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INTRODUCTION

1. Background

South Korea is one of the fastest-aging countries worldwide. 

The elderly population in Korea is expected to increase from 5.1% 

in 1990 to 24.3% in 2030[1]. Social issues confronting an aged 

society include poverty, neglect, and loss of function and roles as 

a result of chronic illnesses. However, health problems such as 

chronic diseases and/or depression, and decreased physical 

function are the most significant problems in the elderly popula-

tion. Approximately 50% of 4,115 elderly people rated their 

physical health status as poor or worse, and 45% were classified 

as in a high-risk group for depression[2]. In fact, 5,468 elderly 

people (81.8 per 100,000) died from suicide in Korea, which was 

the highest rate among OECD countries in 2011[3]. Suicide by 

the elders is closely associated with a poor health condition, de-

pression, and quality of life issues which are interrelated[4,5]. 

Thus one possible solution to the issues faced by elders may be 

to improve their quality of life and maintain functioning by pro-
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moting a healthy lifestyle and wellness. Although the economic 

impact of wellness programs is inconsistent in the literature[6,7], 

wellness programs are recognized as a strategy to reduce the 

health care cost borne by insurers and the government[8]. Fur-

thermore, healthy aging has become a significant goal both to 

the individual and society. This raises interest in the well-being 

of elders in both personal and social areas in Korea. 

Wellness programs have served as vehicles for weight loss, 

smoking cessation, nutrition, substance abuse, and stress 

management[7,9], and have been more concentrated in the 

workplace and schools than in areas that would impact the com-

munity-dwelling elderly. Wellness programs for the community-

dwelling elderly have primarily focused on maintaining function-

ing level by promoting physical activity such as exercise, walk-

ing, and Tai chi[10-13]. 

However, wellness is intrinsically a multidimensional and syn-

ergistic construct[14]. Myers and her colleagues[15] have defined 

wellness as a way of life that is oriented toward optimal health 

and well-being in which the body, mind, and spirit are integrated 

so that the individual lives more fully within the human and nat-

ural community. The Wheel of Wellness is a theoretical model 

introduced in the early 1990s with the emergence of new well-

ness paradigms that were designed to complement the illness-

based medical model[15]. In this model, there are five major life 

tasks and 12 wellness subtasks that are depicted graphically on a 

wheel. Those subtasks are considered directly amenable to in-

terventions by counselors. Spirituality (life task I) is depicted in 

the center of the wheel, and a series of 12 self-direction sub-

tasks (life task II) spread out like spokes from the center; the 

spokes regulate work and leisure (life task III), friendship (life 

task IV), and love (life task V), which surround the circle (see 

Figure 1). This holistic model was originally developed to guide 

counseling for enhancing wellness, and has been tested in 

schools, work places, and communities for over 15 years[16]. 

Understanding the nature of wellness is central to assessing cli-

ents, identifying wellness issues, and planning interventions. In-

dividual wellness counseling has shown to be effective on the 

multidimensional wellness of law-enforcement officers, children, 

adolescents, midwifes, and middle-aged adults[16,17]. 

However, wellness counseling has not been fully investigated 

in the elderly population. Since wellness in elders is closely re-

lated to depression and health-related quality of life[4,5], it is 

necessary to investigate the effects of wellness counseling on 

depression and health-related quality of life as well as wellness. 

2. Purpose of the study

The purpose of this study was to examine the effect of wellness 

counseling on wellness lifestyle, depression, and health-related 

quality of life among the community-dwelling elders in Korea.

METHODS

1. Study design 

This study was a parallel, randomized controlled, open label 

trial. Wheel of Wellness counseling was provided once a week for 

one month to the experimental group. Wellness lifestyle, depres-

sion, and health-related quality of life were measured pre and 

post intervention in both the control and experimental groups. 

2. Ethical considerations

The Institutional Review Board of the KNUH approved this 

Copyright by Myers, J. E, Sweeney, T. J. and Witmer, J. M. (1998). Reprinted with permission. 

Figure 1. The wheel of wellness model.
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study (IRB 2012-05-001-001). All the participants were given 

written information about the study’s aims, benefits, and proce-

dure and the risks of participation. They participated voluntarily 

after signing a written informed consent. There was no potential 

harm in participating; indeed, the participants’ understanding of 

depression symptoms and the necessity of seeking professional 

help were enhanced. All data were kept in a secure storage.

