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Abstract

Purpase. To operationalize, estimate the prevalence, and ascertain the epidemiology of
complete health.

Design. Cross-sectional analyses of self-reported survey data collected via a telephone in-
terview and a self-administered questionnaire.

Setting. Households in the 48 contiguous states in the United States in 1995.

Subjects. Random-digit dialing sample of 3032 adults between the ages of 25 and 74,
with a response rate of 61 %

Measures. Physical iliness and health were measured with a total of 37 items—a check-
list of 29 chronic health conditions, a six-item scale of limitations of daily living, and a
single item for percetved current health and for percetved 5-year change in energy. Mental
illness and health were measured with the Composite International Diagnostic Interview
Short Form diagnostic scale of major depression, panic, and generalized anxiety disorders
and three established multi-item scales of subjective well-being (emotional, psychological,
and social well-being). Completely healthy adults have high levels of physical and mental
health and low levels of physical and mental illnesses; completely unhealthy adults have
high levels of physical and mental illnesses and low levels of physical and mental health.
Incompletely healthy adults consisted of two groups: one group is physically healthy (high
physical health and low physical illness) and mentally unhealthy, and the second group is
mentally healthy (high mental health and low mental illness) and physically unhealthy.

Results. Nineteen percent of adults were completely healthy, 18.8 % were completely un-
healthy, and 62.2% had a version of incomplete health. Compared with completely un-
healthy adults, completely healthy adulls are likely to be young (25-34 years of age) or old
(55-64 and 65-74 years), arve married, are male, are college educated, and have higher
household incomes.

Conclusions. Operationalizing complete health highlights objectives for increasing the
prevalence of complete health, and reducing the prevalence of complete ill-health and in-
complete health.(Am J Health Promot 2002;17{2]:122~131.)
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INTRODUCTION

In practice, complete health re-
mains an idealized concept because
it has not been adequately operation-
alized and examined.!? This omis-
sion leaves health promotion practi-
tioners with only disease prevention
strategies such as risk factor reduc-
tion. The extent to which these strat-
egies promote optimal health or well-
being in addition to reducing mor-
bidity remains unclear® and debat-
able.*? It is therefore essential to
operationalize and study complete
health to guide the art and science
of health promotion in the 21st cen-
tury. Consistent with the World
Health Organization’s definition,
complete heaith in this study is an
index derived from combined mea-
sures of physical and mental health
and physical and mental illness.” The
objectives of the study are to estimate
the prevalence of complete health
and its distribution in the U.S. popu-
lation of adults between the ages of
25 and 74 in 1995.

Introduced by the World Health
Organization in the 1940s, the con-
cept of complete health has been in
the public health lexicon for de-
cades. However, it has not been oper-
ationalized, creating a major gap
that, if filled, would benefit the sci-
ence and art of health promotion in
several ways. First, recognition that
health is more than the absence of
physical or mental illness is the phil-
osophical underpinning of health
promotion,'*7 and this philosophy
distinguishes health promotionasa
discipline from others such as behav-
ioral health, which focus on rehabili-
tation and the prevention of disease!
Thus, a tool that captures optimal or
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complete health is essential for de-
marcating health promotion research
and practice from of other disci-
plines.

Operationalization of complete
health would benefit health promo-
fion research and practice by creat-
Ing a more comprehensive frame-
work for characterizing risk. Depres-
ston, for example, elevates risk of
coronary heart disease? and addictive
disorders! that collectively com-
pound further risk for additional
Morbidity and premature mortality.
Therefore, integrated surveillance of
b(?lh physical and mental illness (at a
minimum) could better identify pop-
U!a{ions at risk for subsequent mor-
b{dlty generated from states of multi-
qlmensional incomplete health. Addi-
tionally, a multidimensional tvpology
of health provides a wider lens for
Studying transitions toward optimal
f}ealth and testing different interven-
ton techniques designed to promote
h'81"1-163\'61 wellness. Clearly, behavior-
alrisk factor reduction reduces phvsi-
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cal morbidity and its sequela such as
lost time on the job,!1'2 but it re-
mains unknown if such interventions
promote many of the intangibles
characterized by “wellness” programs
such as enhanced productivity or out-
put at work or a greater social con-
sciousness.!* Such research may be-
come increasingly important as com-
petition increases with the new glob-
al economy and as the baby boom
cohort ages and demand increases
for services that add health and well-
ness to daily life.'* Operationalization
of complete health also provides an
important complement to the almost
exclusive focus on disease that has
created an escalating attack on the
“reservoir of disease” that cannot be
won and erodes satisfaction with
health in the population 1518

A version of complete health has
been operationalized by the Centers
for Disease Control and Prevention
(CDC) as the number of days per
month a population is free of physi-
cal or mental limitations or distress.!®

 Unhealthy
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The CDC employs three items from
the Behavioral Risk Factor Surveil-
lance System that assess healthy days
in terms of the number of days free
from ill-health or limitations of nor-
mal activity (i.e., “How many days
during the past 30 days was your
physical [or mental] health not
good?”’). While the CDC’s operation-
alization of complete health includes
physical and mental functioning, it
measures health indirectly as the ab-
sence of illness.

