interpretations of information and

previous experiences. This research was designed to answer the following questions:

1. Is the message framing effect different based on product functions (prevention

vs. detection)?

2. How should advertisers frame messages that are intended to promote products

of varying degrees of innovativeness? Should they emphasise the potential

gains resulting from using the product or the negative consequences of not

buying the product? When consumers face a new product and have no usage

experience and, therefore have few expectations, how do consumers evaluate

the products? Will purchase intentions differ when people perceive the product

as familiar?

3. Will individual differences (i.e., health consciousness and perceived health

status) have any impact on framing effects? Under what circumstances, will
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they enhance or diminish the framing effects?

Examining these questions would help healthcare advertisers to develop appropriate

messages for particular types of products aimed at different market segments.

5. 3. RESEARCH HYPOTHESES

In the following sections, hypotheses will be developed, drawing on appropriate

literature for support.

5. 3.1. Applications of Framing Effects to Healthcare Product

Advertising

Healthcare products usually perform prevention or detection functions. Based on the

discussions in Chapter Two (Section 2.6.), previous literature suggests that positively

framed messages are more persuasive for promoting prevention behaviours

(Christophersen and Gyulay, 1983; Robberson and Rogers, 1988; Rothman et ah,

1993b) and negatively framed messages are more persuasive for promoting detection

behaviours (Banks et ah, Block and Keller, 1995; Kalichman and Coley, 1995). In

healthcare marketing, we may see purchasing prevention products as prevention

behaviours and purchasing detection products as detection behaviours. For example,

many mouth rinses may be described as a prevention product since mouth rinses are

used to prevent the buildup of dental plaque and the development of gum disease.

However, other mouth rinses -called disclosing rinses -serve as detection products

since they are used to detect the presence of dental plaque and the onset of gum

disease. It suggests that healthcare marketers should choose different framed

messages depending on these product functions.
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HI: The impact ofmessage framing will vary according to the nature of the

product/behaviour advocated. Specifically, positive framing will have a

greater favourable impact on attitudes and intentions regarding the

purchasing of prevention healthcare products while negative framing will

have a greaterfavourable impact on detection healthcare products.

5. 3. 2. Possible Moderating Variables for Framing Effects

The research stream regarding the persuasive effects from the use of positive or

negative framing of ads is not conclusive (Homer and Yoon, 1992). Some

unresolved issues still exist in framing research on choice behaviours especially with

respect to moderating factors, as discussed in Chapter Four. This study focuses on

product characteristics as moderators for healthcare product effectiveness. But

before discussing moderators in this study, it is necessary and is helpful to consider

the definition of a moderator and how it works in social studies. A moderator

functions as a third variable that affects the direction and/or strength of the relation

between an independent (or predictor variable) and a dependent variable (criterion

variable) (Baron and Kenny, 1986). In ANOVA terms, a moderator effect can be

represented as an interaction between a focal independent variable and a factor that

specifies the appropriate conditions for its operation. A moderator-interaction effect

would be said to occur if a relation is substantially reduced or enhanced. It is

common for traditional social psychological researchers to use the terms moderator

and mediator interchangeably, which is adopted in this study.

Previous studies (Puto, 1987; Woodside and Singer, 1994; Ganzach and Karshi, 1995;

Smith, 1996; Smith and Petty, 1996; Zhang and Buda, 1999) suggest that message
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effects may not be uniform in all conditions, and may be moderated by cognitive

factors. There is some evidence that familiarity of product experience (Hoch and Ha,

1986, 1989) and personal relevance (Maheswaran and Meyers-Levy, 1990) may

influence the final judgement of the message recipient.

5. 3. 2. 1. Possible Moderating Roles of Perceived Product Characteristics for

Framing Effects

Previous literature (Kahneman and Tversky, 1984) assumed that the concept of utility

and value includes decision values and experienced values. Experienced value is

defined as the degree of pleasure or pain, satisfaction or anguish in the actual

experience of an outcome. This assumption is part of the conception of an idealised

decision maker who is able to predict future experience with perfect accuracy and

evaluate options accordingly. Most health studies focused on decision value that is

the contribution of anticipated outcome to the overall attractiveness or aversiveness

of an option in a choice. However, when people face a new health-related product,

the experienced value of using the product is hard to estimate and sometimes it is

close to zero. The common mismatch of these two values add another element of

uncertainty in many decision problems and may be evident when people face a new

healthcare product and have no usage or even similar experiences. Moreover, health

messages are mostly likely to be seen and received when they are believable and

consistent with past experience, and salient or relevant to consumer (Weinstein,

1988). What if people do not have any past experience? Will the relationship

between framing and prevention/detection behaviour continue to apply with products

of different degrees of innovativeness? It may be that adding the risk associated with

newness may tip the balance against the loss-framed messages, which traditionally
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have been concluded to be more effective for situations of adopting a detection

product. The arguments are as follows.

Studies of innovation and framing come to different conclusions from those

researching prevention/detection behaviours and framing. Effective framing is

viewed as a function of the riskiness of the behaviour (Block and Keller, 1995).

Since purchasing a "detection product" may seem high in risk, negatively framed

messages seem preferred. Negative consequence information increases consumers'

need for information about the relevant attribute, negative consequences of

purchasing, and ways to avoid their occurrence (Burnkrant and Sawyer, 1983). This

increased need for information affects consumers' levels of information acquisition

and elaboration. Moreover, sometimes gain-framed messages create a boomerang

effect, shifting consumer attitudes in the opposite direction from that intended by the

advocacy. They happen especially for detection products (Cox and Cox, 2001).

Such boomerang effects happen when the messages are highly discrepant from the

subjects' prior attitudes (Dignan et al., 1985; Whittaker, 1968). Gain-framed

messages are viewed as providing relatively weak arguments for detecting because

these arguments do not provide consumers with a sufficient justification for enduring

the short-term costs of the target detection behaviour. In contrast, loss-framed

messages are viewed as providing more powerful arguments for why consumers

should endure the short-term discomfort of having a health problem possibly

detected (Cox and Cox, 2001).

However, literature on framing and innovativeness appears to favour positive

framing for innovations (e.g., Cox and Locander, 1987; Mayer et al., 1992, Sedikides,
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1992), suggesting that positive framing should be used to reduce the perceived risk in

new product promotion. Framing has been shown to have a much stronger effect

when consumers have little or no related product experience. Hoch and Ha's (1986)

research suggests that the framing effect will be stronger when the product

experience is non-diagnostic (ambiguous) and it will be weakest (or overwhelmed)

when the product experience is diagnostic (unambiguous). Also, Zickar and

Highhourse (1998) and Wang (1996) suggest that framing effects are more

pronounced when a decision maker's preferences are weak, and less pronounced

when a decision maker is highly involved in the decision task. It is predicted,

therefore, that the framing effect will be enhanced when applied in new product

advertisements, where the viewer of an ad cannot have any product experience to

draw on.

From the discussion above, an interaction effect of product innovativeness and

message framing on message effectiveness is expected in the cases of prevention and

detection products separately and framing effects become stronger as product

innovativeness increases. Figure 5.2 shows the expected interaction effect of product

innovativeness and message framing on message effectiveness for a prevention

product, and Figure 5.3 indicates the expected interaction effect of product

innovativeness and message framing on message effectiveness for a detection

product. To sum up, the hypotheses are developed as follows.

H2: For prevention products, there will be a significant difference in the

message effectiveness of an ad between the positive and negative framing for

a familiar product, and a greater difference for a new product. Positively
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framed messages are more effective for both familiar and new prevention

products.

Figure 5.2 Expected Interaction Effect of Product Innovativeness and

Message Framing on Message Effectiveness of a Prevention Product

Effectiveness ofmessage

Negative framing
— ►

Familiar New product Innovativeness ofa prevention product

H3a: For detection products, there will be a significant cross-line interaction

effect between framing effects and product innovativeness. Negative framing

is more effective for advertising a familiar detection product, but positive

framing is more effective for advertising a new detection product.

H3b: For detection products, differences between positive and negative

framing effects become more significant for a new product than those for a

familiarproduct.

Positive framing
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FIGURE 5.3 Expected Interaction Effect of Product Innovativeness and

Message Framing on Message Effectiveness of a Detection Product

Effectiveness ofmessage

Familiar New product Innovativeness ofa detection product

5. 3. 3. Mediating Role of Individual Differences on Framing Effects

Framing health information in terms of either gains or losses can influence behaviour

only if the framed information becomes integrated into a person's cognitive

representation of the issue. Persuasive appeals are processed in one of two modes:

systematically (attention to the particular details of the message) or heuristically

(attention to surface feature of the message; Chaiken, Liberman and Eagly, 1989;

Petty and Cacioppo, 1986). The following section considers health consciousness

and perceived health status as two cognitive individual difference mediators on

message framing.

5. 3. 3.1. Health Consciousness and Message Framing

Involvement may influence information processing and decision making

(Maheswaran and Meyers-Levy, 1990). In this study, health consciousness is

expected to affect healthcare information processing and decision making regarding

healthcare products. High health consciousness means that people are highly

involved and concerned with their health. On the other hand, low health conscious
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people care little about their health and are not motivated to engage in healthy

behaviour or health-promoting behaviour. Previous literature suggests that there is a

positive relationship between a respondent's level of health consciousness and their

attentiveness (and exposure) to health messages (Kaskutas and Greenfield, 1997). A

positive relationship is expected between a respondent's level of health

consciousness, their attention to health messages, and their intention to purchase new

healthcare products.

H4: Health consciousness is positively correlated with purchase intentions for

healthcare products.

Consistent with research on attitude change, the degree of issue involvement should

influence whether a person processes information either in a detailed and integrative

manner (systematically) or in a superficial manner relying on peripheral cues

(heuristically). People who are not very involved in or concerned about a

behavioural domain are predicted to process information heuristically. Positively

valenced information has been shown to be more persuasive than negatively

valenced information when information is not extensively processed (Petty,

Cacioppo, and Schumann, 1983). Previous research has also suggested that negative

information has a greater influence than positive information when processed

systematically (Kanouse, 1984). Negatively framed messages should be more

effective.

H5a: Negative framing is more effective for people with high health

consciousness, and positive framing is more effective for people with low

health consciousness.
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However, some researchers questioned the Mahewaren and Meyers-Levy (1990)

position (e.g., Donovan and Jalleh, 1999). They argued that under high-involvement

condition (i.e., high personal relevance, systematic processing) framing should have

no effect because increased attention to the decision process would include

elaboration of the framing converse (i.e., consideration of both benefits gained and

benefits lost). Framing, as a peripheral cue, should not cause significant differences.

Block and Keller (1995) examined the relationship between perceived efficacy, depth

of processing and message framing. They found that when participants process in

depth resulting from the low-efficacy condition (i.e., when it is uncertain that

following the recommendation will lead to the desired outcome), negative frames are

more persuasive than positive ones. However, when participants are not motivated to

process information in detail (i.e., a high efficacy condition), positive and negative

frames are equally persuasive. Recent research by Krishnamurthy et al. (2001)

argues that valence effects in goal framing may depend on the context to which has

self-relevance to the people, rather than their information processing mode. The

valence effects may not occur in goal framing when the research topic has high self-

relevance to the research population. High health consciousness should enhance the

self-relevance of the health product ads and induce people to scrutinise their options

more carefully, and this scrutiny might attenuate motivationally driven framing

effects (i.e., goal framing). There would be little or no difference in message

effectiveness between negative and positive goal framing. However, people with low

health consciousness would be affected by framing effects because they tend to use

heuristic thinking. In addition, positively framed messages were found as more

persuasive for the uninvolved participants because of the simple cue effect because

the positive wording led to more positive associations with the attitude issue
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(Maheswaran and Meyer-Levy, 1990; Robberson and Rogers, 1988; Rothman et al.,

1993b). Therefore, the rival hypothesis is stated as follows:

H5b: Framing effects would attenuate and no significant difference between

positive and negative framing should be found in the conditions of high

health consciousness. However, positive framing is more effective in the

conditions of low health consciousness.

5. 3. 3. 2. Perceived Health Status and Message Framing

Perceived health status is the second individual difference moderator of framing

effects. It has been suggested to be an important cognitive variable determining

participation in health promoting behaviours (Johnson et al., 1993). Perceived health

status has both direct and indirect effects on health promoting behaviours (Martinelli,

1999). Consumers utilise their current health as a resource to assist them in engaging

in additional health behaviours. Perceiving oneself to be healthy serves as a source

of motivation for mastering health promoting behaviours. Furthermore, loss aversion

favours stability over change. Prevention health behaviours can preserve this

stability. It is predicted that, all things being equal, people with higher perceived

health status would emphasise health as part of quality of life and would participate

more in health promotion behaviours than would those with lower perceived health

status. It implies that people with higher perceived health status would tend to

purchase more healthcare products than would those with lower perceived status.

These lead to the following hypothesis:

H6: The number of healthcare products purchased will be higher for the

conditions ofhigh perceived health status than for low perceived health status.
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Perceived health status is an important cognitive factor influencing health behaviour

(Pender, 1987). For health-related behaviours, negatively framed information may

lead people to feel concerned about their present health status (Rothman et al., 1993a

and b). It was expected that these two factors might interact with each other during

information processing. As mentioned before, there are two modes of information

processing: systematic or heuristic. If people are low in perceived health status, they

might process the health-related information very carefully (systematically) because

they might feel it is personally relevant to them. They would feel they were

relatively unhealthy and would like to improve their health in every possible way.

This concern may cause them to be more risk-seeking in their orientation towards a

behaviour, especially when the behaviour is considered as risky but worthwhile.

Feeling at risk may facilitate performance of that behaviour implies that negative

framing should be more effective. On the other hand, if people perceive themselves

as high in health status, they might process information heuristically. Then positive

framing should be more effective.

H7: Negative framing is more effective for people with low perceived health

status, but positive framing is more effective for people with high perceived

health status.

5. 3. 3. 3. Interaction between Health Consciousness and Perceived Health

Status

Interaction effect may exist between health consciousness and perceived health status

(as discussed was provided in Chapter Four, Section 4.3.4.). The interaction effect

leads to different levels of likelihoods of adopting health behaviours for different
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reasons. It will be interesting to see how this interaction effect affects the people's

behaviours though no specific hypotheses are developed.

Figure 5.4 describes the relationship between the framing of an advertisement and

four different constructs in a model (ad cognitions, beliefs about the advertised

product, behavioural intention and perceived risk of the health threat described in the

ad. The relationship between framing and advertising effectiveness is expected to be

moderated by the degree of innovativeness of the product (familiar and new) and

individual differences (health consciousness and perceived health status).

Behavioural intention represents the effectiveness of the ad and serves as the

dependent variable for all hypothesis testing. Beliefs about the advertised product

help to explain how those beliefs could be affected by message framing and stated

moderators. Ad cognitions are measured to identify possible cognitive responses

after seeing the ad. Perceived risk of the health threat described in the ad was

measured again to see if it increased after seeing the ad. This visual model integrates

possible moderators in the relationship between framing and ad effectiveness in a

setting of promoting healthcare products. As a model, it is indispensable for

understanding this complex process and a form of selection and abstraction helps to

simplify representation of the real world (Deutsch, 1952). This communication

model provides a general frame within which various factors are considered, even if

in its early version it may not lead to successful prediction and can be improved in

future.

158



Figure 5.4. Framework of Influences of Framing Effects, Product

Innovativeness, and Individual Differences in Advertising Effectiveness

5. 4. RESEARCH DESIGN AND THE PRE TEST

This study is primarily an investigation of causality. Fundamentally, this research

aims to identify components of more effective advertising for different types of

healthcare products. What influences the effectiveness of message framing? As a

result, an experimental design was selected, as this positivist framework is the best

method for addressing issues of causality in this context. Positivism, also known as

logical or empirical positivism, is based on objectivity and empiricism, and adopts

the underlying philosophical assumptions of research in mathematics, physics and

biology, etc. According to positivism, knowledge can only be obtained by logical

reasoning and empirical experience (Hanfling, 1981). Positivistic researchers strive

to be rational and unbiased, and their work is based on facts that can be proved or

experienced.
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Experiments are commonly used in the positivistic paradigm. This permits the

elicitation of more accurate and unbiased responses by the focus of the variables and

related measures during the experiment and offer advantages that data collection may

be carried out without divulging the full intent of the research to participants. At the

same time, all other factors are held constant. Control was crucial in this study to be

sure that the research was actually examining what it purported to assess. What was

required was a method where specific variables could be easily manipulated. Also,

since it is unrealistic to attempt to control for the many operations of companies

marketing the product of interests, competitors' activities, or even the actions of the

individual consumers in a natural environment (McDaniel and Gate, 1996), the

experimental method was clearly the best design for the research questions under

investigation.

In the experiment, it was important to choose a product that consumers could

evaluate on attributes that facilitate information processing. Two criteria were

considered based on previous consumer research. The product should be involving

and should have the potential to be framed positively or negatively (Homer and Yoon,

1992). The products also had to be ones in which respondents could find different

levels of product innovativeness (i.e., one should be familiar but the other should be

unfamiliar to the respondents) (Martin and Marshall, 1997; Oliver, Robertson and

Mitchell, 1993). Based on these criteria, dental products were chosen as the tested

product category in this study.

A well-chosen sample is also important in the experiment. A student sample was

used in this study. Brown and Brown (1993) contends that when the phenomena
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investigated in social research are universal any adult will yield representative results.

Researchers (Khera and Benson, 1970; Shuptrine, 1975) also argue that students are

appropriate research participants because the impact of age with the increased

number of "life experiences" can be avoided. One of the health issues more

commonly reported by the young adults themselves is dental problem(s) and in

general young adults are known for eating too many snack foods that lead to major

dental problems (Johnstown Medical Times, 2001). Decayed or poorly positioned

teeth can lower a person's self esteem because of self-image and appearance (web

site information from Medical Information & Library Service:

http://www.army.mod.uk/bfghs/defence_dental_agency_bfg/dhe_index/teenagers.ht

m.) Theses suggest that undergraduate students should be familiar with dental

products and sufficiently knowledgeable about them to effectively process the related

ad information. Therefore, using a student sample is appropriate in this study.

In the following sections, the overview and results of a pre-test will be introduced

first followed by the experimental design of this study.

5. 4.1. Overview of the Pre-test

The pre-test was conducted to develop the proposed manipulations in product types

and product innovativeness (refer to Appendix A for the pre-test survey questionnaire

and 15 tested product introductions). The pre-test covered 15 dental products,

consisting of both prevention and detection functions. The products include some

existing products in market, some new products, and fictitious products.

Undergraduates from a business course at the University of Edinburgh participated in

the survey for the pre-test. Participants read each product introduction and use
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instruction, and rated the degree of perceived product innovativeness for each

product using a scale from 1 (very new to me) to 7 {very familiar to me). Then they

provided some demographic information for classification purposes. Participants

were also asked to choose three products that appeal to them most and say why. At

the end, participants were thanked and dismissed.

5. 4. 2. Pre-test Results

68 undergraduate students (28 males and 40 females) participated in the pilot study.

Age ranged from 20 - 25 years old with mean = 22.12 and standard deviation = 1.29.

About 90% of participants' ethnic backgrounds were White, 1.5% was Mixed, 1.5%

was Asian or Asian British, 3.5% were Black or Black British and 3.5% were

Chinese. Among the 68 participants, about 85% had visited a dentist at least once

last year, 30.3% had visited once, 40.9% twice, and 13.6% more than twice. More

than 80% of participates had experience of purchasing dental care products apart

from toothbrushes and toothpaste.

Of the 15 products, the product rated as the least innovative was a battery-operated

toothbrush, which served as a benchmark (scoring 6.6 on the 7-point scale). It makes

sense that people are very familiar with it because it has been popular in the market.

Of the prevention products, the least perceived innovative product was seen to be

mouthrinse with fluoride, scoring 5.29, following by protective dental gum (4.85).

Dental capsules were considered as the most innovative product, scoring 3.25.

Of the detection products, the least perceived innovative product was disclosing gum

(2.72) and the most perceived innovative product was disclosing syrup (1.34).
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Maximising the similarity of the familiar prevention and detection product in the

product forms, protective dental gum and disclosing gum were chosen for the

following experiment. Two fictitious products, dental capsules and disclosing edible

syrup were chosen as innovative prevention and detection products. These two

products matched the typology of Robertson (1971) regarding discontinuous

innovations in that they perform an existing function in a new way. The results of

the pre-test are presented in Appendix B.

5. 5. EXPERIMENTAL DESIGN

5. 5.1. Overview

The experiment tested the relative effectiveness of gain- and loss-framed messages to

promote prevention and detection behaviours with different degrees of product

innovativeness in a 2 (message framing: gain, loss) X 2 (product function: prevention,

detection product) X 2 (perceived product innovativeness: familiar, new product)

factorial design. Participants were instructed that the study was about dental care

routines to understand the purchase behaviour of healthcare products. They were

given a three-part booklet containing the stimulus materials. Participants received a

pre-manipulation questionnaire, followed by a gain- or loss-framed leaflet that

described an oral hygiene product (either new or familiar) that either prevented or

detected dental health problems. They were also given a post-manipulation

questionnaire for indicating their own attitudes and intentions concerning the product.

Two master students major in graphic design at the University of Edinburgh helped

the author to design the professional looking leaflets. Participants followed the

instructions in the booklet, answered the questions in order and were instructed to

take as much time as they needed. The pilot study with a sample of 12 students from
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one tutorial class was conducted two weeks before the experiment to make sure the

quality of leaflets was acceptable, and the questions in the booklets were clearly

understood.

5. 5. 2. Participants

As argued above, undergraduate students were selected for the subject pool because

they had a basic familiarity with the tested product category (dental care products).

Students are present or potential consumers for this product category and represent a

key segment for manufacturers. In fact, 100% of the sample had bought dental care

products during the past three months. The experiment was a between-subjects

design. The participants consisted of 207 undergraduate students (100 males and 107

females) from three undergraduate Business courses at the University of Edinburgh.

5. 5. 3. Perceived Product Innovativeness and Product Manipulations

From the pre-test results, the four products chosen for the study were dental gum

(familiar prevention), disclosing gum (familiar detection), dental capsules

(innovative prevention) and disclosing syrup (innovative detection). DENTAGOLD,

a fictitious brand, was created to avoid any possible confounding effects due to prior

familiarity or attitudes of participants towards the sponsored brand.

5. 5. 4. Message Framing Manipulations

Participants read about the importance of using dental care products for keeping their

teeth healthy. For example, the positive framing for a familiar detection product

condition contained the following excerpt (the negative framing condition is

presented in parentheses):
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• People who use disclosing gum periodically before brushing are taking advantage

of a safe and effective way to detect areas of plaque accumulation. (People who

don't use disclosing gum periodically before brushing fail to take advantage of a

safe and effective way to detect areas of plaque accumulation.)

• With disclosing gum, you can be more confident that your teeth and gums are

healthy. You will also enjoy fresh breath. (Without disclosing gum, you may be

less confident that your teeth and gums are healthy. You might also suffer from

bad breath.)

• You have lower risk of gum disease. (You may have higher risk of gum disease.)

• You increase the effectiveness of regular tooth brushing and flossing. (You may

decrease the effectiveness of regular tooth brushing and flossing.)

• You are less likely to experience pain and discomfort when eating or to need

expensive dental treatments (You may be more likely to experience pain and

discomfort when eating and to need expensive dental treatments).

5. 5. 5. Leaflets (Advertisements)

The dental health information was presented in a one-page, two-sided print leaflet in

three folds that was designed to appear professional (see Figure 5.5, Figure 5.6 and

Figure 5.7). Eight different leaflets were developed as follows (Appendix C

illustrates the eight conditions):
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1. Dental gum (familiar, existing prevention product), positive framing

2. Dental gum (familiar, existing prevention product), negative framing

3. Rinse capsules (new prevention product), positive framing

4. Rinse capsules (new prevention product), negative framing

5. Disclosing gum (familiar, existing detection product), positive framing

6. Disclosing gum (familiar, existing detection product), negative framing

7. Disclosing syrup (new detection product), positive framing

8. Disclosing syrup (new detection product), negative framing

Figure 5.5. 8 Versions of Experimental Leaflets
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Figure 5.6. Front Page of the Leaflet
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Care was taken to ensure that the positively and negatively framed versions of the

advertisements provided the same quality and amount of information, except for the

obvious positive/negative distinction and product functions. The pictures were

chosen to be consistent with the copy so as not to provide additional brand-related

information. Aside from specific details about the particular behaviour promoted, all

advertisements presented the same general information about how the product can

improve dental health. The leaflet was divided in to six sections: (a) keeping your

teeth for life, (b) you and your gums, (c) preventing (detecting) gum disease, (d)

benefits of using the product (costs of not using the product), (e) description of

product, (f) how to use the product, and (g) where to get the product.

5. 5. 6. Administration Procedures

Prior the experiment, the treatment booklets were randomised. Participants were

undergraduate students enrolled in business classes at the University of Edinburgh

during the spring term of 2003. The researcher went to classes at the beginning of

the lectures. Students were asked to participate in the experiment. They were

instructed that the study was about dental care routines to understand consumer

behaviour regarding healthcare products. Participants read a three-part booklet

containing a survey on dental hygiene (pre-manipulation questionnaire), the test

advertisement (leaflet), and a survey on advertisement response (post-manipulation

questionnaire). When they finished, booklets were collected. Participants were

thanked for their participation, and debriefed. Guidelines of the APA mandate that

any necessary deception be explained to participants as soon as possible following

participation. Special attention was given to ensure that no participants would seek

out those fictitious products used in the experiment. At this point, participants were
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asked not to discuss the study with anyone who was in other business courses. The

lectures continued. The experiment lasted about 25 minutes.

5. 5. 7. Measures

As with all questionnaire-based studies, it was crucial to achieve detailed data

extraction. Whilst avoiding participant fatigue and maturation, after several

revisions, the questionnaires were constructed as follows.

5. 5. 7.1. Pre-manipulation Measures

There were nine groups of pre-manipulation measures as follows (please refer to

Appendix D for the full text).

1. Perceived health status. Participants evaluated their general dental health

status separately in two questions on a 4-point scale (poor, fair, good and

excellent). The measure of perceived health status was adopted from Pender

(1987).

2. Health consciousness. The questions were adopted from the Health

Consciousness Scale (Gould, 1988; 1990) and modified into questions targeting

oral care. It contained four questions measured on a five-point scale ("does not

describe you at all" (0), "describes you a little"(l), "describes you about fifty-

fifty" (2), "describes you fairly well" (3), and "describes you very well" (4)).

3. Dental history. A series of items assessed participants' dental hygiene practices

and dental health background. These items included questions about frequency
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of brushing and flossing teeth, frequency of visiting a dentist, and timing of the

last visit to a dentist.

4. Sources of dental care information. Two questions about sources of dental care

information and advertisements were asked.

5. Manipulation check on product innovativeness. Two questions assessed the

differences between perceptions of familiar and new products. In each question,

the rating was made on a 7 point-scale with 1 indicating "very new to me" and 7

"very familiar to me." The reason for asking before the experiment was to

avoid the learning effect after reading the tested advertisement.

6. Purchase experience regarding dental care products. Participants were asked

whether they ever purchased nine dental care products in the questionnaire to

provide a better view about their routine purchase behaviour in oral care

products.

7. History ofgum disease. Participants were asked whether they suffered from any

form of gum disease. It was important to confirm that it did not confound with

the tested variables across the groups.

8. Perception of risk and severity ofgum disease. Participants rated the likelihood

of developing some form of gum disease if continuing their current dental care

routines, how worried they were about developing gum disease, and how

serious a problem developing gum disease would be for them. Each rating was

170



made on a 7-point scale ranging from 1 (not at all) to 7 (extremely). The

measure was adopted from Banks et al. (1995) who measured concerns about

breast cancer. Similar measures could be found in Rothman et al. (1999) study.

9. Demographics. A series of items from UK census sample questions assessed

general demographic information, including participants' age, gender, and

ethnic background.

5. 5. 7. 2. Post-manipulation Measures

There were six groups of post-manipulation measures (refer to Appendix E for the

full text). The conceptual rationale for these items is provided by the Theory of

Reasoned Action (Ajzen and Fishbein, 1980), which posits that a person's behaviour

is directly influenced by their attitudes and intentions to perform that behaviour.

This theory had been supported in a wide variety of contexts in the realms of both

marketing and psychology (Eagly and Chaiken, 1993). The order of the questions

was intentional. They were arranged to mimic a natural progression through attitude

solidification and intention to buy. For example, attitudes towards the ad have an

effect towards the product, which in turns influences purchase intentions. Intentions,

in turn, are indicative of eventual behaviour. Therefore, the items were organised in

a way that they would be used in forming an attitude and making a purchase decision.

1. Thought-listing task. The method was adopted from previous studies (e.g.,

Homer and Yoon, 1992; Tykocinski, et al., 1994; Rothman et al., 1999). After

exposure to the ad, participants were asked to write down the thoughts that

occurred to them while looking at the ad. The thought-listing measures were
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chosen because they were less time-consuming for respondents, had lower

likelihood of respondent boredom, could capture a broader range of responses,

and reduced in common method covariation with other objective scale measures

(Homer and Yoon, 1992). Following previous studies, two different coding

methods were adopted for data analysis.

First, the author coded the thoughts as either favourable (i.e., a statement

expressing a positive reaction to the information contained in the leaflet),

unfavourable (i.e., a statement expressing a negative reaction to the information

contained in the leaflet), neutral (i.e., a statement about the information in the

leaflet expressing a reaction that was neither clearly positive nor clearly

negative), or unrelated (i.e., a statement not associated with the information

presented in the leaflet).

The author also coded each statement as to whether it indicated feelings of

concern about the participant's own dental health (e.g., "I wonder if I have had

gum disease for a long time since my teeth bleeds when I brush") or feelings of

reassurance about one's health (e.g., "It (the leaflet) made me more aware of

signs of gum disease"). Thoughts about dental product were classified as

favourable, unfavourable, or neutral. Thoughts not about dental health or

products were classified as unrelated. This listing task could help identify

possible cognitive or affective responses participants came up with when first

looking at the ad.
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2. Opinions of the leaflet (advertisement). One general question sought the overall

reaction to the leaflet (rating with a 7-point Likert scale from 1 (strongly disagree)

to 7 (strongly agree), and five specific questions assessed participants' evaluation

of the advertisement. Participants indicated how interesting, annoying, good,

informative and appealing they found the advertisement. In each case, ratings

were made on 7-point semantic differential scales. Interesting/ uninteresting,

annoying/ not annoying, bad1 good, informative/ uninformative, appealing/

unappealing were used to measure opinions of the leaflet. Three questions were

reverse-coded (interesting, informative, and appealing). An index was created by

calculating the mean of the five items. The measure was adopted from Smith

(1996).

3. Manipulation check on framing. One question assessed the information framing

manipulation. Respondents had to state whether the leaflet they read emphasised

the costs, benefits, or neither of using/not using the product.

4. Beliefs about the advertised product. Three questions assessed participants'

beliefs about the product whether it is of good quality, reliable, and good value

for money on 7-point scales with 1 indicating "strongly disagree" and 7 "strongly

agree." The measure was adopted from Smith (1996). These three scales were

averaged to derive a composite attitude rating that incorporated perceptions of

quality, reliability and value dimensions.

5. Behavioural intention. Intention is often found to be a strong predictor of

behaviour (Eagly and Chaiken, 1993; Fishbein and Ajzen, 1975, Kim and Hunter
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1993a, b). In this study, behavioural intention was measured in terms of the

likelihood of buying, using and recommending the product to family or friends

on a three-item 7-point semantic differential scale consisting of likely/unlikely.

The items were derived from past research (Meyers and Maheswaran, 1990) and

the item anchors were very similar or identical to other attitudinal measures in

consumer research (Batra and Stephens, 1994; Homer and Yoon, 1992; Keller,

1991) and particularly those studies which have shown a positive relationship

between attitudes and purchase intentions (Bagozzi and Warshaw, 1990; Homer,

1990). Here, behavioural intention was used to measure the message

effectiveness. This method was use in Banks et al. (1995) and Rothman et al.

(1999).

6. Perception of risk and severity of gum disease. The three items included in the

pre-manipulation measures were repeated in the post-manipulation questionnaire,

and the mean of the three items form an index of perception of risk and severity

of gum disease.

5. 6. CONCLUDING REMARKS

In this chapter, the methodology of Study 1 was reviewed in detail. First, research

objectives and research questions were discussed. Then, seven hypotheses were

developed, related to appropriate literature. A visual representation of the model

framework was depicted. The pre-test and the main experiment were explained.

Administration procedures were outlined and a comprehensive overview of the

questionnaire design was provided. The results of Study 1 will be the focus of the

analysis reported in the next chapter, followed by some potential limitations.
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Chapter SIX

Data Analysis and Results of Study 1

6.1. PREAMBLE

This chapter will report and discuss the findings obtained from Study 1, and is

intended to be used as a basis for Study 2 that follows in the next chapter. Initially, it

assesses the background of the sample and the reliability and validity of the design to

ensure that the independent variables were properly controlled. Following this, the

results of the specific hypothesis tests and interpretations of the data will be detailed.

Finally, possible limitations of the study and implications for future research will be

also discussed.

6.2. BACKGROUND INFORMATION

The gross sample consisted of 207 participants (100 males and 107 females).

However, five participants had to be removed from the analysis because their

questionnaires were incomplete. A total of twenty participants disqualified from

manipulation checks were also removed from the sample (refer to Sections 6.3.1. and

6.3.2.). Participants in Study 1 were assigned randomly to one of eight conditions

with 20, 28, 23, 20, 22, 24, 22, and 23 respondents in each condition. Age ranged

from 17 - 28 years with mean = 19.69 and standard deviation = 1.36 (see Figure 6.1).

74.2% of participants had White ethnic backgrounds, 14.3% were Chinese, 8.2%

were Asian or Asian British, 2.7% were Mixed and 0.5% were Black or Black British.
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Figure 6.1 Distribution of Age in the Final Sample
80

£ 70
c
<0
Q 60
0

1 50
Q

"5 40

1 30
E
= 20

10

0

6.2.1. Perceived General Health

Of the 182 participants, almost 60% rated their general health as good on a 4-point

scale, and 25% of the sample perceived themselves as having excellent health in

general. Less than 20% of the participants reported that they had poor or fair health

during the last twelve months, which implies that they might be not quite satisfied

with their general health. These numbers suggest that most of the respondents

believed that they were generally in good health (Figure 6.2).

Figure 6.2. Distribution of General Health Perception

Good
59% (107)

Excellent
25% (46)

Poor
2% (4)

Fair
14% (25)

* Numbers in parentheses represent the number of participants in the sample.
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6. 2. 2. Perceived Dental Health Status

A very small proportion of the sample (2.7%) rated their dental health status as poor

and about 20% rated it as fair. More than 40% of the participants (43%) perceived

their dental health as good, and 33% of the participants perceived it as excellent.

This pattern was somewhat different from that found in ratings of general health

(Figure 6.3). More participants rated their dental rather than their overall health as

"fair" or "excellent", but fewer saw their dental health as "good."

Figure 6.3. Comparison between Perceived General
Health and Perceived Dental Health Status
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6. 2. 3. Health Consciousness

The Health Consciousness Scale, adopted from Gould (1988, 1990), includes four

items: Health Self- Consciousness (HCSC), Health Self-Monitoring (HSM), Health

Alertness (HA), and Health Involvement (HI). Generally speaking, participants were

quite conscious of their dental health, especially when asked about their health

involvement. Cell means for these items are shown in Figure 6.4. The distribution

of HI is somewhat different from those of HCSC, HSM, and HA. For HCSC, HSM,
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and HA, the majority of participants perceived that those items described them fairly

well. For HI, most people believed that it described them very well. More than 90%

(164 participants) agreed that dental health was important to them, and no one

disagreed.

Figure 6.4. Health Consciousness

Rating of Health Consciousness

□ self-consciousness

■ self-monitoring
□ alertness

□ involvement

0 = The statement does not describe you at all.

1 = The statement describes you a little.

2 = The statement describes you about fifty-fifty.

3 = The statement describes you fairly well.

4 = The statement describes you very well.

6. 2. 4. Oral Care Routines

Oral care routines were examined in terms of seven areas. First, three types of

routine behaviours including frequency of brushing, flossing and visiting a dentist
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will be described. Then participants' response regarding general sources of dental

care information and advertisements will be outlined and compared. Previous

purchase experience regarding dental care products will be also discussed through

various types of products. History of gum disease explains participants' health status

objectively. Finally, perceptions of risk and severity of gum disease will also be

assessed. Claimed oral care routines and self-perceptions could help to describe the

perceived dental health condition of the sample in this study.

6. 2. 4.1. Frequency of Brushing and Flossing

According to public information from the British Dental Health Foundation's web

site (http://dentalhelath.org.Uk/faqs/leaftletdetail.php7:eafletID-2). people should

brush thoroughly with fluoride toothpaste at least twice a day. 88% of participants

claimed to brush their teeth at least twice during the past day, suggesting that they

did regularly care for their teeth (refer to Figure 6.5 for the distribution of brushing

frequency).

Twice
69%

Figure 6.5 Frequency of Brushing Behaviour
Didn't have Can't
chance —\ -—rpmpmhpr

Once 1 %
10%

More than
twice
19%

*Question: How many times did you brush your teeth yesterday?
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However, when asked about flossing behaviour, participants did very little (Figure

6.6). 21% of respondents flossed their teeth during the past 6 days. Almost half of

respondents couldn't even remember when they had flossed. The British Dental

Health Foundation (http://dentalhelath.org.uk/faqs/leaftIetdetail.php?:eafletID=28)

suggests that brushing alone only cleans 60% of the surface of the teeth and it's

important to clean between the teeth with dental floss or tape. Flossing also prevents

and treats gum disease by removing the plaque from the teeth. The lack of flossing

behaviours might result in gum disease and other dental health problems in future.

Possible reasons for not flossing include insufficient knowledge about dental care,

laziness, overconfidence of dental health, unfamiliarity with floss or tape and beliefs

in the poor design of the product (British Dental Health Foundation, 2002).