3. Sample and setting

The sampling frame included community-dwelling elderly peo-

ple aged 65 years and over who were cognitively intact and who 

visited a senior welfare center in Deagu, South Korea. Face-to-

face pre-screening excluded seniors who demonstrated impaired 

cognitive function as tested by the Korean version of Mini-Men-

tal State Examination (K-MMSE <24)[18] and those who were 

64 years of age or younger. The senior welfare center has more 

than 3,000 members and operates various educational and rec-

reational programs (e.g., yoga, dancing, and singing academies 

etc.) without an additional charge. The sample size was deter-

mined for the primary outcomes with a two-tailed t-test assum-

ing power ≥.80, α=.05, and a modest effect size of .39[19]. It 

was calculated using G*Power 3.1.7 software[20]. Based on 

these assumptions, the target recruitment sample size was 41 

participants per group (intervention and control). 

Prior to the randomization process, we constructed a contact 

list of the sample pool because the welfare center’s registration 

list was confidential. We introduced the study to the seniors 

face-to-face and asked permission to call them in order to invite 

participation in the study. Posters advertising the study were 

placed in the main lobby of the senior welfare center from July 

23 to July 27, 2012. A total of 498 seniors (196 man and 302 

women) signed up as potential participants and received the 

screening test (the K-MMSE) for cognitive function. Two seniors 

who showed cognitive impairment (a K-MMSE score below 24) 

were excluded. The remaining sample was stratified by gender. 

Then the names on each of the female and male sampling list 

were erased for allocation concealment. The randomization pro-

cess was accomplished by a research assistant who was not di-

rectly involved in the data-collection process. Considering a 50% 

of refusal rate, 37 female and 24 male seniors were randomly 

selected for the experimental and control groups respectively 

from the separate female and male sampling lists by using a ran-

dom digits table (a total of 122 seniors). 

Then, the research assistant made an invitation to call the 

seniors who were selected for the study. Of the 122 seniors, 44 

and 49 seniors in the experimental and control groups, respec-

tively, were enrolled in the study (refusal rate: 23.8%). More-

over, 89 of the 93 participants completed the study (drop-out 

rate: 4.3%). Drop-out reasons included hospitalization (n=2), 

refusal (n=1), and moving to another city (n=1) (see Figure 2). 

The research measures were administered to the participants 

prior to and immediately following the 4-week intervention pe-

riod. The Wheel of Wellness counseling was conducted from 

K-MMSE=Korean version of Mini-Mental State Examination.

Figure 2. Flow chart of the recruitment process.
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August 20, 2012 to October 5, 2012. 

4. Wheel of wellness counseling 

The Wheel of Wellness model and counseling methods proposed 

by Myers and her colleagues[21] was adopted for this study. Two 

doctoral- and two masters-level nurses were trained to provide 

Wheel of Wellness counseling. To maximize fidelity, these four 

nurses were given the counselor’s program manual and a one-day 

training session prior to the study’s start. These outlined the 

purpose and process of the study, concepts of the Wheel of Well-

ness model, counseling technique and tools, education materials 

for nutrition and exercise, and measures. Once the study began, 

the author communicated with the counselors and coached them 

via an online chat room as needed and a weekly case conference 

to ensure the quality and homogeneity of the counseling.

Wheel of Wellness counseling was conducted individually once 

a week for four weeks in a private room at the senior center. 

Each counseling session lasted approximately one hour. The 

nurses made a phone call to arrange appointments and follow-up 

on the participants between sessions. The counseling proceeded 

in four steps: 1) introduction of the Wheel of Wellness model; 2) 

assessing and identifying multidimensional wellness issues using 

the wellness lifestyle profile; 3) intentional intervention, includ-

ing setting a personal wellness goal and plan to enhance well-

ness in selected subtasks of the wheel; and 4) evaluation, fol-

low-up, and support for wellness-plan retention. All the partic-

ipants were given their personal wellness portfolios containing a 

wellness profile diagram which was an analysis of the Wellness 

Evaluation of Lifestyle (WEL) test findings, at the first session. 

The nurses provided individual counseling and education to en-

hance the seniors’ wellness based on their portfolios. A com-

munity network designed to enhance well-being was also con-

structed. The nurses referred participants to a community 

mental health clinic for depressed seniors and to physical activity 

and/or social networking programs run by a senior center in or-

der to enhance specific subtasks of the wheel.