However, health is not merely the
absence of illness; it is also the pres-
ence of well-being. The distinctions
between objective disease or disorder
and subjective appraisals of well-be-
ing are frequently invoked using two
intersecting axes. As shown in Figure
1, the physical health and the mental
health diagnoses include a horizontal
axis that represents (from left to
right) high levels of symptoms or dis-
ease to asymptomatic, and a vertical
axis that represents (from bottom to
top) low levels to high levels of
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health or subjective well-being. Do-
main-specific health then resides in
the upper right quadrant and is char-
acterized by low levels or the absence
of morbidity and high levels of well-
being (e.g., completely physically
healthy). In the domain of mental
health, for éxample, research shows
that standard scales of mental well-
being account for about 25% of the
variance in depression,!” suggesting
that individuals who may have very
low levels of depressive symptoms
may not have high levels of mental
well-being. Research also shows that
individuals free of major depression
but who have low levels of mental
well-being are prevalent and have lev-
els of psychosocial impairment (e.g.,
work days cut back or lost) that are
comparable to those of individuals
who have major depression.!® Thus,
it is imperative that scholars and
practitioners recognize that domain-
specific iliness and well-being belong
to distinct continuums, each of
which ranges from low levels to high
levels.2:1617.19.20

When the illness and the well-be-
ing continuums for physical and
mental health are combined as in
Figure 1, four categories of complete
health emerge. Incompletely healthy
adults will include two groups: one
group will have a high level of well-
being despite having a high level of
morbidity or disorder, and a second
group will have a low level of well-be-
ing despite also having a low level of
morbidity or disorder illness. Com-
pletely unhealthy adults will have
high levels of morbidity or disorder
and low levels of well-being. To view
the category of complete ill-health,
Figure 1 would need to be rotated
180°, where the diagnoses of a men-
tal illness and physical iliness con-
verge.

Completely healthy adults will
have high levels of well-being and
low levels of morbidity or disorder.
Thus, complete health is the combi-
nation of complete physical health
with the assessment of complete
mental health (i.e., flourishing or
moderately mentally healthy individu-
als). Individuals who are completely
healthy are those who are free of
chronic disease and activity limita-
tions and have high levels of vitality
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and energy, and they are free of
mental illness and have high levels of
subjective well-being. This approach
perrmits identification and study of
complete health and complete ill-
health, as well as various forms of in-
complete health (i.e., physically
healthy but mentally unhealthy; phys-
ically unhealthy but mentally
healthy). The present study investi-
gates two primary questions. First,
what are the prevalences of complete
health, complete ill-health, and each
type of incomplete health? Second,
are complete health, complete ill-
health, and incomplete health dis-
tributed unequally by age, gender,
race, marital status, education, and
income?

METHODS

Design

This study employed a cross-sec-
tional selfreported survey study in
which data were collected via an ini-
tial telephone interview and a subse-
quent self-administered question-
naire.

Sample

The data are from the National
Survey of Midlife Development in
the United States (MIDUS) conduct-
ed in 1995 by the John D. and Cath-
erine T. MacArthur Foundation Re-
search Network on Successful Midlife
Development. This study involved a
random-digit dialing sample of non-
institutionalized English-speaking
adults of age 25 to 74, living in the
48 contiguous states, whose house-
hold included at least one telephone.
In the first stage of the multistage
sampling design, investigators select-
ed households with equal probability
via telephone numbers. At the sec-
ond stage, they used disproportion-
ate stratified sampling to select re-
spondents. The sample was stratified
by age and gender, and males be-
tween ages 65 and 74 were oversam-
pled. Field procedures were initiated
in January of 1995 and lasted ap-
proximately 13 months.

Respondents were contacted and
interviewed by professional person-
nel, and those who agreed to partici-
pate in the entire study took part in
a computer-assisted telephone inter-

view lasting 30 minutes on average.
Respondents were then mailed two
questionnaire booklets requiring
about 1.5 hours on average to com-
plete. As incentives, respondents
were offered $20, a commemorative
pen, periodic reports of study find-
ings, and a copy of a monograph on
the study. The sample consists of
3032 adults, with a 70% response
rate for the telephone phase and an
87% response rate for the self-admin-
istered questionnaire phase. The
combined response rate is 61% (.70
X .87 = .61). Sampling weights cor-
recting for unequal probabilities of
household selection and respondent
selection within households allow the
MIDUS respondents to match the
proportions of adults according to
age, gender, education, marital sta-
tus, race, residence (i.e., metropoli-
tan and nonmetropolitan), and re-
gion (Northeast, Midwest, South, and
West) on the basis of the October
1995 Current Population Survey.
(This survey is conducted jointly by
the U.S. Bureau of Labor Statistics
and the Census Bureau. For more in-
formation about this survey, see
http:/ /www.bls.census.gov/cps/
cpsmain.htm.)

