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Abstract 

This study examines how healthy living awareness is related to help 
seeking behaviors and metacognitive beliefs about health anxiety. 
The study was conducted with 302 adults aged between 18 and 65 
years. A cross sectional descriptive design was used. Data were 
collected online using a sociodemographic information form, the 
Healthy Living Awareness Scale, the Health Seeking Behavior Scale, 
and the Health Anxiety Metacognition Scale. The data were analyzed 
using descriptive statistics, independent samples t test, one way 
analysis of variance, Pearson correlation analysis, and regression 
analyses. The results showed a positive relationship between healthy 
living awareness and health seeking behavior. A positive relationship 
was also found between healthy living awareness and metacognitive 
beliefs related to health anxiety. Regression analyses showed that 
health seeking behavior and health anxiety metacognition explained 
a substantial part of healthy living awareness. In hierarchical 
regression analysis, these variables remained significant after 
controlling for demographic and lifestyle factors and the explained 
variance increased. The results suggest that healthy living awareness 
is associated with both health-related knowledge and individual 
behavioral and cognitive characteristics. Individuals’ approaches to 
seeking health-related support and their interpretations of health-
related concerns appear to contribute to this awareness. Programs 
designed to support healthy living should address behavioral 
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patterns, cognitive processes, and health education in an integrated 
manner. 

Introduction 

Awareness is recognizing the changes occurring within oneself and one's environment. This enables 
individuals to live their lives more functionally and develop behaviors that support their health and well-
being [1]. In the context of health, awareness facilitates the recognition of health-related needs, 
encourages informed decision-making, and may contribute to the adoption of healthier lifestyle 
behaviors [2]. 

Healthy lifestyle behaviors encompass regular physical activity, balanced nutrition, adequate sleep, 
stress management, and taking responsibility for one's health, which directly affect an individual's health 
and aim to improve quality of life. These behaviors are considered fundamental components of lifestyle, 
shaped by an individual's cultural background, socioeconomic conditions, and personal perceptions 
[3,4]. Healthy living awareness refers to understanding the physical, psychological, and social factors 
that influence health and applying this understanding to everyday health behaviors. Healthy living 
awareness is a critical prerequisite for adopting and maintaining healthy lifestyle behaviors [5]. 

Current data from the World Health Organization highlights the importance of healthy lifestyle 
behaviors for global public health. According to this data, approximately 31% of the adult population 
does not meet the recommended levels of physical activity, and approximately one in eight adults 
worldwide is classified as obese. Furthermore, tobacco use is identified as one of the leading causes of 
preventable diseases and premature death, with more than 7 million deaths attributed to tobacco use 
each year. These findings suggest that healthy lifestyle behaviors contribute to disease prevention and 
improved quality of life [6,7]. 

Healthy lifestyle behaviors and the level of awareness regarding these behaviors also shape how an 
individual will act when faced with a health-related problem. At this point, one of the fundamental 
concepts explaining the approach an individual takes when faced with health problems is health-seeking 
behavior. Health-seeking behavior refers to the process of seeking information from various sources, 
starting from the moment an individual perceives a health problem until they contact a healthcare 
Professional [8]. When individuals encounter a health-related need or problem, they seek out health 
resources and are faced with different options during this process. These options include seeking public 
or private healthcare institutions, utilizing modern medical practices, turning to traditional and 
complementary medicine methods, using medication, or choosing not to use any healthcare services. 
Therefore, health-seeking behavior can be viewed as a process through which individuals choose among 
different options to address their health needs [9].  

Individuals’ interpretations of symptoms and their health beliefs play an important role in shaping 
health-seeking behavior. Individuals may choose different health-seeking pathways when faced with 
similar symptoms; perceptions of the severity of the illness, previous health experiences, cultural values, 
and feedback from the social environment are decisive in these choices. Thus, health-seeking behavior 
reflects both the use of health services and the way individuals interpret health-related information when 
making decisions [10]. During this process, the individual's attitude toward health-related thoughts and 
how they interpret these thoughts come to the fore; this situation necessitates understanding the 
metacognitive beliefs that contribute to the emergence of health anxiety. 

Health anxiety arises when an individual perceives their physical sensations or potential health risks as 
more threatening than they actually are and experiences intense anxiety accompanying this perception 
[11]. According to the metacognitive approach, what is decisive in the persistence of health anxiety is 
not so much the content of health-related thoughts as the meaning that the individual attaches to these 
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thoughts. Within this framework, individuals may believe that their health-related thoughts are 
uncontrollable, that preoccupying themselves with these thoughts serves a necessary or protective 
function, or that these thoughts will lead to harmful mental and physical consequences. Such beliefs 
may increase attention to health-related thoughts, encourage reassurance-seeking or avoidance 
behaviors, and contribute to the persistence of health anxiety [12]. 