Between 4 and

days ago
6%

Never
18%

Over a week

Figure 6.6 Frequency of Flossing Behaiour
In the past 24

hours
7%

Between 1 and 3

days ago
8%

Can't remember
46%

6

*Question: When was the last time you flossed your teeth ?

6. 2. 4. 2. Frequency of Visiting a Dentist

Visiting a dentist at least once a year is one of the simple routines for good dental

health maintenance (please refer to British Dental Health Foundation:
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http://dentalhealth.org.uk/faqs/leaftletdetail.php?:eafletID=2). 84% of participants

visited a dentist at least once during the past twelve months, which suggested that the

participants were on the right track in this respect (Figure 6.7). For those participants

who visited a dentist during the last year, 20% visited a dentist less than one month

ago, 50% did so between one month and six month ago, 23% had such experience

more than six months ago, and 7% could not remember the exact time. These data

suggest that participants had some recent experience of visiting a dentist and

supported their claims about paying attention to their dental health.

Figure 6.7 Frequency of Visiting a Dentist

Can't remember More than twice

*Question: During the past twelve months, how many times did you visit a dentist?

6. 2. 4. 3. Sources of Dental Care Information and Advertisements

Figure 6.8 provides the distribution of participants' resource number of dental care

information and that of related advertisements. Approximately 75% of participants

indicated that they had two or fewer sources of general dental care information with,

10% stating that they did not have any particular source. The most common
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resources were dentists or hygienists (81%), family or friends (49%), TV (30%) and

magazines (17%).

Figure 6.8. Comparisions of Resource Number between
Dental Care Information and Dental Care Product Ads
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Number(s) of Resource

For the sources of dental care product advertisements, the popular channels were

ranked as follows: TV ads (90%), magazine ads (54%), poster ads (33%),

newspapers ads (27%), brochures or booklets (26%), internet ads (17%), radio ads

(6%), and others (5%, from dentist clinics). Only 5% of participants mentioned that

they could not remember where they noticed ads for dental care products.

Participants found dental care ads from traditional media as TV and magazines most.

6. 2. 4. 4. Previous Purchase of Dental Care Products

From nine dental care product categories, participants were asked to specify their

purchase experience during the last three months. The most commonly purchased

products were toothpaste (96.7%), toothbrush (87.4%), breath fresheners (41.2%)
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and mouthwash (32.4%). Dental gum or disclosing gum had been purchased by

22.5%, dental floss by 18.1%, tooth whitening gels or strips by 13.7%, and other

products by 1.6%. The findings suggest that participants recently had at least some

basic or even advanced previous purchase experience of dental care products.

However, in reality, there are not many dental care detection products for consumers

to buy over-the-counter. Related usage experience is, therefore, limited.

6. 2. 4. 5. History of Gum Disease

151 participants (83% of the sample) claimed that they did not have gum disease

(Figure 6.9). The number appears to be an underestimation, compared with the

statistics from the British Dental Health Foundation that around 95% of the UK

population have some degree of gum disease in 2002. There are several possible

explanations for this. First, participants might have some symptoms of gum disease

but did not realise that it was gum disease. Second, participants may have had mild

gum disease with no visible symptoms so that they did not know they had gum

disease. Third, participants simply may have ignored the existence of gum disease.

Finally, due to the subject-artifact problem defined in social psychology (Rosenthal

and Rosnow, 1975), participants were sensitive to the coercive demand that the gum

disease could be perceived bad in public and might not be willing to provide the true

answer.
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Figure 6.9. History of Gum Disease
151 (83%)

Yes

14 (8%1 17 (9%)
s
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No
Gum Disease

Don't know

6. 2. 4. 6. Pre-Intervention Perceived Risk and Severity of Gum Disease

Participants rated how worried they were about developing gum disease (Figure

6.10), how serious a problem developing gum disease would be for them (Figure

6.11), and the likelihood of developing some form of gum disease if continuing their

current dental care routines (Figure 6.12). Each rating was made on a 7-point Likert

scale ranging from 1 (not at all) to 7 (extremely). Almost 70 percent of participants

(68%) were not particularly worried about the possibility of gum disease (i.e., rating

as 4 or less on the scale), but more than half perceived gum disease as a serious

problem (53.9%) (i.e., rating as 5 or more). Flowever, the majority of participants

did not perceive that they would develop some form of gum disease if continuing

their current dental care routine (i.e., 91.2% rated 4 or less). These figures indicate

that the participants could perceive the high severity of gum disease, but did not feel

vulnerable to it. This is consistent with the possible explanation for underestimation

of gum disease in the previous section.
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Figure 6.10. Pre-lntervention Perceived Worry of
Developing Gum Disease
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Figure 6.11. Pre-lntervention Perceived Severity of
Developing Gum Disease

48(26%)

39 (21%)

25 (14%)

14(8%)

28(15%)
22(12%)

1 2 3 4 5 6
Degree of Perceived Severity

* Question: How serious a problem do you gum disease would be for you?

1 = Not AtAll, 7 = Extremely Serious
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Figure 6.12. Pre-lntervention Perceived Likelihood of
Developing Gum Disease
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* Question: How likely do you think you are to develop some form of gum disease if

you continue your current dental care routine?

1 = Not AtAll, 7 = Extremely Worried

6. 2. 4. 7. Brief Summary

Based on the response to the pre-manipulation questionnaire, background

characteristics concerning the participants' dental care were analysed. A good

understanding of their dental care was reached by questions regarding how they

perceived their dental health, what routine care they performed, where they found

information, and what products they purchased. Most participants perceived their

dental health as good, and presented themselves as self-conscious, self-monitoring,

self-alert, and highly involved with their dental health. In terms of oral care routines,

they performed quite satisfactorily in brushing and visiting a dentist but not in

flossing, which might result in potentially serious gum disease and related dental

problems. Participants' sources of dental care information were primarily
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professionals (i.e., dentists, hygienists) and family or friends. The most familiar

media for dental care ads were TV and magazines. All participants claimed that they

had purchased more than one dental care product during the past three months.

Previous recent experience in related dental care products indicated that participants

were adequately knowledgeable about the products to process the ad information

(Homer and Yoon, 1992). The underestimation of gum disease could be seen from

the self-report of history of gum disease beliefs regarding its perceived risk and

severity. Taken together, the background of the sample sketch a clear picture of the

participant pool about demographic profile, perceptions towards dental health, oral

care routine and purchase behaviours before any further data analysis.

6. 3. CHECKING THE DESIGN

Before the data analysis, it is vital to conduct some simple statistical tests (i.e.,

background analysis and manipulation checks) to ensure that the appropriate

evidence can be obtained to accurately address the research objectives.

6. 3.1. Manipulation Check on Perceived Product Innovativeness

Participants' perceptions regarding product innovativeness were examined to

confirm perceived differences between familiar and new products. Depending on the

assigned version (prevention or detection product), participants rated one existing

product (either prevention or detection) and one new product (either prevention or

detection) on two 7-point familiarity scales (very new to me - 1, very familiar to me

= 7). The greater the perceived difference between familiar and new products, the

more successful the manipulation (i.e., the rating for a familiar product should be
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much higher than that of a new product). Since the manipulation was conducted at

product level, comparisons of means were adopted for testing statistical significance

across different product conditions. As hoped, examination of the product

innovativeness ratings indicated that the participants could distinguish between the

two levels of product innovativeness (mean of familiar product = 3.73; mean of new

product = 1.64; p< .01). Two separate T-tests were examined for prevention and

detection products, and the differences in perceived innovativeness were significant

(mean from the familiar prevention product = 4.87 with SD = 2.01, mean from the

new prevention product = 1.77 with SD = 1.18; mean from the familiar detection

product = 2.58 with SD = 2.02, mean from the new detection product = 1.52 with SD

= 1.09). A significant difference of perceived innovativeness was also found

between the familiar detection product and the new prevention product (p<.05). The

lower means for detection products suggested that in general detection products were

less familiar among dental care products. A possible reason for this might be that

people watched some prevention product commercials (e.g., dental gum) or saw

them on the shelf before (e.g., brands such as Colgate, Boots, and Oral B) and

became familiar with the social desirability of using them for prevention. Although

the perceived difference between familiar and new detection products was smaller

than that for prevention products, the statistical significance confirmed that the

manipulations were sufficiently effective for both cases.

After confirming the success of the manipulation check on perceived product

innovativeness, individual responses were evaluated by calculating the difference

between the rating of the familiar product and that of the new product (Perceived
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difference = Rating of the familiar product - Rating of the new product). If the

perceived difference was negative, it suggested that he or she failed to perceive the

new product as new or the familiar product as familiar and was excluded from the

sample. Nine participants were removed from the final sample.

6. 3. 2. Manipulation Check on Message Framing

To assess whether the framing manipulation was perceived as intended, participants

rated whether the leaflet placed more emphasis on the benefits associated with

purchasing the advertised product or the costs associated with not buying it.

Respondents had to select one of the three choices (costs, benefits, or neither) based

on the information they read. Those in the loss-framed conditions judged the leaflets

as emphasising the costs of not using the product, whereas those in the gain-framed

conditions judged the leaflets as emphasising the benefits of using the product, F (1,

182) = 179.16, p< .01 (mean of positive framing with 87 participants = 2 with SD =

0.26, mean of negative framing with 95 participants =1.2 with SD = 0.5). This

suggests that the manipulation of message framing was successful and that

respondents correctly identified the emphasis that the leaflets were designed to

convey. After checking the success of the manipulation, individual responses were

evaluated. Thirteen participants who failed to identify the correct answer (e.g.,

misidentified the gain-framed message as costs, the loss-framed message as benefits,

or neither costs/ benefits) were removed from the final sample.
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6. 3. 3. Reliability Analysis

Reliability analysis allows us to study the properties of measurement scales and the

items that make them up. The reliability analysis procedure calculates a number of

commonly used measures of scale reliability and also provides information about the

relationships between individual items in the scale. The rationale for internal

consistency is that the individual items or indicators of the scale should all be

measuring the same construct and they should be highly intercorrelated (Nunnally,

1978). It is important to have high internal consistency reliability (also called

reliability of components) (Rosenthal and Rosnow, 1991). The alpha coefficient is

used to measure internal consistency reliability, checking the degree to which what is

measured is relatively free from measurement fluctuations (Cronbach, 1951). The

generally agreed upon lower limit for Cronbach's alpha is 0.7, although it may

decrease to 0.6 in exploratory research (Robinson, Shaver, and Wrightsman, 1991).

The reliability of the scales was checked and the following Cronbach's alphas were

obtained: health consciousness = 0.82, opinions of the leaflet = 0.74, beliefs about

the advertised product = 0.87, behavioural intention = 0.89, perception of risk and

severity of gum disease (pre-manipulation)= 0.6 and perception of risk and severity

of gum disease (post-manipulation)= 0.79. These numbers all exceeded the suggested

low limit (0.6), and indicated that those scales used in this study were satisfactorily

reliable.

6.3.4. Preliminary Analysis

Following Williams et al. (2001), the data were first screened for multivariate

analyses by testing all variables for assumptions for normality and linearity. There
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was no evidence of skewness for those independent and dependent variables

(skewness values fell inside the range of -1 to +1).

An initial set of analyses was adopted from Banks et al. (1995), and was conducted

to determine whether any of the demographic or dental history variables moderated

the effect of message frame, perceived product innovativeness, product functions and

behaviour on the post-manipulation measures. Respondents in eight conditions were

compared on all pre-manipulation demographic characteristics, routine dental care

behaviours, and sources of dental care information. A series of univariate analyses of

variance (ANOVAs) ignore the possibility that some composite (linear combination)

of the dependent variables may provide evidence of an overall group difference that

may go undetected by examining each dependent variable separately (Hair et al.,

1998). Instead of using one-way ANOVAs, multivariate analyses of variances

(Multivariate ANOVAs) were used because it might detect the combined difference

that might not be found in the ANOVAs. Multivariate ANOVAs performed on those

eight experimental groups found no overall condition differences on demographics,

(age: Wilks's lambda = 0.88, F (11, 181) = 0.88; gender: Wilks's lambda = 0.99, F (1,

181) = 0.28; ethnic: Wilks's lambda = 0.93, F (4, 181) = 0.97) or routine dental care

behaviours (brushing: Wilks's lambda = 0.91, F (4, 181) = 1.02; flossing: Wilks's

lambda = 0.88, F (5, 181) = 1.42; visiting a dentist: Wilks's lambda = 0.86, F (4, 181)

= 1.06). Analyses of variance performed on the source numbers of dental care

information in the pre-intervention, F (7, 181) = 0.86) and history of gum disease, F

(2, 181) = 0.25, also showed no condition differences across groups. Because no

moderating effects were obtained, all analyses are presented collapsed over these
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factors.

6. 3. 5. Opinions of the Leaflets

Prior tests of the influence of framed information on attitude and behaviour have

generally failed to confirm that the framed appeals were perceived to differ in their

relative emphasis on benefits and costs (Rothman, Martino, and Jeffery, 1997). In

this experiment, participants' perception of the framed material was assessed.

Participants' overall reaction to the leaflet was examined to confirm that the

respondents had similar attitudes across conditions ( F (7, 180) = 1.34; p> .24).

Perceptions of the leaflets were unaffected by the framing manipulation (F<1),

perceived product innovativeness (F<1), or product function (F<1). In addition,

participants in the eight experimental conditions were similar in the ratings of the

leaflets as interesting, annoying, good, informative and appealing, F (7, 180) =0.41,

p>. 89). Participants in the eight conditions demonstrated comparable understanding

of the basic information presented in the leaflet, suggesting that the eight versions of

the leaflet were equally comprehensible.

6. 3. 6. Post-intervention Perceived Risk and Severity of Gum Disease

Several items assessed participants' perceptions of the likelihood that they would

develop some form of gum disease and the severity of its development. Analysis of

each of these measures controlled for participants' responses prior to reading the

leaflet. Participants were first asked how worried they were about the possibility of

developing gum disease. Multivariate analysis of covariance (MANOVA)

controlling for participants' initial perceptions did not reveal main effects for
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message frame, perceived product innovativeness, or product function, Fscl,

different from the results of prior research. Rothman et al. (1999) indicated that

participants in the loss-framed condition should feel more worried about developing

gum disease, feel that the development of gum disease would be a more serious

problem, and feel more at risk for developing some form of gum disease.

Unfortunately, no similar results were found in this study.

The general change in perception of risk and severity of gum disease (before

manipulation vs. after manipulation) combining eight conditions was also examined

to see if there was any significant difference. Three questions assessed three

dimensions of risk perception (i.e., worry about the possibility of developing gum

disease, perceived seriousness of gum disease, and the likelihood of developing gum

disease) and were measured using 7-point Likert scales. The results suggested that

participants were not worried about the possibility of developing gum disease more

after reading the leaflet (pre-manipulation = 3.68, post-manipulation = 3.73).

Actually after reading the leaflet, participants felt that gum disease would be less of a

serious problem to them (pre-manipulation = 4.56, post-manipulation = 3.97, p< .01).

It might be because those participants perceived their dental health status as high,

which led to low perceived severity of gum disease. However, participants felt that

they were more likely to develop some form of gum disease if they continued their

current dental care routine (pre-manipulation = 2.69, post-manipulation = 3.25,

p< .01). These contrary results provide some interesting insights into consumer

behaviour. Although participants perceived themselves as having good dental health,

they did not do much to maintain their current status. In fact, they felt worried about
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gum disease in future. It seemed that belief was one thing but behaviour was another.

People might not behave based on their perceptions.

6. 3. 7. Cognitive Responses to the Leaflet

Reading the leaflets was designed as the intervention in this study. The total number

of thoughts listed by participants was examined to determine whether there were

differences across conditions in terms of the amount of cognitive responses to the

leaflet. Participants listed a similar number of thoughts in response to the leaflet

regardless of which product was promoted, the degree of perceived product

innovativeness and how the information was framed, F (7, 181) = 0.295, p >.96.

The types of thoughts that participants had while reading the leaflet were examined.

The overall valence of the thoughts that participants listed was determined by

subtracting the number of unfavourable thoughts from the number of favourable

thoughts. It was found that valence of the thoughts was different based on product

function (prevention vs. detection) ( F (1, 180) = 9.51, p< .01; mean valence from

prevention products = 0.09, mean valence from detection products = 0.65). Higher

valence of thoughts could result from reading materials focusing on relatively risky

products. Further analyses were conducted separately on the number of favourable

and unfavourable reactions that participants had listed. Although participants who

read about detection products listed more favourable responses to the message than

did participants who read about prevention products ( F (1, 180) = 6.82, p< .01;

mean for prevention products = .52; mean for detection products = .89), there was no

difference across these two conditions in the number of unfavourable reactions listed
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by participants, F (1, 180) = 2.1, /?> .13. Since detection products represent products

with higher perceived risk and prevention products characterise those with lower

perceived risk, the results above suggest that respondents produced different types of

thoughts due to their perceptions of the risk associated with the product.

The thought-listing task provided an index of how much the messages were

cognitively processed. In this study, health consciousness and perceived health status

were examined as two cognitive individual difference variables potentially

influencing on information processing. It was found that participants with higher

perceived dental health status generated more when they read the leaflets ( F (3, 182)

= 3.12; p< .05). Although no statistical difference in number of thoughts generated

was observed between health consciousness conditions (low vs. high), participants

with high health consciousness generated slightly more positive thoughts about their

dental health ( F (1, 183) = 1.57, p< .09) than those with low health consciousness.

These could imply that high respondents' health cognition could result in self-

confidence of health state and self-assurance when they process the information.

6. 3. 8. Beliefs about the Advertised Product

The three questions concerning product attitudes were averaged to derive a

composite attitude rating. Participants' attitudes towards the product were found to

be affected by both perceptions of product innovativeness, F (1, 181) = 5.95, p< .05,

and message framing, F (1, 181) = 46.1, p< .01. Participants reported holding more

favourable attitudes towards the new products (dental capsules and disclosing syrup)

(M = 4.66, SD = 1.21) than towards the familiar products (dental gum and disclosing
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gum) (m = 4.24, sd = 1.14). Participants who had read a gain-framed leaflet held

more favourable attitudes towards the promoted product (M = 5.00, sd = 1.07) than

did those who had read a loss-framed leaflet (M = 3.93, sd - 1.06). However,

attitudes towards the product did not differ according to product function (prevention

vs. detection) (F<1). Interaction effects among framing, perceived product

innovativeness and product function were presented in Table 6.1. Two-way

interaction effects were found between message framing and perceived product

innovativeness [p< .05) and between perceived product innovativeness and product

function (p< .01) and a three-way interaction of message framing, perceived product

innovativeness and product function (p< .01) were found.

Table 6.1. Main and Interaction Effects on Attitudes towards the Product

Source Sum of Df Mean F Sig.
Squares Square

Corrected Model 78.95 7 11.28 11.03 0.00 **

Intercept 3609.55 1 3609.55 3529.14 0.00 **

Framing 47.95 1 47.95 46.88 0.00 **

Perceived product innovativeness 6.00 1 6.00 5.87 0.02 *

Product function 0.09 1 0.09 0.08 0.77

Framing x Perceived product innovativenes 5.31 1 5.31 5.19 0.02 *

Framing x Product function 0.52 1 0.52 0.50 0.48

Perceived product innovativeness 7.47 1 7.47 7.30 0.01 **

x Product function

Framing x Perceived product innovativenes; 6.53 1 6.53 6.38 0.01 **

x Product function

Error 177.96 174 1.02

Total 3850.00 182

* p<.05

** p<.oi
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6.4. HYPOTHESIS TESTING

Now that the basic elements have been established, the remainder of the chapter will

be devoted to hypothesis testing. First, replication of the message framing effect in

healthcare product marketing based on product functions is tested (HI). The analysis

will then examine the interaction effects between perceived product innovativeness

and message framing in prevention and detection products separately (H2 and H3).

Next, the data will show how individual differences in cognition moderate message

framing. First, health consciousness is examined in purchase behaviours in

healthcare products (H4) and the possible moderating role of health consciousness in

the effectiveness of framing effects (H5a or H5b). The analysis will then shift to the

relationship between perceived health status and healthcare purchase behaviours (H6)

and the moderating role of perceived health status in the effectiveness of framing

effects (H7).

6. 4.1. Message Framing in Healthcare Products

HI was concerned with the replication of framing effects in the advertising

effectiveness of healthcare products when people have some previous experience.

Therefore, only familiar prevention and detection products (dental gum and

disclosing gum) were used in the test. The impact of message framing should vary

according to the nature of the product function. Participants reported their

behavioural intentions with three questions on 7-point scales (i.e., likelihood to buy

the product, to use the product and to recommend it to family or friends). In addition

to the high Cronbach's alpha (0.89) obtained from reliability analysis, a factor

analysis with principal component analysis in the extraction method was conducted
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and confirmed that three items loaded on one same factor. Therefore, an index of

behavioural intention was created by averaging answers to these three questions.

The independent variables were message framing (positive vs. negative) and product

functions (prevention vs. detection), and the dependent variable was behavioural

intention (the mean of purchasing, using the product and the likelihood of

recommending it to friends or family). Behavioural intention was used to measure

the effectiveness of the advertised leaflet. The higher numbers indicate higher

behavioural intention, which represent stronger persuasion of the message. The

comparison of means is listed in Table 6.2 and cell means are presented in Figure

6.13. A two-way analysis of variance (ANOVA) revealed that there is an interaction

effect between message framing and product functions. Therefore, HI was

supported.

Table 6.2. ANOVA Result of Framing Effects x Healthcare Product Function

Source Sum of Squares Df Mean Square F Sig.

Corrected Model 12.68 3 4.23 2.24 0.09*

Intercept 919.66 1 919.66 488.06 0.00***

Framing 0.09 1 0.09 0.05 0.83

Product function 1.38 1 1.38 0.73 0.39

Framing x Product function 10.34 1 10.34 5.49 0.02**

Error 169.59 90 1.88

Total 1103.89 94

* p< .1

**p< .05

***p< .01
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Figure 6.13. Comparing Message Effectiveness of Framing
Effects on Product Functions

BehaviouralIntention
O►—K>CO4 —♦— positive

framing

negative
framing

prevention detection

—positive framing 3.33 2.91

—■— negative
framing

2.73 3.64

Product Functions

Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

6. 4. 2. Interaction Effect between Perceived Product Innovativeness

and Message Framing

Three indicators assessed participants' intentions regarding the dental hygiene

product about which they had read. It was predicted that participants who read a

positively framed ad promoting new prevention (rinse tablets) or detection products

(disclosing syrup) would report stronger behavioural intention than would those who

read negatively framed versions of the ad.

For prevention products, ANOVA was conducted to see if the interaction effect

between message frame and product innovativeness was significant and framing
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effects were stronger in the new product leaflets. As expected, the interaction effect

was found to be marginally significant, F (1, 91) = 3.23, p< .08, that is depicted in

Figure 6.14. H2 was supported.
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Figure 6,14. Comparison of Message Effectiveness for
Prevention Products Using Positive vs. Negative Framing
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framing

• negative
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familiar product
3.33

2.73

new product
4.88

3.33

PerceivecTProduct innovativeness

Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

For detection products, consistent with the arguments, the interaction effect between

message frame and product innovativeness was significant, F (1, 91) = 12.42, p< .01,

that is depicted in Figure 6.15. More participants in negatively framed condition

showed stronger behaviour intention (2.92 from the index of three 7-point scales)

than those in positively framed condition (3.64) though this difference did not quite

reach statistical significance. H3a was partially supported because the pattern of the
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results matched the prediction suggested. H3b was supported because framing

effects were stronger in the new product than in familiar one (1.17 vs. 0.73).

Figure 6.15. Comparison of Message Effectiveness for
Detection Products Using Positive vs. Negative Framing

c
o

c
CD

CD
i

zs
o
>
CD
.C
CD
m

4.50

4.00

3.50

3.00

2.50

2.00

1.50

1.00

0.50

0.00

■positive framing
■negative framing

low (familiar)
2.91

3.64

high (new)
4.23

2.96

Perceived Product innovativeness

Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

6. 4. 3. Relationship between Health Consciousness and Purchase of

Healthcare Products

Testing H4 was a bit tricky. Behavioural intention cannot be used to test the

relationship between health consciousness and product purchase in this case because

it was measured after the manipulation (i.e., after reading the leaflet) and could be

affected by the independent variables during the experiment (i.e., message and

perceived product characteristics). Therefore, two bivariate correlation tests were
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conducted separately to see the relationship between health consciousness and

purchase of healthcare products. The question of sources of dental care information

assessed the quantity of information channels participants used. Therefore, it was

coded as the sum of the boxes the participants ticked. The more sources of dental

care information, the more attention participants pay to dental care messages and the

more information power they have. The Pearson's correlation coefficient between

health consciousness and sources of dental care information was 0.18 and it was

significant at the 0.05 level (two-tailed test). The question regarding the purchase

experience of dental care products during the last three months examined the routine

purchase behaviour. The Pearson's correlation coefficient between health

consciousness and purchase experience of dental care products was 0.19 and it was

significant at the 0.05 level (two-tailed test). These two significant correlations lend

support for H4 that health consciousness is positively correlated with the purchase of

healthcare products.

6. 4. 4. Mediating role of Health Consciousness on Message Framing

Effects

The two rival hypotheses were suggested based on different arguments from prior

studies. Based on different information processing modes, H5a suggested that

negative framing is more effective for people with high health consciousness and

positive framing is more effective for people with low health consciousness. H5b

suggested that framing serves as a peripheral cue and only works under conditions of

low health consciousness, not under conditions of high health consciousness.

An index of health consciousness was formed by averaging the four questions
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regarding perceptions of participants' own dental health. As per standard practice,

health consciousness was divided into low and high conditions using a median split.

Two ANOVA tests were conducted separately for the low and high health

consciousness conditions. In the high health consciousness condition, no significant

difference was found between the message effectiveness of positive and negative

framing ( F (1, 72)= 2.31, p> 1.33). This implies that highly health conscious

consumers, who are likely to process all product information to arrive at a decision,

should recognise the equivalence of the positively and negatively framed messages

and are less likely to be swayed by either of them. In the low health consciousness

condition, positive framing was found to be more effective than negative framing ( F

(1, 105) = 10.49; p< .01; mean of positive framing = 4.03, mean of negative framing

= 3.13). This suggests that consumers with low health consciousness may be more

inclined to form an attitude about the object by relying on easily processed peripheral

cues, such as the positive or negative tone or wording of the message. Also,

consistent with previous research, positively framed information was shown to be

more persuasive than negatively framed information when information is not

extensively processed. Therefore, H5b was supported, and H5a was not supported.

Framing effect should be much more salient for less health conscious consumers than

more health conscious consumers.

6. 4. 5. Relationship between Perceived Health Status and Purchase of

Healthcare Products

H6 suggested that perceived health status could influence purchase intention for

healthcare products. The dependent measure was the number of types of dental care
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products purchased during the last three months. The independent measure was the

perceived dental health status, which was a categorical variable in four levels. The

ANOVA test among these four groups of perceived health status was significant ( F

(3, 181) = 8.35; p< .01). Post hoc tests with Bonferroni adjustments for multiple

comparisons were performed to see specific differences across the groups and found

most of them to be statistically significant. It suggests that more people with higher

perceived health status would purchase healthcare products than would those with

lower perceived status. However, the relation between these two variables was not

linear. It was surprisingly found that participants perceiving their dental health status

as good purchased the widest range of dental care products among the four groups

(Figure 6.16). A possible explanation might be that people who see their health as

excellent are not motivated to participate in health promotion activities, or to

purchase related products. In line with prior research, people with high perceived

health status believe that they are invulnerable to diseases, and are not greatly

motivated to perform health maintenance behaviour (Goldstein, Siegel and Boyer,

1984). Conflict theory can be used here explaining the inverted-U relationship

(Berlyne, 1960). The discrepancy between poor perceived health status and health

behaviours (i.e., purchasing dental care products in this case) evokes conflict and

greater purchases of different types of products occur as conflict moves from a low

to moderate levels in perceived health status. However, for those who perceived

themselves with the excellent health status, additional trials or purchases yield

limited benefits of those products and, therefore, people might feel that buying these

products would not be worthwhile. H6 was partially supported because the nonlinear
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relationship (inverted- U curve) was found between perceived health status and

purchase of healthcare products.

Figure 6.16. Comparison of Perceived Dental Health Status
on Numbers of Types of Dental Products Purchased
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6. 4. 6. Mediating Role of Perceived Dental Health Status on Message

Framing Effects

First, participants were divided into two groups based on their responses to the

question concerning perceived dental health status (i.e., combining poor and fair as

low, good and excellent as high). Then, a 2 (perceived health status: low vs. high) X

2 (message framing: positive vs. negative) ANOVA test was conducted to measure

the two main effects and interaction effect between the two variables on purchase

intent (see Table 6.3 and visual representation in Figure 6.17). The results suggested

that only one main effect came from message framing (p <.01). The main effect for

perceived dental health status and the interaction effect between perceived dental

health status and message framing were not statistically significant. In both
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conditions of low and high perceived health status, positive framing was more

effective than negative framing. The mediating role of perceived health status was

not found.

Table 6.3. ANOVA Results of Perceived Health Status x Framing Effects

Source Sum of Squares Df Mean Square F Sig.
Corrected Model 23.68 3 7.89 3.95 0.01**

Intercept 1614.62 1 1614.62 807.80 0.00**

Perceived health status 0.02 1 0.02 0.01 0.92

Framing 16.83 1 16.83 8.42 0.00**

Perceived health status x

Framing 0.00 1 0.00 0.00 0.97

Error 355.78 178 1.999

Total 2590.33 182

**
p < .01

Figure 6.17. Perceived Health Status and Framing Effects on
Message Effectiveness
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However, as discussed before, the distribution of perceived health status was skewed

in that the majority of participants rated their status as good, which could cause a

bias in normal distribution, and, therefore, it was decided to exclude that group. The

group of low perceived health status consisted of "poor" and "fair" ratings and the

group of high perceived health status was from the "excellent" rating. When a

revised 2x2 ANOVA was conducted, the data confirmed no interaction effect

between perceived health status and framing effects, and so no support was found for

H7.

6. 4. 7. Possible Interaction Effect between Perceived Health Status

and Health Consciousness on Message Framing Effects

A possible interaction effect may exist between health consciousness and perceived

health status (detailed discussion was provided in Chapter Four, Section 4.3.4.). The

interaction effect leads to different levels of likelihood of adopting health behaviours

with different reasons. Although no specific hypotheses were developed, analysis of

variance was conducted to see how perceived health status and health consciousness

would interact with each another and influence on source numbers of healthcare

information and purchase amount of healthcare products separately. Health

consciousness was categorised into two groups: low and high health conscious

people. Perceived dental health status was categorised into four groups: poor, fair,

good, and excellent. It was found that the interaction effect between perceived health

status and health consciousness was significant (p< .05). Based on the discussions in

Section 4.3.4, different reasons could explain the interaction effect between

perceived health status and health consciousness. No interaction effect of health
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consciousness and perceived health status was found in the source numbers of

healthcare information (F <1), but an significant interaction effect of these variables

was found in the purchase of healthcare products ( F (3, 180) = 2.66, p<.05) (Table

6.4). Among the eight conditions of combination of perceived health status and

health consciousness in the data analysis, participants with good perceived health

status and higher health consciousness had the highest source numbers of healthcare

information (M = 2.48 with SD = 0.22) and those with poor perceived health status

and lower health consciousness showed the lowest (M = 0.75 with SD = 0.58), which

was consistent to the previous discussions in Chapter Four and arguments for H6.

Table 6. 4. Influences of Health Consciousness and Perceived

Dental Health Status on Purchase of Healthcare Products

Source Sum of Df Mean F Sig.
Squares Square

Corrected Model 55.95 7 7.99 6.21 0.00**

Intercept 457.12 1 457.12 355.41 0.00**
Perceived Dental Health Status 17.69 1 17.69 13.76 0.00**
Health Consciousness 29.86 3 9.95 7.74 0.00**
Perceived Dental Health Status x Health
Consciousness 10.27 3 3.42 2.66 0.05*

Error 219.94 171 1.29

Total 2267.00 179

* p<.05

** £><.01

6. 4. 8. Multivariate Analysis of Framing Effects on Behavioural

Intention in Healthcare Products

It would be interesting to determine if message framing could account for a

significant proportion of the variance in purchase behaviour of healthcare product
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after controlling for any variance accounted for by pre-intervention variables in

cognition, perception, information power (i.e., information sources of healthcare),

dental history and considering possible mediators such as cognitive responses to the

material, their attitudes towards the promoted product, their perceptions of risk and

concern about the health threat, and perceived product innovativeness. To answer

this question, multiple regression analysis was conducted with behavioural intention

as the criterion variable (dependent variable), entering the following independent

variables: health consciousness, perceived dental status, types of different dental care

products purchased during the past three months, information sources of healthcare

and dental care ads, history of gum disease, pre-intervention perceived risk and

severity of gum disease, cognitive responses to the material, attitude towards the

promoted product, post-intervention perceptions of risk, perceived product

innovativeness and message framing effects. Because of the interaction between

message frame and product function, analyses were conducted separately for each

product function (prevention vs. detection). Through multiple regression analysis, it

could be determined which variables accounted for a significant amount of variance

in the participants' decision making (i.e., behavioural intention).

For prevention products (dental gum and rinse capsules), the regression model

revealed that after entering all the independent variables described above, there was

still some advantage for positively over negatively framed messages that was

marginally significant, (3 (standardised) = -0.5, p< .08. The (3 coefficient of

perceived product familiarity was also statistically significant, (3 = 0.59, p< .05,

suggesting that people intended to try new products more than familiar products.
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Post-manipulation perceived risk was marginally significant, (3 = 0.2, p< .09,

implying that higher perceived risk after reading the leaflet might result in higher

purchase intent. The regression model analysis demonstrated that the advantage of

positive framing and new products are not attenuated when those pre-intervention

variables in cognition, perception, information power (i.e., information sources of

healthcare) and dental history are taken into account.

Two separate regression analyses were performed to explain the major components

in consumer purchase decision making for new and familiar detection products. For

low perceived innovative detection product (disclosing gum), the regression model

(Table 6.5) revealed that after entering all the independent variables described above,

the negatively framed message had more influence than the positively framed

message, (3 = 0.3, p< .01. Other significant variables (with p<.05) in explaining the

purchase intent for familiar detection products include perceived dental status ((3 =

-0.27), previous experience on healthcare product purchase during the past three

months ((3 = 0.24), pre-intervention perceived risk ((3 = -0.27), cognitive responses to

the leaflet (measured by the number of thoughts, P = 0.19), attitudes towards the

product (P = 0.44), and post-intervention perceived risk (P = 0.56).
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Table 6.5. Results of the Regression Model on Behavioural Intention
for the Low Perceived Innovative Detection Product

Unstandardised Standardised T Sig.
Coefficients Coefficients

B Std. Error Beta

Health consciousness 0.24 0.21 0.13 1.17 0.25

Perceived dental status -0.49 0.21 -0.27 -2.31 0.03*

Healthcare product experience 0.30 0.17 0.24 1.79 0.08*

Number of sources for health -0.04 0.19 -0.03 -0.20 0.84

information

Number of sources for dental ads 0.02 0.12 0.02 0.15 0.88

History of gum disease -0.36 0.43 -0.10 6 oo 0.41

Pre-intervention perceived risk -0.30 0.16 -0.27 -1.87 0.07*

Number of thoughts 0.19 0.11 0.20 1.77 0.09*

Attitudes towards product 0.54 0.16 0.44 3.44 0.00*

Post-intervention perceived risk 0.55 0.16 0.56 3.48 0.00*

Message Framing 0.84 0.31 0.30 2.72 0.01*

Dependent Variable: Behavioural Intention = (purchase +use +recommend)/3

* The variable is significant (p< 0.1).

For the new detection product (disclosing syrup), the regression model (Table 6.6)

indicated that the positively framed message was more effective than the negatively

framed message, P = -0.01, p<.05, one-tailed. Post-intervention perceived risk was a

significant predictor ((3 = 0.33, p< .02). Higher perceived risk after reading the

leaflet might enhance participants' intention to purchase the tested product. Similar

results were found in attitudes towards the product (P = 0.79). Health consciousness

is another significant variable (p = 0.31), suggesting high health consciousness could

lead to higher behavioural intention for innovative detection products.
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Table 6.6. Results of the Regression Model on Behavioural for the

High Perceived Innovative Detection Product

Unstandardised
Coefficients

B Std. Error

Standardised
Coefficients

Beta

T Sig.

Health consciousness 0.61 0.27 0.31 2.22 0.03*

Perceived dental status 0.29 0.22 0.18 1.33 0.19

Healthcare product experience 0.07 0.15 0.06 0.50 0.62

Number of sources for health 0.21 0.17 0.15 1.20 0.24
information

Number of sources for dental ads -0.11 0.13 -0.12 -0.88 0.39

History of gum disease -0.36 0.41 -0.12 -0.88 0.39

Pre-intervention perceived risk 0.09 0.14 0.09 0.67 0.51

Number of thoughts 0.16 0.13 0.16 1.28 0.21

Attitudes towards product 0.98 0.25 0.79 3.87 0.00*

Post-intervention perceived risk 0.46 0.19 0.33 2.39 0.02*

Message Framing -0.55 0.55 -0.01 -2.07 0.05*

Dependent Variable: Behavioural Intention=(purchase+use+recommend)/3

* The variable is significant (p< 0.1).

An interesting but very obvious difference in the two regression models above was

the past healthcare purchase experience. For the familiar detection product, past

experience was one of the significant variables to influence intention to purchase.

People rely on prior experience to determine the likelihood of purchasing a similar

product. However, for the new detection product, health consciousness became a

major indicator of purchase intent. The more health conscious participants were, the

more willing they were to try the new product. Variables influencing purchase

decisions for both new and familiar detection products included message framing,

perceived risk after reading the leaflet, and attitudes towards the product.
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6. 5. GENERAL DISCUSSIONS

6. 5. 1. Summary of Hypotheses

A summary of the findings can be seen in Table 6.7. In this section, findings will be

reviewed and consideration will be given to why some hypotheses were supported,

while other predictions were not fully corroborated. This discussion will also refer

back to the literature and consider limitations of the study. The discussion is

structured in the same order that the results were reported.