Measures

In addition to the epidemiological
variables, this study measured the
constructs of complete physical
health and complete mental health.
Physical illness was measured using
the selfadministered questionnaire
with a self-report checklist of 29 )
chronic health conditions, and a siX-
item scale of limitations of physical
activities of daily living; physical
health was measured with an item of
perceived overall current health and
perceived change in energy level
over the past 5 years. Mental illfless
was measured in the self-adminis-
tered questionnaire using the \‘VOT 1d
Health Organization’s Comppsxte In-
ternational Diagnostic Interview
Short Form (CIDI-SF) structured in-
terview to diagnose DSM-ITIR .major
depression, panic, and generalize
anxiety disorders. Mental health was
measured using well-established ﬂ}lﬂ‘
ti-itern scales of emotional xx'ell-bfflllg’
psychological well-being, and social
well-being.




Complete Physical Health. Physical
health represents the absence of
physical morbidity and presence of
physical well-being. To identify the
absence of morbidity we used an in-
ventory of common chronic condi-
tions developed for the MIDUS, and
an index of functional impairments
adapted from the Medical Outcomes
Study.?! Specifically, respondents

were asked in the self-administered
questionnaire, “In the past 12
months, have you experienced or
been treated for any of the follow-
ing...,” and then given a list of 29
common chronic conditions (e.g.,
asthma, arthritis, high blood pres-
sure) to which they could answer Yes
or No. Respondents were then asked
to indicate if their health limited
their involvement in six basic or in-
strumental activities of daily living,
including (1) lifting or carrying gro-
ceries, (2) bathing or dressing, (3)
dimbing several flights of stairs, (4)
bending, kneeling, or stooping, (5)
walking several blocks, and (6) walk-
ing one block. Response categories
for the functional limitation items
were 1 = “Alot,” 2 = “Some,” 3 =
“A little,” and 4 = “Not at all” (a =
85). Two single-item questions were
used to identify the presence of phys-
ical well-being or the subjective expe-
tience of physical health.!® The first
was “Using a scale from 0 to 10
where 0 means ‘the worst possible
health” and 10 means ‘the best possi-
ble health,” how would you rate your
health these days.” The second item
asked, “How would you rate yourself
today compared to five years ago

on, . .. Energy level?”” The response
Categories for the second item was 1
= “Better now,”’ 2 = “No change,”
and 3 = “Worse now.”

Physical health was then opera-
tionalized dichotomously by assigning
a yalye of 1 to individuals who re-
Ported all of the following: (1) one
or fewer chronic conditions, (2) one
or feyer functional limitations, (3)
self.assessed health status greater
than or equal to 7 (i.e., in the top
Quartile), and (4) the “same” or
“better”” energy level compared with
3 vears ago-. Respondents with more
than one chronic condition or func-
liong] Jimitation, a self-assessed level
of health of 6 or less, and whose en-

ergy level compared with the last 5
years was “worse” were coded 0.

Complete Mental Health. Mental illness
was assessed using the CIDI-SF
scales.!? Specifically, this study fo-
cused on the diagnosis based on the
DSM-III-R* of major depressive epi-
sode (past 12 months}, panic disor-
der, and generalized anxiety disorder.

Mental health is operationalized
as a syndrome based on Keyes'!® di-
agnostic system, which combines
symptoms of emotional well-being
with symptoms of psychological and
social well-being. Respondents com-
pleted a structured scale of positive
effect and a single life satisfaction
item. Respondents also completed
the six scales of psychological well-be-
ing and the five scales of social well-
being. Altogether, the MIDUS includ-
ed two symptom scales of emotional
vitality and 11 symptom scales of pos-
itive functioning (i.e., six psychologi-
cal, five social). The diagnostic
scheme for mental health parallels
the scheme employed to diagnose
major depression disorder wherein
individuals must exhibit just over half
of the total symptoms (i.e., at least
five of nine). To be languishing in
life, individuals must exhibit a low
level (low = lower tertile) on one of
the two measures of emotional well-
being, and low levels on 6 of the 11
scales of positive functioning. To be
Sflourishing in life, individuals must ex-
hibit a high level (high = upper ter-
tile) on one of the two measures of
emotional well-being and high levels
on 6 of the 11 scales of positive func-
tioning. Adults who are moderately
mentally healthy are neither flourish-
ing nor languishing in life. In short,
individuals who are languishing or
flourishing must exhibit, respectively,
low or high levels on at least 7 or
more of the 13 symptom scales.