In line with metacognitive beliefs, individuals often tend to fight their health-related thoughts or 
constantly monitor them, rather than reducing them. Although these strategies may provide short-term 
relief, they often increase health-related concerns over time [13]. As a result, individuals may become 
more sensitive to bodily sensations and more likely to perceive health-related information as threatening. 
Consequently, metacognitive beliefs may contribute to both the development and maintenance of health 
anxiety [14]. 

Although healthy lifestyle awareness, health-seeking behavior, and health anxiety metacognition have 
each been examined separately in previous studies, research investigating these variables together 
remains limited. In particular, little is known about how health-seeking behavior and metacognitive 
beliefs related to health anxiety are associated with healthy lifestyle awareness. Understanding these 
relationships may provide a more comprehensive perspective on the behavioral and cognitive factors 
that contribute to awareness of healthy living. Therefore, this study aimed to examine the relationships 
between healthy lifestyle awareness, health-seeking behavior, and health anxiety metacognition among 
adults. By investigating these behavioral and cognitive factors together, the study seeks to contribute to 
a more comprehensive understanding of the mechanisms associated with healthy lifestyle awareness. 
Based on the relevant literature, the following hypotheses were proposed: 

H1: There is a positive and significant relationship between healthy living awareness and health-seeking 
behavior. 

H2: There is a positive and significant relationship between healthy living awareness and metacognitive 
beliefs related to health anxiety. 

H3: Health-seeking behavior predicts healthy living awareness at a positive and significant level. 

H4: Metacognitive beliefs about health anxiety predict healthy living awareness at a positive and 
significant level.  

H5: When demographic and lifestyle variables are controlled, health-seeking behavior and metacognitive 
beliefs about health anxiety are independent and strong predictors of healthy living awareness. 

Materials and Methods 

Study design  

After obtaining ethical approval, this cross-sectional descriptive study was conducted to examine the 
associations between healthy lifestyle awareness, health-seeking behavior, and health anxiety 
metacognition. 

Participants and data collection procedure 

The target population of the study consisted of adults residing in Türkiye. A total of 302 participants 
were recruited using a non-probability convenience sampling approach. The survey link was initially 
distributed through the researcher’s personal networks and participants were encouraged to share it with 
other eligible adults. Therefore, participant recruitment was conducted through personal networks using 
an online snowball sampling strategy. Individuals were eligible for inclusion if they were between 18 
and 65 years of age, provided informed consent, and completed all study instruments. Participants 
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younger than 18 years of age, those who did not provide informed consent, and those who submitted 
incomplete questionnaires were excluded from the study. 

Data were collected through an online Google Forms survey conducted in December 2025. Participation 
was voluntary, and all responses were collected anonymously for research purposes only. 

The required sample size was determined based on the findings reported by Mansur and Ülke Şimdi 
(2022) [15], who reported a Pearson correlation coefficient of 0.403 between the relevant study 
variables. This study was selected as a reference because it examined conceptually related health-related 
cognitive and behavioral constructs, including health-seeking behavior and healthy lifestyle-related 
outcomes. In addition, studies examining the exact combination of variables investigated in the present 
study appear to be limited. Using this effect size, a power analysis was performed with a significance 
level of 0.05 and a statistical power of 95% (1−β = 0.95), indicating a minimum sample size of 139 
participants. Power analysis was conducted using G*Power version 3.0.10 (Franz Faul, Universität Kiel, 
Germany). The final sample consisted of 302 participants, exceeding the minimum required sample size. 

Data collection tools 

The Sociodemographic Information Form was used to obtain information about participants’ personal 
and health related characteristics. The form included questions on age, gender, marital status, education 
level, occupation, and perceived income. Participants were also asked about their use of health services, 
including the number of doctor visits during the past year, the presence of a chronic disease, and regular 
medication use. Information on lifestyle habits was also collected. Participants reported their exercise 
or sports habits, their attention to healthy living behaviors, and their smoking and alcohol use. The form 
consisted of 12 items in total. These variables were included because of their potential relevance to 
health-seeking behavior and health-related cognitive processes. 

Healthy living awareness was measured using the Healthy Living Awareness Scale developed by Özer 
& Yılmaz (2020) [2]. The scale includes 15 items grouped under four dimensions. These dimensions 
are change, socialization, responsibility, and nutrition. Responses are given on a five point Likert scale. 
Higher total scores indicate a higher level of healthy living awareness. The original study reported good 
internal consistency for the scale, with a Cronbach’s alpha value of 0.813. In the current study, the 
Cronbach’s alpha coefficient was 0.791. 

