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Introduction

Health is a matter of importance for 
everyone as good health gives meaning to life 
enabling daily activities to be performed with 
strength and vigor (1). Health affects every 
dimension of life, including commitment 
to work, role in the family, social activities, 

personal interactions, and general well-being (2). 
Individuals’ understanding of their own health, 
whether subjective, objective, or a combination 
of both, affects their decisions and behaviour 
regarding the maintenance, improvement, and 
restoration of their health (3). Evidence indicates 
that individuals’ cognitions and perceptions of 
health have varied over time (4). Nelson and 
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Abstract 

The individual’s perception of health, when health is understood to include many 
dimensions of life, is considered the basis for any improvement in health status. Therefore, the 
present study aimed to assess the reliability and validity of the Persian version of the Perceived 
Wellness Scale (PWS) by applying it to employees of the Shiraz University of Medical Sciences. 
This cross-sectional study was conducted with 180 staff members of the university selected by 
convenience sampling. The study instrument was a Persian version of the PWS prepared through 
a translation and back-translation process. The reliability and validity of the instrument were 
assessed by using confirmatory factor analysis (CFA) and Cronbach’s alpha coefficient. A total 
of 180 employees participated in the study. The mean age of the participants was 32.29 years  
(SD = 7.39) and 78.1% of the participants were women. The results showed that the Persian 
version of the PWS is acceptable. Cronbach’s alpha coefficient was 0.87 for the whole scale, 
ranging from 0.68 to 0.85 on different dimensions of the scale. The results of split-half reliability 
and CFA indicated that the reliability and validity of the PWS are acceptable. The PWS is therefore 
an effective tool for evaluating the different dimensions of perceived wellness in the Iranian 
population.
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Simmons explain that for a long time medicine 
was concerned only with the body’s physical 
status and the restoration of normal bodily 
functions after illness (5).

The way in which individuals perceive their 
own health and well-being is important because 
this affects their health (6). Perceived wellness 
refers to the individual’s mental evaluation of 
their own health status. Perceived wellness 
shows the relationship between an overall 
evaluation of health and the level of healthcare 
needed and it is the most practical method 
of assessment used as an indicator of general 
physical health (7). Adams has pointed out that 
the concept of health is subject to relativity and 
subjectivity (8), and has therefore explained the 
dimensions of perceived health as follows:

 The first dimension is physical health, 
which refers to the positive perceptions and 
expectations arising from physical health. 
Spiritual health is the second dimension, which 
refers to belief in the unifying force between 
body and mind, including a positive perception 
of the meaning and goal in life. Mental health 
reflects the perception that the individual desires 
to experience positive results from life events. 
Social health reflects the perception that support 
is available from family and friends. Emotional 
health reflects having a positive self-concept 
and self-esteem, where self-concept refers to an 
individual’s internal image of self. Self-esteem 
is defined as valuing one’s own self-concept (for 
instance, how much the individual values and 
loves him or herself).  Finally, intellectual health 
is a reflection of the mental stimulation obtained 
through exposure to an optimum amount of 
intellectual stimulus (8).

In studies conducted in 1997, 1998, and 
2000, Adams and colleagues used the Perceived 
Wellness Scale (PWS) to measure the health 
status of individuals. This scale uses 36 items to 
assess the six dimensions of perceived health. 
Not only does PWS assess individuals’ perceived 
wellness, but it also evaluates their physical, 
mental, and spiritual status, as well as their 
social health expressed through their building 
of relationships with others. It was therefore 
used as a comprehensive questionnaire for 
investigating individuals’ overall health status 
(8,9,10). These studies showed that the PWS 
is an appropriate instrument for performing 
research and evaluating interventions in the area 
of perceived wellness.  Other studies performed 
in South Africa and America also indicate that 
this instrument has acceptable reliability and 
validity (11,12).

A review of the literature shows that no 
studies have as yet been conducted on the 
validation of PWS in Iran. This study therefore 
aimed to provide evidence for the validity and 
reliability of an Iranian version of the PWS, 
which could be used to measure wellness 
among the Iranian people. The aim of the study 
was to contribute to the existing literature on 
perceived wellness and to provide a tool for both 
researchers and health professionals to use in 
future research and practice.