To assess emotional well-being, re-
spondents indicated how much of
the time during the past 30 days—all,
most, some, a little, or none of the time—
they felt six positive symptoms of af-
fect. The positive effect symptoms
are (1) cheerful, (2) in good spirits,
(3) extremely happy, (4) calm and
peaceful, (5) satisfied, and (6) full of
life. The internal reliability of the
positive effect scale was .91.% Lastly,

respondents evaluated their life satis-
faction as follows: “rate their life
overall these days” on a scale from 0
to 10, where 0 meant the “worst pos-
sible life overall” and 10 meant “the
best possible life overall.”

The measures of dimensions of
psychological well-being operationali-
ze how much individuals see them-
selves thriving in their personal life.?!
The scales represent distinctive di-
mensions of overall psychological
well-being.? Along with a representa-
tive item in parenthesis, the scales of
psychological well-being are as fol-
lows: Self-Acceptance (I like most
parts of my personality), Positive Re-
lations with Others (Maintaining
close relationships has been difficult
and frustrating for me), Personal
Growth (For me, life has been a con-
tinual process of learning, changing,
and growth), Purpose in Life (I
sometimes feel as if ['ve done all
there is to do in life), Environmental
Mastery (I am good at managing the
responsibilities of daily life), and Au-
tonomy (I tend to be influenced by
people with strong opinions).

Each scale consisted of three items
with a relative balance of positive
and negative items self-administered
using the questionnaire. On a scale
from 1 to 7 (with 4 as a middle cate-
gory of neither agree or disagree),
respondents indicated whether they
agreed or disagreed strongly, moder-
ately, or slightly that an item de-
scribed how they functioned (i.e.,
thought or felt). Negative items were
reverse-coded. The three-item scales
exhibit modest internal consistency
(i.e., around .50),%” and the internal
consistency of the combined 18 items
is .81.

The measures of dimensions of so-
cial well-being operationalize how
much individuals see themselves
thriving in their social life.?® The so-
cial well-being scales, along with a
representative itern in parenthesis,
are as follows: Social-Acceptance
(People do not care about other peo-
ples’ problems), Social Actualization
(Society isn’t improving for people
like me), Social Contribution (My
daily activities do not create anything
worthwhile for my community), So-
cial Coherence (I cannot make sense
of what's going on in the world), and
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Table 1

Bivariate Association of Complete Physical Health and Mental Health, 1995, Ages 25 to 74
(Sample Weighted; Percent Shown is Percentage of Total)*

Poor Objective Good Objective Good Objective

Poor Objective and but Good but Poor and Good

Poor Subijective Subjective Subjective Subjective

Physical Health  Physical Health Physical Health Physical Health Total
Two or three mental ilinesses and languishingt 60 2.0% 30.1% 9 0.3% 10.01% 73 24%
One mental iliness and languishing 8227% 15 0.5% 10 0.3% 401% 111 3.7%
Two or three mental illnessest 57 1.9% 12 0.4% 6 0.2% 50.2% 80 2.6%
One mental iliness 163 5.4% 42 1.4% 47 1.6% 42 1.4% 294 9.7%
{anguishing only 205 6.8% 38 1.3% 47 1.6% 34 1.1% 324 10.7%
Moderately mentally healthy 686 22.7% 274 91% 301 10.0% 360 11.9% 1621 53.7%
Flourishing 118 3.9% 104 3.4% 82 2.7% 21471% 518 17.1%
Total 1371 45.4% 488 16.2% 502 16.6% 660 21.8% 3021

t Less than 1% of the sample had all three mental illnesses and was therefore combined with that portion of the same that had at least two

mental illnesses over the past year.
* 2,5 = 331.8, p < 0.001 (iwo-tailed).

Social Integration (I feel close to oth-
er people in my community).

Each scale consisted of three items
with a relative balance of positive
and negative items and was self-ad-
ministered. On a scale from 1 to 7
(with 4 as a middle category of nei-
ther agree or disagree), respondents
indicated whether they agreed or dis-
agreed strongly, moderately, or slight-
ly that an item described how they
functioned (i.e., thought or felt).
Negative items were reverse-coded.
The three-item scales have shown
modest to excellent internal consis-
tency,?* and the internal consistency
of the scale with all items combined
is .81.