Health seeking behavior was assessed using the Health Search Behavior Scale developed by Kıraç & 
Öztürk (2021) [10]. The scale consists of 12 items and includes three dimensions. These dimensions 
reflect online, professional, and traditional health search behaviors. Items are rated on a five point Likert 
scale. Higher scores indicate more frequent and diverse health seeking behavior. In the scale 
development study, the overall Cronbach’s alpha coefficient was reported as 0.755. In the current study, 
the Cronbach’s alpha coefficient was 0.861. 

Health related metacognitive beliefs were assessed using the Health Anxiety Metacognition Scale 
developed by Kıran & Yılmaz (2024) [12]. The scale consists of 13 items and three dimensions. These 
dimensions focus on beliefs about thoughts causing illness, biased thinking, and uncontrollable thoughts. 
Items are scored on a four point Likert scale. Higher scores indicate stronger metacognitive beliefs 
related to health anxiety. The original validation study reported an acceptable level of internal 
consistency, with a Cronbach’s alpha value of 0.79. In the current study, the Cronbach’s alpha 
coefficient was 0.874. 

Data analysis 

All statistical analyses were conducted using IBM SPSS Statistics version 26.0. Prior to the main 
analyses, the distributional properties of continuous variables were examined. Skewness and kurtosis 
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values were found to fall within acceptable ranges, indicating that the data met the assumptions required 
for parametric statistical procedures. 

Frequencies, percentages, means, and standard deviations were calculated for participants’ 
sociodemographic characteristics and study variables. Differences in scale scores across 
sociodemographic groups were examined using independent samples t-tests for variables with two 
categories and one-way analysis of variance for variables with three or more categories. When 
statistically significant results were obtained from ANOVA, Tukey's Honestly Significant Difference 
(HSD) post hoc test was performed to identify specific group differences. 

Pearson correlation analysis was used to explore the linear associations between the study variables. 
Multiple linear regression analyses were conducted to determine the predictive effects of the 
independent variables on the dependent variable. Hierarchical regression analysis was also performed 
to examine the additional contribution of psychosocial variables after controlling for demographic and 
lifestyle-related factors. 

Before conducting regression analyses, the assumption of multicollinearity was assessed using tolerance 
and variance inflation factor (VIF) values. All values were within acceptable limits, indicating no 
multicollinearity concerns. A significance level of p<0.05 was applied for all statistical tests. 

This study was approved by the Hatay Mustafa Kemal University Social and Human Sciences Scientific 
Research and Publication Ethics Committee (Meeting No. 14, Decision No. 35, Approval Date: 
December 5, 2025). The study was conducted in accordance with the principles of the Declaration of 
Helsinki, and informed consent was obtained from all participants. 

Results 

This section presents results regarding the demographic characteristics and descriptive qualities of the 
individuals participating in the study.  

Table 1. Descriptive data on the sociodemographic characteristics of the research group. 

Socio-Demographic 
Characteristics Categories n % 

Age 

18–33 years 141 46.7 

34–49 years 97 32.1 

50–65 years 64 21.1 

Gender 
Female 188 62.3 

Male 114 37.7 

Marital Status 
Married 185 61.3 

Single 117 38.7 

Educational Status 

Primary education 45 14.9 

Secondary education 86 28.5 

High school 80 26.5 

University 91 30.1 

Participation in the Active 
Workforce 

Employed 133 44.0 

Unemployed 169 56.0 

Income Assessment Poor 40 13.2 
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Socio-Demographic 
Characteristics Categories n % 

Moderate 183 60.6 

Good 79 26.2 

Average Number of Doctor 
Visits in the Last Year 

Less than 3 times 162 53.6 

More than 3 times 140 46.4 

Chronic Disease 
Yes 83 27.5 

No 219 72.5 

Regular Medication Use 
Yes 85 28.1 

No 217 71.9 

Regular Physical Activity 
Yes 89 29.5 

No 213 70.5 

Effort to Maintain a Healthy 
Diet 

Yes 144 47.7 

No 158 52.3 

Smoking/Alcohol Use 
Yes 107 35.4 

No 195 64.6 

Total 302 100 

Note. n = frequency, % = percentage. 

A total of 302 participants were included in the study. Nearly half of the participants (46.7%) were aged 
18–33 years, 62.3% were female, and 61.3% were married. Regarding educational attainment, 30.1% 
held a university degree, followed by 28.5% with secondary education and 26.5% with a high school 
diploma. 44.0% of the participants were currently employed, whereas 56.0% were not employed. The 
majority of participants (60.6%) rated their income as moderate. More than half (53.6%) reported fewer 
than three doctor visits in the past year. Most participants reported no chronic disease (72.5%) and no 
regular medication use (71.9%). In terms of lifestyle behaviors, 70.5% did not engage in regular physical 
activity, 52.3% reported not making an effort to maintain a healthy diet, and 64.6% reported no cigarette 
and/or alcohol use. The descriptive characteristics of the participants are presented in Table 1. 