Table 6.7. Summary Table for Hypotheses

Hypothesis Synopsis Finding

HI Replication of framing effects in the advertising
effectiveness of healthcare products when people
have some previous experience

Supported

H2 Interaction effect between perceived product
innovativeness and message framing in
prevention products

Supported
(marginal
significance)

H3a Interaction effect between perceived product
innovativeness and message framing in detection

products

Partially
supported

H3b Enhancing framing effects in new detection
product

Supported

H4 Relationship between health consciousness and
purchase intention for healthcare products

Supported

H5a Negative framing is more effective in high health
consciousness condition, but positive framing is
more effective in low health consciousness
condition (The first possible moderating role of
health consciousness on message framing
effects)

Not supported
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Table 6.7. Summary Table for Hypotheses (Continued)

Hypothesis Synopsis Finding

H5b No framing effects are found in high health
consciousness condition, but positive framing is
more effective in low health consciousness
condition (The second possible moderating role
of health consciousness on message framing
effects)

Supported

H6 Relationship between perceived health status and
purchase intention for healthcare products

Partially
supported

H7 Moderating role of perceived health status on
message framing effects

Not supported

This pattern of results provides strong support for the conceptual framework. The

research draws on prospect theory (Kahneman and Tversky, 1979) and framing

literature to explain why the strength of the relationship between advertised

information and persuasion depends on product characteristics (product functions

and innovativeness). The results supported the predicted relation between product

innovativeness and message frame for both prevention and detection products (HI,

H2, H3a and H3b). Specifically, respondents showed higher intention to purchase

or use the new promoted products in the positively framed leaflet (H2 and H3a), and

the framing effects were stronger in promoting new products than in promoting

familiar products (H3b). According to prospect theory, loss-framed information may

increase one's perceived risk, causing them to be more willing to perform risky

behaviours. To use products for health detection can be constructed as risky

behaviour (it could identify illness), whereas to consume a product for health
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prevention can be constructed as a relatively safe alternative (it maintains one's

healthy status). For health-related behaviours, negatively framed information may

lead people to feel concerned about their present health status. This concern may

cause them to be more risk seeking in their orientation toward a behaviour, as

suggested by prospect theory. When the behaviour is seen as risky but worthwhile,

feeling at risk may facilitate performance of that behaviour. It was this line of

reasoning that led Meyerowitz and Chaiken (1987) to predict an advantage for

negative framing on breast self-examination (BSE). However, this study showed that

perceived product innovativeness could moderate the relationship between risk-

seeking and negative framing effect. Positive framing has been found to invoke a

good mood which can been linked to favourable evaluations of a target, particularly

when the information describing the target is ambiguous or neutral (Mayer et al.,

1992; Sedikides, 1992). Positive framing should be more effective for scenarios of

facing innovative products with no prior experience than negatively framed one and

would enhance favourable attitudes towards the product. Therefore, when describing

new products, advertisers should strive to present things in the most positive manner

possible— the glass is half full rather than half empty, you will gain important

benefits of using the product. The findings were also consistent with those from

Hoch and Ha (1986) and Levin and Gaeth (1988) that in the context of product

evaluation, the more ambiguous a consumer's experience with a product, the more

his or her evaluations are susceptible to how the product is described. Framing

effects were enhanced when participants faced new products.
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According to prospect theory, loss-framed information may increase people's

perceived risk, causing them to be more willing to perform risky behaviours.

However, neither this study nor those of Meyerworwitz and Chaiken (1987) and

Banks et al. (1995) found perceived risk to be a mediator of the framing effects.

That is, framing did not significantly influence perceived risk nor did perceived risk

significantly distinguish among the experimental groups. Nevertheless, the results

from multivariate regression models suggest that the perceived risk (pre-intervention

and post-intervention perceived risk) could influence decision-making and

behavioural intention. Future study should explore its role in great depth and its

relationship with message framing.

There is a need to go beyond prospect theory in identifying critical factors underlying

differences in framing effects. As Druckman (2001, p.246) states: "In short, framing

effects are remarkably complex. Sometimes they work and other times they do not,

and despite common practice, it is just as important to document cases of failed

framing effects as successful framing effects." Mediators could be found in

individual differences (Levin et al., 2002). This research provides some insights into

individual cognitive differences in framing effects by considering health

consciousness and perceived health status (H4, rival hypotheses H5a and H5b, H6a,

H6b, and H7). It suggests that health consciousness and perceived health status are

important variables in explaining healthcare behaviours and health consciousness

might diminish framing effects under some circumstances. Instead of manipulating

these variables, health consciousness and perceived health status were measured and
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observed directly not only from reported behaviours/routines but also from

participants' perceptions.

H4 focused on the impact of health consciousness on purchase behaviour and

supported the view that health consciousness should be positively correlated with the

purchase of healthcare products. The more health conscious the participants are, the

more attention they pay to related health information and the wider the range of

healthcare products they buy. H5 was concerned with the moderating role of health

consciousness on message framing effects. The results were consistent with recent

research (Donovan and Jalleh, 2000; Krishnamurthy et al., 2001) and found that

message framing should have no effect under high involvement conditions (i.e., high

personal relevance, systematic processing) because increased attention to the

decision process would include elaboration of the framing converse (i.e.,

consideration of both benefits gained and benefits lost). Framing effects served as a

peripheral cue. In this case, high health consciousness might enhance the self-

relevance of health product ads and induce people to scrutinise their options more

carefully, and this scrutiny might attenuate message framing effects. No statistical

difference in message effectiveness between negative and positive framing was

found in high health consciousness condition. Conversely, people with low health

consciousness were affected by framing, which served as a peripheral cue. Positive

framing was more effective, because under peripheral processing, cues such as

positive words would have greater influence (H5b).
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H6 suggested that people with higher perceived health status would purchase more

healthcare products than would those with lower perceived health status. The higher

perceived health status, the more healthcare product purchases. The predicted

relationship was only found in participants who perceived themselves with poor, fair,

or good health status, but not in those with excellent status. Participants perceiving

their dental health status as excellent purchased fewer types of dental care products

than those perceiving their dental health status as good or fair. The reversed u-shape

relationship is consistent with prior research (Goldstein, Siegel and Boyer, 1984) that

people with high perceived health status believe that they are invulnerable to diseases,

and become less motivated to perform health maintenance behaviour.

It was predicted that perceived health status would moderate the effectiveness of

message framing (H7). Although no significance was found for perceived health

status as a moderator, there are some weaknesses of the experiment we have to

evaluate before jumping to any conclusions. First, the distribution of perceived

dental health status was skewed (skewness = -0.442, standard error of skewness =

0.18; the majority of participants rated it as good or excellent), and, therefore, the

difference in numbers between low and high perceived health status was large.

Under such circumstances, equal variance between the two groups may not be

assumed and the comparison may not be made. Second, perceived health status was

observed and measured by one single question, more questions to assess the

difference in perceived dental health status or manipulation design used in future

studies might provide more insight into its role in message framing.
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To sum up, H4 to H7 provided some interesting patterns of behaviours concerning

individual cognitive differences and suggested that these can play important roles to

determine whether a particular frame is accepted or deflected. Future research

should consider other individuals factors (e.g., affective perspectives) and establish a

more complicated model in healthcare product adverting effectiveness. As

mentioned in the Chapter Two, framing effects can be enhanced, eliminated, or even

removed depending on the characteristics of the situations or individual differences

(Kahneman and Tversky, 1982; Levin et al., 2002; Hasseldine and Hite, 2003; Stuart

and Blanton, 2003). In addition to individual cognitive differences, recent research

focuses on affect (Keller et al., 2003), emotion (Nabi, 2003) and has shown that the

effectiveness of alternative message framing manipulations is contingent on affective

responses towards the message. When people are not particularly motivated or able

to think about a message, mood acts as a simple cue, enhancing persuasion when the

mood is pleasant but reducing persuasion when it is pleasant. However, when the

elaboration likelihood is high, mood appears to determine the extent of persuasion by

influencing the nature of the thoughts that come to mind (Petty and Wegener, 1991).

Additional research should verify the affective influence and demonstrate its possible

mediating role on framing effects.

6. 5. 2. Manipulations of Message Framing

After establishing the impact of framing on message persuasion based on perceived

product characteristics (i.e., product functions and perceived product innovativeness),

more types of framing manipulation should be considered. There is one more

framing manipulation combining positively and negatively information into one
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message to promote a particular health behaviour (Treiber, 1986; Wilson, Wallson,

and King, 1990), which was not included in the study 1 (refer to Chapter Two,

Section 2.4. for more discussions of the manipulation of mixed frames). Here the

combination of positively and negatively framed messages arouse the conflict as to

the risks involved in compliance and noncompliance, but provide a satisfactory

solution to the conflict at the same time (Janis and Mann, 1977). Furthermore,

Wilson, Wallston, and King (1990) documented that a mixed-framed messages

decreased the number of cigarettes smoked by people with a low desire to quit.

Considering the combination of positive and negative framing may help us to

compare the framing effects in a systematic way and understand how message

framing affects people's intentions and attitudes.

6. 5. 3. Perceived Risk and Prevention and Detection

Behaviours/Products

Although the relation between message frame and behaviour type (purchasing

prevention or detection products in the current study) has proved quite robust, the

predictions laid out by Rothman and Salovey (1997) do not rest on features that are

intrinsic to prevention or detection behaviours. The findings that loss-framed

appeals are a more effective way to promote detection behaviours relied on the fact

that society consistently teaches people to perceive procedures such as

mammography and HIV testing as illness detecting. However, it is possible for these

behaviours to be reframed as health-affirming behaviours (i.e., a man could get a

HIV test to affirm that he doesn't have a sexually transmitted disease or AIDS). In

fact, people who regularly follow a set of prevention behaviours (e.g., brushing teeth,
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visiting a dentist for routine check-ups, and using dental care products) should have

little reason to be concerned about a screening exam. To the extent that people

perceive using a detection product to be a safe, health-affirming practice, a gain-

framed rather a loss-framed appeal should be more persuasive. Consistent with this

outlook, two studies that assessed how people perceived a detection behaviour found

that the predicted advantage for a loss-framed appeal was limited to those people

who believed that engaging in the behaviour would be risky (Meyerowitz et al., 1991;

Rothman et al., 1996). The participants in this study were undergraduate students

and the majority believed that their (dental) health status was high and that they were

quite health conscious. Only a minority (8%) self-reported that they had gum disease.

These suggest that participants might overestimate their dental health status and then

have low perceived risk towards it. It might be possible that the participants were

involved with dental care products for other purposes (e.g., fresh breath, white teeth

for beautiful smile), but not really care about dental health. The confounding

variable of perceived risk should be explored in detail. In addition, the multiple

regression models suggest that the perceived risk (before and after reading the leaflet)

could influence purchase intent. Therefore, instead of simply distinguishing between

prevention and detection products, manipulation for products with different levels of

perceived risk should be considered in future research.

In this study, detection products (disclosing gum and disclosing syrup) might not

carry high perceived risk for the participants. It might explain why the difference

between positive and negative framing in familiar detection products were not

significant. In addition, the study could not allow us to see how perceived product
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innovativeness influences message effectiveness and purchase intent for detection

products (those products carrying high perceived risk). In future research, perceived

risk associated with detection products should be assessed before data analysis. It

may not be possible to determine influence without first identifying the degree to

which the individual's adoption of the promoted product in question is perceived to

be risky.

6. 5. 4. More Individual Difference Factors

This study supported the view that individual differences could be important

variables to mediate framing effects (e.g., Rothman and Salovey, 1997; Levin et al.,

2002). However, individual difference by framing interaction is puzzling. In Study

1, health consciousness and perceived health status were emphasised as two

important cognitive factors to explain the interaction with message framing and

decision-making. It demonstrated that the effectiveness of the message could be

contingent on the interactive effect of health cognition and framing. Nevertheless,

cognition is not the only factor to interfere with consumers' information processing.

Affect (feelings, emotion) can influence people's decisions and thought processes

(Isen, 1983). A growing body of research indicates that even mild, and even positive,

affective states can markedly influence thought processes, and do so regularly.

Common positive feelings are fundamentally involved in cognitive organisation and

processing (Isen and Means, 1983). An ongoing mood may shape one's receptivity

to a gain or loss frame (Rothman and Salovey, 1997). Therefore, affect should be

considered together with cognition when studying message framing effects.
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There is a need to incorporate individual risk perception into decision-making

models because of the scant research (refer to more discussions in Chapter Four,

Section 4.5). Risk is generally conceived as consisting of two components: the

likelihood and the severity of negative outcomes (Van der Pligt, 1998). In a health

context, the perceived risk of becoming ill is considered essential in explaining why

people engage in health-related behaviours or why they are motivated to pursue

medical care (Prohaska, 1990). Higher perceived risk correlates with intention to

take precautionary behaviours (Robinson et ah, 1997). Perception of health risk

could be measured by two crucial aspects: perceived susceptibility (vulnerability)

and perceived severity (Becker and Janz, 1987; Janz and Becker, 1984). Perceived

vulnerability and beliefs about risk severity have been found to contribute to interest

in risk-reduction behaviours such as seeking medical treatment (Weinstein, 1982,

1983). These perceptions should play an important role in healthcare decision¬

making, and should be taken into consideration in future research.

6. 6. CONCLUDING REMARKS

This chapter reported the results of the statistical analysis on the data collected from

Study 1. After descriptive statistics of the sample were obtained, initially a number

of design checks were carried out to ensure that the integrity of the design had been

maintained. The remainder of the chapter focused on hypothesis testing and

explanations of the findings, with some discussions of the study's limitations and

implications for future research. The next chapter introduces Study 2 which was

designed to build on what was learned from Study 1. Similar to the structure of

Study 1, the research questions, hypotheses, and research method will be detailed.
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Chapter SEVEN

Research Design and Method for Study 2

7.1. PREAMBLE

Study 2 was designed with the objectives of considering multiple types of message

framing to test the robustness of the moderating effect of perceived product

characteristics found in Study 1, as well as identifying more individual difference

variables as mediators. Healthcare products for travelling were chosen to increase the

external validity and generalisability of this research. In this chapter, the full

methodology employed in the data collection for Study 2 will be described. First,

research questions will be identified and hypotheses will be developed. And then,

similar to Study 1, the experimental conditions and related procedures will be detailed.

7. 2. RESEARCH QUESTIONS AND RESEARCH

HYPOTHESES

Building on the discussion from Chapter Six, Study 2 develops on the work of Study 1

and is designed to address the following questions:

1. How does a message combining positive and negative framing work? Could it be

more effective than positive or negative framing alone? In what circumstances

will it increase or limit the message effectiveness? Would its effects also be

moderated by perceived product characteristics and individual differences?
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2. What message framing effects are evident when products are compared in terms of

their perceived risk (high or low) rather than their function (prevention or

detection)?

3. Besides individual cognitive differences, will affective variables (i.e., mood) and

individual health risk perceptions have any impact on framing effects? Will they

enhance or diminish the framing effects?

To answer the questions above, the following hypotheses are provided and developed,

drawing on appropriate literature together with the findings in Study 1.

7. 2.1. Moderating Role of Product Perceived Risk on Framing Effects

As mentioned in Study 1, using prevention and detection products as the way to

distinguish perceived risk might cause some limitations. For example, sometimes it is

possible for detection behaviours/products to be reframed as health-affirming

behaviours. Under such circumstances, people may not perceive detection behaviour

as risky. Therefore, instead of distinguishing product functions (prevention and

detection), direct manipulation of perceived risk for products will explore how it

affects consumer decision making and how it might interact with message framing.

In Study 2, a direct manipulation of product perceived risk is used as an

operationalisation to examine how different levels of product perceived risk (high vs.

low) would moderate message framing effects. Positively framed messages are more

persuasive for promoting behaviours that are perceived as less risky or not risky at all
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(Christophersen and Gyulay, 1983; Robberson and Rogers, 1988; Rothman et al.,

1993b) and negatively framed messages are more persuasive for promoting

behaviours that carry high perceived risk (Banks et al., Block and Keller, 1995;

Kalichman and Coley, 1995). Here, since the operationalisation of perceived risk is

used to replace the classifications for prevention and detection products, similar results

of Study 1 are predicted as follows:

H8: Product perceived risk would moderate framing effects in message

effectiveness. Positive framing should be more effective in promoting products

with low perceived risk and negative framing should be more effective in

products with high perceived risk.

7. 2. 2. Moderating Role of Perceived Product Innovativeness on

Framing (Effect of mixed frames is also considered)

From Study 1, it was found that respondents preferred positively framed messages for

familiar products to negatively framed ones. However, if a message combines positive

and negative frames, how would consumers react and process the information?

Although there is very limited literature existing, previous studies imply that a

message combining positive and negative framing not only provides the advantage of

fear appeals by negative framing but also arouses positive favourable attitudes by

positive framing (Treiber, 1986). Treiber (1986) suggested that although the positive

framing approach could be highly successful, further increases in compliance might

have been obtained if greater conflict had been aroused (e.g., through a

fear-inducement film). Early studies regarding the merits of using a two-sided
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message (Chu, 1967) show that a two-sided communication was more effective for

those message respondents who were relatively more educated and had prior

familiarity with the scenario described in the message. Therefore, the advantages of

mixed frames should be limited to situations where people already know and

understand the fears and/or potential benefits delivered in the message with some prior

product usage experiences. For situations involving new products, the prediction will

follow findings in Study 1 and literature suggesting that positive framing could

generate a heuristic cue for positive affect, leading to favourable attitudes towards the

new products (Chaiken, 1980; Maclnnis and Jaworski, 1989; Isen, 1993). Therefore,

Study 2 predicts that:

H9a: Forfamiliarproducts, a combination ofpositively and negatively framed

messages would be more effective than a positively framed message or a

negatively framed one.

H9b: For new/unfamiliar products, positively framed messages would be more

effective than negatively framed messages or a combination ofpositively and

negatively framed messages.

7. 2. 3. Three-way Interaction Effect of Message Framing, Product

Perceived Risk and Perceived Product Innovativeness (Effect of mixed

frames is also considered)

In Study 1, a three-way interaction effect of message framing (positive vs. negative),

product function (prevention vs. detection) and perceived product innovativeness
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(familiar vs. new product) was found. In Study 2, operationalisation of product

perceived risk is used to replace product function and one more framing manipulation

is considered (mixed frames). Therefore, similar to Study 1, a three-way interaction

effect of message framing (positive vs. negative vs. mixed frame), product perceived

risk (high vs. low) and perceived product innovativeness (familiar vs. new product) is

expected. However, since no literature can be found related to message effectiveness

with mixed frames in different levels of product perceived risks, an exploratory

hypothesis is developed as follows without specific predicted effects:

H10: There is a three-way interaction effect ofmessage framing (positive vs.

negative vs. mixedframe), product perceived risk (high vs. low) and perceived

product innovativeness (familiar vs. new product).

7. 2. 4. Mediating Role of Health Consciousness on Framing Effects

(Effect of mixed frames is also considered)

Following the findings of Study 1, health consciousness was accommodated as an

important cognitive variable to explain the possible moderating roles in message

framing. It was found that framing effects could affect people with low health

consciousness because people tend to use the heuristic thinking that peripheral cues

such as framing effects should be enhanced and stronger. Framing effects were

insignificant on respondents with high health consciousness because increased

attention to the decision process would include elaboration of the framing converse

(i.e., consideration of both benefits gained and benefits lost). Based on the findings of

Study 1 together with previous studies (Block and Keller, 1995; Donovan and Jalleh,
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1999; Krishnamurthy et al., 2001), framing serves a peripheral cue and only works

under the conditions of low health consciousness. However, in the low health

consciousness condition, positive framing was found to be more effective than

negative framing. Now when the merits of mixed frames are also considered (i.e., a

message combining positive and negative framing not only provides the advantage of

fear appeals by negative framing but also arouses positive favourable attitudes by

positive framing), a message with mixed frames could become most effective for

people with low health consciousness. A hypothesis following up Study 1 is stated as

follows:

Hll: Under conditions ofhigh health consciousness, framing effects would he

attenuated and no significant difference among three types ofmessage framing

(positive vs. negative vs. mixed frames) should be found. However, under

conditions of low health consciousness, three message framing manipulation

should be ranked in order ofmessage effectiveness as follows: mixed frames,

positive frame and then negative frame.

7. 2. 5. Mediating Role of Mood on Framing Effects

Individual difference in mood is incorporated in this study for better explanations

regarding different consumer attitudes towards healthcare products and behavioural

intentions. An ongoing mood may shape one's receptivity to a gain or loss frame

because one's feelings can serve as information about one's current situation

(Rothman and Salovey, 1997). Sad moods may confirm that potential losses are

possible, whereas happy moods may underscore the salience of potential gains.
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Wegener et al. (1994) demonstrated that the influence of mood on perceptions of

likelihood mediates the relative persuasiveness of gain- and loss-framed arguments.

Participants were more persuaded by gain-framed arguments when in a happy mood,

but loss-framed arguments were more persuasive when they were in a sad mood.

Mood effects in high-elaboration settings might also be relevant to the literature on

fear appeals. That is, fear might enhance perceptions that bad things will happen (and

that good things will not) when teeth are not brushed, seatbelts are not worn, or

smoking continues. This may especially be the case when message recipients

perceived some personal relevance of the threat (e.g. T. Rogers, 1983). The discussion

leads to the hypothesis stated as follows.

H12a: The state of moods would mediate message framing effects. Positive

framing would be more effective when people are in positive mood, and negative

framing would be more effective when people are in negative mood.

However, some researchers suggest that framing serves as a peripheral cue and only

works in certain conditions (e.g., Block and Keller, 1995). People in a good mood are

motivated to merely maintain their favourable mood state. Their affect informs them

that currently there is no need to process information effortfully in a way that may

interfere with their positive mood. As they are receptive to attempts to persuade them

peripherally by means such as framing, they are motivated to maintain their positive

mood state and thus avoid central processing. Positive framing could invoke

enjoyment of the favourable feeling state. In such circumstances, consumers may be

positively influenced by positive framing appeals. When in a negative mood, it has
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been argued that individuals are motivated to centrally process stimuli. Therefore,

framing effects are weaker or insignificant. These lead to the rival hypothesis as

follows.

H12b: The state of moods would mediate message framing effects. Positive

framing would only be more effective when people are in positive mood, and

framing effects would be attenuated when people are in negative mood.

H12 only dealt with two framing effects (positive vs. negative) and was developed into

two rival hypotheses of the mediating role of mood (H12a and H12b). Mood could

serve either information as current situation or peripheral cue in information

processing. Since there is no literature related to how mood might affect

mixed-framed messages, it is hard to derive a follow-up hypothesis. No specific

prediction is drawn for the mediating role of mood for a message containing mixed

frames (positive and negative framing). Related results will serve an exploratory

purpose.

7. 2. 6. Mediating Role of Individual Initial Perceived Health Risk on

Framing Effects (Effect of mixed frames is also considered)

In studying health and illness, perception of the risk of becoming ill is considered

critical in explaining why people engage in health-related behaviours (Prohaska, 1990).

In this study, individual health risk perceptions will be explored to see how they affect

consumers' decision making for healthcare products. Individual perceived risk (threat)

of a health problem could be measured by two primary dimensions: perceived
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susceptibility and perceived severity (Becker and Janz, 1987; Janz and Becker, 1984).

Although these have been measured in some framing studies for perception of health

threats (e.g., Meyerowitz and Chaiken, 1987), the measures have been limited to

post-intervention tests. In this study, individual differences in initial perceived risk

(susceptibility and perceived severity) are predicted to be mediators in framing effects,

and thus were measured in a pre-intervention test.

Perceived susceptibility (vulnerability) means that each individual has his/her own

perception of the likelihood of experiencing a condition which would adversely affect

one's health (injury, illness, etc.) (Rosenstock, 1966 and 1974; Becker et al., 1974).

Rothman and his colleagues (1999) first identified that perceived susceptibility might

possibly mediate framing effects. Then, Williams et al. (2001) found a significant

interaction effect between perceived susceptibility and framing effects in the context

of breast self-examination. Previous studies suggested that low perceived

susceptibility diminish the framing effects but provided inconsistent findings in the

situation of high perceived susceptibility. Some researchers proposed that positive

framing would be more persuasive for people who perceive themselves highly

susceptible (vulnerable) to the threat (Millar and Millar, 2000). Nevertheless, some

researchers found that negatively framed messages were more effective for those with

low perceived susceptibility (Witte and Allen, 2000). These lead to the hypothesis as

follows.
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HI3: Individual difference in initial perceived susceptibility (vulnerability) would

mediate message framing. Framing effects would diminish when perceived

susceptibility is low.

No hypothesis is developed for the perceived susceptibility in mixed framed effects

since no related literature was found as a base.

Perceived seriousness refers to the beliefs a person holds concerning the effects a

given disease or condition would have on one's well-being. These effects can be

considered from the point of view of the difficulties that a disease would create and the

consequences of contracting the illness. Beliefs about risk severity have been found to

contribute to interest in risk-reduction behaviours such as seeking medical treatment

(Weinstein, 1982, 1983). For example, denial of severity for the onset of AIDS has

been found to be associated with high-risk sexual behaviour (Weber et al., 1986). On

the other hand, if an individual believes that the severity of the health threat is great,

then the probability of health behaviour compliance increases. Perceived severity

determines the salience of health threat. When the threat is perceived as irrelevant or

insignificant, people lose motivation to process information further and then ignore the

message. Similar to the interaction between perceived susceptibility and framing, the

mediating role of perceived severity in framing is predicted.

H14: Individual difference in initial perceived severity would mediate message

framing. Framing effects would diminish when perceived severity is low.
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7. 2. 7. Interaction between Mood and Individual Perceived Health Risk

in Framing Effects

The interaction of mood and individual perceived risk in framing can be explained in

the context of meaningful losses and gains to participants. Health is meaningful to

people. When people perceive that they could lose health and become less healthy, a

health message framed as loss would be more persuasive to those in a positive

affective state than a gain-framed message since loss frames would result in higher

perceived risk (e.g., Isen and Geva, 1987; Isen, Nygren, and Ashby, 1988). When

people are in more negative affective states, they prefer to receive positive rather than

negative information and are less able to cope with additional negative information

due to the lack of concentration in health contexts (Keller et al., 2003; Reed and

Aspinwall, 1998). Also, it was found that people in negative moods are more anxious

and that anxiety increases risk aversion (Lowenstein et al., 2001). These studies

targeted to participants who perceived health as potential loss and suggest people in

negative affective states will prefer a gain-framed to loss-framed message. In this

research, participants who feel more vulnerable and severe to health threats are

expected to perceive health as potential loss. A hypothesis centring on high perceived

health risk is as follows, and is limited to the discussions of either positive or negative

framing effect since no specific literature was found related to mixed frames..

HI5: Mood wouldmediate the relationship between individual perceived health risk

and message framing for participants who perceive themselves as being at greater

health risk. Positive framing would be more effective forpeople in a negative mood,

but negative framing would be more effective for those in a positive mood.
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To summarise, hypotheses are developed based on direct literature, results from Study

1 and indirect literature (Table 7.1). The framework for Study 2 was built upon Study

1, exploring the manipulation of message framing and product perceived risk, and

adding two more dimensions of individual difference in affect (mood) and individual

health risk perception (perceived susceptibility and perceived severity) (Figure 7.1).

New variables or elements included in Study 2 are highlighted in grey boxes. This

visual representation helps to draw together the main themes and tested variables to

remind the reader of the context of this study.

Table 7.1. Summary of Hypotheses in Study 2

Hypothesis Prediction No prediction

H8: Moderating role of perceived risk in two types
of framing effects (positive vs. negative) V

H9: Moderating role of perceived product
innovativeness in three types of framing effects
(positive vs. negative vs. mixed)

V

H10: Three-way interaction effect of framing,
product perceived risk and perceived product
innovativeness

V

Hll: Mediating role of health consciousness in
three types of framing effects V

H12: Mediating role of mood in positive/negative
framing effects (rival hypotheses: H12a and H12b) V

H13: Mediating role of initial perceived
susceptibility (vulnerability) in framing effects V

H14: Mediating role of initial perceived severity in
framing effects

V (positive vs.
negative
frame)

V (mixed frame)

H15: Interaction effect of mood and individual

perceived risk in framing effects
V (positive vs.
negative
frame)

V (mixed frame)
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Figure 7. 1. Framework of Influences of Framing Effects, Perceived

Product Characteristics, and Individual Differences in Advertising Effectiveness

7. 3. THE PRE TEST

Similar to Study 1, the experimental method was chosen as the design for the research

questions under investigation (refer to detailed discussion in Chapter Five, Section

5.4.). In this section, details of the pre-test which informed the experimental design

will be described and discussed.
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7. 3.1. Overview of the Pre-test

Healthcare products for travelling were chosen as the product category for the

following reasons. According to Dawood (1989), up to half of all international

travellers are likely to experience some kind of adverse effect upon their health as a

result of an overseas trip, and a number of studies undertaken in the United Kingdom

document health problems experienced by UK holiday-makers (Petty, 1989; Cossar et

ah, 1994; Cartwright, 1992). Health issues associated with international and domestic

tourism are now beginning to attract the interest of researchers from a wide range of

social science, including healthcare marketers (Clift and Sage, 1996). Researchers

recognise that this is an interface between health and tourism and there is an integral

part of the tourist experience (Ryan, 1991). Tourist concerns have moved from

economic costs to health and safety issues (Evans and Stabler, 1995). Health and

well-being have been considered as one of the major risk factors in tourism and

perceived risk in health was found to be the most important risk factor in travel

experience (Lepp and Gibson, 2003). It is widely acknowledged that adverse health

effects may significantly tarnish tourists' experience of a holiday and destination

(Lawton and Page, 1997). Purchasing travel healthcare products is one effective

risk-reduction strategy tourists may adopt. Therefore, the context of travelling could

facilitate an understanding of consumer perceptions of healthcare products in

conjunction with the findings of Study 1.

From the literature on fear appeals (Job, 1988), this study proposes that healthcare

products should have the following characteristics: (1) a health threat should exist

before purchasing the product; (2) the health threat event should appear likely; (3) the
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purchase to offset the health threat should be clearly specified; and (4) the product use

should be effective to reduce the level of health threat. Common health threats in

travelling include illness induced by travelling itself, infection, and skin care.

Products related to problems listed above were selected and tested in a pre-test.

There were three purposes for the pre-test. First, similar to Study 1, a pre-test was

designed to develop the proposed manipulations in product types and perceived

innovativeness for Study 2 (refer to the Appendix F for the pre-test survey

questionnaire). The products included were existing, new, and fictitious. Second, the

pre-test also checked the appropriateness of a manipulation of mood and a related

measure. Third, measurement scales used for individual differences in health risk

perceptions (perceived susceptibility and severity), and general perceptions and

attitudes towards travelling needed to be tested before the experiment.

Undergraduates from a business course at the University of Edinburgh participated in

the pre-test survey. First, manipulation of mood was undertaken, adopting the

autobiographical narrative method which has advantages such as fidelity to the

subjective experience of individual participants and potential for exploring issues that

cannot readily be simulated by unrelated materials (Baumeister et ah, 1990; Tangney,

1992; Kahn and Isen, 1993). Respondents were asked to recall and describe either the

best or the worst trip they had ever taken and were encouraged to "re-live" the

emotions the trip had elicited. These tasks were designed to remove any mood

differences due to factors outside the laboratory (e.g., weather; see Petty et al., 1993;

Schwartz and Clore, 1983). This method has been used widely in mood studies (e.g.,
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Bless et al., 1990; Schwartz et al., 1991).

Here mood was manipulated through self-description of either the best or the worst

trip in an opening question, followed by one question for confirming trip experience

stated and four questions for a manipulation check of mood to see if there was any

mood difference aroused after stating the trip experience. Four questions assessed

participants' affective state (Peterson and Sauber, 1983). Participants indicated how

happy, irritable, good mood, and depressed they felt. In each case, a rating was made

on a 10-point scale. Two questions were reverse-coded (happy and good mood). An

index was created by calculating the mean of the four items.

A series of questions was adopted from previous studies (Becker, 1974; Slovic, 1987;

Slovic et al., 1989; Weinstein, 2000) to measure individual differences in risk

propensity, perceived susceptibility and perceived severity to health threats in

travelling. Thus, after reading product introduction and usage instructions,

participants rated their degree of familiarity with each travelling product using a scale

(ranging froml (very new to me) to 7 (very familiar to me)), and then reported their use

of related healthcare products for travelling. For classification purposes, they also

provided some background information in demographics and travel history. At the end,

participants were thanked and the class continued.

7.3.2. Pre-test Sample Characteristics

47 undergraduate students (13 males and 34 females) participated in the pre-test. Age

ranged from 19 - 29 years old with mean = 20.85 and standard deviation = 1.74. The
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majority of participants claimed that they were born in U.K. (55%), and the remainder

of participants' place of birth included China (8.5%), Canada (6.4%), Spain (6.4%),

Norway (4.3%) and others. All participants mentioned had travelled at least once

during the past 12 months: including 61% travelled more than three times, 19%

travelled three times, 9% travelled twice and 11% travelled once. When asked about

the number of international trips by plane during the past 12 months, approximately

90% of participants claimed to have flown least once, suggesting that travelling

overseas is no novelty to the sample. About 80% of participants visited more than two

regions of the world (e.g., any other European country and Americas).

7.3.3. Mood Testing Results

Participants describing the best trip experience claimed that they were in better mood

than those stating the worst trip experience, F (1, 45) = 5.6, p< .05 (mean for

participants referring to the best trip = 6.21; mean for 17 participants referring to the

worst trip experience = 5.24). The reliability analysis was conducted and a Cronbach's

alpha of 0.76 was obtained, exceeding the suggested lower limit (0.7) (Robinson,

Shaver, and Wrightsman, 1991). Based on the results above, the manipulation of

mood had been successful and was adopted in the main experiment for Study 2.

7.3.4. Perceived Product Innovativeness Results

Among the 13 products, the lowest perceived innovative product was sunscreen,

which served as a benchmark (6.26 on a 7-point scale). Although sunscreen is

associated with low product risk, it is designed to protect people from skin cancer

which is a deadly disease carrying extremely high perceived risk. Hence, it was not
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appropriate to be selected as a familiar product with low perceived risk. The second

most familiar product was insect repellent cream with a rating of 5.81 on the 7-point

scale. This was chosen as the test product with high familiarity and low perceived risk

since it deals with mild health threats (insect bites) and product usage does not involve

any salient side effects. Melatonin was selected as the innovative product with low

perceived risk (1.91 on the 7-point scale). Replacing sleeping pills, melatonin is a new

hormone replacement therapy for combating jet lag (a mild health problem in

travelling) without the hazards or side effects of drugs. Anti-malaria medication was

chosen as the familiar product (scoring 4.49 on the 7-point scale) with high perceived

risk. Although students were not as familiar with it as expected, it met the criteria for

this study: it relates to a serious, deadly disease and there are some possible salient

side effects after usage. The least familiar products were 10-second skin cancer test

(scoring 1.62 on the 7-point scale) and life-saving pills (scoring 1.32 on the 7-point

scale). They were not suitable for this study because the usage situations are very

different from other products used in travelling. 10-second skin cancer test is not used

during the journey and life-saving pills are used in emergencies, leaving people

without much choice. The third innovative ranking product, a fictitious combination

pill for Hepatitis A, B, and C, was selected to be the new product (2.05 on the 7-point

scale) with high perceived risk in the experiment. The complete results of the pre-test

are presented in Appendix G.

7.3.5. Individual Differences in Risk Perception Results

Based on previous studies (Schneider and Lopes, 1986; Slovic et al., 1989; Janz and

Becker, 1984; Becker and Maiman, 1975; Becker et ah, 1977; Rosenstock et ah, 1988),
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eleven questions including individual risk propensity, perceived susceptibility and

perceived severity of health threats were pre-tested. Some questions needed to be

reversed-coded before further data analysis. Except for the last question measuring

perceived health status with a categorical scale (i.e., I am more likely, about as likely as,

or less likely than others to get sick), the first ten questions were analysed using factor

analysis with varimax rotation and loaded onto four factors. The first factor was

named as risk belief, including two questions that "I often worry that I might make a

mistake" and "I believe that mishaps are predetermined by fate and unavoidable." The

second factor was risk propensity including two questions that "I feel very concerned

that by not doing things I will miss an important opportunity" and "I am a person who

likes to take risks." Individual perceived susceptibility and severity were formed by

four questions: (l)"Being sick while travelling is something I can't stand," (2)"How

worried are you about the possibility that you might get sick while travelling?"

(3)"How likely are you about the possibility that you might get sick while travelling?"

and (4)"How important do you feel that is to be in good health when you travel?" The

last factor was routine medicine-taking perception including two questions "I feel

comfortable taking medicine whenever I don't feel my best," and "I resist taking any

medicine until I am absolutely forced to do so."

According to the sample in the pre-test, more than one-third of participants described

themselves as risk-neutral persons (18 out of 47) selecting 4 on a 7-point Likert scale.

Around one-third identified them as risk-taking (16 out of 47), choosing 5, 6, or 7 on

the scale. The remaining 13 respondents claimed that they tended to be risk-averse,

choosing 1, 2, or 3 on the scale. The majority of the sample (78% or 37 participants)
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agreed that they were very concerned about missing an important opportunity by doing

nothing. 40% (19 participants) disagreed that mishaps were predetermined by fate and

unavoidable while 26% held the opposite opinions and 34% did not hold any particular

point of view. However, a slight larger proportion of the sample (37%) were often

worried about making mistakes, compared with 28% without much worry and 15%

with neutral attitude. Summarising these results, the young adults in the pre-test

sample tended to be risk-neutral, were concerned about opportunities but also worried

about making mistakes.