Sociodemographic Variables. Chrono-
logical age was coded into five dum-
my variables reflecting age cohorts—
ages 25-34, 35-44, 45-54, 55~64, and
65-74. Gender was a dichotomous
variable. Race was coded into the cat-
egories of Caucasian, African-Ameri-
can, and all others combined (i.e.,
Native American, Aleutian Islander
or Eskimo, Asian or Pacific Islander,
Multiracial, and Other Race). Marital
status was coded as currently married
{or cohabiting), never married, wid-
owed, separated, and divorced (wid-
owed, separated, and divorced were
combined into “previously married”
for the multivariate analysis). Educa-
tion, measured as the highest grade
or year of schooling completed at
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the time of the interview, was coded
into the following dummy variables:
11 or fewer years, high school or
equivalent (General Equivalency Di-
ploma {GED1}), 13-15 years (some
college), college graduate, and 17 or
more years (advanced degree). In-
come was measured as the total
household income from oneself,
spouse, and from other sources (e.g.,
stocks). Income was recoded into the
following dummy variables: less than
$15,000, $15,000-%$24,999, 25,000~
$34,999, $35,000-$44,999, $45,000-
$64,999, $65,000-$84,999, $85,000-
$104,999, and $105,000-$300,000 (all
respondents with income over
$300,000 were top coded to 300,000).

Analysis

The research questions for this
study were answered using bivariate
and multivariate techniques. Cross-
tabulations and appropriate chi-
square statistics were used to describe
the overall prevalence of complete
health across the population and to
test if complete health was unequally
distributed in the population. All
these descriptive analyses used
weighted data to generate population
estimates. Because some of the de-
mographic indicators used in this
study (e.g., marital status, education,
and income) are frequently con-
founded with others (e.g., age, gen-
der, race/ethnicity), this study also
employed multinomial logistic regres-

sion to further examine the distribu-
tion of complete health within the
population. Because the conclusions
of the multivariate analyses were un-
changed by sample weighting, un-
weighted results are presented.?

RESULTS

Table 1 presents the cross-tabula-
tion of complete physical and com-
plete mental health (x%, = 331.8, p
< .001.). Given evidence showing
that individuals with moderate men-
tal health and those who are flourish-
ing exhibit comparable emotional
and psychosocial profiles,'® we com-
bined these groups; thus, just over
70% of adults were completely men-
tally healthy. About 22% of adults
were completely physicaily healthy.
Another 33% of individuals were
partly physically healthy, 16% report
ing poor objective physical health
but perceiving their health as good
and 17% having good objective phys-
ical health but perceiving their
health as poor. Consistent with the
documented linkages between physi-
cal and mental illness,?®-* adults who
had more complete mental illness
were more likely to report more
complete physical illness. Conversely,
adults who were completely mentally
healthy were more likely to also have
complete physical health.

Table 2 contains the point preva-
lence of the various states of com-




Unadjusted Prevalence of Complete Health by Sociodemographic Characteristics (Sample Weighted)

Table 2

Partly Partly
Physically Physically Physically Physically
Healthy, Unhealthy, Healthy, Healthy,
Completely Mentally Mentally Mentally Mentally Completely
Unhealthy Unhealthy Healthy Unhealthy Healthy Healthy
567 18.8% 85 2.8% 804 26.6% 228 7.6% 761 25.2% 574 19.0% X2

Gender 57.3"
Females 373 21.9% 51 3.0% 471 27.6% 148 8.7% 396 23.2% 267 15.7%

Males 193 14.7% 34 2.6% 332 25.3% 816.2% 364 27.8% 306 23.4%

Age 163.6"
25t0 34 136 17.4% 27 3.5% 158 20.2% 78 10.0% 206 26.4% 176 22.5%

3510 44 182 22.0% 35 4.2% 163 19.7% 79 9.5% 198 23.9% 172 20.7%
4510 54 108 18.8% 16 2.8% 159 27.7% 48 8.4% 136 23.7% 107 18.6%
55to 64 78 17.1% 7 1.5% 161 35.2% 17 3.7% 126 27.6% 68 14.9%
6510 74 58 16.4% 0 0.0% 157 44.5% 72.0% 87 24.6% 44 12.5%

Race 12.3
Caucasian 472 19.0% 67 2.7% 640 25.8% 198 8.0% 631 25.4% 473 19.1%
African-American 54 16.3% 9 2.7% 106 31.9% 16 4.8% 85 25.6% 62 18.7%

Othert 40 19.5% 9 4.4% 57 27.8% 157.3% 45 22.0% 39 19.0%

Marital status 60.9"
Married 338 16.4% 50 2.4% 587 28.5% 133 6.5% 553 26.9% 397 19.3%

Previously married 159 25.7% 20 3.2% 138 22.3% 70 11.3% 128 20.7% 103 16.7%
Never married 70 20.4% 15 4.4% 79 23.0% 26 7.6% 80 23.3% 73 21.3%

Education 91.6"
Less than 12 years 102 25.8% 12 3.0% 123 31.1% 27 6.8% 83 21.0% 48 12.2%