The normality analysis results of the scales used in the study are presented in Table 2. 

Table 2. Measures of the normality analysis. 

Scales Min-Max Mean ss Skewness Kurtosis 

Healthy Lifestyle Awareness 29-75 59.16   7.09 -0.514   0.941 
Health-Seeking Behavior 21-57 37.47   8.42  0.117 -0.964 

Health Anxiety Metacognition 15-52 36.66   7.54        -0.838      0.116 
Note. Min–Max indicates minimum and maximum scores; Mean indicates the arithmetic mean; SD indicates the standard 
deviation; Skewness indicates the skewness coefficient; and Kurtosis indicates the kurtosis coefficient. 

The assumption of normality was evaluated based on skewness and kurtosis coefficients. In this context, 
values within the range of ±1.5 were considered acceptable for normality. As shown in Table 2, the 
skewness and kurtosis values of the Healthy Lifestyle Awareness, Health-Seeking Behavior, and Health 
Anxiety Metacognition scales all fall within the ±1.5 threshold. Accordingly, all scales used in the study 
were deemed to meet the assumption of normality and the use of parametric tests was considered 
appropriate for the analyses. 
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Table 3. t-test and ANOVA results for the Healthy Lifestyle Awareness Scale by sociodemographic 
characteristics. 

Socio-Demographic 
Characteristics Categories n Mean ss t/F 

value P value 
Effect 
Size 

(η²/d) 

Age 

18–33 years1 141 58.16 7.43 

3.134 
0.045* 

3>1 
0.021 34–49 years2 97 59.60 7.20 

50–65 years3 64 60.70 5.80 

Gender 
Female1 188 59.80 6.78 

2.009 
0.045* 

1>2 
0.240 

Male2 114 58.11 7.48 

Marital Status 
Married1 185 59.94 6.80 

2.416 
0.016* 

1>2 
0.286 

Single2 117 57.93 7.40 

Educational Status 

Primary education1 45 61.18 6.19 

1.790 0.149 0.018 
Secondary education2 86 59.08 7.24 

High school3 80 59.21 7.24 

University4 91 58.20 7.13 

Participation in the 
Active Workforce 

Employed1 133 59.75 6.82 
 1.283 0.201 0.148 

Unemployed2 169 58.70 7.29 

Income Assessment 

Poor1 40 60.20 7.11 

3.932 
0.021* 

3>2 
0.026 Moderate2 183 58.26 7.52 

Good3 79 60.73 5.64 

Average Number of 
Doctor Visits in the 

Last Year 

Less than 3 times1 162 59.22 7.20 
0.142 0.382 0.017 

More than 3 times2 140 59.10 6.99 

Chronic Disease 
Yes1 83 59.49 6.64 

0.500 0.618 0.063 
No2 219 59.04 7.26 

Regular Medication 
Use 

Yes1 85 59.34 6.24 
0.274 0.784 0.036 

No2 217 59.09 7.41 

Regular Physical 
Activity 

Yes1 89 59.84 6.61 
1.121 0.061 0.135 

No2 213 58.88 7.28 

Effort to Maintain a 
Healthy Diet 

Yes1 144 60.57 6.43 
3.368 

0.001* 
1>2 

0.386 
No2 158 57.88 7.43 

Smoking/Alcohol Use 
Yes1 107 57.93 7.47 

-2.260 
0.025* 

2>1 
0.271 

No2 195 59.84 6.80 

*p<0.05       

Note. Mean = mean; SD = standard deviation; t = independent samples t-test; F = one-way analysis of variance (ANOVA); p 
= significance level. p<0.05. Post hoc comparisons were performed using Tukey's HSD test. 

As presented in Table 3, Healthy Lifestyle Awareness scores differed significantly according to age, 
gender, marital status, income level, healthy diet efforts, and cigarette/alcohol use (p<0.05). Higher 
scores were observed among participants aged 50–65 years, women, married individuals, those reporting 
good income, those making an effort to maintain a healthy diet, and those who did not use cigarettes or 
alcohol. No significant differences were found for the remaining variables (p>0.05).  
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Table 4. t-test and ANOVA results for the Health-Seeking Behavior Scale by sociodemographic characteristics. 