Regarding individual differences in perceived susceptibility and severity, most of the

participants (83%) suggested that being sick in travelling is something they couldn't

stand and 87% believed in the importance of good travel health. Participants showed

diverse opinions in worrying about being sick in travelling that 43% were not worried

but also 43% were worried about it. Perhaps because of their youth, the majority of

participants (47%) suggested they were unlikely to get sick while travelling, with 30%

holding neutral opinion. The results showed that participants generally care about the

travel health (i.e., perceived severity is high) but vary in perceived susceptibility (i.e.,

the likelihood of getting sick in travel).

7. 4. EXPERIMENTAL DESIGN

7. 4.1. Overview

The experiment tested the effectiveness of different message frames in promoting

healthcare products in a 3 (message framing: gain, loss, mixed) x 2 (perceived risk:

low, high) x 2 (perceived product innovativeness: familiar, new product) factorial

243



design. Participants were instructed that the study was about consumer behaviours

regarding travel healthcare products. Similar to Study 1, they were given a three-part

booklet containing the stimulus materials: a pre-manipulation questionnaire, a leaflet

that framed a travelling healthcare product differently, and a post-manipulation

questionnaire on their attitudes and intentions concerning the product. Participants

followed the instructions on the booklet, and answered the questions in order.

7. 4. 2. Participants

Undergraduate students were selected as the sample in this study. Youth travel now

comprises over 20% of total international arrivals and young travellers are loyal repeat

consumers with a high per capita average spending (World Tourism Organisation,

2003). Compared with the rest of the travel sector, youth travel appears to display a

very positive growth (more than 20%) (Student and Young Travel Association of

North America, 2003). Young people are easily bored and want to do new things.

They have become a very important market segment of travelling healthcare products.

Indeed, all the participants in this study had bought travel healthcare products. The

experiment was a between-subjects design. The participants consisted of 261

undergraduate students (111 males and 150 females) from six undergraduate Business

courses at the University of Edinburgh. To avoid overlap, courses were carefully

selected. Participants were also asked not to fill out the booklet if they had done so in

any other lecture before.

7. 4. 3. Product Innovativeness and Product Manipulations

Based on the pre-test results, four test products were chosen: repellent cream (familiar
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product, low perceived risk), anti-malaria tablets (familiar product, high perceived

risk), melatonin (innovative product, low perceived risk) and 3-in-l Hepatitis tablets

(innovative product, high perceived risk). TRAVELMED, the fictitious brand, was

created to avoid any possible confounding effects due to prior familiarity or attitudes

of participants towards the sponsored brand.

7. 4. 4. Message Framing Manipulations

Respondents read about the importance of using the travel healthcare product for

protecting travel health. For example, the positive framing condition contained the

following excerpt (the negative framing condition is presented in parentheses) for the

familiar product with low perceived risk:

You strengthen your health while you travel since it's easier to prevent insect

bites and those diseases carried by bugs. (You weaken your health while you

travel since it's harder to prevent insect bites and those diseases carried by bugs.)

Although Treiber (1986) was the first to examine the effectiveness of mixed frames,

his results might be confounded with modality of presentation since negative

information was presented in a film and positive information was presented in a

written handout. In this study, the manipulation of mixed framed messages followed

Farrell et al. (2001) by combining the paragraphs from the gain and loss frames to

create an equally balanced message.
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7. 4. 5. Advertisements

The travel health information was presented in a one-page, two-sided print leaflet in

three folds that was designed to appear professional (see Figure 7.2, Figure 7.3 and

Figure 7.4). Twelve different leaflets were developed as follows (Appendix H

illustrates the twelve conditions):

1. Repellent cream (familiar product with low perceived risk), positive framing

2. Repellent cream (familiar product with low perceived risk), negative framing

3. Repellent cream (familiar product with low perceived risk), mixed framing

4. Melatonin (new product with low perceived risk), positive framing

5. Melatonin (new product with low perceived risk), negative framing

6. Melatonin (new product with low perceived risk), mixed framing

7. Anti-malaria pills (familiar product with high perceived risk), positive framing

8. Anti-malaria pills (familiar product with high perceived risk), negative framing

9. Anti-malaria pills (familiar product with high perceived risk), mixed framing

10. 3-in-l Hepatitis tablets (new product with high perceived risk), positive framing

11. 3-in-l Hepatitis tablets (new product with high perceived risk), negative framing

12. 3-in-l Hepatitis tablets (new product with high perceived risk), mixed framing
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Figure 7.2. 12 Versions of the Experimental Leaflets

Figure 7. 3. Front Page of the Leaflet
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Figure 7. 4. Back Page of the Leaflet
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Care was taken to ensure that the positively, negatively and mixed framed versions of

the advertisements provided the same quality and amount of information, except for

the obvious positive or/and negative distinction and product characteristics. The

pictures were chosen to be consistent with the copy and not to provide additional

brand-related information. Aside from specific details about the particular product

promoted, all advertisements presented the same general information about how the

product can improve travel health. The leaflet was divided in to six sections: (a) you

and your travel health, (b) a health threat introduced (know the risks) (the health

problem description and related symptoms or signs, (c) enjoy your well-earned

holiday (don't risk spoiling your well-earned holiday), (d) benefits of using the

product (costs of not using the product), (e) introduction of the promoted product, (f)

information about product usage, (g) side effects (only for products with high
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perceived risk), (h) where to buy the product, and (i) warning.

7. 4. 6. Administration Procedures

The administration procedures were similar to Study 1. Prior to the experiment, the

treatment booklets were randomised. Students were asked to participate in the

experiment. They were instructed that the puipose of the study was to understand

consumer issues regarding travel health. Participants read a three-part booklet

containing a survey on travel attitudes and experiences (a pre-manipulation

questionnaire), a test advertisement (in the form of leaflet), and a survey on leaflet

response (a post-manipulation questionnaire). When they finished, booklets were

collected. The lectures continued or dismissed. The experiment lasted about 25

minutes.

7. 4. 7. Measures

The questionnaires of Study 2 were constructed as pre-manipulation and

post-manipulation measures as follows.

7. 4. 7.1. Pre-manipulation Measures

There were six groups of pre-manipulation measures as follows (please refer to

Appendix I for the full text).

1. Mood manipulation. Following the pre-test, mood was manipulated through

self-description of either the best or the worst trip in an opening question,

followed by one question for double-checking the trip experience stated and four

manipulation check questions. Participants rated on 10-point scales if they felt

249



happy, irritable, in a good mood, or depressed. Two questions were

reverse-coded and an index was created by calculating the mean of the four

items.

2. Perceived health status and health consciousness. These two measures were as

the same as those in Study 1.

3. Individual perceptions ofhealth risk. Based on previous studies (Schneider and

Lopes, 1986; Slovic et al., 1989; Janz and Becker, 1984; Becker and Maiman,

1975; Becker et al., 1977; Rosenstock et al., 1988) and results from the pre-test,

nine items assessed participants' travel health attitudes by measuring risk

propensity, perceived susceptibility, perceived severity and routine

medicine-taking. Before further data analysis, some questions needed to be

reversed-coded to ensure uniformity in coding.

4. Manipulation check on product innovativeness. Four questions were designed

to assess perceived product innovativeness and perceived risk associated with

the product. In each question, the rating was made on a 7 point-scale ranging

from 1 (very new to me) to 7 (very familiar to me). The reason for putting these

questions before the experiment was to avoid the learning effect after reading the

leaflet.

5. Purchase of travelling healthcare products. Participants answered the questions

whether they ever purchased or used seven travel healthcare product categories
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in the questionnaire to provide a basic understanding of purchase history with

travelling healthcare products.

6. Background demographics and travel history. A series of questions assessed

general demographic information, including participants' age, gender, birthplace,

number of trips during the past 12 months, number of international trips by plane,

and number of regions they visited before.

7. 4. 7. 2. Post-manipulation Measures

Similar to Study 1, there were six groups of post-manipulation measures (refer to

Appendix J for the full version).

1. Thought-listing task. The method was the same in Study 1. After exposure to the

ad, respondents were asked to write down their thoughts. The author coded the

thoughts as favourable, unfavourable, neutral, or unrelated. The author also

coded each statement to whether it indicated feelings of concern about the

participant's own travel health (e.g., "I wasn't aware how common malaria could

be and would give it more consideration in future when going away on trips") or

feelings of reassurance about one's travel health (e.g., "It makes me calm since I

am quite healthy and never worry about my travel health"). Thoughts about

travel health or towards the product were also classified as positive, negative, and

neutral. Thoughts not about travel health or product were classified as unrelated.

Examples of positive thoughts included that "I think I don't need it because

headache generally goes away rapidly" (in melatonin scenario), "I am not really
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worried about insect bites" (in insect repellent scenario), or "I believe that I'm in

good health so don't expect myself to be ill during trips"). Negative thoughts

such as "slightly worrying facts to me," "I would probably buy it (insect repellent)

if I was travelling as I have experienced the discomfort of insect bites," "I would

take anti-malaria tablets because it's a scary disease and I am worried

(anti-malaria tablet scenario)" were some examples. This listing task could help

identify cognitive or affective aspects of participants' first impressions when

looking at the leaflets.

2. Opinions of the leaflet (advertisement). Questions were adopted from Study 1

including one general question regarding the overall reaction to the leaflet (rating

with a 7-point scale from 1 (strongly disagree) to 7 (strongly agree), and five

specific questions assessed participants' affective evaluation of the advertisement.

Participants indicated how interesting, annoying, good, informative and

appealing they found the advertisement on 7-point semantic scales. A composite

score was created by calculating the numerical average of the five scales.

3. Affective responses to the leaflet. Three questions were adopted from Banks et al.

(1995) assessing affective responses after reading the materials. Participants

indicated how the leaflet made them feel happy, anxious, and nervous. Ratings

were made on 7-point semantic scales. One question was reverse-coded. An

index of immediate affective reactions was created by calculating the mean of

these three items. This measure was used to test whether the loss-framed

messages acted like fear appeals and aroused affective responses and to see if
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such arousal mediated any effects of message framing (e.g., Higbee, 1969;

Robberson and Rogers, 1988).

4. Manipulation check on framing. One question assessed the difference of the

information framing. Participants had to state whether the leaflet they had read

emphasised costs, benefits, both or neither.

5. Beliefs about the advertised product and behavioural intention. These two

measures were the same as what were used in Study 1.

6. Perceived risk and severity of the health threat. Similar to Study 1, three

questions assessed participants' perceptions towards risk after reading the leaflet.

The mean of the three items forms an index of perceived risk of potential health

threats in their future trip.

7. 5. CONCLUDING REMARKS

In this chapter, the methodology for Study 2 was reviewed in detail. First, research

questions were discussed. Then, eight hypotheses were developed based on the

findings in Study 1 and appropriate literature. A visual representation of the

theoretical framework was provided and hypotheses were summarised in a table.

Then the pre-test and experiment design were explained. Administration procedures

and a comprehensive overview of the questionnaire design were also outlined.

Related rationales and measures were also introduced. The results of the experiment

will be the focus of the next chapter.
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Chapter EIGHT

Data Analysis and Results of Study 2

8.1. PREAMBLE

The aim of Study 2 was to replicate and extend Study 1 to determine how variations

in the way information is presented can influence purchase decisions in a different

area of healthcare, and to examine the mediating influence of further individual

differences. This chapter will report and discuss findings obtained from Study 2.

Initially, it assesses the background information of the sample and the reliability and

validity of the design to ensure that the independent variables were properly

controlled. After that, specific hypotheses will be tested. Related results will be

discussed in detail and integrated with findings from Study 1 and relevant literature.

8.2. BACKGROUND INFORMATION

261 undergraduate students (111 males and 150 females) took part in the experiment.

However, three participants were deleted from the analysis due to missing data.

Sixteen participants were also removed from the final sample following an analysis

of manipulation checks (Section 8.3.2. and 8.3.3.). Participants were assigned

randomly to one of twelve conditions with 20, 21, 22, 21, 18, 20, 20, 20, 20, 19, 22,

and 19 respondents in each condition. Age ranged from 17 to 27 years with mean =

19.74 and standard deviation = 1.62 (see Figure 8.1).
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Figure 8.1 Distribution of Age in the Final Sample
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57.3% of participants specified that they were born in the United Kingdom. 17.8%

were born in other European countries. 11% were bom in Asia, 3% in the United

States, and 3% in the Middle East or Africa. 7.9% of participants did not answer the

question.

In the following sections, participants' perceived health status and health

consciousness will be introduced, followed by individual differences in risk

perceptions related to travelling, previous purchase experiences of travel healthcare

products and travel history.

8.2.1. Perceived General Health

Of the 242 participants, 57% rated their general health as good and 24% as excellent.

19% of the participants reported that they had poor or fair health during the last

twelve months. This suggests that most participants saw themselves as healthy

(Figure 8.2).

17 18 19 20 21 22
Age

23 24 25 27
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Pvoollont

Figure 8.2. Distribution of General Health Perception
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* Numbers in parentheses represent the number of participants in the sample.

8.2.2. Health Consciousness

The four-item Health Consciousness Scale used in Study 2 was adopted from Gould

(1988, 1990). Study 2 found similar patterns to Study 1, with health involvement

emerging again as the most salient item (see Figure 8.3). An index of health

consciousness was formed by averaging the four questions. Health consciousness

was divided into low and high conditions using a median split for hypotheses testing.
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Figure 8.3. Health Consciousness
160 i

0 1 2 3 4 □ self-consciousness

El self-monitoring

□ alertness

□ involvement

□ self-consciousness 6 13 39 112 68

1 self-monitoring 6 33 77 97 25

□ alertness 4 16 60 106 52

□ involvement 2 5 8 88 135

0 = The statement does not describe you at all.
1 = The statement describes you a little.
2 = The statement describes you about fifty-fifty.
3 = The statement describes you fairly well.
4 = The statement describes you very well.

8.2.3. Individual Differences in Travel-Related Risk Perceptions

Based on the pre-test, a series of questions measured individual differences in risk

perception. After some items were reverse coded, all the questions were analysed in

an exploratory factor analysis using principal factors method and varimax rotation

without constraining the number of factors (see Table 8.1 for the rotated component

matrix). Using the eigen-value > 1 and the scree plot criteria, this procedure

indicated the presence of four underlying constructs. The first factor was named as

perceived severity related to two items: (1) "Being sick while travelling is something

I can't stand," and (2) "How important do you feel that that is to be in good health

when you travel?" Perceived susceptibility was formed by two questions: (1) "How
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worried are you about the possibility that you might get sick while travelling?" and

(2) "How likely are you about the possibility that you might get sick while

travelling?" Routine medicine-taking attitudes included two questions "I feel

comfortable taking medicine whenever I don't feel my best," and "I resist taking any

medicine until I am absolutely forced to do so." The last factor was risk belief and

propensity comprised statements that "I feel very concerned that by not trying things

I will miss an important opportunity" and "I am a person who doesn't like to take

risks."

Table 8.1. Rotated Component Matrix

Component
1 2 3 4

T_HEALTH 0.88 0.02 -0.05 0.11

R_ TRIP SICK 0.82 -0.18 -0.13 0.05

LIKELY_S -0.06 0.89 0.04 -0.03

WORRY_S 0.32 0.78 -0.01 0.02

R_FORCE 0.01 -0.10 0.87 -0.07

MEDICINE 0.06 0.14 0.87 0.03

R_RISK TAKING -0.11 -0.26 0.00 0.76

CONCERN 0.19 0.27 -0.03 0.75

Extraction Method: Principal Component Analysis
Rotation Method: Varimax

Note:

T_HALTH: "How important do you feel that is to be in good health when you
travel?"

R_TRIP SICK: Reverse coding for "Being sick while travelling is something I
can't stand."

LIKELY_S: "How likely are you about the possibility that you might get sick
while travelling?"
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WORRY_S: "How worried are you about the possibility that you might get sick
while travelling?"

R_FORCE: Reverse coding for "I resist taking any medicine until I am absolutely
forced to do so."

MEDICINE: "I feel comfortable taking medicine whenever I don't feel my best."

R_RISK TAKING: Reverse coding for "I am a person who don't like to take
risks."

CONCERN: "I feel very concerned that by not trying things I will miss an
important opportunity."

Ratings of questions in each factor were averaged to form an index. Distribution

results for each factor are shown in Figure 8.4, Figure 8.5, Figure 8.6, and Figure 8.7.

Similar to the pre-test results, participants' perceptions were diverse in risk

propensity and belief, and routine medicine-taking. Compared with responses to

perceived severity, participants felt less susceptible to health threats. However, they

recognised the importance and severity of health threats in higher levels.
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Figure 8. 4. Participant Distribution of Perceived Severity
of Health Threats
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Rating for Perceived Severity of Health Threats

The rating of perceived severity of health threats was formed by averaging
answers from questions that "Being sick while travelling is something I can't
stand," and "How important do you feel that that is to be in good health when
you travel?" in 7-point scales. Higher numbers for the rating indicates greater
perceived severity of health threats during the trip.

Figure 8. 5. Participant Distribution of Perceived Susceptibility
to Health Threats
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Rating for Perceived Susceptibility to Health Threats

The rating of perceived susceptibility to health threats was formed by averaging
answers from questions that "How worried are you about the possibility that you
might get sick while travelling?" and "How likely are you about the possibility
that you might get sick while travelling?" in 7-point scales. Higher numbers for
the rating indicates greater perceived susceptibility to health threats during the
trip.
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Figure 8. 6. Participant Distribution of Routine Medicine-
Taking Perception
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Rating for Routine Medicine-Taking Perception

The rating of routine medicine-taking perception was formed by averaging
answers from questions that "I feel comfortable taking medicine whenever I
don't feel my best," and "I resist taking any medicine until I am absolutely
forced to do so" in 7-point scales. Higher numbers for the rating indicates more
open attitudes to medicine-taking.

Figure 8. 7. Participant Distribution of Risk Propensity and
Belief
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Note:
The rating of risk propensity and belief was formed by the averaging answers
from questions that "I feel very concerned that by not trying things I will miss an
important opportunity" and "I am a person who doesn't like to take risks" in 7-
point scales. Higher numbers for the rating indicates greater risk seeking.
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8.2.4. Purchase Experience in Travelling Healthcare Products

From seven travel care product categories, participants were asked to specify their

purchase experience (i.e., bought or used the products). The most frequently

purchased products were sun protection (75.1% of participants stated that they had

bought it before), insect repellent (57.7%), pain relief (56%), first aid (50%) and

stomach and digest care (41.5%). Similar patterns were found in previous

experience of using travelling care products: sun protection (80%), insect repellent

(64.3%), pain relief (57.3%), first aid (40.2%), and stomach and digestive care

(37.3%). Figure 8.8 depicts the distribution of previous experience of travelling

healthcare products (consideration of both purchasing and using experience from

seven products listed in the questionnaire). Previous experience was calculated by

the total types of the products participants had either purchased or used before (from

seven travelling healthcare products). The higher numbers suggest more experience

participants possessed. Overall, the findings suggest that the majority of participants

had basic or even advanced previous purchase experience of travelling healthcare

products.
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8.2.5. Travel History

86.2% of the participants made at least one international trip during the past 12

months, including 33.1% travelling more than three times. According to the places

they visited, 98% of participants have been to at least one region of the world

(outside their country) and more than 80% of participants have been to more than

two regions (i.e., any country in Europe and Americas). This implies that

participants were able to handle with travel-related problems.

8.2.6. Brief Summary

The pre-manipulation questionnaire regarding how participants perceived their

general or travel health, what related travelling healthcare products they bought or

used, and how many times and where they travelled internationally. Most

participants perceived their health as good and indicated that they were self-

conscious, self-monitoring, self-alert, and highly involved with healthcare. In the

travelling context, different risk propensities and beliefs and routine medicine-taking

attitudes were shown in the data. The majority of participants felt relatively

invulnerable to health threats but acknowledged the severity of those threats. The

findings also suggest that the majority of participants had basic or even advanced

previous purchase experience of travel care products and fruitful travel history.

8.3. CHECKING THE DESIGN

Before testing hypotheses, it is vital to conduct some simple statistical tests (i.e.,

manipulation checks, reliability and background analysis) to ensure that the
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appropriate evidence can be obtained to accurately address the research purposes.

8.3.1. Manipulation Check on Mood

Following the same manipulation check on mood and procedures in the pre-test,

participants who had described the best trip experience claimed that they were in

better mood than those stating the worst trip experience, F (1, 242) = 27.64, p< .01

(mean value of mood from the best trip experience stated by 141 participants = 7.38;

mean value of mood from the worst trip experience stated by 101 participants = 5.88).

It is interesting to see how participants described their travel experience. According

to the responses, main reasons resulting in the best trips included having good

weather, enjoying sight seeing, travelling with good company, and experiencing

culture differences. On the other hand, bad weather, delayed schedule, unsatisfactory

airport or accommodation service, and being sick when travelling are the major

causes of the worst trips. Here, evidence suggests that being ill was really something

bothering participants, affecting the quality of trip and being one of the key concerns

to travellers. It is also interesting to compare the number of thoughts between the

group of stating the best trip experience and that of providing the worst trip

experience. Participants who provided the best trip experience listed more thoughts

(M = 5.12) than those who mentioned the worst trip experience (M = 4.15),

suggesting happy experience could arouse more cognitive responses.

8.3.2. Manipulation Check on Perceived Product Innovativeness

Similar to Study 1, participants' perceptions of product innovativeness were

examined to confirm perceived differences between familiar and new products.
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Participants rated two existing and two new products in two levels of perceived risk

(low vs. high) on 7-point scales (very new to me - 1, very familiar to me = 7). The

greater the perceived difference between familiar and new products, the more

successful the manipulation (i.e., the rating for a familiar product should be much

higher than that of a new product). Two T-tests were examined for products in

different levels of perceived risk (low vs. high), and the perception differences were

significant (both p-value is less than 0.01): mean of familiar product with low

perceived risk (insect repellent) = 5.72 with SD = 1.55, mean of new prevention

product with low perceived risk (melatonin) = 1.87 with SD = 1.40, mean of familiar

product with high perceived risk (anti-malaria tablets) = 4.55 with SD = 2.00, and

mean of new prevention product with high perceived risk (Combination pills for

Hepatitis A, B, and C) = 2.00 with SD = 1.37. A significant difference of perceived

innovativeness was also found between the familiar product with high perceived risk

and the new product with low perceived risk (p<.05). As hoped, examination of the

product innovativeness ratings indicated that the participants could distinguish

between the two levels of product newness. Although the perceived difference

between familiar and new products with high perceived risk was smaller than that for

those with low perceived risk, the statistical significance confirmed the

manipulations were sufficiently effective for both cases.

In addition, similar to Study 1, individual responses were evaluated by calculating

the difference between the rating of the familiar product and that of the new product

(Perceived difference = Rating of the familiar product - Rating of the new product).

If the perceived difference was negative, it suggested that he or she failed to perceive
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the new product as new or the familiar product as familiar and was excluded from the

sample. Ten participants were removed from the final sample.

8.3.3. Manipulation Check on Message Framing

To assess whether the framing manipulation was perceived as intended, participants

rated whether the leaflet placed more emphasis on the benefits associated with

purchasing the advertised product, the costs associated with not buying it, both, or

neither. To evaluate the success of the framing manipulation, a one-way analysis of

variance (ANOVA) was conducted, revealing a significant difference across three

framing conditions ( F (2, 242) = 66.23, pc.Ol), and, that is, whether respondents

responding to the manipulation check differently was based on the versions of leaflet

they received. Participants in the loss-framed conditions judged the leaflets as

emphasising the costs of not using the product, whereas participants in the gain-

framed conditions judged the leaflets as emphasising the benefits of using the

product and those in mixed-framed conditions judged the leaflets as focusing on both

benefits and costs (mean of positive framing with 81 participants = 2.04 with SD =

0.47, mean of negative framing with 79 participants = 1.55 with SD = 0.96, mean of

mixed framing with 82 participants =2.81 with SD = 0.55). This suggests that the

manipulation of message framing was successful. After checking the success of the

manipulation, individual responses were evaluated. Eleven participants who failed to

identify the correct answer (e.g., misidentified the gain-framed message as costs or

both benefits and costs, the loss-framed message as benefits or both, or neither costs/

benefits) were removed, leaving 242 participants in the final sample for hypotheses

testing in the following sections.
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8.3.4. Reliability Analysis

Similar to Study 1, the reliability of the scales was checked and the following

Cronbach's alphas were obtained: mood = 0.91, health consciousness = 0.77,

opinions of the leaflet = 0.84, beliefs about the advertised product = 0.8, and

behavioural intention = 0.91. These numbers all exceeded the suggested lower limit

(0.7) (Robinson, Shaver, and Wrightsman, 1991), and indicated that those scales

used in this study were sufficiently reliable.

8.3.5. Preliminary Analysis

The data were first screened for multivariate analyses by testing all variables for

assumptions for normality and linearity (Williams et ah, 2001). No evidence of

skewness for those independent and dependent variables were found (skewness

values fell inside the range of -1 to +1).

An initial set of analyses (Banks et ah, 1995) was conducted to determine whether

any of the demographic or travel history variables moderated the effect of message

frame, perceived product innovativeness, product perceived risk on the post-

manipulation measures. 3 (framing: positive, negative, mixed) X 2 (product

perceived risk: low, high) X 2 (perceived product innovativeness: familiar and new)

Multivariate ANOVAs were performed on those twelve experimental groups and

found no overall condition differences on demographics (age: Wilks's lambda = 0.3;

gender: Wilks's lambda = 0.51; country of birth: Wilks's lambda = 0.43), purchase

experience of travelling healthcare products (Wilks's lambda = 0.18) or travel history

(number of international trips: Wilks's lambda = 0.38; number of places travelled:
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Wilks's lambda = 0.18). Because no moderating effects were obtained, all analyses

are presented collapsed over these factors.

8.3.6. Opinions of the Leaflets

Participants' overall reaction to the leaflet was examined to confirm that the

respondents had similar attitudes across conditions ( F (11, 224) = 1.42; p> .17).

Perceptions of the leaflets were unaffected by the framing manipulation (F<1),

perceived product innovativeness (F<1), or perceived product risk (F< 1). In addition,

participants in the twelve experimental conditions were similar in rating the leaflets

as interesting, annoying, good, informative and appealing, F (11, 231) = 0.76, p>.

68). Participants across conditions demonstrated comparable understanding of the

basic information presented in the leaflet, suggesting that the twelve versions of the

leaflet in this experiment were equally comprehensible.

8.3.7. Affective Responses to Leaflets

The participants' responses to the three affective scales were summed to create an

affective single index. When this affective score was analysed in the standard 3

(framing) X 2 (perceived product innovativeness) X 2 (product perceived risk)

ANOVA, a main effect for message type was found, F (2, 238) = 4.81, /?<.05.1 Gain

messages were associated with more positive affective reactions (M = 6.12) than

were loss messages (M = 5.43) or mixed framed message (M = 5.56). A significant

interaction effect between message type and perceived product innovativeness ( F (2,

1 Four participants failed to complete at least one of the four affective scales and were not included in
this analysis.
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238) = 3.77, /?<.05) and a marginal interaction effect between message type and

product perceived risk ( F (2, 238) = 2.88, £><.07) were also observed. People had

similar affective reactions to the leaflet across products with different levels of

perceived risk (F<1). In line with recent research, affective reaction to the leaflet

was consistent with participants' perception of its tone (e.g., Rothman et al„ 1999;

Millar and Millar, 2000).

8.3.8. Post-intervention Perceived Risk

Several items assessed participants' perceptions of the likelihood that they might get

sick while travelling and the importance of travel health. Analyses of each of these

measures controlled for participants' responses prior to reading the leaflet.

Multivariate analysis of covariance (MANOVA) controlling for participants' initial

risk perceptions did not reveal main effects for message frame, perceived product

innovativeness, or perceived product risk (Fs<l) except that message frame

influenced the perception of the likelihood of getting sick during the trip ( F (2, 241)

= 3.15; £><.05). Participants who received either a positively or a negatively framed

message viewed themselves as more likely to get sick while travelling than those

who received a mixed framed message (mean for positive framing = 5.24; mean for

negative framing = 5.10; mean for mixed frames = 4.66). Both frames could

enhance the evaluation of the issue (e.g., Meyerowitz and Chaiken, 1987; Banks et

al., 1995). Furthermore, the interaction effect between framing and perceived

product risk also had a significant influence on the perception of the likelihood of

getting sick during the trip ( F (2, 241) = 2.99; £><.05). It was also found that

negative framing was more effective in promoting product carrying high perceived-
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risk. This result is consistent to the previous literature that negatively framed

messages were more persuasive in promoting high perceived-risk behaviours because

of the increased need for information then affects consumers' levels of information

acquisition and elaboration, which leads to higher perceived risk (Meyerowitz and

Chaiken, 1987; Banks et ah, 1995; Cox and Cox, 2001).

8.3.9. Cognitive Responses to the Leaflet

The total number of thoughts listed by participants was examined to determine

whether there were differences across conditions in terms of the amount of cognitive

responses to the leaflet. Participants listed a similar number of thoughts in response

to the leaflet regardless of which product was promoted, the degree of perceived

product innovativeness and how the information was framed, F<1.

The types of thoughts that participants had while reading the leaflet were also

examined. It was found that valence of the thoughts (i.e., subtracting the number of

unfavourable thoughts from the number of favourable thoughts) was different based

on message framing ( F (2, 252) = 5.91, p< .05; mean valence from products with

positive framing = 0.03, mean valence from products with negative framing = 0.45,

mean valence from products with mixed framing = 0.61), implying that higher

valence of thoughts could result from reading materials presented in mixed or

negatively framed messages. The comparison results also revealed that participants

who read positively framed message listed more favourable responses to the message

(e.g., "It was full of good information," "educational and interesting," "professional

looking," "nice pictures," "I think it (the product) seems good," "good product and
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not very expensive," and "thought provoking.") and that participants who read

negatively framed messages listed more unfavourable responses (e.g., "The leaflet is

too negative," "I don't like the tone of message," and "too much emphasis on what

might happen if people don't use it instead of more emphasis on the knowledge").

The thought-listing task provided an index of how much the messages were

cognitively processed. Similar to Study 1, participants with high health

consciousness generated more thoughts when they read the leaflets ( F (1, 249) =

3.97, p<.05). Although no statistical difference in the number of thoughts generated

was observed in relation to perceived susceptibility or perceived severity, participants

with low perceived susceptibility generated more positive thoughts about their travel

health ( F (1, 249) = 4.85, p< .05) than those with high perceived susceptibility,

suggesting that people with low perceived susceptibility could have higher self-

confidence in their travel health.

8.3.10. Attitudes towards the Product

As with Study 1, participants evaluated the promoted travel healthcare product

attractiveness on three dimensions and an overall attitude rating was calculated using

a mean value. The results are summarised in Table 8.2. Participants' attitudes

towards the product were found to be affected by how the information about the

product was framed, F (2, 241) = 20.2, p< .01. Participants reported holding more

favourable attitudes towards the advertised product in positively framed messages (M

= 4.79, SD = 1.16) than in negatively framed messages (M = 3.95, SD = 1.14) or in

mixed frames (M = 3.81, SD = 1.21). Attitudes towards the product also differed

according to perceived product innovativeness ( F (1, 242) = 10.03, /?<.05).
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Perceived product newness (familiar vs. new) was a significant factor explaining

people's attitudes towards the promoted product. The interaction effect between

framing and perceived product innovativeness was also significant (see Figure 8.9).

Similar to Study 1, framing effects were stronger when products were perceived as

innovative and positive framing enhanced favourable evaluations of new products.

A new finding from Study 2 was that mixed framed messages could be more

favourable only when respondents already had prior product experience and could

tell benefits and losses clearly. When products are new to them, positive framing is

more likely to arouse positive affective reactions to the leaflet and favourable

product evaluations.

Table 8.2. Main and Interaction Effects on Attitudes towards the Product

Source Sum of Df Mean F Sig.

Squares Square

Corrected Model 62.80 11 5.71 5.24 0.00 **

Intercept 4158.06 1 4158.06 3815.22 0.00 **

Framing 44.02 2 22.01 20.20 0.00 **

Perceived product innovativeness 10.03 1 10.03 10.03 0.03 *

Product perceived risk 2.46 1 2.46 2.26 0.13

Framing x Perceived product innovativeness 11.96 2 5.98 5.82 0.02 *

Framing x Product perceived risk 7.25 2 3.63 3.33 0.04 *

Perceived product innovativeness 2.85 1 2.85 2.61 0.11

x Product perceived risk

Framing x Perceived product innovativeness 2.45 2 1.23 1.12 0.33

x Product perceived risk

Error 246.31 231 1.09

Total 4494.00 242

*p<.05; **p<01
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Figure 8. 9. Interaction Effect between Message Framing and
Perceived Product Innovativeness in Attitudes

towards the Product
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Although the main effect for product perceived risk was not found in the study, a

significant two-way interaction effect between framing and product perceived risk

suggested that consumers' perceptions could come from the combination of message

framing and product risk (p< .05) (see Figure 8.10). Specifically, though messages

framed in a positive way seemed most effective regardless of the level of product

perceived risk, positive framing enhanced favourable attitudes towards the products

when the product perceived risk was low.

273



Figure 8.10. Interaction Effect between Message Framing and
Product Perceived Risk in Attitudes towards the Product
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8.4. HYPOTHESIS TESTING

The hypotheses that were discussed in Chapter Seven (Section 7.2.) are tested in

order and will be compared with the results from Study 1. First, the moderating

function of product perceived risk in framing effects is tested (H8). To compare with

HI in Study 1, testing this hypothesis facilitates on investigate of consumers'

perceptions of product risk. Next, the analysis will examine the moderating role of

perceived product innovativeness in framing at two levels of product familiarity

(H9a and H9b) and explore a three-way interaction effect of message framing,

perceived product innovativeness and product perceived risk (H10). After that, the
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data will show how individual differences mediate message framing. Initially, the

interaction effect between health consciousness and framing is examined among

three types of message frames (i.e., gain, loss, and mixed) (Hll). The possible

mediating role of mood in the effectiveness of framing is also analysed across three

types of message frames in two rival hypotheses (H12a and H12b). The analysis

will then shift to the moderating roles of perceived susceptibility in framing effects

(H13) and perceived severity in framing effects (H14). Finally, possible interaction

effects between mood and individual perceived health risk in framing (H15) will be

investigated.

8.4.1. Message Framing and Product Perceived Risk in Healthcare

Products

H8 was concerned with the replication of framing effects in advertising in the

context of travel healthcare products when people have some previous experience.

Therefore, only familiar products with low and high perceived risks (repellent cream

and anti-malaria tablets) were included in the test. For the purpose of comparing

with HI, only messages framed either in terms of gains or losses were tested. The

impact of message framing should vary according to the level of product perceived

risk. Participants reported their behavioural intention in terms of likelihood to buy

the product, use the product and recommend it to family or friends. In addition to the

high reliability obtained from those measures (Cronbach's alpha = 0.91), a principal

component analysis (factor analysis) was carried out, which confirmed that three

items loaded on the same factor. Similar to Study 1, an index of behavioural

intention was created by averaging answers to these three questions.
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A 2 (framing: positive, negative) X 2 (product perceived risk: low, high) analysis of

variance (ANOVA) revealed an interaction effect between message framing and

product perceived risk ( F (1, 157) = 4.18, p<.05). The comparison of means is listed

in Table 8.3 and visually represented in Figure 8.11. These results lend support for

H8 that positive framing was more effective in advertising products with low

perceived risk but negative framing was more effective in advertising products with

high perceived risk.

Table 8.3. ANOVA Result of Framing Effects x Product Perceived Risk

Source Sum of Squares Df Mean Square F Sig.
Corrected Model 33.23 3 11.08 5.94 0.00**

Intercept 1844.15 1 1844.15 988.48 0.00**

Framing 7.80 1 7.80 4.18 0.04*

Product perceived risk 3.03 1 3.03 1.62 0.20

Framing x Product 21.64 1 21.64 11.60 0.00**

perceived risk
Error 285.44 153 1.87

Total 2176.00 157

*p<.05

**p< .01
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Figure 8.11. Comparing Message Effectiveness of Framing
on Product Perceived Risk

Product Perceived Risk

Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

8.4.2. Moderating Role of Perceived Product Innovativeness on

Message Framing

Three indicators assessed participants' behavioural intentions regarding the travel

healthcare product about which they had read. It was expected that for familiar

products, a combination of positively and negatively framed messages would be

more effective than either a positively or a negatively framed message due to the

advantages of providing fear appeals by negative framing and arousing positive

favourable attitudes by positive framing. However, for innovative products, a

positively framed message would lead to greater behavioural intention than a

negatively or mixed framed message because of the heuristic cue and possible
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positive affect that the positive framing induced. Taking into consideration different

levels of product perceived risk, an overall analysis of covariance (ANCOVA)

controlling for product perceived risk was used among products with low perceived

risk and those with high perceived risk. Post-hoc tests with Bonferroni adjustment

for multiple comparisons were also performed. A significant interaction effect

between framing and perceived product innovativeness was found ( F (2, 242) = 4.84,

pc.Ol). As expected, messages in mixed frames were more effective in terms of

behavioural intention when products were associated with higher familiarity (low

perceived innovativeness). However, positive framing enhanced behavioural

intention when products were perceived less familiar (high perceived innovativeness).

The results are summarised and depicted in Figure 8.12. Both H9a and H9b were

fully supported.

Figure 8.12. ANCOVA Result from Framing and Perceived
Product Innovativeness with the Covariate of

Product Perceived Risk
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8.4.3. A Three-Way Interaction Effect of Message Framing, Product

Perceived Risk, and Perceived Product Innovativeness

Different levels of product perceived risk were operationalised in products coping for

serious health threats and carrying possible salient side effects, and those coping for

mild health threats and carrying little side effects. A significant three-way interaction

of message framing, product perceived risk, and perceived product innovativeness

was found with F (2, 242) = 4.27, £><.05 (see Table 8.4). Therefore, H10 was

supported.