12 years or GED 233 20.1% 34 2.9% 326 28.2% 92 8.0% 280 24.2% 192 16.6%
13 to 15 years 158 20.5% 19 2.5% 183 23.8% 65 8.5% 186 24.2% 158 20.5%
College graduate, 16 years 44 10.7% 112.7% 98 23.8% 30 7.3% 128 31.1% 101 24.5%
17 or more years 29 10.2% 10 3.5% 75 26.3% 13 4.6% 83 29.1% 75 26.3%

Income 122.6"
Less than $15,000 195 24.9% 20 2.6% 239 30.6% 47 6.0% 170 21.7% 111 14.2%
$15,000 to $24,999 64 18.2% 14 4.0% 108 30.7% 329.1% 87 24.7% 47 13.4%
$25,000 to $34,999 75 18.2% 10 2.4% 100 24.3% 44 10.7% 104 25.2% 79 19.2%
$35,000 to $44,999 61 14.7% 12 2.9% 120 29.0% 37 8.9% 113 27.3% 7117.1%
$45,000 to $64,999 84 15.4% 19 3.5% 129 23.6% 34 6.2% 156 28.6% 124 22.7%
$65,000 to $84,999 28 14.1% 525% 42 21.2% 11 5.6% 56 28.3% 56 28.3%
$85,000 to $104,999 16 11.3% 32.1% 38 26.8% 8 5.6% 38 26.8% 39 27.5%
$105,000 to $300,000 19 10.9% 21.1% 35 20.1% 11 6.3% 58 33.3% 49 28.2%

1 Includes Native American Indian, Asian American, Pacific Islander; all were combined because of low cell sizes.

*p < 0.001 (two-tailed).

plete health, and the bivariate associ-
ations of the complete health catego-
ries by the sociodemographic vari-
ables. Only 19% of the sample fit the
criteria for complete health, and an-
other 18.8% were completely un-
healthy. The majority of adults, i.e.,
62.2%, had a type of incomplete
health. A small portion of adults with
incomplete health is physically
healthy (or partly physically healthy)
but mentally unhealthy. Rather, most
adults with incomplete health are

physically unhealthy (or partly physi-
cally healthy, i.e., with good objective
but poor subjective health or good
subjective but poor objective physical
health) but are also mentally healthy.
(Note: Physical health could not be
computed for 14 respondents be-
cause of missing data. These individ-
uals, 12 of whom had high levels of
mental health and two had poor
mental health, were coded as 0 on
physical health.)

Each of the demographic variables

considered in this study was reliably
associated with relative health status,
Consideration of Table 2 suggests
that males, vounger adults, more ed-
ucated people, and wealthier individ-
uals are disproportionately represent-
ed among the completely healthy.
Males, married people, more educat-
ed individuals, and wealthier individ-
uals are disproportionately represent-
ed among adults who are partly phys
ically healthy and mentally healthy.
Females, vounger adults between 35
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and 44 years old, previously married
(i.e., divorced and separated) per-
sons, less educated people, and less
wealthy individuals were overrepre-
sented among aduits who were com-
pletely unhealthy. Individuals who
were physically healthy (or partly
physically healthy) but mentally un-
healthy were likely to be younger. In-
dividuals who were physically un-
healthy but mentally healthy were
likely to be older and married, and
were either very educated (i.e., had
17 or more years of education) or
had 12 or fewer years of education.

Table 3 contains the results of the
multivariate, multinomial logistic re-
gression models reporting sociodemo-
graphic differences in each of the
health states in contrast to complete
illkhealth (i.e., the reference category
for the outcome). Results in the first
column of Table 3 compare individu-
als who were completely unhealthy
with those who have good physical
health but have poor mental health.
Although estimates suggest that the
odds of being in this category as op-
posed to being in the complete ill-
health category are greater for those
with higher education, these effects
should be interpreted cautiously be-
cause overall occupancy in this catego-
ry is low (2.8% of the population) and
multiple comparisons were made.

The models reported in the sec-
ond and third columns of Table 3
create demographic profiles of indi-
viduals who are characterized as be-
ing in various types of incomplete
health as opposed to those in com-
plete ill-health. Individuals described
in the second column could be re-
ferred to as “resilient” because they
are mentally healthy while being
physically unhealthy. Adults aged 55—
74 and blacks were more likely to be
in the resilient form of incomplete
health than in compiete ill-health
compared with 25- to 34-year-old
adults and whites, respectively. Addi-
tionally, higher levels of education
and household earnings were also as-
sociated with increased odds of being
in this health category as opposed to
complete ill-health, although there is
some evidence of non-inearity. The
odds of being mentally healthy but
physically unhealthy in contrast with
completely unhealthy were lower for