5. Measurement

Demographic characteristics included gender, age, education 

level, living state, marital status, religion, occupation, and 

monthly income. In addition, the intervention group was asked 

six questions regarding program satisfaction.

1) Wellness evaluation of lifestyle (WEL)

The Wellness Evaluation of Lifestyle (WEL), which was devel-

oped and revised over a 20-year period, is an assessment instru-

ment based on the Wheel of Wellness model[21]. The purpose of 

the WEL is to help respondents make healthy lifestyle choices 

based on their response to each of the five life tasks and subtasks. 

This instrument measures healthy lifestyle alongside counseling 

for health promotion and consists of 131 self-statements to which 

participants respond on a five-point Likert scale. The five major 

life tasks include spirituality, self-direction, work and leisure, 

friendship, and love. The self-direction task in this study con-

sisted of 12 subtasks: sense of worth, sense of control, realistic 

beliefs, emotional responsiveness, intellectual stimulation, sense 

of humor, nutrition, exercise, self-care, stress management, 

gender identity, and cultural identity. The cultural identity subtask 

was designed for the cultural minority and was eliminated from 

this study because it was not appropriate to the Korean elders. 

Each subtask score was converted into a standard score that 

ranged from 0 to 100. Higher scores indicate a better wellness 

status. Before adopting the WEL, we purchased a license from 

Mind Garden, which holds the copyright of the WEL. Since there 

is no Korean version of the WEL, the author translated it into 

Korean. The translated WEL was back-translated by a bilingual 

and bicultural nursing researcher, and was then reviewed by five 

colleges and three elderly people without any health-education 

background to assure feasibility. Some items were reworded in 

colloquial style to make it easy to understand. Cronbach’s α for 

the WEL was 0.92 with the Korean participants in this study. 

2) �The patient health questionnaire 9-Korean version (PHQ-9K)

Depression was measured using the PHQ-9K[22]. The 

PHQ-9K is a tool that was developed by translating the PHQ-9 

(Patient Health Questionnaire-Nine) developed by Kroenke et 

al.[23] into Korean. Permission to use the PHQ-9K was obtained 

from the developer, PaJa Lee Donnelly, by e-mail. The PHQ-9K 

items assess somatic symptoms, including affective, cognitive 

aspects, and functional categories, unlike most current Korean 
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depression instruments. It consists of nine items assessed on a 

0-to-3 point scale (0=“not at all,” 1=“several days,” 2=“more 

than half of the days,” and 3=“nearly every day”); the total 

score ranges from 0 to 27 and higher scores indicate more se-

vere depression. Participants with a PHQ-9K score less than 4 

may not need depression treatment, those with a score between 

5 and 14 may require treatment based on the duration of symp-

toms and functional impairment, and those with a score above 15 

definitely require treatment. Cronbach’s α for the original tool 

was 0.92[22]. Cronbach’s α for the PHQ-9K was 0.81 for the 

Korean participants, demonstrating reliability.

3) Health related quality of life (SF-8 TM)

In this study, we used the Short Form (SF-8TM) Health Survey 

developed by Quality Metric Incorporated to measure health-re-

lated quality of life. The SF-8TM is a generic health survey that 

can be used across ages, diseases, and treatment groups, and has 

been widely used in Korea. Before adopting the SF-8, we pur-

chased the license from the copyright holder, Optum Incorporated. 

This instrument consists of eight self-administered items using a 

five-point Likert scale. Each item assesses a different dimension 

of health: general health (GH), physical functioning (PF), role 

physical (RP), bodily pain (BP), vitality (VT), social functioning 

(SF), mental health (MH), and role emotional (RE). The subscale, 

physical-component-summary (PCS), and mental-component-

summary (MCS) scores were calculated using SFS scoring soft-

ware provided by Quality Metric. A score ranging from 0 to 100 is 

calculated for each subscale, and higher scores indicate better 

HRQOL. Cronbach’s α for the SF-8 TM was 0.82 in this study. 

6. Data analysis

The data were analyzed using SPSS version 19.0 (SPSS, Inc., 

an IBM Company, Chicago, Illinois, U.S.A.). In addition to the 

descriptive analysis, differences between the control and experi-

mental groups were assessed by two-tailed χ2-tests, t-tests, or 

the Wilcoxon rank-sum test, depending on the distribution of the 

data. Comparisons of wellness lifestyle, depression, and quality 

of life between the control and experimental groups were as-

sessed by t-test or the Wilcoxon rank-sum test, depending on 

the results of the Kolmogorov-Smirnov test for normality. Anal-

ysis of covariance (ANCOVA) was used to adjust for preexisting 

differences in nonequivalent groups.