Table 8.4. Main and Interaction Effects of Message Framing, Product Perceived

Risk, and Perceived Product Innovativeness

Source Sum of df Mean F Sig.

Squares Square
Corrected Model 82.66 11 7.51 4735 0.00 ***

Intercept 3015.59 1 3015.59 1747.20 0.00 ***

Framing 15.04 2 7.52 4.36 0.01 **
Perceived product innovativeness 5.82 1 5.82 3.37 0.07 *
Perceived product risk 0.89 1 0.89 0.52 0.47

Framing x Perceived product innovativeness 17.61 2 8.81 5.10 0.01 ***

Framing x Perceived product risk 27.41 2 13.71 7.94 0.00***
Perceived product innovativeness 0.01 1 0.01 0.00 0.94
x Perceived product risk

Framing x Perceived product innovativeness 14.73 2 7.36 4.27 0.02 **
x Perceived product risk

Error 393.52 2301.73

Total 3534.00 242

* £><0.1
** £><0.05
*** £><0.01
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One interesting finding reveals that although product perceived risk was not a major

variable for explaining and predicting message effectiveness (measured by

behavioural intention), its interaction with message framing and perceived product

innovativeness could significantly influence message persuasion, suggesting that the

total message effectiveness relied on several factors together and consumers'

perceptions of products should be considered in tandem with both perceived product

innovativeness and product perceived risk.

The results were further analysed according to different levels of product perceived

risk, as separately depicted in Figure 8.13 and Figure 8.14. For products with low

perceived risk, mixed or positively framed messages were more influential than

negatively framed messages and the enhancement effect of positive frames was

greater for new products. Conversely, for products with high perceived risk,

negatively framed messages were found to be more effective only when respondents

felt familiar with the products. Compared with negatively framed messages, superior

effectiveness was found again in positively framed messages when new product

messages were presented. At this point, the two studies show similar patterns about

how framing effects (positive vs. negative) work when product risk (i.e.,

operationalised in product function or perceived risk associated with product use)

and product innovativeness are taken into consideration.
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Figure 8.13. Comparison of Message Effectiveness for
Products with Low Perceived Risk
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Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

Figure 8.14. Comparison of Message Effectiveness for
Products with High Perceived Risk
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higher numbers indicate stronger behavioural intention and greater message
effectiveness.
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8.4.4. Mediating Role of Health Consciousness in Three Framing

Effects

Following the arguments in Study 1, Study 2 suggests that framing serves a

peripheral cue and only works in the conditions of low health consciousness. Under

conditions of high health consciousness, framing effects would be scarce across three

different framed messages (positively vs. negative vs. mixed). However, mixed

frames would increase the message effectiveness under low health consciousness. As

in Study 1, an index of health consciousness was formed by averaging the four

questions regarding perceptions of participants' own health and then was divided into

low and high conditions using a median split. A one-way ANOVA test was

conducted separately for low and high health consciousness conditions. In the high

health consciousness condition, no significant difference was observed between the

message effectiveness of three framing conditions ( F (2, 112) = 0.63, p> .53; mean

of mixed frames = 3.71, mean of positive framing = 3.84, mean of negative framing

= 3.47). This suggests that health conscious participants are less vulnerable to

attempts to bias their decisions by altering their frames of reference. In the low

health consciousness condition, a combination of positive and negative frames was

found to be more effective than a negative frame but was not significantly different

from a positive frame in message persuasion (F (2, 130) = 5.08, p< .01; mean for

mixed frames = 3.94, mean for positive framing = 3.52, mean for negative framing =

2.98). The results can still imply that framing serves as a peripheral cue for

participants to process information heuristically. Hence, Hll was partially supported

since mixed framed messages were not found to be superior to positively framed

messages in the high health consciousness condition.
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According to Study 1, perceived health status was an insignificant moderator of

message framing effects. Although no follow-up hypothesis was developed, the data

from Study 2 would be helpful to confirm whether the statement above is true. The

skewed distribution of perceive health status was very similar to what was found in

Study 1 that more than half of the participants perceived themselves as in good

health. The same procedures through ANOVA were followed to test the mediating

function of perceived health status on message framing and found only main effects

of message framing and perceived health status on behavioural intention.

Unfortunately, no moderating effect of perceived health status was noted, which

replicates the findings in Study 1.

8.4.5. Mediating Role of Mood on Framing Effects

Two rival hypotheses were stated in H12a and H12b. H12a stated that mood serves

as information and people are more persuaded by gain-framed arguments when they

are in a happy mood, but are more persuaded by loss-framed arguments when they

are in a sad mood. H12b suggested that framing is taken as peripheral cue and,

therefore, positive framing would be more effective when people are in a good mood,

and framing effects would decrease when people are in a bad mood. Four items for

measuring mood loaded onto the same factor. An index of mood was formed by

averaging the four questions assessing participants' mood and then was divided into

relatively bad mood and relatively good mood conditions using a median split (116

participants were categorised into the positive mood condition, 119 were sorted into

the negative mood condition). ANOVA tests were conducted separately for positive

and negative framing conditions. In the negative mood condition, no statistically

283



significant difference was found ( F (1, 76) = 0.02, p> 0.9; mean of positive framing

= 3.23, mean of negative framing = 3.21). On the other hand, in the positive mood

condition, the message effectiveness between positive and negative framing was

significantly different ( F (1, 81) = 5.06, p< .05; mean of positive framing = 4.00,

mean of negative framing = 3.26). These imply that framing has little influence

when participants are in a negative mood. In line with prior research, individuals are

motivated to centrally process stimuli and scrutinise information since they do not

care as much about how the information will spoil their mood because they are

already in a negative mood. (Wegener, Petty and Smith, 1995; Wegener and Petty,

1994). Conversely, positive framing enhances message persuasion when people are

in a positive mood. People in a good mood are motivated to maintain their

favourable mood state. Their positive affect informs them that currently there is no

need to process information effortfully in a way that may interfere with their positive

mood (Wegener, Petty and Klein, 1994). Therefore, they are receptive to attempts to

persuade them peripherally by framing. Thus, H12b was supported.

H12a and H12b were limited in the discussions to either positive or negative framing.

When a mixed frame is considered for exploratory purposes. Table 8.4 provides

means and standard deviations by mood and framing condition for participants'

behavioural intention. The results are also depicted in Figure 8.15. Only main

effects for framing and mood were found. No interaction effect of framing and mood

was found ( F (2, 235) = 1.26), which implies that the mediating role of mood in

framing effects vanished when mixed frames were part of the data analysis.

However, interesting patterns of mixed framing were found when compared with
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single framed messages (positive and negative). Mixed frames were less

advantageous when participants were in a positive mood than when they were in a

negative mood. One possible explanation could be that when two frames are

presented at the same time, each frame arouses mood in a different direction (one is

positive and one is negative), causing affective contradictions and, therefore,

eliminating the effective stimulation.

Table 8. 5. Summary of Mood Results across Three Framing Conditions

Framing Mood Mean Std. Deviation N

Positive Positive 4.00 1.18 38

Negative 3.23 1.43 43

Negative Positive 3.26 1.34 40

Negative 3.21 1.56 36

Mixed Positive 3.54 1.50 38

Negative 3.65 1.23 40

Figure 8.15. Message Effectiveness of Three Types of Framing
in Different Mood Conditions

Note:

Negative mood Positive mood
Mood

□ Positive

framing
■ Negative
framing

□ Mixed

framing

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.
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8.4.6. Mediating Role of Individual Perceived Health Risk in Three

Framing Effects

Two hypotheses (H13 and H14) were developed to test the mediating roles of

perceived susceptibility and perceived severity separately. It was argued that

consumers do not necessarily respond similarly to framed advertising messages.

Framing effect was hypothesised to diminish for people with low perceived

susceptibility to health threats (H13). It could be due to overconfidence in their

travel health. An index of perceived susceptibility from two questions was separated

into two groups (low and high) by using a median split. 2 (perceived susceptibility:

low, high) X 3 (framing: positive, negative, mixed) ANOVA tests were performed

for positive and negative framing conditions. Positively framed messages and mixed

framed messages were found to be more effective for participants who perceived

themselves as more susceptible to health threats in travelling than negatively framed

messages ( F (2, 124) = 5.94, p< .01; mean of positive framing = 3.95, mean of

negative framing = 3.13, mean of mixed framing = 4.04). However, for those who

perceived themselves as less susceptible to health threats in travelling, no statistically

significant difference in message effectiveness (measured by three questions of

behavioural intention) was found across three types of framed messages ( F (2, 113)

= 0.56, p> .58; mean of positive framing = 3.37, mean of negative framing = 3.32,

mean of mixed framing = 3.64). Therefore, H13 was supported.

It would be interesting to re-categorise individuals into three groups of perceived

susceptibility (low, moderate, high) since previous researchers suggested that

individuals in a moderate category could admit to a statistical possibility of disease
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susceptibility most when compared with those in a low or high category (Becker et

al., 1974). To test whether framing effects were most significant in the moderate

perceived susceptibility group, ANOVA tests were conducted in three categories of

perceived susceptibility (low, moderate, and high).2 No significance was found from

either low or moderate perceived susceptibility conditions (both Fs<l), but

significant difference was observed in message effectiveness of the three framing

effects in the high perceived susceptibility condition ( F (2, 84) = 3.90, p<.05).

Message framing was found significant only in the high perceived susceptibility

situation. The results are presented in Figure 8.16.

Figure 8.16. Message Effectiveness of Framing in Different
Levels of Individual Perceived Susceptibility
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Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

2 Three categories were created by using SPSS version 11.0 package with the function of categorising
variables into three groups.
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Framing effects were hypothesised to decrease when people feel little severity of

health threats exists (H14). Similarly, a median split distinguished two groups in

terms of perceived severity (low vs. high) and ANOVA tests were performed to

examine the mediating function of perceived severity of health threats in framing.

No significance was observed in either the low or high perceived severity situation,

suggesting that the strength of perceived severity was not a significant factor in

explaining the effectiveness of framing. Re-categorisation into three groups of

perceived severity (low, moderate, and high) was undertaken to test the other

possibility that the moderate degree of perceived severity could most enhance
■j

framing effects. The difference in framing effects was only marginally significant in

the condition of moderate perceived severity ( F (2, 80) = 2.81, p<.06), but no

significant differences were found in the conditions of low and high perceived

severity (see Figure 8.17). A possible reason could lie in the Health Belief Model

and Protection Motivation Theory that a person's motivation to adopt a promoted

health behaviour is a function of an increase in perceived severity of the

consequences without compliance, but low or too great severity might undermine

elaboration (Wilson et al., 1988; Keller and Block, 1996). Less serious problems

invoke a low level of fear, which leads to less elaboration on the solution. When the

problems are perceived as too severe, one may engage in defensive denial of the

message by denying the existence of a problem and then elaborate little on the

solution. This might explain why framing effects were strongest in the moderate

perceived severity condition. However, it was surprising to find that mixed-framed

messages were more effective than positively or negatively framed messages in

3 Three categories were created by the same approached used in footnote 2.
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moderate and high perceived severity conditions. One possible explanation could be

that mixed framed messages provided both benefit and cost information at the same

time help people evaluate this in an efficient way. From the tests and discussions

above, H14 was supported that framing effects diminish when the perceived severity

is low. It is also important to note that framing effects could be increasing when the

perceived severity is moderate but decreasing again when the perceived severity is

high.

Figure 8.17. Message Effectiveness of Framing in Different
Levels of Individual Perceived Severity
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Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.
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After testing these two perception difference factors separately, it is important to

consider perceived susceptibility and perceived severity together since both are two

major determinants of health behaviours affecting individual's choices (Becker and

Janz, 1987; Janz and Becker, 1984). No matter how severe an outcome might be, it

would be irrational to expend effect to prevent the outcome if it has no possibility of

happening. Likewise, it would be illogical to take protective action if the outcome is

not undesirable, in spite of its likelihood. Therefore, the effects of these variables

cannot be independent, and if either likelihood or severity is perceived to be zero,

one should not be motivated to act (Weinstein, 2000). Based on a common

operational definition of risk from literature (e.g., Oglethorpe and Monroe, 1994),

risk can be driven by a "probability times outcome" orientation, meaning that an

individual's perception of risk comprises some combination of the probability of a

negative and severity of that outcome. Based on this concept, a new variable called

individual perceptions of health risk was formed by multiplying perceived

susceptibility and perceived severity. The higher number this multiplication shows,

the higher the perceived health risk it represents. Then a multiple regression model

was performed with behavioural intention serving as a dependent variable and

framing, individual perceptions of health risk and the interaction between these two

serving as independent variables. As predicted, the interaction between individual

perceived health risk and message framing was significant with (3 (standardised) =

-0.69, p< .01. The detailed results are summarised in Table 8.6. These could suggest

that individual perceived health risk should comprise both the perceived

susceptibility and the perceived severity.
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Table 8.6. Regression Analysis on the Effects of Individual Health Perceived
Risk and Framing Effects

Unstandardised Standardised T Sig.

Coefficients Coefficients

B Std. Error Beta

Framing Effects 1.47 0.10 0.83 14.25 0.00 **

Individual perceptions of health risk 0.15 0.01
Interaction between framing and -0.06 0.01 -0.69 -7.82 0.00 **

0.81 12.16 0.00 **

individual perceptions of health risk

Individual perceptions of health risk = Perceived susceptibility X Perceived severity

Dependent variable: Behavioural intention
** £><0.01

8.4.7. Interaction between Mood and Individual Health Perceived Risk in

Framing Effects

H15 centred on the conditions of high perceived risk in health and only dealt with

positive and negative framing. Only participants who rated themselves as

susceptible to health threats and the health threats were severe were included in the

test. After multiplying the ratings of perceived susceptibility and severity, two

groups were categorised using a median split (low vs. high health perceived risk) and

only the group with high perceived health risk was chosen. After consideration of

positive and negative framing, responses from 155 participants were examined. A 2

(framing: positive vs. negative) X 2 (mood: positive vs. negative) ANOVA was

performed and a marginally significant interaction effect was found ( F (1, 154) =

3.06, £><.08). The results are presented in Figure 8.18. H15 was supported as mood

mediated the relation between individual perceived health risk and message framing
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when participants perceive themselves as at greater risk. Positive framing was found

to be more effective for people in a negative mood, but opposite results were found

with people in a positive mood.

Figure 8.18. Interaction between Mood and Individual Health
Perceived Risk on Framing Effects
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Note:

Message effectiveness was measured using an index of behavioural intention;
higher numbers indicate stronger behavioural intention and greater message
effectiveness.

8.4.8. Multivariate Analysis of Framing Effects on Behavioural Intention

in Healthcare Products

Similar to Study 1, Study 2 investigated whether message framing could account for

a significant proportion of the variance in behavioural intention regarding healthcare

products after controlling for variance accounted by pre-intervention variables.

Multivariate regression analysis was performed with behavioural intention as the

dependent variable, entering the following independent variables: mood, health
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consciousness, general health status, types of travel healthcare products purchased,

travelling-related perceptions (risk propensity and belief, perceived susceptibility to

health threats, perceived severity, and routine medicine-taking), travel history,

cognitive responses to the material, attitudes towards the promoted product, post-

intervention perceptions of health risks, perceived product innovativeness, product

perceived risk and message framing effects. Because of the interaction between

message frame and product perceived risk and also the focused research interest of

product perceived risk, analyses were conducted separately for each level of product

perceived risk (low vs. high). Through multiple regression analysis, it could be

determined which variables accounted for a significant amount of variance in the

participants' decision making (i.e., behavioural intention). These regression models

allow us to evaluate the strength of effectiveness from each variable separately and

present a broader picture of consumers' decision-making.

For products associated with low perceived risk (insect repellent cream and

melatonin), the regression model revealed that after entering all the independent

variables described above, there was still some advantage for messages framing in

promoting the tested product that was marginally significant, (3 (standardised) = 0.25,

p< .05 (Table 8.7). The only significant variable from pre-intervention data was

previous purchase experience in travel healthcare products with (3 = 0.23, suggesting

that previous purchase experience could enhance the behavioural intension. Two

variables from post-intervention data were found significant. Post-manipulation

individual perceived health risk was significant, P = 0.31, implying that higher

perceived risk after reading the leaflet resulted in higher behavioural intention.
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Attitudes towards the advertised product (measured by three questions regarding

product attractiveness) could also significantly influence behavioural intention ((3 =

0.61). The regression model analysis demonstrated that the advantage of positive

framing and new products are not attenuated when the pre-intervention variables of

mood, cognition, perception, purchase experience, and travel history are taken into

account.

Table 8.7. Results of the Regression Model on Behavioural Intention

for Products with Low Perceived Risk

Unstandardised Standardised T Sig.

Coefficients Coefficients

B Std. Error Beta

Mood -0.02 0.06 -0.04 -0.39 0.70

Health consciousness 0.15 0.15 0.08 0.99 0.33

General health status 0.09 0.20 0.04 0.43 0.67

Perceived susceptibility -0.14 0.11 -0.13 -1.31 0.19

Perceived severity -0.06 0.10 -0.06 -0.59 0.56

Risk propensity and belief -0.15 0.10 -0.13 -1.56 0.12

Routine medicine taking -0.09 0.07 -0.11 -1.26 0.21

Travelling healthcare product 0.10 0.04 0.23 2.77 0.01 *

Experience

Travel history -0.01 0.03 -0.03 -0.42 0.68

Number of thoughts -0.02 0.05 -0.03 -0.34 0.74

Post-intervention individual 0.39 0.12 0.31 3.34 0.00 *

perceptions towards health risk
Product attractiveness 0.71 0.10 0.61 6.86 0.00 *

Message framing 0.42 0.15 0.25 2.86 0.01 *

Dependent variable: behavioural intention
Travel History = Number of international trips X Number of places visited

* The variable is significant.
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For products carrying high perceived risk (anti-malaria tablets and 3-in-l Hepatitis

tablets), the regression model (Table 8.8) indicated that compared with all other

factors, message framing is still a significant variable in explaining behavioural

intention ((3 = 0.4, p<.01). No variable from pre-intervention data was sufficient to

predict behavioural intention, not even purchase experience in related products. For

products with high perceived risk, people's decision-making appears to be based on

the information processing for that particular scenario rather than general experience.

Compared with the standardised beta coefficient of message framing in the model of

products with low perceived risk (0.25), the higher beta coefficient of framing effects

from products with high perceived risk (0.4) suggested that stronger influence could

result from how information was presented. Similar to products with low perceived

risk, post-intervention perceived risk ((3 = 0.36) and attitudes towards the product (P

= 0.2) were significant predictors for behavioural intention.
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Table 8. 8. Results of the Regression Model on Behavioural Intention

for Products with High Perceived Risk

Unstandardised Standardised T Sig.

Coefficients Coefficients

B Std. Error Beta

Mood 0.02 0.06 0.03 0.28 0.78

Health consciousness -0.18 0.21 -0.08 -0.86 0.39

General health status 0.08 0.17 0.04 0.46 0.65

Perceived susceptibility 0.03 0.09 0.03 0.32 0.75

Perceived severity -0.08 0.12 -0.07 -0.72 0.47

Risk propensity and belief 0.13 0.13 0.09 1.01 0.31

Routine medicine taking -0.02 0.07 -0.02 -0.28 0.78

Travelling healthcare product -0.03 0.04 -0.06 -0.72 0.48

Experience

Travel history -0.01 0.03 -0.03 -0.31 0.76

Number of thoughts 0.12 0.06 0.17 1.89 0.06

Post-intervention individual 0.49 0.12 0.36 3.98 0.00 *

perceptions towards health risk
Product attractiveness 0.26 0.13 0.20 2.10 0.04 *

Message framing 0.64 0.14 0.40 4.56 0.00 *

Dependent variable: behavioural intention

Travel history = Number of international trips X Number of place visited

* The variable is significant.

8.5. GENERAL DISCUSSION OF STUDY 2

The present study aimed to extend Study 1 to increase the generalisability by using a

different context (travelling), manipulating product perceived risk (instead of product

function), and examining the mediating roles of individual differences on framing
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effects, focusing on affect and individual perceptions of health risk. Table 8.9

summarises the findings.

Table 8. 9. Summary Table for Hypotheses

Hypothesis Synopsis Finding

H8 Extension of Study 1 to explore the moderating
role of perceived risk on two types of framing
effects

Supported

H9a and H9b Moderating role of perceived product
innovativeness on three types of framing effects

Supported

H10 Three-way interaction effect of framing,
perceived product risk and perceived product
innovativeness

Supported

Hll Moderating role of health consciousness on three
types of framing effects

Partially
supported

H12a Positive framing is more effective when people
are in a positive mood, but negative framing is
more effective when people are in a negative
mood (The first possible mediating role of mood
on message framing effects)

Not supported

H12b Positive framing is more effective when people
are in a positive mood, and framing effects are
attenuated when people are in a negative mood
(The second possible mediating role of mood on
message framing effects)

Supported

H13 Moderating role of perceived susceptibility on
framing effects

Supported

H14 Moderating role of perceived severity on framing
effects

Supported
(marginal
significance)

H15 Interaction between mood and individual risk

perception in framing effects
Supported
(marginal
significance)
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These patterns of results present robust empirical evidence in support of the

theoretical framework. Study 2 drew on Study 1 and related literature to explain why

the strength of the relation between framed information and persuasion depends on

consumer perceptions of product characteristics (perceived product risk and

innovativeness) and individual differences (health consciousness, mood and

individual perceived risk of health). The results supported the predictions about the

moderators of product perceived risk and perceived product innovativeness and

related interaction (H8, H9a, H9b, and H10). Specifically, for products with low

perceived risk, participants had greater behavioural intention after viewing a

positively framed leaflet. However, for products with high perceived risk, a

negatively framed message could lead to higher behavioural intention for the

participants (H8). A message with mixed gain and loss frames could increase

message persuasion only in promoting products with which people already feel

familiar (H9a). When promoting a new product, a gain-framed message would be

more persuasive (H9b). A three-way interaction effect of message framing, product

perceived risk and perceived product innovativeness suggest consumers' information

processing would be affected by both perceived product characteristics (H10). This

study extended the findings of Study 1 regarding the effect of framed advertising in

consumer purchase decisions and applied it to travel healthcare products. This study

found that mixed framing may be a useful technique for presenting information about

risks. When the product is familiar to consumers, a message combining positive and

negative frames would be more effective than a message in a single frame (positive

or negative). When the product is new to people, framing a message positively will

enhance communication persuasion and increase consumers' purchase intentions.
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Exploring the mediating function of health consciousness on framing, the findings

were consistent with Study 1 that message framing only has an impact for people

with low health consciousness (Hll), suggesting that framing functions as peripheral

cue for people to process information. This finding was also consistent with

concepts from the Elaboration Likelihood Model that the relative influence of the

source versus the message depends upon the receiver's level of involvement with the

communication (Petty, Cacioppo, and Shumann, 1983; Petty and Cacioppo, 1986).

People who are highly involved with an issue are likely to process relevant messages

in detail and rely on careful scrutiny of message content (Chaiken, 1980; Petty and

Cacioppo, 1983). For individuals who are less involved with an ad, attitudes are

more likely to be influenced by cues such as framing in the immediate surroundings

(Petty and Cacioppo, 1984). The findings can be also explained by recent research in

health contexts (Donovan and Jalleh, 2000; Krishnamurthy et al., 2001) that message

framing has little effect under high personal relevance conditions. High health

consciousness could enhance self-relevance of health product ads and stimulate

scrutiny of people's options more carefully, and this careful examination might lead

to low occurrence of framing effects. The findings also indicate that for people with

low health consciousness, a mixed framed message could be most effective, though it

could be as effective as a positively framed message.

In H12 to H16, other dimensions of individual difference factors in mood and

perceptions of health risk and possible interaction among cognition, affect and risk

perception were tested. Two rival hypotheses about the mediator of mood in framing

(H12a and H12b) were proposed based on debates of prior research. The argument
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of framing functioning as a peripheral cue was supported (H12b). This is consistent

with findings concerning the relationship between framing and health consciousness

in Study 1. This study provides empirical evidence that not only product risk

perceptions but also individual differences in risk perceptions (i.e., risk susceptibility)

influence consumers' behavioural intentions. Mediators of perceived susceptibility

(H13) and perceived severity (H14) were derived from arguments that framing

effects could vanish under conditions of low perceived susceptibility or severity

since the threat is treated as irrelevant or insignificant and the message might be

disregarded. The other plausible argument could be that when people perceive

themselves vulnerable to health threats and believe there is a high probability of

something bad occurring, they would tend to become more risk averse (Wilson et al.,

1998). According to the prospect theory, positive framing would be more effective

for promoting risk-averse options (refer to discussion in Chapter Two, Section 2.2.2.).

Therefore, gain-framed messages would be more persuasive under high perceived

susceptibility conditions. Although the results support H14 that framing effects

should have little influence at the low perceived severity condition, framing effects

were found unexpectedly to be significant only when there was a moderate degree of

perceived severity. The reason could come from the Protection Motivation Theory

that too low or too high severity could decrease participants' elaboration. After

combining these two variables as a new variable, individual health perceived risk

was found to mediate framing effects, suggesting that these two perceptions should

be considered at the same time. H15 focused on high perceived health risk situations,

suggesting that individual perceptions of health risk would be a mediator in the

relationship between mood and framing.

300



Multivariate analyses of framing effects on behavioural intention (through multiple

regression analyses for products carrying different levels of perceived risk) indicated

that compared with all other pre-manipulation factors, message framing is still a

significant variable explaining behavioural intention. No variable from pre-

intervention data was sufficient to predict behavioural intention except that previous

purchase experience in travel healthcare products influenced behavioural intentions

for products with low perceived risk. For products with high perceived risk,

behavioural intentions are heavily based on the information processing for that

particular scenario rather than general experience, suggesting a well-designed ad

message will influence purchase-decision judgements.

Now it is time to make a link between perceived health status, susceptibility and

severity. One observation from both studies is that it is important to choose

appropriate measures for self-report. Perceived health status was not observed as

significant moderator in either the experiment 1 or 2 with some possible reasons

described in previous chapters including skewed distribution and single measured

item. One explanation not mentioned before could be that perceived health status is

an ambiguous concept for most of participants. Most people might initially perceive

themselves as healthy. However, if asked to evaluate their health status with specific

criteria such as the likelihood and severity of a health threat, participants should be

able to focus on that particular question. Items of perceived susceptibility and

severity could assist participants to retrieve their personal information through easy-

to-answer and scenario-oriented questions. Consideration of perceived susceptibility

and severity together could represent a more meaningful construct. Future research
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should validate this observation.

8.6. CONCLUDING REMARKS

This chapter reported the results of the statistical analysis on the data collected from

Study 2 in the travelling context. Descriptive statistics of the sample and a few

initial design checks (manipulation checks, reliability analyses, and preliminary

analyses) were assessed before main hypotheses testing to provide background

information about the participants and ensure the quality of the experiment. Most of

the hypotheses were supported. Following the discussion of the two studies and

related findings in Chapter Five, Six, Seven and Eight, Chapter Nine, the final

chapter, will conclude the major contributions, specify the limitations of the research,

propose future research and implications for marketing theory and healthcare

practice.
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SECTION IV CONCLUSIONS

Chapter NINE

Conclusions

9.1. PREAMBLE

The purpose of this research was to examine advertising effectiveness, drawing on

research across disciplines to develop a model of message framing effects in a

healthcare setting incorporating perceived product characteristics and individual

differences as mediating variables and to provide some important implications for

healthcare product marketing. The central thesis is that different message frames

influence consumers' purchase judgments for healthcare products, and that perceived

product characteristics and several individual differences moderate the effects of the

frames employed. This last chapter will step back from the research and consider the

contribution that this thesis makes to knowledge. First, findings from Study 1 and 2

are summarised and a discussion of the implications is included. Following this, an

appraisal will be made of the limitations of the study. This will allow the reader to

better reflect upon the findings. Specific theoretical, methodological, and managerial

contributions will be detailed, and recommendations will be made for future research.

The final conclusions of this thesis are then presented.

9.2. SUMMARY OF FINDINGS FROM STUDY 1 and 2

Among marketing executives there is substantial disagreement regarding whether or
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when negatively versus positively framed advertisements are likely to be effective

(Jaben, 1992). The results from both studies support the general proposal that framing

a message in different ways can affect persuasion and that the framing effect is

moderated by perceived product features and individual consumer differences. A

model presented in Chapter Five and developed in Chapter Seven provided

connections among those above variables with theoretical and simplified

representation in a healthcare communication setting, and tested the hypothesised

relationships.

Both studies corroborate earlier findings that message framing influences consumers'

decisions. In Studies 1 and 2, message framing influenced perceptions of product

attractiveness and intentions to purchase or use the promoted product. In addition,

moderators of product features were introduced, i.e., perceived product innovativeness,

product functions and perceived risk associated with healthcare products. Product

functions were found to moderate the message framing. For familiar products,

gain-framed messages were more effective in promoting prevention products, and

loss-framed messages were more persuasive in promoting detection ones. Although

main effects of product functions (Study 1) or product perceived risk (Study 2) on

persuasion were not observed, two-way interaction effects with framing and three-way

interaction with framing and product innovativeness were found for both variables.

Therefore, one should not discount these two product factors from consumer

perceptions since these interaction effects suggest that product functions or product

perceived risk did influence consumers' product attitudes and intentions when

message framing and perceived product innovativeness were considered
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simultaneously.

Of particular interest in this study were the moderating effects of perceived

innovativeness and product perceived risk on message framing. It was demonstrated

in Study 1 that participants indicated greater behavioural intention for the new

products in the positively framed leaflets. This was probably because positive framing

would enhance favourable attitudes towards the product even for health detection

products, and framing effects were stronger in promoting new products than in

promoting familiar products. Product perceived risk and one more type of framing

manipulation, i.e., a mixed frame, were incorporated into Study 2. Similar to the role

of product function, product perceived risk was found to moderate the message

effectiveness of framing. Specifically, positively framed information had a greater

effect on participants' behavioural intention when the products were associated with

low risk, but negatively framed information influenced more when the products were

associated with high risk. Incorporating mixed framed messages, Study 2 found that

messages in mixed frames were as effective as those in positive frames when products

were perceived as familiar to the participants. And positively framed messages were

still most effective for the advertised products which were perceived as new, compared

with mixed framed or negatively framed messages.

The roles of individual differences in health cognition, affect, and perceived

susceptibility to and severity of health threats were the second major issue investigated

in both studies. In Study 1, health consciousness and perceived health status were

selected to measure individual differences in health cognition. Health consciousness
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and perceived health status led to different cognitive responses to the leaflet (i.e.,

numbers of positive or negative thoughts) probably due to self-confidence (refer to

Chapter Six, Section 6.3.7.). Health consciousness was found to mediate message

framing; framing had little impact when health consciousness was high, but had a

significant influence when health consciousness was low. This can be explained by

the Elaboration Likelihood Model (ELM) and recent research findings that framing

should play the role of a peripheral cue for people to process information in a heuristic

way. There are several possible reasons to explain why perceived health status was not

a significant mediator of framing effects. It could be due to the skewed distribution

and use of a single question as the measure. More exploration in future of the

interaction between perceived health status and message framing effects would be

helpful. Study 2 not only replicated the findings concerning the mediating role of

health consciousness but also examined the mediating roles of mood and individual

health risk perceptions on message framing. In terms of mood, the results suggest that

positive framing would be more effective when people are in a good mood, but

framing effects would decrease when people are in a bad mood. The mood findings

are also consistent with the ELM. According to this model, the amount of message

elaboration is determined by the recipient's motivation and ability to process the

message, and variables like distraction, personal relevance, or prior knowledge, can

decrease or increase message elaboration (e.g., Petty and Cacioppo, 1986).

Participants in a bad mood are likely to elaborate the message and eliminate framing

effects. On the other hand, those in a good mood are less likely to elaborate the

message and take framing as a heuristic cue. The view of message framing as a

peripheral cue was again supported.
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Study 2 inspected how perceived risk in health (i.e., perceived susceptibility to health

threats and perceived severity of those threats) moderated message framing effects on

persuasion. As hypothesised, perceived susceptibility was observed to mediate the

framing effects; that is, framing effects influenced message effectiveness when people

felt highly susceptible to health threats. The explanation could be that when people

perceive themselves as vulnerable to health threats and believe there is a high

probability of something bad occurring, they tend to become more risk averse (Wilson

et al., 1998); prospect theory suggests that positive framing would be more effective

for promoting risk- averse options. In line with these arguments, positively framed

messages were found to be more persuasive under high perceived susceptibility

conditions. Although perceived severity did not significantly influence framing

effects initially, a new variable formed by considering perceived severity and

susceptibility together was found to be a significant mediator of message framing

effects, suggesting these perceptual factors should be considered as a package. Both

product perceived risk and individual difference in risk perception facilitate an

understanding of consumers' perceptions of "risk", which has been a complicated

construct in consumer research.

9.3. LIMITATIONS OF THE RESEARCH

The research has a number of inevitable limitations and it is important to address them.

The limitations can be grouped into problems as follows: laboratory setting, student

sample, and the lack of long-term behavioural data.
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9.3.1. Laboratory Setting

One of the most fundamental validity threats is related to the laboratory setting for the

research. What must be remembered is that the high level of control that was exerted

in this study to ensure the internal validity of the findings places limitations on the

extent to which the results can be generalised. The most fundamental validity

concerns relate directly to the laboratory, forced exposure setting for this study. While

such a setting generally allows for stronger internal validity due to the high level of

control that can be exerted, the sterile environment itself has been criticised as

unrepresentative of the marketplace (McDaniel and Gate, 1996). This raises questions

concerning the external validity of these results. First, because participants were

aware that they were engaged in a research study, they were conscious that there is a

reason for items that were included in the questionnaire. The focus on product

information might make the study's purpose more transparent. As a result, there are

concerns that the effects observed were not true due to potential demand

characteristics. However, precautions to reduce the effects of demand characteristics

were taken. The open-ended question in the post-manipulation questionnaire

(thought-listing task) asked participants to provide their first impressions when they

read the leaflet. Participants expressed either attitudes towards the product or related

views of their dental health. In some cases, participants gave their opinions of the ad

(leaflet) design. No one had a slight suspicion as to the study's purpose (i.e., message

framing). Participants were also asked not to discuss with others during the

experiment. They did not realise that they were reading different versions. Based on

these precautions to prevent the hypotheses and true purposes being revealed, demand

characteristics were minimised.
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Second, the laboratory setting might have created an artificially high level of attention.

Field tests may use more naturally stimulating message factors, for example, pictures

or other images provoking information. Similarly, altering media (leaflets vs. TV)

could influence the level of information because of communication types (visual vs.

audio presentation). Additional research comparing alternative message factors and a

wider range of appeals and media is necessary before making unqualified

generalisations. Quasi-experimental designs or natural settings would be also useful

for future investigation. Furthermore, the findings are based on a single experimental

exposure to only one of eight or one of twelve print ad executions which may have also

limited the breadth of perceptions elicited and may have influenced the impact specific

perceptions had on the positively versus negatively framed ads. This might cause a

scope limitation of examining the persuasiveness of a printed message, communicated

only on one occasion. It is possible that different results might be obtained if a

different communication medium was used, or indeed if subjects were exposed to the

persuasive communication more than once. Of course, future studies in other

healthcare product categories could contribute to external validity.

9.3.2. Student Sample

The other limitation concerns the sample subjects. The study used a homogeneous

sample of university undergraduates, which might limit the generalisability of the

findings to the entire population (though reasons for using a student sample in both

Study 1 and 2 were presented in Chapters Five and Seven). By restricting the study to

university students who were willing to participate in behavioural research, the

research did not represent the general population in terms of age, education, healthcare
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knowledge, motivation, and etc. Particularly when examining the effects of health

consciousness and perceived health status, the results may not accurately represent the

range of health consciousness or perceived health status that would be found in the

general population. Future research should replicate the current study with a more

diverse population, such as older or clinical samples. This type of study would provide

important information not only on the relative strengths and weakness of the frame in

which health information is presented but also about who should be providing this

information in a more diverse participant population (e.g., health professionals vs.

patients with health problems).

9.3.3. Long-Term Behavioural Data

Finally, this research focuses on pre-purchase decision processes (behavioural

intention) and the conceptual justification for intentional measures is provided by the

Theory ofReasoned Action (Ajzen and Fishbein, 1980), which posits that a person's

behaviour is directly influenced by their attitudes and intentions to perform that

behaviour. Based on this rationale, intentions were used as indicators of eventual

behaviour and the items were organised in a way that they would be used in forming an

attitude and making a purchase decision (see detailed discussion in Chapter Five,

Section 5.5.7.2). However, the domain of consumer usage and experience that occurs

post-purchase is largely unexplored. For example, to what extent will the framing

effects that guided purchase decisions persist and influence the relationship

developing between consumer and product over time? Although framing effects may

have had an impact on individuals' intentions and behaviours on the day that they

participated in the study, it is still unknown how long-lasting these intentions may have
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been. Future research should assess longer-term effects and a comprehensive

intervention should be developed to obtain the long-term behavioural data.

Even with the limitations discussed above, this research has contributed to the framing

literature because it sheds light on how various degrees of newness influence

consumer evaluations of a product and examines how framing effects influence

consumers' intentions to purchase.

9.4. CONTRIBUTIONS TO KNOWLEDGE

Health decision-making is a complex but important process. Understanding this

process should lead to better targeting of messages advocating healthcare behaviours

(e.g., using health products). Researchers continue to explore ways of persuading

people to adopt preventive health behaviours, often focusing on the role of variables

such as message framing. Embedded in many investigations is the yet unresolved

question of which form of framing is most persuasive. The present investigation

contributes to and expands this debate in the context of dental care and travel health

products.

This research project makes several contributions to healthcare marketing, consumer

purchase decision making and practice. It integrated prospect theory, framing

literature, cognitive differences (health consciousness; perceived health status),

affective differences (mood) and differences in perceptions of health risk (perceived

susceptibility and perceived severity) to examine the effects of perceived product

features and message framing on individuals' responses to persuasive communications
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promoting different types of healthcare products. The theoretical, methodological and

managerial contributions of this research will now be discussed.