128 American Journa! of Health Promotion

those aged 35-44 and for the never
married in contrast to young adults
and currently married respectively.
The pattern of results differentiat-
ing individuals with partial physical
health (i.e., good objective/poor sub-
jective or poor objective/good sub-
jective) and poor mental health sug-
gests that higher levels of education
and higher levels of household earn-
ings are associated with a greater
likelihood of being in incomplete
health vs. complete ill-health. As
would be expected given the in-
creased prevalence of chronic condi-
tions among elders, adults aged 55—
74 were less likely than those aged
25-34 to be in incomplete health
than in complete ill-health. However,
this pattern of results should be in-
terpreted cautiously because only
7.8% of the population was classified
as being in this category of incom-
plete health, and multiple compari-
sons were made, thereby increasing
the risk of type-2 statistical error.
The demographic predictors of
being in the health category closest
to complete health—partial physical
health with complete mental
health—are described in the fourth
column of Table 3. These results sug-
gest that the odds of being in ‘‘near-
ly complete health” as opposed to
complete ill-health were greater for
adults aged 55-74, men, and blacks
in contrast to 25- to 34-year-olds, fe-
males, and whites, respectively. Addi-
tionally, higher levels of educational
attainment and household earnings
are associated with increased likeli-
hood of being in nearly complete
health vs. complete ill-health. By con-
trast, adults aged 3544 as well as
those who were never married or
previously married were less likely
than those aged 25-34 and the cur-
rently married to be in “nearly com-
plete health™ vs. complete ill-health.
The demographic profile of indi-
viduals with complete health closely
parallel the profile just described for
“nearly complete health.” More spe-
cifically, men, and individuals with
more education and more household
earnings, are more likely to be in
complete health as opposed 1o in-
complete health. Conversely, midlife
adults (i.e., those aged 35-54) and
those who have been previously mar-

ried have lower odds than young
adults and currently married adults,
respectively, of being completely
healthy as opposed to completely un-
healthy.

DISCUSSION

The primary goals of this study
were to operationalize a measure of
complete health reflecting the spirit of
O’Donnell’s and the World Health Or
ganization’s definitions, as well as to
estimate the prevalence of complete
health and examine its descriptive epi-
demiology. Barely 2 in 10 adults could
be characterized as being without infir-
mity and being physically and mentally
well. The prevalence of complete
health was nearly identical to the prev-
alence of complete ill-health, with al-
most 2 in 10 adults having infirmity as
well as absence of physical and mental
well-being. Moreover, about two-thirds
of the sample had incomplete health,
with some infirmity combined with
some degree of physical or mental
well-being.

Consistent with other epidemiologi-
cal studies, the demographic profile of
complete health is characterized by
young men from advantaged socioeco-
nomic groups (in terms of education
and income). Similarly, some aspects
of the demographic profile of the
completely unhealthy group are as ex-
pected: individuals with the lowest lev-
el of education and the lowest level of
earnings are disproportionately charac-
terized by poor physical and mental
health. However, a surprising propor-
tion of younger adults (22.0% of
adults aged 35-44) and females
(21.9%) were also classified as being
completely unhealthy.

In contrast to other studies consis
tently outlining health disparities be-
tween blacks and whites, our analyses
yielded a more complex description
of racial differences in health. Race
did not differentiate complete health
from complete ill-health, but it did
differentiate partly physically healthy
and mentally healthy (nearly com-
plete health) as well as physically un-
healthy but mentally healthy (‘‘resik
ient”) individuals from completely
unhealthy ones. Here, African-Amert-
cans exhibited a health advantage
such that they were more likely to be
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“resilient” or in “nearly complete
health™ as opposed to complete ill-
health than were Caucasians. Al-
though this pattern of findings may
be attributed to a self-selection bias
on the part of the blacks who partici-
pated in the MIDUS, further inquiry
into these effects may yield impor-
tant insights into the modifiable
characteristics that promote resilien-
cy across racial and ethnic lines.

Before discussing the implications
of this study, it is important to ac-
knowledge its limitations. First, the
study was limited to the items available
in the instrument, and our primary
goal was to offer a preliminary rather
than penultimate operationalization of
an elusive concept. Thus, additional
research examining the most appropri-
ate thresholds for characterization is
warranted. Next, it is important to rec-
ognize that the results of this study are
based on self-reported measures, which
are subject to a host of reporting and
recollection biases resulting from indi-
vidual and contextual circumstances
(e.g., individual differences in personal
disposition, and differential access to
resources for diagnosing physical ail-
ments).3!

Further, although gender and race
(ethnicity) are largely exogenous and
causality may be inferred, the pattern
of effects surrounding age, marital
status, education, and income need
to be interpreted with caution be-
cause they are more endogenous with
the health outcomes. The pattern of
findings related to age, for example,
could reflect survivor effects, whereas
the negative associations between
health and marital status, education,
and income may reflect selection as
opposed to causation. These limita-
tions notwithstanding, this study pro-
vides several insights.