RESULTS

1. �Homogeneity between the experimental and 

control groups at the base line

There were no significant differences in socio-demographic 

characteristics between the experimental and control groups prior 

to the intervention (see Table 1). The mean age of the participants 

was 71.35 years (SD=4.61). At the beginning of the study, the 

experimental and control groups did not significantly differ on their 

standardized scores from the PHQ-9K, SF-8TM, and WEL sub-

tasks with the exception of the “self-care” subtask (see Table 1). 

The control group demonstrated a significantly higher self-care 

level than experimental group at baseline (t= -2.09, p =.005). 

2. �Effects of wheel of wellness counseling on wellness 

lifestyle, depression, and health-related quality of life

After Wheel of Wellness counseling, participants in the exper-

imental group showed significant improvement on all the wellness 

lifestyle subtasks except realistic beliefs. The experimental group 

had significant improvement following the intervention in sense of 

control (t=2.16, p =.033), nutrition (t=2.44, p =.017), exercise 

(t=2.10, p =.039), self-care (F=15.31, p <.001), stress man-

agement (t=2.43, p =.017), work (t=2.60, p =.011), and per-

ceived wellness (t=2.39, p =.019) compared to the control group 

(see Table 2). The participants in the experimental group had 

significant improvement on depression after Wheel of Wellness 

counseling (t= -2.54, p =.011) and in the difference between the 

pre- and post-tests compared to the control group (z= -2.15, 

p =.031). However, there were no significant changes in both the 

physical component scale (t=1.61, p =.111) and the mental com-

ponent scale (t= - 0.03, p =.974) of quality of life (see Table 3).

DISCUSSION

Although a construction of the Wheel of Wellness model has 

been examined and implications for counseling have been 
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suggested[24,25], there have not been any randomized, con-

trolled trials to test the effects of the model. Moreover, Wheel of 

Wellness counseling has been primarily conducted by psycholo-

gists. The results of this randomized controlled trial demonstrated 

that Wheel of Wellness counseling provided by registered nurses 

was beneficial in enhancing wellness of the community-dwelling 

elderly. The dropout rate (4.3%) was very low, and participants’ 

satisfaction was high, which indicates that the intervention was 

acceptable and feasible to the participants. Attendance at the 

weekly intervention sessions was generally high which strength-

ened the study’s internal validity along with low dropout rate. 

Among the wellness-lifestyle subtasks, ‘realistic beliefs’ was 

ranked the lowest in both the control and experimental groups 

and did not improve after Wheel of Wellness counseling. The 

Table 1. Homogeneity Test of Socio-demographic Characteristics, WEL, Depression and Quality of Life between Groups

Variables Categories
Cont. Exp.

χ2 or t or z p
n (%) or M±SD n (%) or M±SD

Gender Male
Female

16 (34.8)
30 (65.2)

20 (46.5)
23 (53.5)

1.27 .260

Age (year) 65~69
70~79
≥80

15 (32.6)
29 (63.1)

2 (4.3)

21 (48.8)
18 (41.9)

4 (9.3)

4.10 .119*

Education ≤Elementary school
Middle school
≥High school

11 (23.9)
13 (28.3)
22 (47.8)

11 (25.6)
10 (23.2)
22 (51.2)

0.29 .865

Lives with Alone
Spouse
Family

15 (32.6)
21 (45.7)
10 (21.7)

10 (23.3)
24 (55.8)

9 (20.9)

1.15 .562

Marital status Married
Divorce/widowed

26 (56.5)
20 (43.5)

31 (72.1)
12 (27.9)

2.34 .126

Religion None
Buddhist
Protestant
Roman catholic

11 (23.9)
17 (37.0)

7 (15.2)
11 (23.9)

12 (27.9)
15 (34.9)

3 (7.0)
13 (30.2)

1.81 .631*

Occupation No
Yes

43 (93.5)
3 (6.5)

37 (86.0)
6 (14.0)

1.45 .305*

Monthly income                   
(won)

0~499,999
≥500,000

24 (52.2)
22 (47.8)