Socio-Demographic 
Characteristics Categories n Mean ss t/F 

value P value 
Effect 
Size 

(η²/d) 

Age 

18–33 years1 141 36.81 8.44 

1.025 0.360 0.007 34–49 years2 97 37.70 8.64 

50–65 years3 64 38.58 8.02 

Gender 
Female1 188 38.93 8.46 

3.964 
0.000* 

1>2 
0.476 

Male2 114 35.06 7.81 

Marital Status 
Married1 185 37.69 8.69 

0.561 0.576 0.066 
Single2 117 37.13 8.00 

Educational Status 

Primary education1 45 39.11 8.01 

1.887 0.132 0.019 
Secondary education2 86 38.50 8.14 

High school3 80 36.06 8.90 

University4 91 36.92 8.32 

Participation in the 
Active Workforce 

Employed1 133 35.96 8.03 
-2.791 

0.006* 
2>1 

0.320 
Unemployed2 169 38.66 8.55 

Income Assessment 

Poor1 40 39.90 7.70 

2.988 
0.042 

1>3 
0.020 Moderate2 183 37.59 8.35 

Good3 79 35.96 8.70 

Average Number of 
Doctor Visits in the 

Last Year 

Less than 3 times1 162 36.28 8.48 
-2.673 

0.008* 
2>1 

0.307 
More than 3 times2 140 38.85 8.16 

Chronic Disease 
Yes1 83 38.19 8.19 

0.918 0.360 0.117 
No2 219 37.20 8.511 

Regular Medication 
Use 

Yes1 85 38.38 8.18 
1.171 0.243 0.151 

No2 217 37.12 8.50 

Regular Physical 
Activity 

Yes1 89 35.83 8.98 
-2.199 

0.029* 

2>1 
0.279 

No2 213 38.15 8.10 

Effort to Maintain a 
Healthy Diet 

Yes1 144 35.83 8.98 
-2.108 

0.037* 
2>1 

0.279 
No2 158 38.15 8.10 

Smoking/Alcohol Use 
Yes1 107 35.89 7.81 

-2.438 
0.015* 

2>1 
0.066 

No2 195 38.34 8.63 

*p<0.05       

Note. Mean = mean; SD = standard deviation; t = independent samples t-test; F = one-way analysis of variance (ANOVA); p 
= significance level. p<0.05. Post hoc comparisons were performed using Tukey's HSD test. 

An examination of Table 4 shows that Health-Seeking Behavior scores differed significantly according 
to gender, participation in the active workforce, income assessment, frequency of doctor visits in the 
past year, regular physical activity, effort to maintain a healthy lifestyle/diet, and cigarette/alcohol use 
(p<0.05). Accordingly, women, unemployed individuals, those who rated their income as poor, those 
who reported more than three doctor visits in the past year, those who did not engage in regular physical 
activity, those who did not make an effort to maintain a healthy diet, and those who did not use cigarettes 
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and/or alcohol had higher Health-Seeking Behavior scores. No statistically significant differences were 
found between groups for the remaining study variables (p>0.05).  

Table 5. t-test and ANOVA results for the Health Anxiety Metacognition Scale by sociodemographic 
characteristics. 

Socio-Demographic 
Characteristics Categories n Mean ss t/F 

value P value 
Effect 
Size 

(η²/d) 

Age 

18–33 years1 141 35 8.32 

9.138 
0.000* 

3>1 
0.058 34–49 years2 97 37.08 6.96 

50–65 years3 64 39.67 5.29 

Gender 
Female1 188 36.51 7.62 

-0.438 0.662 0.052 
Male2 114 36.90 7.42 

Marital Status 
Married1 185 37.89 6.40 

3.405 
0.001* 

1>2 
0.426 

Single2 117 34.71 8.73 

Educational Status 

Primary education1 45 41.13 5.02 

13.466 
0.000* 

1, 2, 3 > 
4 

0.119 
Secondary education2 86 37.29 6.30 

High school3 80 37.36 5.91 

University4 91 33.23 9.32 

Participation in the 
Active Workforce 

Employed1 133 37.12 6.50 
-0.464 0.644 0.112 

Unemployed2 169 37.81 5.77 

Income Assessment 

Poor1 40 37.03 8.78 

7.043 
0.001* 

3>2 
0.045 Moderate2 183 35.48 7.86 

Good3 79 39.20 5.16 

Average Number of 
Doctor Visits in the 

Last Year 

Less than 3 times1 162 36.38 7.84 
-0.699 0.485 0.001 

More than 3 times2 140 36.39 7.19 

Chronic Disease 
Yes1 83 38.29 6.29 

2.577 
0.011* 

1>2 
0.303 

No2 219 36.04 7.89 

Regular Medication 
Use 

Yes1 85 38.13 6.47 
2.321 

0.021* 

1>2 
0.276 

No2 217 36.08 7.86 

Regular Physical 
Activity 

Yes1 89 37.13 7.82 
0.708 0.479 0.091 

No2 213 36.46 7.43 

Effort to Maintain a 
Healthy Diet 

Yes1 144 36.90 7.31 
0.520 0.603 0.061 

No2 158 36.44 7.75 

Smoking/Alcohol Use 
Yes1 107 36.77 7.10 

0.183 0.885 0.023 
No2 195 36.60 7.79 

*p<0.05       

Note. Mean = mean; SD = standard deviation; t = independent samples t-test; F = one-way analysis of variance (ANOVA); p 
= significance level. p<0.05. Post hoc comparisons were performed using Tukey's HSD test. 
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An examination of Table 5 indicates that Health Anxiety Metacognition scores differed significantly 
according to age, marital status, educational level, income assessment, chronic disease status, and 
regular medication use (p<0.05). Higher scores were observed among participants aged 50–65 years, 
married individuals, those with primary education, those reporting good income, participants with a 
chronic disease, and those who regularly used medication. No statistically significant differences were 
found according to gender, participation in the active workforce, frequency of doctor visits in the past 
year, regular physical activity, effort to maintain a healthy diet, or cigarette/alcohol use (p>0.05).  