Results of this study parallel other
epidemiological studies of health,
thereby raising the fundamental
question, What is the benefit for
public health and health promotion
of shifting from a disease prevention
to a complete health perspective,
which includes disease prevention
and health promotion? First, these
analyses make clear that the absence
of morbidity does not converge with
the presence of well-being within and
across broad domains of health (i.e.,
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physical and mental). One in seven
adults without physical disease or re-
strictions to activities in daily living
report one or more major mental ill-
nesses such as depression, panic at-
tacks, or generalized anxiety disorder,
whereas a substantial majority of indi-
viduals without mental morbidity re-
ported two or more chronic condi-
tions and activity restrictions. To the
extent that health promotion is a
field that is committed to protecting
population health, targeted interven-
tions for physical and mental comor-
bidity appear warranted.

The complete health perspective
can also help to protect population
health by better identifying groups
within types of risk. With regard to risk
of mortality, it seems reasonable to
conclude that the completely un-
healthy population is most in need of
health intervention. With regard to
morbidity, the population with incom-
plete health may be most in need of
prevention. Moreover, another objec-
tive ought to be to maintain or in-
crease the prevalence of complete
health in populations or to prevent
the incidence of either type of incom-
plete health (e.g., good physical but
bad mental health). From these data,
continued intervention with socioeco-
nomically disadvantaged groups is
clearly warranted; however, these data
also suggest that greater attention may
need to be directed toward whites, fe-
males, and adults in midlife because
they are also disproportionately repre-
sented among the completely un-
healthy. Thus, the complete health
perspective provides a tool for identify-
ing necessary interventions for improv-
ing population health and for prioritiz-
ing health promotion and public
health resources.

‘With additional research, the com-
plete health perspective can influ-
ence health promotion practice
through additional research. Compel-
ling research questions can be
formed about individuals in the vari-
ous categories of incomplete health
that inform practice. For example, it
would be helpful to know the behav-
ioral, psychological, and social factors
that facilitate mental health despite
physical limitation. Similarly, what
differentiates the individuals in the
completely healthy group from those

in the physically healthy but mentally
unhealthy group? These factors, as-
suming they are modifiable, could be
targeted for intervention as aging
baby boomers come of age and ac-
quire common age-related conditions
(e.g., arthritis) and related limita-
tions. Conceptually, these types of im-
plications are directly linked to the
second fundamental goal of the
Healthy People 2010 objectives,
namely, enhancing population health
and improving quality of life.

CONCLUSIONS

Using the complete health status
as a genuine and valid marker of
population health, we conclude that
an alarmingly small portion of the
American adult population between
the ages of 25 and 74 as of 1995 was
healthy. Public health and health
promotion are key agents of the
health system, which the World
Health Organization defines to in-
clude ““. . . all activities whose prima-
ry purpose is to promote, restore, or
maintain health” (p. 5). Our find-
ings suggest that the health care sys
tem of the United States is falling far
short of its objective of a healthier
population. In a recent World Health
Report that ranked the health care
systems of 191 nations, the United
States ranked first in per capita
health expenditures. Despite spend-
ing the most on health, the United
States ranked 71st in level of health
and 37th in terms of overall health
system performance. Interestingly,
the United States also ranked 24th 1n
life expectancy, which has been a
leading marker of population
health.? Our findings are therefore
consistent with other evidence of the
deficient accomplishments of the
U.S. health care system.

Population health promotion has
the dual mission of preventing and
reducing rates of disease, and pro-
moting and increasing rates of
health. The complete health perspec
tive provides a way for researchf:’rs
and practitioners to embrace thl.S
dual mission. This perspective high-
lights the limitations of a unidimen-
sional model of health as the ab-
sence of disease and thereby help? to
protect population health by targeting




segments of the population with the
highest levels of physical and mental
comorbidity. Moreover, the complete
health perspective helps to improve
population health by directing atten-
tion to the modifiable factors that
may facilitate well-being regardless of
level of morbidity. By conceptualizing
and operationalizing health across
physical and mental dimensions as
well as dimensions of illness and
health, a more complete understand-
ing of the determinants of health

may be achieved. This schema pro-
vides a more precise view of the prev-
alence, etiology, and prevention op-
portunities for health promotion.

SO WHAT?: Implications for
Health Promotion Practitioners
and Researchers

(I) This study suggests that about
onefifth of the U.S. population
between the ages of 25 and 74 is
completely healthy, whereas a
comparable percentage is com-
pletely unhealthy.

(2) The implications of this study
for practitioners are that efforts to
reduce or prevent ill health may
fot necessarily result in complete
health characterized by the ab-
sence of illness and the presence
of well-being; therefore, efforts
must also be directed toward the
Promotion and/or maintenance of
complete health.

(3) The implications of this study
for researchers are that complete
health can be operationalized in
large-scale surveys, and more ef-
forts should be directed toward re-
nement of its measure and inves-
Ugation of its etiology.
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