9.4.1. Theoretical Contributions

Preventative health care presents an interesting marketing challenge: consumers must

be convinced to change their lifestyle, and such changes may be considered expensive

or annoying. Although some research had been devoted to promoting healthcare

products amongst individuals, it had not provided a general understanding of what

factors operate in this domain. This study makes a distinct contribution to the

literature on the promotion of healthcare products, as it is the first to examine framing,

perceptions of the products, and individual differences, and to present those variables

in a model. The models consisted of product and individual factors for healthcare

product advertising effectiveness based on insights gained from past research in

different disciplines such as psychology, consumer research, health education,

prevention, epidemiology, sociology, nutrition, public health, and marketing. Through

this research, our understanding of message effectiveness in healthcare product

advertising has been broadened. It also indicates the benefits of incorporating

persuasion theory techniques when designing healthcare product advertisements for

different market segments. Another contribution of the research is that it examines

mixed frames in addition to pure single framing effects. To the author's knowledge,

this is the first study considering positive, negative and mixed frames in healthcare

product advertising. This is an important issue because previous researchers have

made positive and negative framing (one-sided persuasion) comparable, but not across

two-sided message persuasion. This study found that message framing in mix of gain
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and loss may be a useful technique for presenting information about the risks.

Besides the issues mentioned above, the most vital theoretical contribution is to

integrate several important health theories including prospect theory, Protection

Motivation Theory, Health Belief Model, negativity bias and fear appeals to explain

consumer decision-making. A common characteristic of this set of theories is that the

value associated with a given consequence is seen as a function of subjective

evaluative processes. This is based on prospect theory and health psychology theories

explaining decision-making behaviour in conjunction with factors such as individual

cognition, affect and risk perceptions. This research adds significantly to an

understanding of framing effects by attempting to go beyond simple demonstrations of

framing to clarify when a particular framing effect is likely to be observed, reversed, or

eliminated with considerations of factors from product characteristics and individual

differences.

9.4.2. Methodological Contributions

To date, involvement, especially in health issues, has not been fully examined. The

interpretation from previous research is open to question since individuals' health

history, health status and their perceptions of risk were ignored. Therefore, one

methodological contribution of this thesis was to measure individual difference

variables rather than to manipulate them. These individual differences were measured

from self-report data since it was held that they are spontaneous and should not be

manipulated. Those variables were hypothesised to influence the strength of the

relationship between an independent variable (framed message) and a dependent
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variable (a participant's behavioural intention). Consequently, at different levels of the

moderating variable, the effect of the independent variable on the dependent variable

should differ. The results from Study 1 and 2 suggested the importance of those

moderators. Ignoring such moderating variables may lead to spurious results in the

investigation of message framing effects. Generalisation issues are often encountered

due to consumer studies that did not consider major moderating variables for the

relationships under investigation. Consequently, inconsistent and weak results are

observed across studies. More consistent and tenable relationship could be uncovered

by specifically considering important moderating variables in the research design.

This research highlights the importance of moderating variables in the investigation of

message framing effect. However, those selected moderators are just a few of possibly

many moderators of message framing effects. Therefore, the results should be

interpreted with caution.

Through self-reported data concerning health consciousness and health status, the

current study has provided confirmatory data with respect to the above health

involvement-framing interaction, and enhanced greater robustness of the previous

findings. Health consciousness helps consumer researchers to understand more how

involved people feel with their health. Consistent with the arguments from the ELM

(Petty and Cacioppo, 1986), when individuals with higher health consciousness are

more motivated to engage in in-depth and extensive information processing,

persuasion results from the presence of health-relevant information in the leaflet (via

the central route to persuasion). When individuals are relatively less health conscious

and are unmotivated to process the health-relevant information, attitudes change still
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may occur if peripheral cues are present (via peripheral route). Positive, negative or

mixed framing of a message presented in an easily processed format may serve as such

a non-informational, peripheral cue in an advertisement. According to the ELM, the

effect of message framing may depend on the specific processing invoked by the

message recipient. This research found that whether a message recipient invokes

central-route or peripheral-route processing can be explained and predicted by the

recipient's level of health consciousness at the time of ad exposure. When the central

route is invoked in the high health consciousness condition, the cogency of the ad

information, not framing, determines consumers' behavioural intention. Conversely,

when the peripheral route is invoked in a low health consciousness condition, the

effect of message framing becomes more salient, thereby influencing an individual's

behavioural intention.

9.4.3. Managerial Contributions

In addition to its theoretical and methodological contributions, the present research has

contextual and practical implications. One is that the research concerned purchasing

decisions for healthcare products rather than behaviours, examining consumer

responses to advertising for dental and travel health products. The over-the-counter

(OTC) pharmaceutical and consumables market is set to grow as more new products

are launched and consumers spend more money on them (PRWeb Newsletter, 2003),

which may imply that the issues surrounding consumers' decisions to try new products

are of both theoretical and pragmatic importance. This is an interesting domain of

consumer research because decisions may be important and can be affectively charged,

intensely self-referent, and common in daily life. The research also incorporates
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individual cognitive and affective differences, and risk perceptions. Understanding

this process should assist in better targeting of messages concerning healthcare

products.

To healthcare marketers, this research provides insights into how consumers respond

to differently framed messages, perceive product newness and risk differently, and

behave based on individual differences. Altering the frame of a persuasive message is

a relatively straightforward task. An appropriately framed message could be

incorporated into an existing healthcare marketing programme or media campaign to

increase its effectiveness. This research suggests that the function or perceived risk

associated with a healthcare product and its perceived innovativeness should be

considered when constructing a product message. First of all, familiarity matters. For

those products already familiar to consumers, prevention products (or products

associated with low perceived risk) should be promoted by gain-framed messages but

detection products (or products associated with high perceived risk) should be

promoted by loss-framed messages. However, when launching new products,

positively framed messages may be more persuasive for both prevention and detection

products. It is also applicable to products with different levels of perceived risk. An

alternative advertising strategy combining gain- and loss-framed messages could be

used to enhance the message effectiveness when promoting familiar products.

The other practical implication of the results for advertisers is that advertising

performance may be improved by framing ad messages according to the anticipated

cognitive or affective predisposition of the target audience members. It is important to
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determine which individual difference variables such as health consciousness, mood,

and perceived susceptibility mediate response to each framed message and verify what

types of individuals are most responsive to the message contained in the framing

scenario. Advertisers may realise that using those individual differences to segment

the market is more difficult than using other demographic variables. Individual

characteristics of the audience like health consciousness are elusive and could be

beyond the control of the advertisers. For instance, it is not practical to measure an

audience's health consciousness and perceived susceptibility prior to placing

advertisements. Such difficulty does not diminish the importance of understanding of

how message framing affects product evaluation and/or purchase intention. One can

argue that the individual differences in consumers' health consciousness and perceived

susceptibility are tantamount to unplanned market segmentation, and that advertisers

may improve advertising results through judicious ad placement because high health

conscious and low health conscious audiences may have different media habits. For

example, certain technical publications may attract different audience groups than

programmes on radio and television. In the healthcare context, health conscious

people might be more likely to subscribe to health-focused magazines. Such de facto

market segmentation may afford potential payoffs to advertisers who strive to discover

and take advantage of the diversity of audience characteristics.

Findings regarding the moderating role of mood on message framing effects should

have direct implications in advertising strategies. It was found that people in a

negative mood are less likely to be influenced by framing effects, but those in a

positive mood tend to be more influenced. In Study 2, mood was aroused by self travel
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experience, suggesting that participants describing the best trip experience claimed

that they were in a better mood than those stating the worst trip experience. Mood can

be easily manipulated through a scenario in an advertisement. For example,

advertisers can create a tranquil scene of enjoying a holiday with friends or family,

stimulating audience associations with previous good experiences in trips and

encouraging a positive mood, and then introduce the product properly. A negative

mood can be stimulated through a miserable scene happening in a disorganized trip

without appropriate preparation, which results from not using the advertised product.

Advertisers should know how to create suitable scenes for matching the desired mood

with appropriate frames in the delivered message.

When marketers promote healthcare activities, they may come to focus more on the

benefits of particular behaviours for well-being. Similarly, consumer products may be

designed and marketed in future with health-enhancing benefits in mind. Individuals

are considered responsible for their own state of health and diseases are seen more and

more as consequences of a consumer's own behaviour rather than as a result of the

environment (Ogden, 1998). Routine use of healthcare products could have an impact

on an individual's risk of lifestyle-related diseases and maintain his or her health status.

This is especially obvious in dental care (Adams and Addy, 1994). As recently as a

generation ago, most people expected to lose their teeth within their lifetime. Not long

before that, people were typically toothless by age 45. Fortunately, the landscape of

dental health has changed dramatically over the past century with so many dental care

products (competing toothpastes, toothbrushes, mouthwashes etc) on the market today.

Now, most middle-aged people have most of their natural teeth and can expect to keep
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them for the rest of their lives, thanks to advances in the prevention of tooth decay and

better restorative techniques (Weber, 2003). More and more young adults pay

attention to keeping their teeth healthy and making their smile bright. Some of this can

be attributed to successful marketing and advertising strategies, promoting ideas of

choosing the most effective dental products from the host of toothbrushes, flosses, and

fluoride rinses on supermarket's shelves. A wealth of information on dental care

products makes consumer decision processes much more complicated. According to

the findings of this research, presenting the right information in an effective frame

significantly influences consumers' judgment and decisions about the products. Also,

considerations of product characteristics and consumer differences should help

marketers to develop proper advertising copy for the targeted segments.

The travelling context is the other interesting area of managerial contributions.

Perceived risk theory has been used as one fruitful avenue of travel research because of

the high involvement, limited experience, choice complexity, and purchase

infrequency associated with holidays (Michell et al., 1999). Holidays tend to bring out

consumers' fears and phobias; for example, fear of flying, fear of insects, fear of

infectious diseases, and fear of travel sickness, which can have a dramatic effect on

risk perceptions and purchase intentions. Also, holidays can have enormous personal

and symbolic value by representing a reward for months of hard work and/or time

needed to be spent with family and friends. Consumers often have high expectations

of enjoyment. Therefore, they are often motivated to avoid negative experiences and

take as many as precautions as possible before leaving. Purchasing travel healthcare

products has become an effective risk-reduction strategy many tourists adopt. Study 2
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demonstrated that variables related to information, product characteristics, and the

context of travelling facilitated an understanding of consumer perceptions of

healthcare products in conjunction with the findings of Study 1. As it was found that

message framing was the one of the most significant variables in explaining the

strength of behavioural intention, design of travel brochures should benefit from this

study, providing consumers with appropriately framed information.

9.5. PROPOSALS FOR FUTURE RESEARCH

Based on the issues discussed above, there are several areas which would benefit from

future research. Extensions could be made by field studies, diverse population and

longitudinal studies. In the following, proposals will be based on the manipulations

and measures from the variables selected in the two studies, which should lead to an

improved model.

9.5.1. Categorisation of Perceived Product Innovativeness

Only two levels of product innovativeness (existing/familiar vs. new) were

manipulated in the research. Recall that two alternative but conflicting hypotheses

were introduced in Chapter Three (Section 3.2.3.) explaining how product familiarity

influences consumers' learning of new information: an enrichment hypothesis and an

inverted U-shape hypothesis (Johnson and Russo, 1984; Johnson and Russo, 1981).

Since only two levels of product innovativeness were manipulated through product

familiarity from consumer perspectives, there was insufficient data to validate the

latter hypothesis. Also according to some literature, product innovativeness can be

categorised into more than two types (see Chapter Three, Sections 3.2.1. and 3.2.2. for
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a review of relevant literature). In this research, the categorisation into two levels

could be an oversimplification. One proposal for future research is that a moderate

level of product innovativeness can be operationalised through existing products with

improved features. Incorporating a moderate level of product innovativeness in future

research could help to examine how consumers perceive different levels of product

innovativeness and how these perceptions interact with framing effects in a systematic

way.

9.5.2. Hazards Associated with Product Use

The current research has emphasised the advantages of distinguishing between the

functions or perceived risks of healthcare products but has done so at a rather broad

and simple dichotomous level (prevention vs. detection or low vs. high perceived risk).

Three future considerations are suggested. First, healthcare products can differ in the

frequency of hazards associated with the product use (i.e., side effects in Study 2). For

example, the frequency of serious side effects occurring in anti-malaria tablets and

3-in-l Hepatitis tablets (a fictitious product in Study 2) is low. Accidents are so

infrequent that people may consider the likelihood of injury to be too small to be of

concern. To strengthen the manipulation of products with high perceived risk in future

studies, persuasive and vivid cues for judgements of hazard should include products

with more frequent side effects. Second, only two categories were chosen from Table

3.1 (high perceived risk of a healthcare product and low perceived risk of a healthcare

product). Future research should consider other product quadrants with a moderate

degree of perceived risk and observe how consumer's responses differ across such

situations above. Third, participants might have different views on the salience of the
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hazards. Some people are more able to tolerate nausea, dizziness, vomiting or

difficulty sleeping than others. Future research might consider manipulating the

seriousness of those hazards by conducting a pre-test of people's views of those

symptoms. The greater the number of the hazards associated with the product use, the

higher perceived risk the product might carry. Consideration of the three suggestions

above could provide some more appropriate manipulations for exploring consumers'

perceptions of product perceived risks.

9.5.3. Dimensions of Product Perceived Risk

Caution should be exerted in applying the results of this research to other domains,

because factors such as the price of the product, the type of risk associated with the

product-purchase decision (e.g., financial or social risks), and credibility of a brand

name may be important in mediating the effect of framing in healthcare marketing.

Thus one question for future research is whether these differences extend to domains

such as social or financial risk. Another question is whether the effectiveness of gain

and loss frames differ for products with or without established brand names.

Several categories of loss associated with product perceived risk were identified in

Chapter Three (Section 3.3.1), including performance risk, financial risk, social risk,

psychological risk, and physical risk. Using the healthcare context, this research only

focused on physical risk (operationalised in product functions or product use). Since

this is an exploratory study of how product perceived risk influences consumer

decision-making (i.e., consumers' willingness to buy the promoted item), replications

in price perception and other dimensions of product risk should be useful in extending
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the conclusions.

Researchers have found that source credibility was negatively related to consumers'

perceptions of the risk of purchasing new products (Grewal et al., 1994). Source

credibility can be operationalised via warrantor reputation, brand image, celebrity

endorsement or word-of-mouth and could affect consumers' risk perceptions of

purchased products. Brand names always represent the credibility associated with a

product and affect how they are trusted by the individual receiving the product

message. Besides message framing, this could be the other heuristic cue for

consumers to process product information. When credibility is perceived to be high,

consumers tend to counter-argue less with the claims and are therefore more easily

influenced by the message (Grewal et al., 1994). When presented with a framed

message, consumers may try to determine what the source of the message is and how

trustworthy it is, resulting in interaction with a message framing by product credibility.

Product credibility could represent the other dimension of product perceived risk to

interact with framing effects, providing opportunities for interesting and rewarding

future research.

9.5.4. Product Efficacy

One frequent response to the open-ended cognitive response question related to

product efficacy. "Will the product work?" "Is it really so powerful?" were two

common opinions expressed. Product efficacy could be an important consideration for

consumers deciding whether to buy or use a product. In the health literature, perceived

efficacy has been studied as a predictor of behavioural intention. According to
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Protection Motivation Theory (R. W. Rogers, 1975, 1983), belief in the efficacy of the

health recommendation is the third important predictor of behavioural intention

(severity of the event and probability of the event occurring are the other two, as

discussed in Chapter Four, Section 4.5.3). Only when a person feels that the

recommended behaviour is likely to lead to the desired outcome will adoption of

recommendations occur (Block and Keller, 1995). Product efficacy could be another

product characteristic moderating the framing effects and deserves further attention

and examination. Applying the concept of perceived efficacy to product promotion,

higher product efficacy should lead to stronger behavioural intentions. Also, to

propose a possible relationship between product efficacy and message framing based

on this research, when the product efficacy is high, message framing should not be

very influential in affecting subjects' behavioural intentions. However, when the

product efficacy is low, positively framed messages should be more persuasive

through arousing positive affect and providing a peripheral cue.

9.5.5. Operationalisations of Message Framing

Three proposals are suggested for message framing manipulations. First, future

research should explore other possible dimensions underlying gain and loss frames.

There are many ways to construct gain- and loss-frame messages. For example,

Brendl et al. (1995) suggested a message could be framed as a gain, a loss, a nongain,

or a nonloss. Although some investigators have suggested each of the four message

frames may have a differential impact, others believe that it is the gain and loss

qualities of the message that are critical. This thesis focused on gain- and loss-framed

messages with consideration of mixed frames. Future research could incorporate
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nongain and nonloss messages and examine whether different operationalisations of

gain and loss are functionally equivalent.

Second, mixed frames should be emphasised in future investigations. In this research,

the manipulation of mixed frames was adopted from Farrell et al. (2001). Paragraphs

from gain and loss frame were combined in a message with equal weights given to

gain and loss frames. However, this is not the only way to manipulate mixed frames.

Researchers should investigate whether this study's results concerning mixed frames

could be replicated using different manipulations.

Third, this study is developed from goal framing and applied in healthcare product

advertising. According to Levin et al.'s taxonomy of framing (1998), there are two

more categories of framing manipulation: risky choice and attribute framing (refer to

Chapter Two, Section 2.3). Future research should examine if the moderators tested in

this thesis could be applicable to scenarios of attribute framing or risky choice framing,

which will be helpful for general framing research.

9.5.6. Replication in Health Services

Health decision-making is a complex yet crucial process (Greene and Brinn, 2003).

The findings that both perceived product characteristics and individual differences

function as potential moderators of the message framing have theoretical implications

for researchers in the field of advertising, especially in healthcare advertising.

Although the message framing effect found in consumer products exists with services

such as credit cards as well (Ganzach and Karsahi, 1995), few studies have applied
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message framing to healthcare services. Future research may focus on replications in

this area, where distinctions between low and high perceived risk could also be made.

For example, for marketers who are trying to gain new customers and would like to

offer a trial membership (such as health clubs, dance studios, etc.), a positively framed

message strategy could be recommended since taking a trial membership is perceived

to carry little risk. For service businesses offering check-ups such as screening for

high blood pressure or cancer diagnostics, negatively framed message approaches

appear warranted because of the detection purpose, which is perceived as higher risk.

The theoretical approach and findings from this study may also have some relevance

for the area of consumer relationship management. Consider the case of

communicating with existing customers. Based on prospect theory, existing satisfied

customers are expected to have steeper loss curves for loss situations. Thus, messages

should be framed negatively indicating the loss arising from not using the services or

loss by switching to other untried services. However, new consumers without much

experience would prefer risk-averse options and messages should be framed positively

providing potential gain of using or purchasing the products/service.

9.6. FINAL REFLECTIONS

Today an increasing amount of information on health and related products/services can

be found in all media. Understanding target audience perceptions is a prerequisite for

designing better promotional materials. An emerging area of inquiry in consumer

behaviour is the effect of message framing on attitudes and intentions. Message

framing readily lends itself to marketing communication and advertising persuasion
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strategies.

As Payne, Bettman, and Johnson (1992) pointed out, a complete theory of framing has

proven to be difficult to formalise, although progress has been made in identifying

important elements of framing. This research highlights the value of understanding

the role of individual and message factors for more effective targeting of persuasive

messages. This study offers theoretical and empirical support of possible moderators

on the effect of suggested frames. Although some mediators of framing effects were

studied previously in the literature including product ambiguity (Levin and Geath,

1988), involvement (Mahewaran and Meyers-Levy, 1990), and intrinsic self-relevance

(Krishnamurthy et al., 2001), they have not been investigated in the area of advertising

in healthcare products. Applying these to a healthcare context, this research suggests

perceived product features, health cognition, affective difference, and individual

perceptions towards health risk as framing moderators and presented two experiments

demonstrating that consumer responses to framing could be contingent upon the these

variables above. Attempts were made to clarify the conditions that elicit framing

effects, and to search for underlying mechanisms. Advertisers should note that

consumers do not necessarily respond similarly to framed messages. Therefore, they

should know not only how to frame their advertising messages, but also which

consumers are more likely to respond to the framing. As William Bembach rightfully

observed, "The facts are not enough...Don't forget that Shakespeare used pretty

hackneyed plots, yet his message came with great execution" (Kotler, 2003; p.592).
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AppendixA Pretest Survey Questionnaire for Study 1

Survey on Familiarity with Products

This is a survey to understand how well-known some healthcare products are. Please take your time to
read the descriptions of the following products and circle the appropriate number to represent your
familiarity with each product. The results of this questionnaire will be kept confidential and used for
academic research. There are no right answers for each question. Your cooperation is greatly
appreciated.

Please indicate your familiarity with the following products by circling the appropriate number.
The more familiar a product is to you, the higher number you circle, e.g. 1= It is very new to me,
7 =It is very familiar to me.

1. Disclosing gum is used to detect bacteria, tartar, plaque and debris on teeth. Chew one tablet and
swish around in the mouth for 1/2 minute. Spit into a sink of running water. Rinse mouth out
thoroughly with plain water at least once. The dark red color on teeth indicates the possible
presence of bacteria, tartar, plaque, and debris, and is water-soluble. Use the scaler to remove all
the dark red areas from each tooth and then rinse.

Very new to me Very familiar to me

Disclosing gum 1 2 3 4 5 6 7

2. Disclosing rinse has the same functions as the disclosing gum, but comes in liquid form.

Very new to me Very familiar to me

Disclosing rinse 1 2 3 4 5 6 7

3. Disclosing strip has the same function as the disclosing gum and rinse, but comes in strip form.
The product not only helps to detect areas of the plaque accumulation but also cleans the teeth at
the same time.

Very new to me Very familiar to me

Disclosing strip 1 2 3 4 5 6 7

4. Mouth rinse with fluoride provides alcohol free, strong cavity protection. Use once a day after
brushing the teeth with toothpaste. It is an effective and safe way to reduce plaque accumulation
and to protect teeth from tooth decay and gum disease. It is an improvement on the original mouth
rinse with alcohol.

Very new to me Veryfamiliar to me

(1) Mouth rinse with alcohol 1 2 3 4 5 6 7

(2) Mouth rinse with fluoride (without alcohol) 12 3 4 5 6 7
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5. Floss-brush is a combination tool to floss and brush teeth. The design of it is similar to that of
toothbrush and you hold it in your hand. There are two changeable heads. You can choose to either
floss or brush. It is quick, easy and more convenient than an ordinary toothbrush.

Very new to me Veryfamiliar to me
Floss-brush 1 2 3 4 5 6 7

6. Protective dental gum is helpful when you are on the go and can't brush your teeth. It is for
anytime, anywhere. The gum cleans your teeth and freshens your breath with the power of baking
soda. It also helps fight the causes of tooth decay by neutralizing plaque acids. It can reduce
unsightly plaque up to 25%.

Very new to me Veryfamiliar to me
Protective dental gum 1 2 3 4 5 6 7

7. Protective dental strips have the same functions as the protective dental gum, but come in strip
form. They are used for killing germs for a clean mouth feeling and preventing gum disease. You
just need to place one strip on your tongue and let it dissolve in a few seconds.

Very new to me Veryfamiliar to me
Protective dental strips 1 2 3 4 5 6 7

8. Rinse fresher capsules are to be swallowed after every meal, or any time you want the confidence
of clean breath that lasts. It works naturally from the inside out. It has no preservatives, no alcohol,
no sugar, no artificial colors or flavors. Swallow one capsule with liquid after eating or any time
you want clean breath, and it works in approximately 10 minutes.

Very new to me Very familiar to me
Rinse fresher capsules 1 2 3 4 5 6 7

9. Toothache gum is useful when you have toothache, and can't go to dentist immediately. It is a
medicated wax to place in an exposed cavity. It has better protection against cool air and food
particles than gels. Clean a tooth cavity by rinsing with warm water, and then press a piece of gum
into cavity. However, do not chew the gum.

Very new to me Very familiar to me
Toothache gum 1 2 3 4 5 6 7

10. Whitening strips provide guaranteed tooth-whitening results that are fast and gentle, even for the
most sensitive teeth. It has the same enamel-safe ingredient that dentists use. First, brush your
teeth gently, to remove any foodstuff or debris. Then place a strip on upper and lower teeth. Allow
3-5 minutes for the full effect (oxygenating action) of the whitening action to take place. Use twice
daily for at least two weeks.

Very new to me Very familiar to me

Whitening strips 1 2 3 4 5 6 7
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11. Whitening gels have the same functions as whitening strips, but come in gel form.

Very new to me Veryfamiliar to me

Whitening gels 1 2 3 4 5 6 7

12. Battery operated toothbrush cleans better than an ordinary manual toothbrush. It removes more
harmful plaque than an ordinary manual toothbrush. It cleans between teeth and along the gumline
effectively with deep reaching interdental tips. It helps to prevent gum disease and tooth decay.

Very new to me Veryfamiliar to me

Battery operated toothbrush 1 2 3 4 5 6 7

13. Personal oral irrigator fights gingivitis by cleaning where brushing and flossing can't reach. It
has been clinically proven for perfect cleaning around braces, bridgework, crowns, and implants
with the special feature of nozzle. Water, mouthwash, or anti-bacterial rinses gushed out from the
nozzle could effectively clean the space between teeth. It is a compact version of the tool used in
dental surgeries.

Very new to me Veryfamiliar to me

Personal oral irrigator 1 2 3 4 5 6 7

14. Edible syrup is a new product for detecting gum disease. You swallow a teaspoon of syrup. If it
tastes bitter, it means that you have gum disease. If it tastes sweet, it means that you don't have
gum disease. You don't need to worry that you might develop the gum disease when it is painless.

Very new to me Very familiar to me

Edible syrup 1 2 3 4 5 6 7

We need the following information only for classification. This is an anonymous questionnaire.
Please fill in the answer most appropriate for you.

15. How old are you now?

16. What is your gender?
D Male
□ Female
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17. What is your ethnic group? Tick the appropriate box to indicate your cultural background.
□ White
□ Mixed
□ Asian or Asian British
EH Black or Black British
EH Chinese
EH Any other race, please write in

18. During the last year, how many times did you visit a dentist?
EH Didn't have chance to go at all
EH Once
EH Twice
EH More than twice
EH Can't remember

19. Have you ever bought any dental care products apart from toothbrushes and toothpaste?
EH Yes

EH No

20. Please list the three products above that appeal to you most, and say why.

Product Reasons

Thank you for your cooperation.
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Appendix B Results of Pre-Test for Study 1

Degree of Familiarity
towards the Product

F G H I
Product name

disclosing gum
mouth rinse(alcohol)
dental gum
toothache gum

' B: disclosing rinse
' E: mouthrinse (w/o alcohol)
' H: dental strips

^C: disclosing strips
^ F: floss-brush

rinse capsules
K: whitening strips □

battery operated toothbrush N: personal oral irrigator
L:whitening gels
'o: edible syrup
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Appendix C Eight Versions of Leaflet for Study 1

Starting from the next page:

1. Dental gum (familiar, existing prevention product), positive framing
2. Dental gum (familiar, existing prevention product), negative framing
3. Rinse capsules (new prevention product), positive framing
4. Rinse capsules (new prevention product), negative framing
5. Disclosing gum (familiar, existing detection product), positive framing
6. Disclosing gum (familiar, existing detection product), negative framing
7. Disclosing syrup (new detection product), positive framing
8. Disclosing syrup (new detection product), negative framing
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Keeping
your
teeth
for
life

We
all

know
that

preventing
cavities
is

important,
but
it

won't
ensure
you
keep

your

teeth
for
life.
In

fact
gum

disease
in

adults
is

now
the

major
cause
of

tooth
loss.

Healthy

gums
are
key
to

anchoring
your
teeth
firmly

in

place
and
the

biggest
threats
to

healthy

gums
are

plaque
and

tartar.

You
and
your
gums

If

plaque
and

tartar
are

removed,
plaque

bacteria
won't
irritate
or

cause
damage
to

the

gums
around
the

teeth.
It

is

estimated
that

around
95%
of

the
UK

population
have

some

degree
of

gum

disease,
even
though
in

most

cases
it

is
a

mild
form.

Detecting
plaque
early
is
a

sure
way
of

inhibiting
tooth
decay

and
gum

disease.

Signs
of

gum

disease

•

Bleeding
gums
when
you

brush
your

teeth,
or
at

other
times

•

Tender,
swollen
or

red

gums

•

Bad

breath
not

associated
with

strong
tasting
foods.

Detecting
gum

disease

With

disclosing
gum,
it's

easier
for

you
to

detect
gum

disease
and
tooth
decay

and

then
to

remove
the

plaque
that
builds
up
on

your
teeth
and

along
the

gum-line.

•

People
who
use
a

disclosing
gum

periodically
before
brushing
are

taking

advantage
of
a

safe
and

effective
way
to

detect
areas
of

plaque

accumulation.

•

Disclosing
gum
can

easily
detect
the

bacteria
and

germs
in

the

areas
of

the

mouth
which
are
hard
to

reach
with
a

toothbrush.
•

With

disclosing
gum,
you
can
learn
how

to

brush
properly
and
be

more
in

control

of

your
dental
health.

•

With

disclosing
gum,
you
can
be

more

confident
that
your
teeth
and

gums
are

healthy.
You
will
also
enjoy
fresh
breath.

Benefits
of

using
DENTAGOLD

•

You

enhance
your
ability
of

detecting
areas
of

plaque

accumulation.
•

You
have
lower
risk
of

gum

disease.
•

You

reduce
the

likelihood
of

tooth
decay

and

plaque.

•

You

increase
the

effectiveness

of

regular
tooth

brushing
and

flossing.
•

You
are
less
likely
to

experience
pain
or

discomfort

when
eating
or
to

need

expensive
dental

treatments.



DENTAGOLDDisclosingGum
•Revealsareasoverlookedwhenbrushing andflossing.

•Detectsbacteria,tartar,plaqueanddebris onteeth.
•Monitorstheeffectivenessoforalhygiene regimen.

HowtouseDENTAGOLDDisclosingGum
1.Rinsemouthwithwaterormouthwash. 2.Chew1tablet.Swisharoundfor30 seconds.Spititout.Don'tswallow.

3.Rinsewithwater.Aharmlessdarkred dyeonteethindicatesthepossible presenceofbacteria,tartar,plaque,and debris.Thelightpinkareasareareasof theteeththatareclean.
4.Thoroughlyremovethedarkreddyeby brushingandflossing.

5.Useperiodicallytomonitorplaque removal. WheretogetDENTAGOLDDisclosing Gum Majorchemists,pharmacies,supermarkets, newsagentsandconveniencestores, r.r.p.£1.99forpackof20 Note:DENTAGOLDproductsareintendedtobe usedasasupplementtoyourdentalcareroutines: theyarenotasubstituteforregularbrushing routinesorvisitstoyourdentist.

www.dentagold.com

Teethwillnotlasta lifetime—unlessyouknow howtobeattoothdecay andgumdiseaseattheir owngame.
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Keeping
your
teeth
for
life

We
all

know
that

preventing
cavities
is

important,
but
it

won't
ensure
you
keep

your

teeth
for
life.
In

fact
gum

disease
in

adults
is

now
the

major
cause
of

tooth
loss.

Healthy

gums
are
key
to

anchoring
your
teeth
firmly

in

place
and
the

biggest
threats
to

healthy

gums
are

plaque
and

tartar.

You
and
your
gums

If

plaque
and
tartar
are
not

removed,
plaque

bacteria
will

irritate
or

cause
damage
to

the

gums
around
the

teeth.
It

is

estimated
that

around
95%
of

the
UK

population
have

some

degree
of

gum

disease,
even
though
in

most

cases
it

is
a

mild
form.

Detecting
plaque
early
is
a

sure
way
of

inhibiting
tooth
decay

and
gum

disease.

Signs
of

gum

disease

•

Bleeding
gums
when
you

brush
your

teeth,
or
at

other
times

•

Tender,
swollen
or

red

gums

•

Bad

breath
not

associated
with

strong
tasting
foods.

Detecting
gum

disease

Without
disclosing

gum,
it's

harder
for

you

to

detect
gum

disease
and
tooth
decay
and

to

remove
the

plaque
that

builds
up
on

your

teeth
and

along
the

gum-line.

•

People
who
don't
use
a

disclosing
gum

periodically
before
brushing
are
not

taking

advantage
of
a

safe
and

effective

way
to

detect
areas
of

plaque

accumulation.
•

Without
disclosing

gum,
you
lose
an

easy
way
to

detect
plaque
in

the

areas

of

the

mouth
which
are
hard
to

reach

with
a

toothbrush.

•

Without
disclosing

gum,
you

might
not

be

sure
if

you

brush
properly
and
you

have
less

control
over
your
dental
health

•

Without
disclosing

gum,
you
may
be

less

confident
that

your
teeth
and

gums

are

healthy.
You

might
also
suffer
from

bad

breath.

Costs
of

not

using
DENTAGOLD

•

You

decrease
your
ability
of

detecting
areas
of

plaque

accumulation.
•

You
may
have
higher

risk
of

gum

disease.

•

You
may

increase
the

likelihood
of

tooth
decay

and

plaque.
•

You

reduce
the

effectiveness
of

regular
tooth

brushing
and

flossing.
•

You
may
be

more
likely
to

experience
pain
and

discomfort

when
eating
and
to

need

expensive
dental

treatments.



DENTAGOLDDisclosingSyrup Anewwaytoprotectyourdentalhealth
•Revealsareasoverlookedwhenbrushing •Detectsbacteria,tartar,plaque,debris •Detectsgumdisease •Monitorstheeffectivenessoforalhygiene regimen.

HowtouseDENTAGOLDDisclosing Syrup
1.Rinsewithateaspoonofsyrupandthen swallow.

2.Ifittastesbitter,itindicatesthatyouhave gumdisease.Ifittastessweet,itindicates thatyoudon'thavegumdisease.
3.Adarkreddyeonteethindicatesthe possiblepresenceofbacteria,tartar, plaqueanddebris.Thoroughlyremove thedarkreddyebybrushingandflossing.

4.Useperiodicallytomonitorplaque removal. WheretogetDENTAGOLDDisclosing Syrup Majorchemists,pharmacies,supermarkets, newsagentsandconveniencestores, r.r.p.£1.99for30mlbottle Note:DENTAGOLDproductsareintendedtobe usedasasupplementtoyourdentalcareroutines: theyarenotasubstituteforregularbrushing routinesorvisitstoyourdentist.

www.dentagold.com

Teethwilllasta lifetime—aslongasyou knowhowtobeattooth decayandgumdiseaseat theirowngame.
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Keeping
your
teeth
for
life

We
all

know
that

preventing
cavities
is

important,
but
it

won't
ensure
you
keep

your

teeth
for
life.
In

fact
gum

disease
in

adults
is

now
the

major
cause
of

tooth
loss.

Healthy

gums
are
key
to

anchoring
your
teeth
firmly

in

place
and
the

biggest
threats
to

healthy

gums
are

plaque
and

tartar.

You
and
your
gums

If

plaque
and
tartar
are

removed,
plaque

bacteria
won't
irritate
or

cause
damage
to

the

gums
around
the

teeth.
It

is

estimated
that

around
95%
of

the
UK

population
have

some

degree
of

gum

disease,
even
though
in

most

cases
it

is
a

mild
form.

Detecting
plaque
early
is
a

sure
way
of

inhibiting
tooth
decay
and
gum

disease.

Signs
of

gum

disease

•

Bleeding
gums
when
you

brush
your

teeth,
or
at

other
times

•

Tender,
swollen
or

red

gums

•

Bad

breath
not

associated
with

strong
tasting
foods.

Detecting
gum

disease

With

disclosing
syrup,
it's

easier
for

you
to

detect
gum

disease
and
tooth
decay
and

then
to

remove
the

plaque
that

builds
up
on

your
teeth
and
along
the

gum-line.

•

People
who
use

disclosing
syrup

periodically
before
brushing
are

taking

advantage
of
a

safe
and

effective
way
to

detect
areas
of

plaque

accumulation.

•

With

disclosing
syrup,
you
will

have
an

easy
way
to

detect
plaque
in

the

areas

of

the

mouth
which
are
hard
to

reach

with
a

toothbrush.

•

With

disclosing
syrup,
you
can
learn

how
to

brush
properly
and
be

more
in

control
of

your
dental
health.

•

With

disclosing
syrup,
you
can
be

more

confident
that

your
teeth
and
gums
are

healthy.
You
will
also
enjoy
fresh
breath.

Benefits
of

usingDEMTAGOLD
•

You

enhance
your
ability
of

detecting
areas
of

plaque

accumulation.
•

You
have
lower
risk
of

gum

disease.
•

You

reduce
the

likelihood
of

tooth
decay
and

plaque.

•

You

increase
the

effectiveness

of

regular
tooth

brushing
and

flossing.
•

You
are
less
likely
to

experience
pain
or

discomfort

when
eating
or
to

need

expensive
dental

treatments.



DENTAGOLDDisclosingSyrup Anewwaytoprotectyourdentalhealth
•Revealsareasoverlookedwhenbrushing •Detectsbacteria,tartar,plaque,debris •Detectsgumdisease •Monitorstheeffectivenessoforalhygiene regimen.

HowtouseDENTAGOLDDisclosing Syrup
1.Rinsewithateaspoonofsyrupandthen swallow.

2.Ifittastesbitter,itindicatesthatyouhave gumdisease.Ifittastessweet,itindicates thatyoudon'thavegumdisease.
3.Adarkreddyeonteethindicatesthe possiblepresenceofbacteria,tartar, plaqueanddebris.Thoroughlyremove thedarkreddyebybrushingandflossing

4.Useperiodicallytomonitorplaque removal. WheretogetDENTAGOLDDisclosing Syrup Majorchemists,pharmacies,supermarkets, newsagentsandconveniencestores, r.r.p.£1.99for30mlbottle Note:DENTAGOLDproductsareintendedtobe usedasasupplementtoyourdentalcareroutines: theyarenotasubstituteforregularbrushing routinesorvisitstoyourdentist.

www.dentagold.com

Teethwillnotlasta lifetime—unlessyouknow howtobeattoothdecay andgumdiseaseattheir owngame.
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your
teeth
for
life

We
all

know
that

preventing
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is

important,
but
it

won't
ensure
you
keep

your

teeth
for
life.
In

fact
gum

disease
in
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is

now
the

major
cause
of

tooth
loss.
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are
key
to

anchoring
your
teeth
firmly

in

place
and
the

biggest
threats
to
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are
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and

tartar.