Table 6. Pearson correlations among variables. 

Variables 1 2 3 
1. Healthy Lifestyle Awareness 1   
2. Health-Seeking Behavior 0.418** 1  
3. Health Anxiety Metacognition 0.301** -0.086 1 

Note. Values represent Pearson correlation coefficients. Analyses were conducted using two-tailed tests. p<0.01. 

The results of the Pearson correlation analysis are presented in Table 6. The results indicated a positive, 
moderate, and statistically significant relationship between Healthy Lifestyle Awareness and Health-
Seeking Behavior (r = 0.418, p<0.01). In addition, a positive and statistically significant relationship 
was observed between Healthy Lifestyle Awareness and Health Anxiety Metacognition (r = 0.301, 
p<0.01). In contrast, the relationship between Health-Seeking Behavior and Health Anxiety 
Metacognition was not statistically significant (p>0.05). Overall, these results suggest that Healthy 
Lifestyle Awareness is associated with both behavioral and cognitive variables, whereas the 
interrelationship between these variables themselves appears to be limited. 

Table 7. Multiple linear regression results predicting Healthy Lifestyle Awareness. 

Variables B SE β t p Tolerance VIF 

Constant 33.345 2.409  13.841 <0.001   

Health-Seeking 
Behavior 0.377 0.041 0.447 9.137 <0.001 0.993 1.007 

Health Anxiety 
Metacognition 0.319 0.046 0.339 6.933 <0.001 0.993 1.007 

Note. B indicates the unstandardized regression coefficient; SE indicates the standard error; β indicates the standardized 
regression coefficient; t indicates the test statistic; and p indicates the significance level. Tolerance and VIF values are reported 
to assess the assumption of multicollinearity. 

A multiple linear regression analysis using the enter method was conducted to determine which variables 
predict Healthy Lifestyle Awareness, and the results are presented in Table 7. The regression model was 
found to be statistically significant (F(2, 299) = 60.765, p<0.001). Health-Seeking Behavior and Health 
Anxiety Metacognition explained 28.9% of the variance in Healthy Lifestyle Awareness (R² = 0.289). 

Health-Seeking Behavior was a positive and significant predictor of Healthy Lifestyle Awareness (β = 
0.447, p<0.001). Similarly, Health Anxiety Metacognition was also found to be a positive and 
statistically significant predictor of Healthy Lifestyle Awareness (β = 0.339, p<0.001). A comparison of 
the coefficients revealed that the effect of Health-Seeking Behavior on Healthy Lifestyle Awareness 
was stronger than that of Health Anxiety Metacognition. 

Both variables remained significant after being entered into the model simultaneously, suggesting 
independent contributions to Healthy Lifestyle Awareness. In addition, no evidence of multicollinearity 
was detected in the regression analysis (VIF < 5). Based on the regression model, Healthy Lifestyle 
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Awareness scores can be expressed by the following linear equation: 
Healthy Lifestyle Awareness = 33.345 + 0.377 × Health-Seeking Behavior + 0.319 × Health Anxiety 
Metacognition. 

Table 8. Hierarchical regression analysis of factors associated with Healthy Lifestyle Awareness. 

Variables B SE β t p Tolerance VIF 

Model 1        

Constant 56.583 2.350 — 24.077 <0.001 — — 

Age 1.598 0.551 0.177 2.900 0.004 0.863 1.159 

Regular Physical 
Activity -1.588 0.971 -0.102 -1.637 0.103 0.821 1.218 

Cigarette/Alcohol Use 1.519 0.865 0.103 1.756 0.080 0.939 1.065 

Model 2        

Constant 35.125 2.979 — 11.790 <0.001 — — 

Age 0.652 0.491 0.072 1.329 0.185 0.795 1.257 

Regular Physical 
Activity -1.898 0.846 -0.122 -2.243 0.026 0.790 1.266 

Cigarette/Alcohol Use 0.614 0.751 0.041 0.817 0.414 0.911 1.098 

Health-Seeking 
Behavior 0.378 0.042 0.449 9.026 <0.001 0.947 1.056 

Health Anxiety 
Metacognition 0.299 0.048 0.318 6.276 <0.001 0.915 1.093 

Note. Dependent variable = Healthy Lifestyle Awareness. Model 1 included age, regular physical activity, and 
cigarette/alcohol use. Model 2 additionally included Health-Seeking Behavior and Health Anxiety Metacognition. Model 1: 
F(3,298) = 4.667, p=0.003, R² =0.045, Adjusted R² =0. 035. Model 2: F(5,296) = 26.161, p<0.001, R² = 0.306, Adjusted R² 
=0.295, ΔR² =0 .261. 