16 (37.2)
27 (62.8)

2.01 .156

WEL Life task I Spirituality 68.00±13.15 70.13±15.05 0.72 .476

Life task II Sense of worth
Sense of control
Realistic beliefs
Emotional responsiveness
Intellectual stimulation
Sense of humor
Nutrition
Exercise
Self-care
Stress management
Gender identity

78.95±11.13
74.00±12.06
54.27±9.92
77.02±13.13
76.08±13.79
68.00±16.54
78.00±13.69
82.69±13.57
87.68±7.69
79.07±11.14
75.10±16.38

77.95±9.85
72.00±10.76
52.63±10.22
77.67±10.89
75.81±11.21
71.44±13.22
76.37±14.41
80.37±14.09
81.39±12.34
76.86±9.35
74.76±15.65

- 0.45
- 0.82
- 0.77

0.25
- 0.10

1.08
- 0.55
- 0.79
- 2.90
- 1.01
- 0.10

.655

.413

.445

.802

.919

.283

.586

.430

.005

.314

.920

Life task III Work
Leisure

79.78±12.12
80.86±11.78

77.50±12.42
80.85±12.04

- 0.88
- 0.01

.383

.995

Life task IV Friendship 79.19±12.14 76.34±13.40 - 1.05 .296

Life task V Love 77.88±11.65 76.91±12.60 - 0.37 .709

Perceived wellness 76.08±17.30 75.19±16.15 - 0.25 .802

Depression 4.74±5.30 6.05±4.57 - 1.91 .065†

Quality of life PCS (score)
MCS (score)

44.92±9.13
48.33±9.36

44.46±8.96
50.18±7.41

- 0.24
1.03

.811

.307

*Fisher’s exact test;†Wilcoxon’s rank sum test PHQ-9K=Patient Health Questionnaire-9 Korean; PCS=Physical component scale; MCS=Mental component scale; 
WEL=Wellness evaluation of lifestyle; Cont.=Control group (n=46); Exp.=Experimental group (n=43).
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Table 2. Between-group Comparison of Changes in Wellness Lifestyle

WEL Categories Groups
Pretest Posttest

t* p
 Difference

t† p
M±SD M±SD  M±SD

Life task I Spirituality Cont.
Exp.

68.00±13.15
70.13±15.05

70.10±13.12
76.27±15.62

1.31
2.35

.198

.024
2.91±15.11
6.13±17.15

0.94 .348

Life task II Sense of worth Cont.
Exp.

78.95±11.13
77.95±9.85

79.47±12.60
81.86±12.29

0.26
2.44

.794

.019
0.52±13.48
3.90±10.49

1.32 .192

Sense of control Cont.
Exp.

74.00±12.06
72.00±10.76

73.04±12.40
77.20±12.23

- 0.45
2.79

.656

.008
- 0.95±14.46

5.20±12.23
2.16 .033

Realistic beliefs Cont.
Exp.

54.27±9.92
52.63±10.22

52.75±11.40
52.79±11.74

- 0.78
0.08

.437

.937
- 1.52±13.16

0.15±12.74
0.61 .544

Emotional 
responsiveness

Cont.
Exp.

77.02±13.13
77.67±10.89

79.27±13.67
83.17±12.30

1.13
3.33

.264

.002
2.24±13.48
5.50±10.83

1.25 .214

Intellectual stimulation Cont.
Exp.

76.08±13.79
75.81±11.21

77.82±10.92
80.55±12.66

0.84
2.65

.403

.011
1.73±13.97
4.74±11.75

1.09 .277

Sense of humor Cont.
Exp.

68.00±16.54
71.44±13.22

72.78±14.71
77.58±15.34

2.53
2.86

.015

.007
4.78±12.80
6.13±14.08

0.48 .635

Nutrition Cont.
Exp.

78.00±13.69
76.37±14.41

77.91±14.74
84.09±16.77

- 0.04
3.42

.970

< .001
- 0.08±15.35

7.72±14.82
2.44 .017

Exercise Cont.
Exp.

82.69±13.57
80.37±14.09

83.47±12.15
87.72±11.49

0.36
3.22

.717

.002
0.78±14.57
7.34±14.96

2.10 .039

Self-care Cont.
Exp.

87.68±7.69
81.39±12.34

87.75±9.42
88.83±9.59

0.06
4.24

.950

< .001
0.07±7.84
7.44±11.49

15.31 < .001‡

Stress management Cont.
Exp.