You
and
your
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If
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and
tartar
are
not
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bacteria
will

irritate
or

cause
damage
to

the

gums
around
the

teeth.
It

is

estimated
that

around
95%
of

the
UK

population
have

some

degree
of

gum

disease,
even
though
in

most

cases
it

is
a

mild
form.

Detecting
gum

disease

Without
disclosing
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it's

harder
for
you

to

detect
gum
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and
tooth
decay
and

to

remove
the
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that

builds
up
on

your

teeth
and

along
the
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•

People
who
don't

use

disclosing
syrup
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before
brushing
are
not

taking
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of
a

safe
and

effective

way
to

detect
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of
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accumulation.
•

Without
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you
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an

easy
way
to

detect
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in
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mouth
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reach

with
a
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•

Without
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you

might
not
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sure
if

you

brush
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and
you

have
less

control
over
your
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health

Detecting
plaque
early
is
a

sure
way
of

inhibiting
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and
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disease.
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•
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when
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and
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Appendix D Pre-manipulation Questionnaire for Study 1

Survey on Dental Hygiene (Version of Prevention Products)

This is a survey to help marketers understand more about consumers' dental care routines. Please take
your time to read the following questions and mark the appropriate answer to represent your opinion.
The questionnaire is anonymous. The results of the questionnaire will be kept confidential and used
solely for academic research. There are no right or wrong answers; we are trying to learn more about
how you think about dental care. Your help is greatly appreciated.

1. Over the last twelve months, would you say your general health has on the whole been:
EH Poor

□ Fair
EH Good
EH Excellent

2. Over the last twelve months, would you say your dental health has on the whole been:
EH Poor
□ Fair

□ Good
□ Excellent

3. Please indicate your reaction to the following statements by circling one number. The more
you agree with the statement, the higher the number you circle,
e.g., 0= does not describe you at all

1= describes you a little
2=describes you about fifty-fifty
3= describes you fairly well
4 =describes you very well

a. I'm conscious of my dental health.
b. I'm aware ofmy dental health as I go through the day.
c. I'm alert to changes in my dental health.
d. My dental health is important to me.

0 1 2 3 4

0 1 2 3 4

0 1 2 3 4

0 1 2 3 4

4. How many times did you brush your teeth yesterday?
□ More than twice
□ Twice
□ Once
□ Didn't have chance to brush at all
□ Can't remember
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5. When was the last time you flossed your teeth?
EH In the past 24 hours
Q Between 1 and 3 days ago
EH Between 4 and 6 days ago
EH Over a week ago
EH Can't remember

EH Never

6. During the past 12 months, how many times did you visit a dentist?
I I More than twice
EH Twice
EH Once

EH None —> please go to Question 8
EH Can't remember —» please go to Question

7. If you visited a dentist at least once in the past year, when was the last time you did so?
EH Less than one month ago
EH Between one month and six months ago
EH More than six months ago
EH Can't remember

8. What are your sources of dental care information? (You may tick as many boxes as you want)
EH Dentist(s) or hygienist(s)
EH Family or friends
□ TV

EH Newspapers
EH Magazines
CHI Internet
EH Radio
EH Others (please specify )
EH No particular source

9. Where have you noticed advertisements for dental care products? (You may tick as many
boxes as you want)

□ TV
EH Newspapers
EH Magazines
EH Internet

EH Radio

EH Posters

EH Brochures or booklets
EH Others (please specify.
EH Can't remember noticing advertisements
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Please circle one number to indicate your familiarity with the following products. The more
familiar a product is to you, the higher the number you circle, e.g., 1= Very new to me, 7 =Very
familiar to me.

Very new Very familiar
to me to me

10. Dental gum cleans your teeth and freshens your 1 2 3 4 5 6 7
breath. It also helps fight the causes of tooth decay
by neutralizing plaque acids.

11. Dental capsules have similar functions to dental gum. 1 2 3 4 5 6 7

They work naturally from the inside out. They remove
plaque automatically and leave a protective wax on teeth.

12. During the last three months, have you bought any of the following dental care products:

Product category Yes No
Toothbrush EH LJ
Toothpaste EH EH
Dental floss— — L_j L i

Mouthwash EH Lj

Tooth whitening gels (or strips)— EH EH
Breath fresheners LJ I—.1
Dental gum EH EH
Dental capsules EH EH
Other (please state )— EH EH

13. Have you ever suffered from any form of gum disease?
□ Yes
□ No

□ Don't know

Please circle one number to indicate your perceptions of gum disease. The more you agree with
the statement, the higher number you circle:

14. How worried are you about the possibility
of developing gum disease?

Not
at all

1 2

Extremely
worried
7

15. How serious a problem do you think
gum disease would be for you?

Not serious
at all

1 2

Extremely
serious
7

16. How likely do you think you are to
develop some form of gum disease if you
continue your current dental care routine?

Extremely
unlikely

1 2
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We need the following information only for classification.

17. How old are you?

18. What is your gender?
□ Male

□ Female

19. What is your ethnic group?
□ White
□ Mixed

□ Asian or Asian British
□ Black or Black British
□ Chinese
□ Any other race, please write in

Please take out and read the
attached leaflet.

When you finish reading the
leaflet, turn to the next page and
fill out the other questionnaire.

Thank you.
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Appendix D Pre-manipulation Questionnaire for Study 1 (Cont.)

Survey on Dental Hygiene (Version of Detection Products)

Survey on Dental Hygiene

This is a survey to help marketers understand more about consumers' dental care routines. Please take
your time to read the following questions and mark the appropriate answer to represent your opinion.
The questionnaire is anonymous. The results of the questionnaire will be kept confidential and used
solely for academic research. There are no right or wrong answers; we are trying to learn more about
how you think about dental care. Your help is greatly appreciated.

1. Over the last twelve months, would you say your general health has on the whole been:
EH Poor

□ Fair

□ Good
□ Excellent

2. Over the last twelve months, would you say your dental health has on the whole been:
□ Poor
□ Fair
□ Good
□ Excellent

3. Please indicate your reaction to the following statements by circling one number. The more
you agree with the statement, the higher the number you circle,
e.g., 0= does not describe you at all

1= describes you a little
2=describes you about fifty-fifty
3= describes you fairly well
4 =describes you very well

a. I'm conscious of my dental health. 0 12 3 4
b. I'm aware ofmy dental health as I go through the day. 0 12 3 4
c. I'm alert to changes in my dental health. 0 12 3 4
d. My dental health is important to me. 0 12 3 4

4. How many times did you brush your teeth yesterday?
□ More than twice
□ Twice
□ Once
□ Didn't have chance to brush at all
□ Can't remember
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5. When was the last time you flossed your teeth?
□ In the past 24 hours
□ Between 1 and 3 days ago
ED Between 4 and 6 days ago
ED Over a week ago
ED Can't remember
ED Never

6. During the past 12 months, how many times did you visit a dentist?
ED More than twice
ED Twice
ED Once

ED None —> please go to Question 8
ED Can't remember —» please go to Question 8

7. If you visited a dentist at least once in the past year, when was the last time you did so?
ED Less than one month ago
ED Between one month and six months ago
ED More than six months ago
ED Can't remember

8. What are your sources of dental care information? (You may tick as many boxes as you want)
ED Dentist(s) or hygienist(s)
ED Family or friends
ED TV
ED Newspapers
ED Magazines
ED Internet
ED Radio
ED Others (please specify )
ED No particular source

9. Where have you noticed advertisements for dental care products? (You may tick as many
boxes as you want)

□ tv
□ Newspapers
□Magazines
□ Internet

□ Radio

□ Posters

□ Brochures or booklets
□ Others (please specify.
□ Can't remember noticing advertisements
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Please circle one number to indicate your familiarity with the following products. The more
familiar a product is to you, the higher the number you circle, e.g., 1= Very new to me, 7 =Very
familiar to me.

Very new Very familiar
to me to me

10. Disclosing gum detects bacteria and germs that cause tooth 1 2 3 4 5 6 7
decay and plaque. The red dye reveals areas overlooked
when brushing and flossing.

11. Disclosing syrup has similar functions to disclosing gum but 1 2 3 4 5 6 7
is more effective. If it tastes bitter, it indicates that you have
gum disease. If it tastes sweet, it indicates that you don't have
gum disease.

12. During the last three months, have you bought any of the following dental care products:

Product category Yes No
Toothbrush □ ED
Toothpaste ED ED
Dental floss ED ED
Mouthwash ED ED
Tooth whitening gels (or strips)— lJ
Breath fresheners — ED ED
Disclosing gum ED ED
Disclosing capsules ED ED
Other (please state ) ED ED

13. Have you ever suffered from any form of gum disease?
□ Yes
□ No

□ Don't know

Please circle one number to indicate your perceptions of gum disease. The more you agree with
the statement, the higher number you circle:

14. How worried are you about the possibility
of developing gum disease?

Not
at all

1 2

Extremely
worried
7

15. How serious a problem do you think
gum disease would be for you?

16. How likely do you think you are to
develop some form of gum disease if you
continue your current dental care routine?

Not serious
at all

1 2

Extremely
unlikely

1 2

Extremely
serious

7

Extremely
likely
7
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We need the following information only for classification.

17. How old are you?

18. What is your gender?
□ Male

□ Female

19. What is your ethnic group?
□ White
□ Mixed
□ Asian or Asian British
□ Black or Black British
□ Chinese
□ Any other race, please write in

Please take out and read the
attached leaflet.

When you finish reading the
leaflet, turn to the next page and
fill out the other questionnaire.

Thank you.
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Appendix E Post-manipulation Questionnaire for Study 1

Survey on Leaflet Response

Having looked at the leaflet, please take your time to read the following questions and mark the appropriate
answer to represent your opinion. There are no right answers. The result of the questionnaire will be kept
confidential and used for academic research. Again, your cooperation is greatly appreciated.

1. In the space below, please write down any thoughts or feelings that went though your mind while
looking at the leaflet. Do not worry about spelling or punctuation. Please list each thought on a new
line.

Please indicate your response to the following statements by circling the appropriate number.

Strongly Strongly
disagree agree

2. My overall reaction to the leaflet was favorable. 1 2 3 4 5 6 7

3. The leaflet I just saw was:
Interesting 1 2 3 4 5 6 7 Uninteresting
Annoying 1 2 3 4 5 6 7 Not annoying
Bad 1 2 3 4 5 6 7 Good

Informative 1 2 3 4 5 6 7 Un in formative

Appealing 1 2 3 4 5
s

6 7 Unappealing
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4. Did the leaflet emphasize the costs of not using the product or the benefits of using
it?

EH Costs
EH Benefits
EH Neither

Please indicate your response to the following statements or questions by circling the appropriate
number.

5. The advertised product seems
6. The advertised product seems
7. The advertised product seems

Strongly
disagree

of good quality. 1 2
reliable. 1 2

good value for money. 1 2

Strongly
agree

3 4 5 6 7
3 4 5 6 7
3 4 5 6 7

8. How likely would you be to
9. How likely would you be to
10. How likely would you be to

to your family or friends?

Very
unlikely

buy this product? 1 2
use this product? 1 2
recommend this product 1 2

Very

3 4 5 6
l ike I)

7

3 4 5 6 7

3 4 5 6 7

11. After reading the leaflet, how worried are you
about the possibility of developing gum disease?

12. After reading the leaflet, how serious a problem
do you think gum disease would be for you?

Not
at all
1 2

Not serious
at all
1 2

Extremely
13. After reading the leaflet, how likely do you think unlikely

you are to develop some form of gum disease 1 2
if you continue your current dental care routine?

Extremely
worried

5 6 7

Extremely
serious

5 6 7

Extremely
likely

5 6 1

Thank you for your help.
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Appendix F Pre-test Survey Questionnaire for Study 2

Survey on Travel Attitudes and Experiences

This is a survey to help marketers understand how people feel about travel issues. Please take your time to
read the following questions and mark the appropriate answer to represent your opinion. The questionnaire
is anonymous. The results of the questionnaire will be kept confidential and used solely for academic
research. There are no right or wrong answers. Your help is greatly appreciated.

1. Based on your travelling experience, please think of either your best or your worst trip. In the
space below, please list the reasons why you think it was the best or the worst. Please also write
down the thoughts or feelings that went through your mind while thinking of the trip. Don't
worry about spelling or punctuation.

2. The trip you just mentioned was either: (please choose only one)
U The best
EH The worst

3. How do you feel right now?
(a) Happy Sad

1 2 3 4 5 6 7 8 9 10

(b) Irritable Pleased
1 2 3 4 5 6 7 8 9 10

(c) Good mood Bad mood

1 2 3 4 5 6 7 8 9 10

(d) Depressed Cheerful
1 2 3 4 5 6 7 8 9 10
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4. Please circle one number to indicate your familiarity with the following products. The more
familiar a product to you, the higher the number you circle, e.g., 1= Very new to me, 7 =Very
familiar to me.

(a) Aspirin treats coughs and colds, headaches, dental pain, sinus congestion, and chronic pain such as
painful osteoarthritis. Very new to me Very familiar to me

1 2 3 4 5 6 7

(b) Travel sickness pills are taken to prevent nausea, vomiting, and dizziness caused by motion sickness.
You should take them at least 2 hours before you travel.

Very new to me Very familiar to me
1 2 3 4 5 6 7

(c) Stomach protector tablets help people who travel to prevent those unpleasant and very inconvenient
"tummy troubles" before they strike. It can reduce the incidence of travellers' diarrhoea by 70% to 90%.
Two tablets are taken 4 times daily at meal times.

Very new to me Very familiar to me
1 2 3 4 5 6 7'

(d) Flight socks are worn during the flight to help during long periods of inactivity. They help prevent
Deep Vein Thrombosis (DVT) by helping to improve blood circulation and relieve leg discomfort.

Very new to me Very familiar to me
1234567'

(e) Travel bands can help prevent the misery of travel sickness when worn on both wrists. Using the
ancient Chinese principles of acupressure, the bands start working almost immediately without causing
drowsiness or other side effects.

Very new to me Very familiar to me
1 2 3 4 5 6 7'

(f) Combination pills for Hepatitis A, B, and C should be taken before travelling abroad. Its protective
value is greatest when given before exposure to the hepatitis virus, although it is also used to prevent
infection from developing in unprotected persons after exposure to the virus or a carrier.

Very new to me Very familiar to me
1 2 3 4 5 6 7

(g) Sunscreen lotion includes the strong reflector zinc oxide and provides great protection for UVA and
UVB rays. It protects your skin when you work and play outdoors.

Very new to me Very familiar to me
1 2 3 4 5 6 7"'

(h) The 10-second skin cancer test comes in the form of strip and can help detect melanoma- the most
dangerous form which kills 1,600 people a year in Britain- as well as other types of skin disease. The
lighter colour the stripe shows the healthier skin you have.

Very new to me Very familiar to me
12 3 4 5 6 "l

(i) Life saving pills come from Chinese traditional medicine Yunnan Baiyao. In an emergency, the pill
may save you life by removing blood stasis, blood clotting, promoting blood circulation, sloping pain,
relieving internal heat, and subsiding swelling so that you will have more time to get to the hospital.

Very new to me Very familiar to me
1 2 3 4 5 6 7
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(j) DVT tablets are the pills that prevent Deep Vein Thrombosis (DVT) effectively without side effects.
Four tablets are taken per long haul flight: two are taken two hours before the flight and then two more
are taken six hours later.

Very new to me Very familiar to me
12 34567"

(k) Melatonin comes in chewable tablets and can hasten sleep and ease jet lag, without the hazards or side
effects of prescription sleeping pills. Taken in the evening (in the new time zone!) it will rapidly reset
your biological clock and almost totally alleviate (or prevent) the symptoms of jet lag.

Very new to me Very familiar to me
1 2 3 4 5 6 7"

(1) Anti-malaria tablets are taken with food for preventing malaria. When used to prevent malaria, the
first dose of this medicine should be taken at least one week before travel, or as directed by your doctor.
Upon returning from travel, you should continue this medicine for 4 more weeks.

Very new to me Very familiar to me
12 34567"

(m) Repellent cream (or spray) discourages the unwelcome attention of mosquitoes, midges and
other biting insect with this non-greasy lotion. It can last for up to 6 hours.

Very new to me Very familiar to me
1 2 3 4 5 6 7

5. Please indicate your opinions on the following questions by circling the appropriate number.
Strongly disagree

(a) I feel very concerned that by not doing things 1 2
I will miss an important opportunity.

Strongly agree
6 7

(b) I often worry that I might make a mistake. 1 2 3 4 5 6 7

(c) I am a person who likes to take risks. 1 2 3 4 5 6 7

(d) I believe that mishaps are predetermined by fate 1 2 3 4 5 6 7
and unavoidable.

(e) I feel comfortable taking medicine whenever I
I don't feel my best.

(f) I resist taking any medicine until I am absolutely
forced to do so.

1 2 3 4 5 6 7

1 2 3 4 5 6 7

(g) Being sick while travelling is something I can't
stand.

1 2 3 4 5 6 7

(h) How worried are you about the possibility Not at all Extremely worried
that you might get sick while travelling? 1 2 3 4 5 6 7

(i) How likely do you think you are to get sick Not at all Extremely Likely
when you travel? 1 2 3 4 5 6 7

(j) How important do you feel that it is to be in Not important at all Extremely important
good health when you travel? 1 2 3 4 5 6 7
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(k) Compared with other people of a similar age, I would say that:
□ I am more likely than others to get sick.
EH I am about as likely as others to get sick.
EH I am less likely than others to get sick.

6. Have you bought or used any of the following health care products for travelling?

Product Category
Sun protection
Travel sickness
First aid
Pain relief
Stomach & digestive care
Insect repellent
Other (please specify)

Bought Used

Finally, we need the following information only for classification.

1. How old are you?

2. What is your gender?
EH Male
EH Female

3. During the past 12 months, how many times did you travel in total (including domestic trips)?
EH More than three times
EH Three times
EH Twice
EH Once
EH None
EH Can't remember

4. During the past 12 months, how many international trips have you taken by plane?
EH More than three times
EH Three times
EH Twice
EH Once
EH None
EH Can't remember

5. Have you ever been to the following places? (You may tick as many boxes as you want)
EH Any other country in Europe
EH Americas/ Caribbean
EH Africa
EH Middle East
EH Asia
EH Australia/New Zealand

6. Which country were you born?

Thank you foryour cooperation
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Appendix G Results of Pre-Test for Study 2
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Appendix H Twelve Versions of Leaflet for Study 2

Starting from the next page:

1. Repellent cream (familiar product with low perceived risk), positive framing
2. Repellent cream (familiar product with low perceived risk), negative framing

3. Repellent cream (familiar product with low perceived risk), mixed framing
4. Melatonin (new product with low perceived risk), positive framing
5. Melatonin (new product with low perceived risk), negative framing

6. Melatonin (new product with low perceived risk), mixed framing
7. Anti-malaria tablets (familiar product with high perceived risk), positive framing
8. Anti-malaria tablets (familiar product with high perceived risk), negative framing
9. Anti-malaria tablets (familiar product with high perceived risk), mixed framing
10. 3-in-l Hepatitis Tablets (new product with high perceived risk), positive framing
11. 3-in-l Hepatitis Tablets (new product with high perceived risk), negative framing
12. 3-in-l Hepatitis Tablets (new product with high perceived risk), mixed framing
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Insect-Bite
•

Harmful
insects
include

mosquitoes,
ticks

and
biting
flies.

•

These
insects

could
transmit

malaria,

Japanese
encephalitis,
dengue
and

yellow
fever,
typhus,
West
Nile
fever

and

other
tropical
and

infectious
diseases.

•

Even
without
the
risk
of

disease,
bites

can

cause
localised

swelling
and

itching,

and

certain
bites,

such
as

black
flies,

can

be

very

painful.
Signs
or

symptoms
of

insect-

bite
•

Itching,
swelling
and

localised
pain

•

Skin

redness
and

infection
due
to

excessive
scratching

•

Feel

burning,
numbness,
or

tingling

•

Allergic
reaction
caused
by

bites

Enjoy
your

well-earned
holiday

Not

every

mosquito
or

insect
carries

disease,
but
all

bites
cause

discomfort
and

just
one
bite
from
an

infected
insect
can

make
you
sick.

•

People
who
use

insect
repellent
benefit

from
a

safe
and

effective
way
to

reduce

insect
bites.

•

Insect
repellent
can

discourage
the

unwelcome
attention
of

mosquitoes,

midges
and
other
biting
insects.

•

With
insect

repellent,
you
can
be

more

confident
of

your
travel,

allowing
you
to

relax
and

enjoy
your
trip.

Benefits
of

using
TRAVELMED

You
will
gain

important
health

benefits
if

you
take

TRAVELMED

repellent
cream:

•

You
won't
need
to

worry
about

insect
bites

ruining
your

holiday

even
when
you
are

outdoors.

•

You

strengthen
your
health

while
you

travel
since
it's

easier

to

prevent
insect
bites
and

those

diseases
carried
by

bugs.

Then
you
are
less
likely
to

experience
itching,

swelling,

pain
and

infection.
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in
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more
than

56
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across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Insect-Bite
•

Harmful
insects
include

mosquitoes,
ticks

and
biting
flies.

•

These
insects

could
transmit

malaria,

Japanese
encephalitis,
dengue
and

yellow
fever,
typhus,
West
Nile
fever
and

other
tropical
and

infectious
diseases.

•

Even
without
the
risk
of

disease,
bites

can

cause
localised

swelling
and

itching,

and

certain
bites,

such
as

black
flies,
can

be

very

painful.

Don't
risk
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cause
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bite
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can
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you
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•
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who
don't
use

insect
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a

safe
and

effective
way
to

reduce
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bites.

•

Without
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repellent,
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attract
the

unwelcome
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of

mosquitoes,

midges
and
other
biting
insects.

•

Without
insect

repellent,
you
may
be

less

confident
of

your
travel
health
and

less
able
to

relax
and

enjoy
your
trip.

Costs
of

not

using
TRAVELMED

You
will
lose

important
health

benefits
if

you
fail
to

take

TRAVELMED
repellent
cream:

•

You
may
need
to

worry
about

insect
bites

ruining
your

holiday

and
feel

poorly
protected
when

you
are

outdoors.

•

You

weaken
your
health

while

your
travel
since
it's

harder
to

prevent
insect
bites
and

those

diseases
carried
by

bugs.

Then
you
are

more
likely
to

experience
itching,

swelling,

pain
and

infection.

Signs
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of

insect-

bite
•

Itching,
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pain

•

Skin
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and

infection
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•
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bites
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Jet
lag

•

Many
people
suffer
from
jet
lag.
It

is

caused
when
you

travel
through

multiple

time
zones.
These

changes
in

time

zones
confuse
your
body's
24

hour
inner

clock
which
throws
off

your

"circadian

rhythms."
•

Altitude
and

pressure
changes
at

each

landing
and

take-off
also
upset
body

systems.
•

Jet
lag

results
in

loss
of

working
efficiency

and

holiday
enjoyment,
often
for

days

after
arrival
and

return.

•

Jet
lag

may
also
make

travellers
more

susceptible
to

colds,
flu

and

stomach

upsets.Signs
or

symptoms
of
jet
lag

•

Fatigue
•

Lack
of

concentration

•

Broken
sleep
after
travel

•

Headache
•

Discomfort
of

legs
and
feet

•

Reduced
immunity

Enjoy
your

well-earned
holiday

People
recover
from
jet
lag

with
time.
But

most
people
don't

want
to

wait.
They

want

to

feel

better
now.

People
who
use

melatonin
benefit
from

a

safe,

convenient
and

effective
way
to

eliminate
jet
lag

without
the

hazards
or

side

effects
of

prescription
pills.

Melatonin
gives
the

tranquil
rest
you

deserve
and
helps
you
feel

refreshed.

You
will

arrive
at

your

destination
in

the

best

possible
shape
and

enjoy
your

holiday
even
after

long-haul
flights.

With

melatonin,
you
can
be

more

confident
of

your
travel,

allowing
you
to

relax
and

enjoy
your
trip.

Benefits
of

using
TRAVELMED

You
will
gain

important
health

benefits
if

you
take
new

TRAVELMED
melatonin
tablets:

•

You
won't
need
to

worry
about

jet
lag

ruining
your

holiday

even
after
a

long

journey.

•

You

strengthen
your
travel

health
since
the

tablets
help

boost
your

immune
system
and

cut
your

cholesterol
levels.
You

will
also
step
back
into

your
life

without
needing
to

recover
from

jet
lag.
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at

each

landing
and

take-off
also
upset
body

systems.
•

Jet
lag

results
in

loss
of

working
efficiency

and

holiday
enjoyment,
often
for

days

after
arrival
and

return.

•

Jet
lag

may
also
make

travellers
more

susceptible
to

colds,
flu

and

stomach

upsets.Signs
or

symptoms
of
jet
lag

•

Fatigue
•

Lack
of

concentration

•

Broken
sleep
after
travel

•

Headache
•

Discomfort
of

legs
and
feet

•

Reduced
immunity

Don't
risk

spoiling
your
well-

earned
holiday

People
recover
from
jet
lag

with
time.
But

most
people
don't

want
to

wait.
They

want

to

feel

better
now.

•

People
who
don't
use

melatonin
lose
out

on
a

safe,

convenient
and

effective
way

to

eliminate
jet
lag

without
the

hazards

or

side

effects
of

prescription
pills.

•

Without
melatonin,
you

might
not

have

tranquil
rest
and

might
feel
tired
for

longer.
You
may
arrive
at

your

destination
in

poor
shape
and
may
enjoy

your

holiday
less

after

long-haul
flights.

•

Without
melatonin,
you
may
be

less

confident
of

your
travel
health
and
less

able
to

relax
and

enjoy
your
trip.

Costs
of

not

using
TRAVELMED

You
will
lose

important
health

benefits
if

you
fail
to

take
new

TRAVELMED
melatonin
tablets:

•

You
may
need
to

worry
about

jet
lag

ruining
your

holiday
after

a

long

journey.

•

You

weaken
your
travel
health

since
you
may
be

more

susceptible
to

colds,
flu

and

stomach
upsets
because
of
jet

lag.
You
may
not
step
back

into
your
life

immediately
and

need
to

recover
from
jet
lag

after
days.



TRAVELMEDMelatonin Melatoninisanaturalhomeopathicremedy helpingfightjetlag.Itcomesintheformof pleasantchewabletablets.Itdoesnotneed
tobetakenpriortotravel,anddoesnot conflictwithothermedication. HowtouseTRAVELMEDMelatonin Takeonetabletonehourbeforeyour intendedbedtimeorasrecommendedby yourdoctor. WheretogetTRAVELMEDMelatonin Majorchemists,pharmacies,major supermarketsandtravelstores, r.r.p.£3.99forpackof10.
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Jet
lag

•

Many
people
suffer
from
jet
lag.
It

is

caused
when
you

travel
through

multiple

time
zones.
These

changes
in

time

zones
confuse
your
body's
24

hour
inner

clock
which
throws
off

your

"circadian

rhythms."
•

Altitude
and

pressure
changes
at

each

landing
and

take-off
also
upset
body

systems.
•

Jet
lag

results
in

loss
of

working
efficiency

and

holiday
enjoyment,
often
for

days

after
arrival
and

return.

•

Jet
lag

may
also
make

travellers
more

susceptible
to

colds,
flu

and

stomach

upsets.Signs
or

symptoms
of
jet
lag

•

Fatigue
•

Lack
of

concentration

•

Broken
sleep
after
travel

•

Headache
•

Discomfort
of

legs
and
feet

•

Reduced
immunity

Benefit
of

melatonin
People

recover
from
jet
lag

with
time.
But

most
people
don't

want
to

wait.
They

want

to

feel

better
now.

People
who
use

melatonin
benefit
from

a

safe,

convenient
and

effective
way
to

eliminate
jet
lag

without
the

hazards
or

side

effects
of

prescription
pills.

Melatonin
gives
the

tranquil
rest
you

deserve
and
helps
you
feel

refreshed.

You
will

arrive
at

your

destination
in

the

best

possible
shape
and

enjoy
your

holiday
even
after

long-haul
flights.

With

melatonin,
you
can
be

more

confident
of

your
travel,

allowing
you
to

relax
and

enjoy
your
trip.

Costs
of

not

using
TRAVELMED

You
will
lose

important
health

benefits
if

you
fail
to

take
new

TRAVELMED
melatonin
tablets:

•

You
may
need
to

worry
about

jet
lag

ruining
your

holiday
after

a

long

journey.

•

You

weaken
your
travel
health

since
you
may
be

more

susceptible
to

colds,
flu

and

stomach
upsets

because
of
jet

lag.
You
may
not
step
back

into
your
life

immediately
and

need
to

recover
from
jet
lag

after
days._.7>/
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Beinghealthyonholiday

Formoretravelhealthproducts, visitourwebsiteat:makesforagreattrip. www.travelmed.com
DistributedintheUKbyTRAVELMEDPharmaceuticalsLtd BoroughRoad.Godalming,Surrey,GU72AB,England Tel:44(0)1483426644

Anti-MalariaTablets

ManufacturedinSwedenbySalixPharmaAB,SE-61060 TYSTBERGA



You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Malaria
—

Know
the

risks

•

Malaria
is
a

serious,
sometimes
fatal,

disease
caused
by
a

parasite.
It

can
also

be

acquired
from
an

infected
blood

transfusion
or

from

sharing
needles.

•

Anyone,
any
age,
can

contract
malaria.

•

Malaria
occurs
in

over
100

countries
and

territories
in

the

tropics
and

subtropics.

More
than
40%
of

the

people
in

the

world

are
at

risk.

•

According
to

WHO,
each
year

330-500

million
cases
of

malaria
occur
and
more

than
1

million
people
die
of

malaria.

Signs
or

symptoms
of

malaria

•

Fever
and

flu-like
illness,
including

headache,
nausea,
vomiting,
muscle

aches,
and

tiredness.

•

Nausea,
vomiting,
and

diarrhoea

may
also
occur.

•

Infection
with
one
type
of

malaria,
P.

falciparum,
may
cause
kidney
failure,

seizures,
mental
confusion,
coma,

resDiratorv
failure

and

death.

Enjoy
your

well-earned
holiday

The

malaria
situation
around
the

world
is

worsening.
Travelling
brings

more
humans

in

closer
contact
with
the

mosquito
carrier

and

mosquitoes
are

becoming
more

resistant
to

chemical
insecticides,

mosquitoes
are

becoming
more

resistant
to

chemical
insecticides.

People
who
take

anti-malaria
medication
benefit
from
a

safe,
easy,

and

effective
way
to

decrease
the
risk
of

developing
malaria.

Anti-malaria
medicine
helps
to

stimulate

your

immune
system
against
malaria

within
a

few
days.

With

anti-malaria
medicine,
you
can
be

more

confident
of

your
travel
health,

allowing
you
to

relax
and
enjoy
your
trip.

Benefits
of

using
TRAVELMED

You
will
gain

important
health

benefits
if

you
take

TRAVELMED
anti-malaria
tablets:

•

You
won't
need
to

worry
about

malaria
ruining
your

holiday

and
will
feel

more

protected

even
if

you

travel
to

affected

areas.
•

You

strengthen
your
travel

health
in
a

simple
and

convenient
way
and
are
less

likely
to

contract
malaria,
the

most

common
contagious

disease
and
the

most

frequent

infectious
cause
of

death.



HowtouseTRAVELMEDAnti-Malaria Tablets Takethefirsttablet1weekbeforetravelling abroad.Takeatabletonceaweek,onthe samedayoftheweekwhiletravelling.Take atabletonceaweekfor4weeksaftercoming back.Thetabletshouldbetaken immediatelyafterameal. WheretogetTRAVELMEDAnti-Malaria Tablets Majorchemists,pharmacies,major supermarkets,andtravelstores, r.r.p.£3.99forpackof30. SideEffects Themostcommonminorsideeffectsinclude nausea,dizziness,vomiting,difficulty sleeping,andvividdreams.Minorside effectsusuallydonotrequirestoppingthe drug.Serioussideeffectsarerare.These includeseizures,hallucinations,andsevere anxiety.Travellerswhohaveseriousside effectsshouldseeadoctor. Warning Overdosingcanbefatal.Theproductisnot recommendedforusebypregnantorbreast¬ feedingwomenorchildrenunder2.
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Malaria
—

Know
the

risks

•

Malaria
is
a

serious,
sometimes
fatal,

disease
caused
by
a

parasite.
It

can
also

be

acquired
from
an

infected
blood

transfusion
or

from

sharing
needles.

•

Anyone,
any
age,
can

contract
malaria.

•

Malaria
occurs
in

over
100

countries
and

territories
in

the

tropics
and

subtropics.

More
than
40%
of

the

people
in

the

world

are
at

risk.

•

According
to

WHO,
each
year

330-500

million
cases
of

malaria
occur
and
more

than
1

million
people
die
of

malaria.

Don't
risk

spoiling
your
well-

earned
holiday

The

malaria
situation
around
the

world
is

worsening.
Travelling
brings

more
humans

in

closer
contact
with
the

mosquito
carrier

and

mosquitoes
are

becoming
more

resistant
to

chemical
insecticides.

•

People
who
don't
take

anti-malaria

medication
lose
out
on
a

safe,
easy,
and

effective
way
to

decrease
the
risk
of

developing
malaria.

•

Without
anti-malaria
medicine,
you
lose

a

way
to

stimulate
your

immune
system

against
malaria
within
a

few
days.

•

Without
anti-malaria
medicine,
you
may

be

less

confident
of

your
travel
health

and
less

able
to

relax
and

enjoy
your
trip

Signs
or

symptoms
of

malaria

•

Fever
and

flu-like
illness,
including

headache,
nausea,
vomiting,
muscle

aches,
and

tiredness.

•

Nausea,
vomiting,
and

diarrhoea

may
also
occur.

•

Infection
with
one
type
of

malaria,
P.

falciparum,
may
cause
kidney
failure,

seizures,
mental
confusion,
coma,

resDiratorv
failure

and

death.

Costs
of

not

using
TRAVELMED

You
will
lose

important
health

benefits
if

you
fail
to

take

TRAVELMED
anti-malaria
tablets:

•

You
may
need
to

worry
about

malaria
ruining
your

holiday

and
feel

poorly
protected
if

you

travel
to

affected
areas.

•

You

weaken
your
travel
health

since
it's

harder
to

prevent

malaria
without
any

precaution

and
are

more
likely
to

contracting
malaria,
the

most

common
contagious
disease

and
the

most

frequent
infectious

cause
of

death.



HowtouseTRAVELMEDAnti-Malaria Tablets Takethefirsttablet1weekbeforetravelling abroad.Takeatabletonceaweek,onthe samedayoftheweekwhiletravelling.Take atabletonceaweekfor4weeksaftercoming back.Thetabletshouldbetaken immediatelyafterameal. WheretogetTRAVELMEDAnti-Malaria Tablets Majorchemists,pharmacies,major supermarkets,andtravelstores, r.r.p.£3.99forpackof30. SideEffects Themostcommonminorsideeffectsinclude nausea,dizziness,vomiting,difficulty sleeping,andvividdreams.Minorside effectsusuallydonotrequirestoppingthe drug.Serioussideeffectsarerare.These includeseizures,hallucinations,andsevere anxiety.Travellerswhohaveseriousside effectsshouldseeadoctor. Warning Overdosingcanbefatal.Theproductisnot recommendedforusebypregnantorbreast¬ feedingwomenorchildrenunder2.
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Malaria
—

Know
the

risks

•

Malaria
is
a

serious,
sometimes
fatal,

disease
caused
by
a

parasite.
It

can
also

be

acquired
from
an

infected
blood

transfusion
or

from

sharing
needles.

•

Anyone,
any
age,
can

contract
malaria.

•

Malaria
occurs
in

over
100

countries
and

territories
in

the

tropics
and

subtropics.

More
than
40%
of

the

people
in

the

world

are
at

risk.

•

According
to

WHO,
each
year

330-500

million
cases
of

malaria
occur
and
more

than
1

million
people
die
of

malaria.

Signs
or

symptoms
of

malaria

•

Fever
and

flu-like
illness,
including

headache,
nausea,
vomiting,
muscle

aches,
and

tiredness.

•

Nausea,
vomiting,
and

diarrhoea

may
also
occur.

•

Infection
with
one
type
of

malaria,
P.

falciparum,
may
cause
kidney
failure,

seizures,
mental
confusion,
coma,

resoiratorv
failure

and

death.

Benefits
of

Anti-Malaria
Medicine

The

malaria
situation
around
the

world
is

worsening.
Travelling
brings

more

humans

in

closer
contact
with
the

mosquito
carrier

and

mosquitoes
are

becoming
more

resistant
to

chemical
insecticides.

•

People
who
take

anti-malaria
medication
benefit
from
a

safe,
easy,

and

effective
way
to

decrease
the
risk
of

developing
malaria.

•

Anti-malaria
medicine
helps
to

stimulate

your

immune
system
against
malaria

within
a

few
days.

•

With

anti-malaria
medicine,
you
can
be

more

confident
of

your
travel
health,

allowing
you
to

relax
and

enjoy
your
trip.

Costs
of

not

using
TRAVELMED

You
will
lose

important
health

benefits
if

you
fail
to

take

TRAVELMED
anti-malaria
tablets:

•

You
may
need
to

worry
about

malaria
ruining
your

holiday

and
feel

poorly
protected
if

you

travel
to

affected
areas.