The results of the hierarchical regression analysis conducted to identify the predictors of Healthy 
Lifestyle Awareness are presented in Table 8. In the first step of the analysis, age, regular physical 
activity, and cigarette/alcohol use were entered into the model to control for the effects of basic 
demographic and lifestyle variables considered to be most closely related to Healthy Lifestyle 
Awareness. This model was found to be statistically significant (R² = 0.045, F(3, 298) = 4.667, p=0.003), 
explaining 4.5% of the total variance in Healthy Lifestyle Awareness. 

In the second step, the inclusion of Health-Seeking Behavior and Health Anxiety Metacognition resulted 
in a significant increase in the explanatory power of the model (ΔR² = 0.261, F change(2, 296) = 55.827, 
p<0.001). In the final model, the total proportion of explained variance increased to 30.6% (R² = 0.306). 
This result indicates that Health-Seeking Behavior and Health Anxiety Metacognition explain Healthy 
Lifestyle Awareness beyond demographic and lifestyle factors. 

An examination of the standardized regression coefficients for Model 2 revealed that Health-Seeking 
Behavior showed the strongest association with Healthy Lifestyle Awareness (β = 0.449, p<0.001), 
while Health Anxiety Metacognition was also positively and significantly associated with Healthy 
Lifestyle Awareness (β = 0.318, p<0.001). Both variables remained significantly associated with 
Healthy Lifestyle Awareness after controlling for demographic and lifestyle factors. In addition, the 
results indicated no evidence of multicollinearity among the variables (VIF < 5). 
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Discussion 

In this study, it was found that levels of healthy lifestyle awareness, health-seeking behavior, and health 
anxiety metacognition differed according to various sociodemographic and lifestyle variables, and that 
significant relationships were identified between healthy lifestyle awareness and both health-seeking 
behavior and health anxiety metacognition. Correlation, multiple regression, and hierarchical regression 
analyses generally supported the proposed hypotheses. These results suggest that healthy lifestyle 
awareness is influenced by both behavioral and cognitive factors. 

The mean Healthy Lifestyle Awareness score was relatively high. This result suggests that participants 
possess a certain degree of sensitivity toward healthy living, while also indicating that this awareness 
does not exhibit a homogeneous structure. Differences according to age, gender, income, diet, and 
cigarette/alcohol use suggest that awareness is influenced by daily habits and living conditions as well 
as knowledge [16–18]. 

Healthy lifestyle awareness was higher among women, older adults, and participants with good income 
levels. Greater life experience, more frequent contact with health services, and better access to health-
promoting resources may help explain this finding. The literature indicates that women are more willing 
to adopt and maintain preventive health behaviors, and that health-related awareness tends to increase 
with advancing age; however, age alone is not considered a determining factor [17–19]. Similarly, 
previous studies have shown that socioeconomic status is a determining factor in health awareness and 
health-promoting behaviors [16]. 

In terms of lifestyle variables, the result that healthy lifestyle awareness was higher among individuals 
who made an effort to maintain a healthy diet and who did not use cigarettes and/or alcohol is an 
expected result. This result indicates that healthy lifestyle awareness extends beyond a cognitive 
construct and is closely related to the translation of awareness into behavior. Indeed, the literature reports 
that unhealthy habits may coexist with lower levels of health awareness [20]. 

The study found that levels of Health-Seeking Behavior differed significantly according to gender, 
employment status, income assessment, frequency of doctor visits in the past year, and lifestyle 
variables. These findings suggest that health-seeking behavior is associated with health awareness, 
perceived risk, uncertainty, and socioeconomic conditions [21, 22]. Higher levels of health seeking 
behavior were observed among individuals who were unemployed. Similar patterns were found among 
those who perceived their income as insufficient. Health seeking behavior was also more frequent in 
individuals with unhealthy lifestyle habits. These results suggest that health seeking behavior does not 
always function as a preventive behavior. In some cases, it may reflect a reactive coping response driven 
by the need for reassurance [23–25]. 