Materials and Methods

A cross-sectional study was conducted 
on 180 academic staff members who had been 
working in the Shiraz University of Medical 
Sciences for at least two months during 2014. 
The study participants were selected through 
convenience sampling from the downtown 
colleges affiliated to the University, and they 
were requested to complete the PWS.
Sample size determination

The sample size was derived from the 
N/p ratio, i.e. the item to participant ratio 
should be at least 1:5, indicating 5 responders 
for each question in the scale (13). The 36-item 
questionnaire therefore required a sample size of 
180 participants.
Measurement tools used in the study

A two-part questionnaire was used to collect 
information for the study. The first part covered 
demographic information (age, gender, marital 
status) and the second part comprised the 
Persian PWS questionnaire. 

The PWS, as designed by Adams, Benzer, 
Garner, and Woodruff (9), contains a total of 36 
items. There are six items for each dimension: 
mental health (1, 7, 13, 19, 25, 31); emotional 
health (2, 8, 14, 20, 26, 32); social health (27, 
33, 3, 9, 15, 21); physical health (4, 10, 16, 22, 
28, 34); spiritual health (5, 11, 17, 23, 29, 35); 
and intellectual health (6, 12, 18, 24, 30, 36) . 
Included are 21 positive and 15 negative items 
placed randomly throughout the questionnaire. 
The response for each item is given through a 
6-point Likert scale. For the positive questions, 
scores of 6, 5, 4, 3, 2, and 1 are assigned 
to “completely agree”, “agree”, “somewhat 
agree”, “somewhat disagree”, “disagree”, and 
“completely disagree”, respectively. The negative 
items are scored contrariwise. The score for each 
participant could range from 36 to 216, with 
higher scores representing a better perception of 
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personal wellness. The score for each dimension 
is computed by the total score for that dimension 
divided by its number of questions (9).

Adams et al. provided information on 
use and scoring. In their research on PWS, 
they showed that the correlation between the 
subscales and the composite score ranged from 
0.3 to 0.7 with an overall internal consistency 
of 0.91. In their pilot data they showed that the 
PWS had a convergent validity ranging from  
r = 0.37 to r = 0.56 (9).
Persian translation of the Perceived Wellness 
Survey 

The translation of the PWS was done 
according to the four sequential stages 
of translation and back-translation as 
recommended by the World Health Organization 
(14). The translation instructions emphasized 
conceptual rather than literal accuracy and 
also the need to use a natural and therefore 
acceptable linguistic approach for the majority 
of Persian speaking participants. This meant an 
avoidance of technical terms and jargon. 

The bilingual expert panel consisted of the 
original translator, experts in public health, and 
experts in the translation and development of 
questionnaires. The task of this panel was to sort 
out discrepancies and to arrive at a consensus 
regarding the translated version of the PWS. 

The initial forward translation into 
Persian was back-translated into English by 
a single independent translator for whom 
English is the mother tongue and who had no 
knowledge relating to the questionnaire. The 
back-translated English version was then cross-
matched with the original English PWS. 

A pre-testing phase was carried out on ten 
participants from the same sampling group, 
but who would not be involved in the main 
study. The instrument was administered to 
the participants after a short explanation of 
the content. Face to face interview sessions 
were conducted by the primary investigator. 
The answers obtained from these sessions 
were matched with the actual responses given 
by the respondents on the questionnaire. The 
respondents were also interviewed regarding the 
questionnaire content and ease of understanding.
Data collection

When collecting the data, the researcher 
visited the colleges involved, introduced herself 
to the employees, and explained the study 
objectives. Regarding the ethical dimension, the 
participants were assured that their information 

would be kept confidential and their informed 
consent for taking part in the study was obtained 
orally. The Persian PWS was then given to 
the participants, and the questionnaires were 
answered anonymously. Inclusion criteria 
included the participants’ interest in the study, 
their being on the staff of the Shiraz University of 
Medical Sciences, and their having an academic 
education. Exclusion criteria included an 
incomplete filling out of the questionnaire and a 
lack of interest in the study.
Statistical analysis

All statistical analyses were performed 
using the Statistical Package for the Social 
Sciences (SPSS) software (version 19) and 
LISREL8/8. In order to assess the reliability 
of the questionnaire, its internal consistency 
was determined. Internal consistency is an 
index that shows how many of the items of an 
instrument are related and homogeneous. Using 
this approach, a Cronbach’s alpha coefficient 
of >0.7 represents acceptable reliability for the 
instrument (15).  The reliability of the PWS was 
also assessed using the split-half method ,and the 
Spearman-Brown coefficient was calculated for 
the whole scale and for both halves. This index 
is normally used in cases where there is a large 
number of questions (16).