•

You

weaken
your
travel
health

since
it's

harder
to

prevent

malaria
without
any

precaution

and
are

more
likely
to

contracting
malaria,
the

most

common
contagious
disease

and
the

most

frequent
infectious

cause
of

death.
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Hepatitis
—-

Know
the

risks

•

Hepatitis
is
a

serious,
sometimes
fatal

disease,
caused
by

contaminated
food

and

water.
It

can
also
be

acquired
from

infected
blood

transfusions
and
body

fluids
or

from

sharing
needles.

•

Anyone,
any
age,
can

contract
hepatitis.

•

According
to

WHO,
more
than
450

million

people
over
the

world
are

infected
with

hepatitis
each
year.
70%
of

new
cases

occur
among
people
between
the

ages
of

15-39
whilst

travelling.
Severe
hepatitis

infection
could
cause
death.

Signs
or

symptoms
of

Hepatitis

•

Hepatitis
A

could
cause
jaundice,

fatigue,
vomitting,
abdominal
pain,

dark

urine/light
stools,
and
fever.
The

disease
could
last
to
6

months.

•

Hepatitis
B

may
cause
very
mild
and

flu-like
symptoms
but

could
cause

chronically
infection
and

death.

•

Hepatitis
C
is
a

slow

progressive

disease
that
may
take
10-40

years
to

cause
serious
liver

disease
or

liver

cancer.

Enjoy
your

well-earned
holiday

The

infectious
virus
is

complex—it
comes
in

three
primary
forms
(A,
B,

and
C).
It

is

easier
to

catch
than
you

might
realise.

Existing
available
vaccines
for

Hepatitis
A

and
B

do
not

provide
immunity

against

Hepatitis
C.

That's
why
you

should

consider
all-in-one
protection
to

boost
your

travel
health.

•

People
who
take

anti-hepatitis
medication
benefit
from
an

effective
and

pain-free
way
to

decrease
the
risk
of

contracting
hepatitis
and

protect
their

liver

health.

•

Anti-hepatitis
medicine
helps
to

stimulate
your

immune
system
against

hepatitis
within
two

weeks.

•

With

anti-hepatitis
medicine,
you
can
be

more

confident
of

your
travel
health,

allowing
you
to

relax
and
enjoy
your
trip.

Benefits
of

using
TRAVELMED

You
will
gain

important
health

benefits
if

you
take
new

TRAVELMED
3-in-1

Hepatitis

tablets:
•

You
won't
need
to

worry
about

hepatitis
ruining
your

holiday

and
will
feel

more

protected

even
if

you

travel
to

affected

areas.
•

You

strengthen
your
travel

health
since
it

initiates
enough

antibodies
to

fight
off
the

virus

and
are
less
likely
to

develop

long-term
chronically
liver

cirrhosis
and
liver

cancer.
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You
and
your
travel
health

Every
year
people
in

Britain
take

more
than

56

million
overseas
trips.
Travel

across
the

world
is

now
so

common
that
it

is

easy
to

forget
the

health
risks
which
can
be

involved.

Hepatitis
—

Know
the

risks

•

Hepatitis
is
a

serious,
sometimes
fatal

disease,
caused
by

contaminated
food

and

water.
It

can
also
be

acquired
from

infected
blood

transfusions
and
body

fluids
or

from

sharing
needles.

•

Anyone,
any
age,
can

contract
hepatitis.

•

According
to

WHO,
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Appendix I Pre-manipulation Questionnaire for Study 2

Survey on Travel Attitudes and Experiences

This is a survey to help marketers understand how people feel about travel issues. Please read and respond
to the following questions. The questionnaire is anonymous. The results of the questionnaire will be kept
confidential and used solely for academic research. There are no right or wrong answers. Your help is
greatly appreciated.

1. Based on your travelling experience, please think of either your best or your worst trip. In the
space below, please list the reasons why you think it was the best or the worst. Please also write
down the thoughts or feelings that went through your mind while remembering the trip. Please
don't worry about spelling or punctuation.

2. The trip you just mentioned was either: (please tick one)
Ed The best
EH The worst

3. How do you feel right now? (please circle
(a) Happy 12 3 4
(b) Irritable 12 3 4
(c) Good mood 12 3 4
(d) Depressed 12 3 4

number to present your reaction)
5 6 7 8 9 10 Sad
5 6 7 8 9 10 Pleased
5 6 7 8 9 10 Bad mood
5 6 7 8 9 10 Cheerful
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4. Over the last twelve months, would you say your general health has on the whole been:
□ Poor

□ Fair

□ Good

□ Excellent

5. Please indicate your reaction to the following statements by circling one number. The more you
agree with the statement, the higher the number you circle.

e.g., 0= does not describe you at all
1= describes you a little
2=describes you about fifty-fifty
3= describes you fairly well
4 =describes you very well

a. I'm conscious ofmy health. 0 1 2 3 4

b. I'm aware ofmy health as I go through the day. 0 1 2 3 4

c. I'm alert to changes in my health. 0 1 2 3 4

d. My health is important to me. 0 1 2 3 4

6. Please indicate your opinions on the following questions by circling the appropriate number.

Strongly Strongly
disagree agree

(a) I feel very concerned that by not trying 1 2 3 4 5 6 7
things I will miss an important opportunity.

(b) I am a person who doesn't like to take risks. 1 2 3 4 5 6 7

(c) I feel comfortable taking medicine whenever I 1234567
don't feel my best.

(d) I resist taking any medicine until I am absolutely 1 2 3 4 5 6 7
forced to do so.

(e) I can't stand being sick while traveling 1 2 3 4 5 6 7

(f) How worried are you about the possibility
that you might get sick while travelling?

(g) How likely do you think you are to get sick
when you travel?

(h) How important do you feel that it is to be in
good health when you travel?

Not
at all

1 2

Not

at all
1 2

Not important
at all

1 2

Extremely
worried

4 5 6 7

Extremely
likely

4 5 6 7

Extremely
important

4 5 6 7
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(i) Compared with other people of a similar age, I would say that: (please tick one)
EH I am more likely than others to get sick.
□ I am about as likely as others to get sick.
□ I am less likely than others to get sick.

7. Please circle one number to indicate your familiarity with the following products. The more
familiar a product is to you, the higher the number you circle, e.g., 1= Very new to me, 7 =Very
familiar to me.

(a) Insect repellent is sprayed on to exposed skin. It discourages the unwelcome attention of mosquitoes,
midges and other biting insects. It can last for up to 6 hours.

Very new to me Very familiar to me
1 2 3 4 5 6 " 7

(b) 3-in-l Hepatitis Tablets are taken for preventing Hepatitis .A, B, and C at the same time. Take one
tablet once a day for 2 week before travelling abroad. The tablet should be taken immediately after a
meal. After taking 14 tablets, it will provide protection for hepatitis up to three months.

Very new to me Very familiar to me
1 2 3 4 5 6 " 7

(c) Melatonin comes in chewable tablets and can ease jet lag and hasten sleep without the hazards or side
effects of prescription sleeping pills. Taken in the evening (in the new time zone) it will rapidly reset
your biological clock and almost totally alleviate (or prevent) the symptoms of jet lag.

Very new to me Very familiar to me
1 2 3 4 5 6 7

(d) Anti-malaria tablets are taken with food for preventing malaria. Take the first tablet 1 week before
traveling abroad. Take a tablet once a week, on the same day of the week while traveling. Take a tablet
once a week for 4 weeks after coming back.

Very new to me Very familiar to me
1 2 3 4 5 6 7

8. Have you bought or used any of the following health care products for travelling?

Product Category
Sun protection
Travel sickness
First aid
Pain relief
Stomach & digestive care
Insect repellent
Other (please specify)

Bought Used

Finally, we need the following information only for classification.

9. How old are you?

10. What is your gender?
EH Male
EH Female
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11. During the past 12 months, how many international trips have you taken?
EH More than three
EH Three
EH Two

EH One
EH None
EH Can't remember

12. Have you ever been to the following places? (You may tick as many boxes as you want)
EH Any other country in Europe
EH Americas/ Caribbean
EH Africa
EH Middle East
EH Asia
EH Australia/New Zealand

13. Which country were you born in?

Now please take out and read the
attached leaflet.

When you finish reading the
leaflet, turn to the next page and
fill out the other questionnaire.

Thank you.
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Appendix J Post-manipulation Questionnaire for Study 2

Survey on Leaflet Response

Having looked at the leaflet, please read and respond to the following questions and mark the appropriate
answer to represent your opinion. There are no right answers. The result of the questionnaire will be kept
confidential and used for academic research. Again, your cooperation is greatly appreciated.

1. In the space below, please write down any thoughts or feelings that went though your mind
while looking at the leaflet. Please don't worry about spelling or punctuation. Please list each
thought on a new line.

Please indicate your response to the following statements by circling the appropriate number.

Strongly
disagree

Strongly
agree

2. My overall reaction to the leaflet was favorable. 1 2 3 4 5 6 7

3. The leaflet I just saw was:
Interesting 1 2 3 4 5 6 7 Uninteresting
Annoying 1 2 3 4 5 6 7 Not annoying
Bad 1 2 3 4 5 6 7 Good

Informative 1 2 3 4 5 6 7 Unin formative

Appealing 1 2 3 4 5 6 7 Unappealing
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4. Please indicate how the message in the leaflet made you feel: (please circle a number)

(a) Happy 1 2 3 4 5 6 7 13 9 10 Sad
(b) Anxious 1 2 3 4 5 6 7 8 9 10 Relaxed

(c) Nervous 1 2 3 4 5 6 7 8 9 10 Calm

5. Did the leaflet emphasise the costs of not using the product or the benefits of using it?

□ Costs
EH Benefits
EH Both benefits and costs

EH Neither

Please indicate your response to the following statements or questions by circling the appropriate
number.

Strongly Strongly
disagree agree

6. The advertised product seems of good quality. 1 2 3 4 5 6 7
7. The advertised product seems reliable. 1 2 3 4 5 6 7
8. The advertised product seems good value for money. 1 2 3 4 5 6 7

Very Very
unlikely likely

9. How likely would you be to buy this product? 1 2 3 4 5 6 7

10. How likely would you be to use this product? 1 2 3 4 5 6 7

11. How likely would vou be to recommend this product 1 2 3 4 5 6 7

to your family or friends?

12. Having read the leaflet, how worried are you
about the possibility that you might get sick
while travelling?

13. Having read the leaflet, how likely do you think
you are to get sick when you travel?

14. Having read the leaflet, how important do you
feel that it is to be in good health when you
travel?

Not
at all

1 2 3

Not
at all

1 2 3

Not important
at all

1 2 3

4 5

4 5

4 5

Extremely
worried

6 7

Extremely
Likely

6 7

Extremely
important

6 7

Thank you foryour help.
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The Influences ofMessage Framing, Perceived Product Innovativeness, and Consumer Health
Consciousness on Advertising Effectiveness of Healthcare Products

Chun-Tuan (Debbie) Chang, University of Edinburgh, Scotland

ABSTRACT
This present study examines the most appropriate message

framing to present to consumers in print commercials for healthcare
products. A 2 x 2 x 2 experimental study is conducted to investigate
the moderating effect of product type and innovativeness on the
processing of framed advertising messages. Individual differences
in health consciousness are also considered and are viewed as

covariance in data analysis. The findings support the view that
messages should be framed differently depending on product
characteristics (prevention vs. detection) but positively framed
messages may be more persuasive for both new prevention and
detection product ads.

INTRODUCTION
Consumers are faced with a bewildering set of healthcare

choices and a confusing barrage ofhealth-related information. The
question of how consumers perceive healthcare messages arises.
Researchers argue that advertisers should pay attention to how ad
messages are presented to consumers because the way information
is labeled or framed may significantly influence consumers' judg¬
ment and decisions about products (Smith, 1996; Ganzach and
Karsahi, 1995; Woodside and Singer, 1994; Puto, 1987). The issue
of framing and its implications are important in marketing commu¬
nications and persuasion. For example, an understanding of fram¬
ing effects can be applied to the creative and effective execution of
advertising copy and layout (Arora, 2000).

This study investigates situations in which people have little
experience with an innovative healthcare product, testing the idea
that responses to advertising are influenced by the framingof the ad,
perceptions of product innovativeness, and one individual differ¬
ence factor: health consciousness. Prospect theory (Kahneman and
Tversky, 1979 and 1981)andhealthcarestudies(Banksetal., 1995;
Rothman et ah, 1999) explain preference behavior based on the
information obtained from decision problems that specified the
formal probabilities and expected values associated with each
response option when people have some prior experience. In other
words, preference behaviors are based on subjective information
interpretation and previous experience. However, when consumers
face a new healthcare product and have no usage experience or 1 ittle
expectations, how do they evaluate it? How should advertisers
frame messages that are intended to promote new healthcare
products of varying degrees of innovativeness? Should they em¬
phasize potential gains resulting from using the product or the
negative consequences of not buying the product? Will the effec¬
tiveness of positively framed advertising differ from negatively
framed advertising , and will these effects be the same for familiar
and new healthcare products? In addition, taking individual differ¬
ence into consideration, what could be the possible mediators of
framing effects? Examining these issues will help healthcare adver¬
tisers develop appropriate message framing for particular types of
products aimed at different market segments.

THEORIES AND HYPOTHESES

Message Framing
The ultimate goals of healthcare advertising are to maximize

message persuasion and enhance informed choices. Various
approaches exist for conveying infonnation to enhance consumer

knowledge and maximize message persuasion. Message framing is
one of them. The theoretical framework for framing drawes on
prospect theory. According to prospect theory (Kahneman and
Tversky, 1979 and 1981), framing refers to the presentation of one
of two equivalent value outcomes to different decision makers,
where one outcome is presented in positive or gain terms, and the
other in negative or loss terms. A positively framed message
emphasizes the benefits to be gained by adopting a promoted course
of action, whereas a negative frame focuses on the loss of these
same benefits if the course of action is not adopted. The framing
postulate of prospect theory states that people's decisions are
sensitive to how infonnation is presented. Specifically, people are
risk-seeking in their preferences when considering loss-framed
infonnation (in loss domain) but are risk averse in their preferences
when considering gain-framed infonnation (in gain domain). They
will select an option to avoid a loss even at the "price" of risk-taking,
but avoid risk that might turn a gain into a loss.

A variable that may help clarify the influence of message
framing on health behaviors is the nature of the behavior being
promoted. Health behaviors can be thought ofas performing one of
two functions: prevention or detection (Rothman et al., 1993).
Prevention behaviors prevent the onset of a health problem and
include such activities as doing exercise, wearing a seatbelt, applying
sunscreen, using a condom, and losing weight. Detection behaviors,
such as breast self-examination, mammography, Pap tests, and
colorectal exams, are performed to discover early signs of a disease
so that treatment effectiveness and prognosis may be optimized. An
important difference between prevention and detection behavior is
their perceived risk (Banks et ah, 1995). Although detection
behaviors are performed to minimize long-term risks (i.e., finding
diseases atearly stage when prognosis is improved), their perceived
short-term risks are great (i.e., discovering an abnormality in the
breast). Because risky options are preferred when people consider
losses, negatively framed messages are more likely to facilitate the
performance ofdetection behaviors. However, prevention behaviors
may not be considered risky at all. They are performed to deter the
onset or occurrence of a health problem (e.g., using sunscreen to
prevent skin cancer). Choosing to perform a prevention behavior is
less risky or, in the language of prospect theory, a risk-averse
option—it maintains good health. Because risk-averse options are
preferred when people consider benefits or gains, positively framed
messages may be more likely to facilitate the performance of
prevention behaviors. Of the prevention behaviors that have been
investigated, researchers conclude that doing exercise (Robberson
and Rogers, 1988), using infant car seats (Christophersen and
Gyulay, 1981), sunscreen (Rothman ct al., 1993), and intentions to
use condoms (Linville, Fischer and Fischhoff, 1993) are promoted
best by gained-framed messages. Investigations of detection
behaviors reveal an advantage for loss-framedmessages in promoting
breast self-examination (Meyerowitz and Chaiken, 1987;
Meyerowitz, Wilson andChaiken, 1991),mammography screening
of breasts (Banks et al., 1995), HIV-tcsling (Kalichman and Coley,
1995), amniocentesis (Marteau, 1989), skin cancer examinations
(Block and Keller, 1995; Rothman, Pronin andSalovey, 1996), and
blood-cholesterol screening (Maheswaran and Meyers-Levy, 1990).
In other words, people may respond differently to gain- versus loss-
framed messages depending on whether the target behavior is a
prevention behavior or a detection behavior.

1 European Advances in Consumer Research
Volume 6, © 2003
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These concepts can be applied to healthcare advertising since
most healthcare products perfonn either prevention or detection
functions. For example, many mouth rinses may be described as a
prevention product— people regularly use mouth rinses to prevent
the buildup of dental plaque and the development of gum disease
(Adam and Addy, 1994). However, other mouth rinses -called
disclosing rinses -serve as detection products since they are used to
detect the presence of dental plaque and the onset of gum disease.
Healthcare marketers should choose different framed messages
depending on product functions.

HI: It is expected that the impact ofmessage framing will vary
according to the nature of the product/behavior advocated.
Specifically, it is expected that positive framing will have a

greater favorable impact on intention to purchase prevention
healthcare products while negative framing will have a greater
favorable impact on detection healthcare products.

Research on the persuasive effects of positive or negative
framing of ads is not conclusive (Homer and Yoon, 1992). There
still exist some unresolved issues in framing research on choice
behaviors. Recently, some moderators such as involvement
(Maheswaran and Meyers-Levy, 1990; Donoven and Jalleh, 2000),
source credibility (Grewel et al., 1994), and education of respon¬
dents (Smith, 1996) have been found in the framing literature. This
study focuses on product characteristics and individual differences
as moderators of healthcare product effectiveness.

Framing and Product Innovativeness
Previous literature (Kahneman and Tversky, 1984) assumed

that the concept of utility and value includes decision and experi¬
enced values. Decision value refers to the contribution of antici¬

pated outcome to the overall attractiveness of an option. Experi¬
enced value is defined as the degree of pleasure or pain, satisfaction
or anguish in the actual experience of an outcome. The distinction
between these two values is rarely explicit in decision theory
because it is tacitly assumed that decision values and experienced
values coincide. The assumption is part of the conception of an
idealized decision maker who is able to predict future experience
with perfect accuracy and evaluate options accordingly. For ordi¬
nary decision makers, however, the correspondence between deci¬
sion values and experienced values is far from perfect (March,
1978). The common mismatch ofdecision values and experienced
values introduces an additional clement of uncertainty in many
decision problems.

It is this situation which interests us: people face a new
healthcare product and have no usage or even similar experiences.
According to prospect theory, the experienced value of using the
product is hard to estimate. What if people do not have any past
experience? Our proposition is that adding the risk associated with
newness may tip the balance against the loss-framed messages,
which traditionally have been found to bemoreeffective in promoting
the adoption of detection products. The arguments arc stated as
follows.

Studies ofinnovation and framing come to different conclusions
from those researching prevention/detection behaviors and framing.
Effective framing is a function of the riskiness of the behavior
(Block and Keller, 1995). Product purchase is one kind of behavior.
Since the "detection product" may seem high in risk, negatively
framedmessages seem preferred. Negative consequence information
increases consumers' need for information about the relevant
attribute, its negative consequences, and ways to avoid their
occurrence (Burnkrant and Sawyer, 1983). This increased need for

information reflects consumers' levels of information acquisition
and elaboration. Moreover, sometimes gain-framed messages create
a boomerang effect, shifting consumer attitudes in the opposite
direction from that intended by the advocacy. Such boomerang
effects happen when messages are highly discrepant from subjects'
prior attitudes (Dignan et al., 1985). Gain-framed messages are
viewed as providing relatively weak arguments fordetecting because
they do not provide consumers with sufficient justification for
enduring the short-term costs of the target detection behavior. In
contrast, loss-framed messages are viewed as providing more
powerful arguments for why consumers should endure the short-
term discomfort of having a health problem possibly detected (Cox
and Cox, 2001).

However, literature on framing and innovativeness appears to
favor positive framing for innovations. The idea of relying on
consumer perception for defining an innovation has its roots in the
sociology literature. Rogers (1983) defined an innovation as "an
idea, practice, or object that is perceived as new by an individual or
other unit of adoption." Literature shows that consumers' percep¬
tions of innovations differ from those of familiar products. Cox and
Locander (1987) found that attitude formation processes differ for
novel or unconventional convenience goods. In particular, attitudes
for novel products may depend more heavily on consumers' affec¬
tive reactions to the advertisement, and positive framing can invoke
a good mood. A good mood has been linked to favorable evalua¬
tions of a target, particularly when the infonnation describing the
target is ambiguous orneutral (Mayer etal., 1992; Sedikides, 1992).
This suggests that when people face an innovative product with no

prior experience, positive framing should be more effective. So
when innovativeness is considered as a relevant variable for detec¬
tion products, it is not clear which set of studies (favoring positive
or negative framing) we should pay attention to.

Because people process health relevant infonnation actively,
behavioral responses to framed infonnation should be a function of
both the framed messages and pre-existing perceptions (Cioffi,
1991; Clark, 1994). Health messages arc mostly likely to be seen
and received when they arc believable and consistent with past
experience, and salient or relevant to consumer (Wcinstcin, 1988).
Therefore, experience with a health issue should influence one's
receptivity to infonnation about gains or losses and whether a
behavior is perceived as risky or uncertain to adopt. Framing has
been shown to have a much stronger effect in the case where
consumers have little or no related product experience. Hoch and
Ha's (1986) research suggests that the framing effect will be
strongerwhen the product experience is non-diagnostic (ambiguous)
and it will be weakest (oroverwhclmcd) when the product experience
is diagnostic (unambiguous). Therefore, it is predicted that framing
effectswill beenhanced when applied in new product advertisements,
where the viewer of an ad has no product experience to draw on.

From the discussion above, an interaction effect of product
innovativeness and message framing on message effectiveness is
expected in the cases of prevention and detection products sepa¬
rately and framingeffects become stronger as product innovativeness
increases. To sum up, our hypotheses are stated as follows.

H2: Forprevention products, there will be a significant differ¬
ence in the message effectiveness ofan ad between the positive
and negative framing for a familiar product, and a greater
difference for a new product. Positively framed messages arc
more effective for both familiar and new prevention products.
(Figure I)
H3a: For detection products, there will be a significant cross-
line interaction effect between framing effects and product
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FIGURE 1

Expected Interaction Effect of Product Innovativeness
and Message Framing on Message Effectiveness of a

Prevention Product

Effectiveness ofmessage
Positive framing

Negative framing

Familiar New

Innovativeness ofa prevention product

FIGURE 2

Expected Interaction Effect of Product Innovativeness
and Message Framing on Message Effectiveness of a

Detection Product

Effectiveness ofmessage
Positive framing

Negative framing

Familiar New

Innovativeness of a detection product

innovativeness. Negative framing is more effective for adver¬
tising a familiar detection product, but positive framing is
more effective for advertising a new detection product.
H3b: For detection products, difference between positive and
negative framing effects become more significant for a new

product than that for a familiar product. (Figure 2)

Health Consciousness and Framing Effects
Prospect theory is a psychological theory of choice behavior

that pays scant attention to individual cognition, intentions, and
dispositions (Lopes, 1987). Thus, although the focus of most
framing research has been on the role of positive versus negative
frames (i.e., context variables), some researchers have attempted to
investigate the degree to which individual differences moderate
framing effects (Levin et al., 2002). Previous research has shown
that effectiveness of alternative message framing manipulations is
contingent on individual difference variables (Meyers-Levy and
Maheswaran, 1990).

Health consciousness presents the concept of health
involvement and is defined as the degree to which an individual is
conscious of his or her own health (Gould, 1988, 1990; Jayanti and
Bums, 1998). It reflects awareness and concern about health (Hollis
et al., 1986) and refers to the degree to which health concerns are
integrated into a person's daily activities (Jayanti and Burns, 1998).
Previous literature suggests that there is a positive relationship
between a respondent's level of health consciousness and their
attentiveness (and exposure) to health message (Kaskutas and
Greenfield, 1997). High consciousnessmay stimulate much attention
to information processing in health messages. People who are not
very involved in or concerned about a behavioral domain are
predicted to process information heuristically. Positively valenced
information has been shown to be more persuasive than negatively
valenced informationwhen information is not extensively processed
(Petty, Cacioppo, and Schumann, 1983). Individuals who arc
highly involved in a behavioral domain, however, arc predicted to
process information systematically. Previous research has suggested
that negative information has a greater influence than positive
information when processed systematically (Kanouse, 1984). From
the discussion above, it seems that health consciousness may be an

important variable moderating framing effects. Instead of
manipulating involvement during the experiments as in previous
studies (e.g., Mahewaran and Meyers-Levy, 1990), health
consciousness was measured as an indicator of health involvement
and then used as a covariatc in the data analysis.

METHOD

Overview

The experiment tested the relative effectiveness of gain- and
loss-framed messages to promote prevention and detection behav¬
iors with different degrees of product innovativeness in a 2 (mes¬
sage framing: gain, loss) x 2 (product category: prevention, detec¬
tion product) x 2 (degree of product innovativeness: familiar, new
product) factorial design. Participants were instructed that the
purpose of the study was about dental care behavioral research and
were given a three-part booklet containing the stimulus materials.
The first part was a premanipulation questionnaire, followed by a
gain- or loss-framed advertisement that described for either a new
or familiar oral hygiene product that either prevented or detected
dental health problems. The third part was a post-manipulation
questionnaire sought for their attitudes and intentions concerning
the product. Participants followed the instructions in the booklet,
answered the questions in order and were instructed to lake as much
time as they wanted.

Product category
It was important to choose a product that consumers could

evaluate on attributes that facilitate information processing. Two
additional criteria were that the products should vary in perceived
innovativeness for our subject sample, and be involving. Based on
these considerations and the results of a preliminary test with 13
products, dental care products were selected as the product class of
interest. Mouthrinsc was chosen as the familiar prevention product
(existing in the current market) and rinse tablets as the innovative
prevention product (a fictional product). For detection, the familiar
existing product was disclosing gum; the innovative detection
device was disclosing strips (a fictional product).

Participants
Since participants were required to have a basic familiarity

with the product category, students were selected for the subject
pool. In fact, students arc present or potential consumers of this
product category and represent a profitable market segment for
manufacturers. In fact, 95% of the sample had bought denial care
products. The experiment was a betwcen-subjecls design. The
participants consisted of 202 undergraduate students (104 men; 98
women) from a large southwestern university at the United States.
Participates were assigned randomly to one ofeight conditions with
26, 25, 25, 24, 26, 26, 26, and 24 subjects in each condition. Age
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ranged from 19-39 years. 31.2% of participants' ethnic back¬
grounds were White, 12.9% were African American, 16.3% were

Hispanic, 29.2% were Asian, 10.4% were others, which reflected
the ethnic mix of the university.

Advertisements

The dental health information was presented in a one-page
print advertisement that was designed to appear professional. Eight
different advertisements were developed as follows:

1. Mouthrinse (familiar, existing prevention product), posi¬
tive framing

2. Mouthrinse (familiar, existing prevention product), nega¬
tive framing

3. Rinse tablets (new prevention product), positive framing
4. Rinse tablets (new prevention product), negative framing
5. Disclosing gum (familiar, existing detection product),

positive framing
6. Disclosing gum (familiar, existing detection product),

negative framing
7. Disclosing strips (new detection product), positive fram¬

ing
8. Disclosing strips (new detection product), negative fram¬

ing

Care was taken to ensure that the positively and negatively
framed versions of the advertisements provided the same informa¬
tion. Aside from specific details about the particular product
promoted, all advertisements presented the same general informa¬
tion about how the product could improve dental health.

Measures

Premanipulation measures. There were three groups of
premanipulation measures.

1. Health consciousness. A series of items assessed partici¬
pants' dental hygiene practices: frequency ofbrushing and
flossing the teeth, and frequency of visiting a dentist for
routine examinations. Adding responses to these three
questions fomied an index of health consciousness. A
higher number indicates higher level of health conscious¬
ness.

2. Perceived risk ofgum disease. Participants rated the like¬
lihood ofdeveloping some form ofgum disease ifcontinu¬
ing their current dental hygiene practices, how worried
they were about developing gum disease, and how serious
a problem developing gum disease would be for people
who develop it. Each rating was made on a 7-point scale
ranging from 1 (not at all) to 7 (extremely).

3. Demographics. A series of items assessed general demo¬
graphic information, including participants' age, gender,
ethnic background, and length of stay in the U.S.

Postmanipulation measures. There were seven groups of
postmanipulationmeasures. The first two weremanipulation checks,
following by one confounding variable check, two possible media¬
tors previous literature suggests (Banks etal., 1995, Rothmanetal.,
1999), and then the measure of the dependent variable.

1. Manipulation check on framing. Two questions assessed
the difference of the information framing. In each ques¬
tion, the rating was made on a 9-point scale ranging from
-4 (mostly negative/ costs) to +4 (mostly positive/ ben¬
efits).

2. Manipulation checkonproduct innovativeness. Two ques¬
tions assessed the differences between the perception of
familiar product and that of new product. In each question,
the rating was made on a point-scale ranging from 1
(strongly disagree) to 7 (strongly agree).

3. Opinions of the advertisement. Four questions assessed
participants' evaluation of the advertisement. Participants
indicated how interesting, appealing, informative and per¬
suasive they found the advertisement. In each case, ratings
were made on a 9-point scale ranging from 1 (not at all) to
9 (extremely). The latter two questions were reverse-
coded. An index was created by calculating themean of the
four items.

4. Perception of risk and severity ofgum disease. The three
items included in the premanipulation measures were
repeated in the postmanipulation questionnaire, and the
mean of the three items form an index ofperception of risk
and severity of gum disease.

5. Affective reactions to advertisements. Participants indi¬
cated how they felt while reading the advertisement in
seven positive (assured, calm, cheerful, happy, hopeful,
relaxed, relieved) and seven negative (anxious, afraid,
discouraged, disturbed, sad, troubled, worried) adjectives
scales. Negative items were reverse scored.

6. Behavioral intentions. Two questions assessed partici¬
pants' intentions regarding the behavior about which they
had read. Participants rated the likelihood of buying and
using the product on 7-point scales.

RESULTS
An initial set of analyses was conducted to determine whether

any of the demographic variables moderated behavioral intentions.
Because no moderating effects were obtained, all analyses are

presented collapsed over these factors.
The reliability of the scales was checked and the following

Cronbach's alphas were obtained: framing=.739, opinions of the
ad=.5979, positive reactions to ad=.8604, negative reactions to
ad=.9132, and behavioral intention=.9156 with two highly-corre¬
lated questions which are about the likelihood of buying and using
the product (correlation coefficient^.8444).

Health Consciousness

Participants' frequency of brushing, flossing, and visits to
dentists formed an index of health consciousness. The range was
from 3 to 13 with amean of 8.1 and a standard deviation of 2.41. The

higher the number, the more dental carc routines were practiced,
which could indicate higher level of health consciousness.

Manipulation Checks
Participants' evaluations of the advertisement were examined

to confirm that advertisements differed in terms of how the infor¬
mation was framed and perception of product innovativeness. Both
were tested with post hoc tests with Boferroni adjustment for
alpha=.05. To assess whether the framing manipulation was per¬
ceived as intended, participants rated whether the advertisement
placed more emphasis on the benefits associated with using the
product or the costs associated with not using the product. In
general, as hoped, participants in the negative framing condition
judged the advertisements as emphasizing costs more than benefits,
whereas participants in the positive framing condition judged the
advertisements as emphasizing benefits over costs, F(l,
200)=63.731, pc.000. An examination of participants' ratings of
the information in the advertisements revealed similar patterns.
Participants who read positively framed information judged the



tone of the advertisements to be significantly more positive than did
those who read negatively framed information, F( 1, 200)=69.302,
pc.OOO. Examinations of product innovativeness indicated that
participants identified the two levels of product innovativeness;
new products were perceived as less familiar than existing ones
(prevention products: F(l, 99)=72.234 with p<.000; detection
products: F(l, 101 )=33.56 with p<.08 which is marginally signifi¬
cant).

Opinions of Advertisements
The eight versions of the advertisement were rated as compa¬

rably interesting, appealing, informative, and persuasive, F (7,
180)=.948, p<.471. Post hoc tests with Boferroni adjustment for
alpha=.05 were also executed and none of the pairwise comparison
was statistically significant. Subjects in the eight conditions had
comparable understanding of the basic information presented in the
ad. This suggested that opinions of the advertisements were very
similar across conditions and would not confound the experiment's
results.

Perceptions of Risk and Severity of Gum Disease
Three items assessed participants' perceptions of the likeli¬

hood that they would develop some form of gum disease and the
perceived severity of its development. The perceived risk after
viewing the ad depended very little on the ad conditions (p<.988).

Affective Reactions to Advertisements
No significant condition difference was found to have either

positive or negative emotional reactions among the eight groups
with consideration of missing data (positive affective reactions:
F(7, 189)=1.374, p<.218; negative affective reactions: F(7,
189)=1.117; p<-354). Affective reactions to the ads do not mediate
the experiment results.

Behavioral Intention

Participants first reported their intentions to buy the product
within a week. HI stated that positive framing would have greater
impact on intention of purchasing prevention healthcare products
while negative framing would have greater impact on detection
products, which was partially supported. For familiar prevention
products, the message framed in positive terms led to higher
intention to purchase than that framed in negative terms ( F(l,
51)=9.56 , p<.05). However, for familiar detection products, the
impact ofmessage framing had no statistically significant effect on
intention to purchase ( F( 1, 52)= 1.69, p<.711).

Two indicators assessed participants' intentions regarding the
dental hygiene product featured in the advertisements. It was

predicted that participants who read a positively framed ad promot¬
ing new prevention (rinse tablets) or new detection products (dis¬
closing strips) would report stronger intentions to purchase and
make use of the product than would those who read negatively
framed versions of the ad. To be specific, H2 predicted the interac¬
tion effect between product innovativencss and framing effects in
prevention products. Consistent with the predictions, the interac¬
tion between message frame and product innovativeness was sig¬
nificant and framing effects were stronger in the new product ad,
F(3, 96)=12.134, p<.000, that is depicted in Figure 3. Pairwisc
comparisons were analyzed across the four groups in prevention
products and the differences were all found significant. H2 was
fully supported.

H3 concerned the interaction effect between product
innovativeness and framing effects in detection products and
increasing framing effects in new detection products. For detection
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products, consistent with the predictions, the interaction between
message frame and product innovativeness was significant, F(3,
98)= 12.368, p<.000, as depicted in Figure 4. H3a was partially
supported since the difference in message effectiveness due to
framing was not statistically significant in the familiar detection
product (3. SI vs. 3.96). H3b was supported because framing effects
were much stronger for the new product than for familiar one (2.71
vs. 0.16) (2.71=5.15-2.46; 0.16=3.96-3.81).

GENERAL DISCUSSION
The putposc of the present study is to provide some insights to

marketers interested in persuading the general population to purchase
healthcare products. The research draws on prospect theory
(Kahncman and Tvcrsky, 1979) to explain why the strength of the
relationship between advertised information and persuasion depends
on product characteristics (product functions and innovativeness).
The results supported the predicted relation between product
innovativeness and message frame for both prevention and detection
products. Specifically, subjects showed higher intention to purchase
or use the new promoted products in the positively framed ad, and
the framing effects were stronger in promoting new products than
in promoting familiar products. This research extends knowledge
about the effect of framed advertising in consumer purchase
decisions, particularly those involving healthcare products, and
suggests that it is advisable to communicate with consumers in
different ways depending on product characteristics. When the
product is new to consumers, positively framed messages would be
more effective than negatively framed ones.

The findings that the hypotheses 1 and 3a were not completely
supported due to subjects already having considerable experiences
of the products and were knowledgeable about them. There is little
framing effect for highly involved people (Donovcn and Jalleh,
1999,2000; Krishnamurthy etal., 2001) or for the people who have
diagnostic (familiar) product experience (Hocli and Ha, 1986).
However, when the subjects face new products, they have not
formed their knowledge about the products and positive framing
appeals to them by focusing on the potential benefits of buying the
products. Another possible reason for the non-significant results
may result from the inappropriate scale development and measure
for the behavioral intentions. Changing to a 9-poinl scale (more
sensitive scale) and adding some other questions to measure inten¬
tion could increase the opportunity of finding significance. The
other improvement for future studies shouldmove the manipulation
check of product innovativeness to the pre-manipulation question¬
naire because subjects' perception of newness could change after
viewing the ad.

One limitation of this study was that it only manipulated two
levels of product of innovativeness (existing familiar vs. new), a

categorization that could be oversimplified. Different levels of
product innovativeness could be incorporated in the future research.
The other measurement limitation of the research is about health
consciousness. Health Consciousness Scale (Gould, 1988; Gould,
1990) could be used to measure individual differences in health
consciousness directly. The last limitation might be the unusual
ethnicity of the sample with over-representation of Asians (29.2%
participants) and under-represcntation of white (31.2%). Further
study should be conducted with different samples to increase the
validity.

There is a need to go beyond prospect theory in identifying
critical factors underlying differences in framing effects. This
research provides some insights into individual difference in framing
effects by considering health consciousness, and suggests that
health consciousness is an important variable. Instead of
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FIGURE 3

Comparison of Message Effectiveness for Prevention Products Using Positive vs. Negative Framing
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Note: Message effectiveness was measured on a 7-point scale of likelihood to buy; higher number indicates a higher likelihood of
purchasing.

FIGURE 4

Comparison of Message Effectiveness for Detection Products Using Positive vs. Negative Framing
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purchasing.
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manipulation, health consciousness was measured and observed
directly from actual behaviors/routines. Future research should
consider other individuals factors (e.g., perceived health status) and
establish a more complicated model in healthcare product adverting
effectiveness. Even with the limitations discussed above, this
research has contributed to the framing literature because it sheds
light on how various degrees of newness influence consumer
evaluations ofaproduct and examines how framing effects influence
consumers' intentions to purchase. It is the first research combining
framing and perceived product characteristics and its findings
should be of interest to healthcare product advertisers.
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