Health Anxiety Metacognition levels differed according to age, marital status, educational level, income 
assessment, chronic disease status, and regular medication use. Higher levels were observed among 
participants aged 50–65 years, married individuals, those with primary, secondary, or high school 
education compared with university graduates, those reporting good income, individuals with a chronic 
disease, and those who regularly used medication. These findings suggest that health-related 
metacognitive processes may be shaped by both personal health experiences and social circumstances 
[26]. The higher levels of health anxiety metacognition observed among older adults may be associated 
with increased attention to bodily sensations and health-related concerns [27,28]. Higher Health Anxiety 
Metacognition scores among individuals with chronic diseases and those who regularly used medication 
may be related to their ongoing engagement with health-related concerns [12,29]. Participants with 
lower educational attainment reported higher levels of Health Anxiety Metacognition. This finding 
suggests that Health Anxiety Metacognition may vary across educational groups [30]. 
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No statistically significant relationship was identified between Health-Seeking Behavior and Health 
Anxiety Metacognition. This finding suggests that health-seeking behavior may be influenced by factors 
other than health-related metacognitive beliefs, including socioeconomic characteristics, health status, 
and healthcare-related experiences, as reported in previous studies [15,21]. 

On the other hand, a positive relationship was identified between Healthy Lifestyle Awareness and 
Health Anxiety Metacognition. This finding suggests that awareness of health-related issues may coexist 
with increased attention to health-related thoughts and concerns. Therefore, health awareness may not 
always function solely as a protective characteristic. In some individuals, greater awareness may be 
accompanied by heightened cognitive sensitivity to health-related information [26,31,32]. 

Finally, the multiple and hierarchical regression analyses demonstrated that health-seeking behavior and 
health anxiety metacognition were significant and independent predictors of healthy lifestyle awareness. 
Health-seeking behavior emerged as the strongest predictor. These findings indicate that healthy 
lifestyle awareness is influenced by both behavioral and cognitive factors and highlight the importance 
of considering these factors together when promoting healthy living [33,34]. 

Limitations 

Several limitations should be acknowledged when interpreting the findings of this study. First, the cross-
sectional nature of the research does not permit conclusions regarding causality or the temporal ordering 
of the observed relationships. Although significant associations were identified, it remains unclear 
whether health-seeking behavior and health anxiety metacognition contribute to healthy lifestyle 
awareness or whether individuals with greater awareness are more likely to exhibit these characteristics. 

Second, the study relied on an online convenience sample consisting of volunteers. As participation 
required internet access and willingness to complete an online questionnaire, individuals with lower 
digital engagement may have been underrepresented. Furthermore, women constituted a larger 
proportion of the sample, which may limit the generalizability of the findings to populations with 
different demographic characteristics. 

Third, all study variables were assessed using self-report instruments. Such measures are inherently 
subject to response-related biases, including social desirability, recall bias, and common method 
variance. Consequently, the observed relationships may partially reflect shared measurement 
characteristics rather than exclusively representing the underlying constructs. 

Finally, the present study examined direct relationships among healthy lifestyle awareness, health-
seeking behavior, and health anxiety metacognition. Other psychological, social, and contextual factors 
that may mediate or moderate these associations were not investigated.  

Conclusion  

This study shows that healthy lifestyle awareness is not limited to individual knowledge and attitudes. 
It reflects a broader and more complex structure. Health seeking behavior plays an important role in this 
process. Metacognitive processes related to health anxiety also contribute to the development of healthy 
lifestyle awareness. The results indicate that healthy lifestyle awareness emerges through the interaction 
of both behavioral components, such as engagement with health services, and cognitive/metacognitive 
components. Awareness appears to be shaped by individuals’ engagement with health services and 
health-related information. Conversely, the associations identified with metacognitive beliefs related to 
health anxiety indicate that awareness may not always be functional or protective in nature. 

These results suggest that interventions aimed at promoting healthy living should not be limited to 
information-based approaches alone. From the perspective of health managers, health service utilization 
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should be evaluated together with the motivations and cognitive processes that shape help-seeking 
behaviors. In particular, strengthening counseling and guidance mechanisms in primary health care 
settings to direct individuals’ health-seeking behaviors toward more functional and preventive patterns 
is recommended. 

In terms of health policy, programs designed to enhance healthy lifestyle awareness should be structured 
using holistic models that integrate health literacy, behavioral health education, and metacognitive 
awareness components. As digital health services become more common, strengthening digital health 
literacy and critical evaluation skills has become increasingly important. Online health information-
seeking may contribute to anxiety and reassurance-seeking behaviors. 

Future research should explore these relationships using longitudinal designs and in different health care 
settings. It may also examine whether psychoeducational interventions targeting metacognitive 
processes contribute to healthy lifestyle awareness. Future studies employing more diverse sampling 
strategies and multi-method assessment approaches would further strengthen the evidence base and 
provide a more comprehensive understanding of the factors associated with healthy lifestyle awareness. 
Such efforts would make valuable contributions to both the literature and practical applications. 
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