The Content Validity Ratio (CVR) was used 
to quantify the extent of the experts’ agreement. 
A CVR score of .80 or higher indicates good 
content validity (17). In the Persian PWS the CVR 
score for each question was equal to or more 
than 0.6 and the CVR score for the total 36 items 
was calculated as .84. This was acceptable.

Confirmatory factor analysis was performed 
to ensure construct validity. Confirmatory 
factor analysis (CFA) specifies, in advance, the 
number of factors and the pattern of indicator–
factor loadings, as well as other parameters 
such as those bearing on the independence 
or covariance of the factors and indicators of 
unique variance (18). The CFA was utilised to 
test the fitness of the measurement model to 
confirm that the observed items were indeed 
measuring the latent constructs of interest. In 
doing this, the researcher made use of x2/df, the 
goodness of fit index (GFI), and the root mean 
square error of approximation (RMSEA) among 
absolute fit indices, and the Tucker-Lewis fit 
index (TLI), the non-normal fit index (NNFI), 
and the comparative fit index (CFI) among other 
comparative fit indices. Using these tests, x2/
df <3, CFI, TLI, and NNFI >0.9, and RMSEA 
<0.08, all showing the appropriateness of fit of 
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the model (19,20). Doll et al. and Baumgartner et 
al. also mention that an adjusted goodness of fit 
index (AGFI) of between 0.8 and 0.89 represents 
an appropriateness of fit for a model (22,23). In 
addition to CFA, the inter-item reliability and 
comparison of known groups were utilised. In 
this method, the Pearson correlation coefficients 
are calculated for the subscales and values >0.4 
are considered valid correlations (21). 

This study was approved by the ethics 
committee of the Shiraz University of Medical 
Sciences.

Results

Out of 216 employees, 180 completed the 
survey, with an overall response rate of 83%. The 
participants ranged from 22–54 years old with a 
mean age of 32.29 years (SD = 7.39). The mean 
working experience of the study participants was 
9.22 years (SD = 7.02). Most of the employees 
were female (78.1%); 50% were married, 49.4% 
were single, and 0.6% were divorced.
Reliability (internal consistency) of the 
questionnaire

The internal consistency method and the 
computation of Cronbach’s alpha coefficient were 
used to assess the reliability of the questionnaire 
and its dimensions. Based on the results, 
Cronbach’s alpha coefficient was 0.87 (reliability) 

for the whole scale and 0.83, 0.73, 0.68, 0.73, 
0.85, and 0.82 for emotional, mental, social, 
physical, spiritual, and intellectual dimensions, 
respectively. In addition, using the Spearman–
Brown correlation coefficient index, the 
reliability of the whole scale and the first and the 
second half was 0.85, 0.87, and 0.8, respectively.

For a proper factor analysis, values 
higher than 0.7 are required in the Kaiser-
Meyer-Olkin (KMO) measurement of sampling 
adequacy (22). The results indicated significance 
(p < 0.001) with the appropriate values  
KMO = 0.844 (validity) for factor analysis.
Confirmatory factor analysis

As mentioned, considering the 6-factor 
and 36-item structure of perceived wellness 
survey (PWS) (each factor, including the six 
items), the confirmatory factor analysis (CFA), 
based on a structural equation, was used to 
assess and confirm the structural factors of 
this scale. The results of this analysis have 
been presented in Table 1. Accordingly, all of 
the calculated fitness indices were acceptable. 
The model presented in Figure 1 shows that 
all of the items were significant in their factors.

The validity of PWS was evaluated using 
Pearson’s correlation coefficient. As Table 2 
depicts, all of the subscales had significant 
strong or average correlations with each other  
(p < 0.001). This indicated the construct validity 
of the test.

Table 1: Fitness indices of the Persian version of PWS based on CFA
X2 Df X2/df P AGFI GFI TLI/NNFI CFI RMSEA

Model 1092.30 579 1.88 <0.0001 0.67 0.71 0.93 0.93 0.070
Abbreviations: GFI (goodness of fit index), AGFI (adjusted goodness of fit index), TLI/NNFI (Tucker-Lewis fit index/non-normal fit 
index), CFI (comparative fit index), RMSEA (root mean square error of approximation)

Table 2: Correlations among the PWS factors

Factor Mental Emotional Social Physical Spiritual Intellectual
Mental 1
Emotional 0.54* 1

Social 0.42* 0.44* 1
Physical 0.44* 0.50* 0.43* 1
Spiritual 0.58* 0.71* 0.45* 0.50* 1
Intellectual 0.50* 0.65 0.45* 0.54* 0.68* 1

*p<0.001
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Figure 1:  Factor loadings and correlations among the factors based on the results of the CFA of the 
Persian version of PWS
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Discussion

The results of the content validity analysis 
revealed that the Persian version of PWS 
followed a proper and logical trend.

Reliability means repeatability, and it is 
assessed through various methods (23). In the 
present study, reliability was evaluated using 
internal consistency and split-half methods. 
Cronbach’s alpha coefficient was used to 
determine the internal consistency. In the split-
half method, questions with even numbers 
in one test and questions with odd numbers 
in another test were considered. Then, the 
reliability coefficient was assessed using the 
Spearman–Brown method. According to the                                    
results, the Cronbach’s alpha coefficient and the 
Spearman–Brown correlation coefficient were 
α=0.87 and r=0.85, respectively, indicating 
the acceptable reliability of the scale. Similarly, 
Rothmann and Ekkerd conducted a study on the 
staff of the police department in South Africa 
and reported the appropriate reliability of this 
scale (α=0.74-0.81) (11). In addition, Adams et 
al., who designed the questionnaire, performed 
studies on three different groups; they reported 
that Cronbach’s alpha coefficients ranged from  
0.88–0.93 and obtained α=0.91 for the whole 
samples (8).

In the current study, Cronbach’s alpha 
coefficient of the social dimension was 0.68, 
which was in contrast to the other dimensions 
(above 0.7). In Adams et al.’s study, Cronbach’s 
alpha coefficient of social and intellectual 
dimensions was 0.64, which contrasted to 
studies of other dimensions (above 0.7).(8) 
In addition, KMO was obtained as 0.844 in 
this study, which agreed with the research 
by Rothmann and Ekkerd (KMO=0.85) (11).  

Moreover, the split-half correlation coefficient 
was 0.85 for the whole scale, 0.87 for the first 
half, and 0.8 for the second half. In contrast, 
Adams et al. assessed the split-half correlation 
coefficients for all of the dimensions separately: 
0.71, 0.68, 0.62, 0.52, 0.61, and 0.53 for 
physical, spiritual, mental, social, emotional, and 
intellectual dimensions, respectively (8).

The results of CFA showed the acceptable 
fitness of the scale. Accordingly, X2/df = 1.88, GFI = 
0.71, CFI = 0.93, TLI/NNFI = 0.93, and RMSEA 
= 0.070 were consistent with the measures 
announced by Doll et al. and Baumgartner et al. 
(24). This revealed an unchanged structure of the 
questionnaire through the translation process. In 
the factor analysis, all of the items were placed 
on the relevant components.

Pearson’s correlation coefficient demonstrated 
positive mild to strong correlations among all 
of the dimensions of the scale (r=0.42–0.71).  
In contrast, Adams et al. reported that the 
correlation coefficients of the subscales ranged from 
0.3–0.70 (8).

The results of the PWS Persian version have 
satisfactory reliability and validity. This could 
serve as a starting point for research regarding 
the measurement of PWS in Iran.

Limitation

Due to the dispersion of the colleges of 
Shiraz University of Medical Sciences, the 
samples were conveniently selected, sampling 
from the staff working in the colleges located 
downtown.

 Since limited references were found 
regarding the reliability and validity of this scale, 
only the available references were examined in 
the discussion section.

Recommendation

A reliable, equivalent, and valid measure 
of perceived wellness could help assess the 
prevalence of wellness in Iran. Therefore, a 
representative random sample of the Iranian 
employee population should be surveyed. 
Longitudinal research and trend studies are 
recommended to establish this. More research 
is also needed regarding the dimensions of 
perceived wellness in different language groups.
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