79.07±11.14
76.86±9.35

79.02±11.21
83.13±11.52

- 0.03
3.37

.976

.002
- 0.05±12.35

6.27±12.21
2.43 .017

Gender identity Cont.
Exp.

75.10±16.38
74.76±15.65

78.58±13.73
81.16±14.38

1.70
2.56

.097

.014
3.47±13.89
6.39±16.41

0.91 .367

Life task III Work Cont.
Exp.

79.78±12.12
77.50±12.42

78.36±12.76
83.02±12.41

- 0.74
2.97

.462

.005
- 1.41±12.90

5.52±12.20
2.60 .011

Leisure Cont.
Exp.

80.86±11.78
80.85±12.04

83.11±10.12
86.12±11.92

1.38
3.22

.175

.002
2.24±11.04
5.27±10.74

1.31 .194

Life task IV Friendship Cont.
Exp.

79.19±12.14
76.34±13.40

81.24±9.85
82.85±11.97

1.21
4.02

.234

< .001
2.04±11.51
6.51±10.62

1.90 .061

Life task V Love Cont.
Exp.

77.88±11.65
76.91±12.60

79.40±10.19
81.45±13.58

0.89
2.40

.376

.021
1.52±11.55
4.53±12.38

1.19 .238

Perceived 
wellness

Cont.
Exp.

76.08±17.30
75.19±16.15

72.89±19.44
80.46±16.54

- 1.22
2.23

.228

.031
- 3.18±17.70

5.27±15.50
2.39 .019

*Paired t-test; †Independent t-test; ‡Analysis of covariance; WEL=Wellness Evaluation of Lifestyle; Cont.=Control group (n=46); Exp.=Experimental group (n=43).

Table 3. Between-group Comparison of Changes in Depression and Quality of Life

Variables Categories Groups
Pretest Posttest

t* p
Difference

t† or z p
M±SD M±SD M±SD

Depression Cont.
Exp.

4.74±5.30
6.05±4.56

5.02±5.47
4.51±4.59

- 0.16‡

- 2.54‡

.874

.011
0.28±4.30

- 1.53±5.36
- 2.15§ .031

Quality of life PCS Cont.
Exp.

 44.92±9.13
 44.46±8.96

 43.92±7.18
 44.97±8.15

- 0.93
1.30

.355

.198
- 1.00±7.26

1.64±8.24
1.61 .111

MCS Cont.
Exp.

 48.33±9.36
 50.18±7.41

 49.68±6.70
 50.55±6.40

1.11
1.17

.275

.249
1.35±8.28
1.30±7.28

- 0.03 .974

*Paired t-test; †Independent t-test; ‡Wilcoxon signed-rank test; §Wilcoxon rank-sum test; Cont.=Control group (n=46); Exp=Experimental group (n=43); 
PCS=Physical component scale; MCS=Mental component scale.
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realistic beliefs subtask asked if the individual accepted him-/

herself as imperfect and included the following examples: 1) “I’

m often disappointed because my expectations are not met”; 2) 

“It is important for me to be liked or loved by almost everyone I 

meet”; and 3) “I must be competent, adequate, and achieving in 

most things to consider myself worthwhile.” This was an inter-

esting finding because it may reflect the Korean culture. The 

Korean culture has an inclination toward perfectionism, which 

makes people treat themselves in an overly strict manner in or-

der to meet high expectations[26]. Unrealistic beliefs and ex-

pectations of oneself may be related to depression, anxiety, and/

or poor mental health[27]. It was quite challenging to try to 

change long-lasting beliefs in this study. Strategies to facilitate 

realistic beliefs need to be developed. 

Depression improved significantly after Wheel of Wellness 

counseling in this study. However, there was no significant 

change in health related quality of life for either the control or the 

experimental group. Health related quality of life is known to be 

affected by exercise, depression, activities of daily living, and 

social support[28,29]. The lack of significant change in this study 

could be attributed to the choice of outcome measure. The SF-8 

TM contains eight items, and each of them measures distinct 

health domains. Among items of the SF-8TM, 5 were asking 

about the respondent’s functioning level. In this study, the ma-

jority of participants indicated little or no problems with most of 

the functional domains from the baseline. Therefore, the SF-8TM 

might not have been sensitive enough for this study. 

We utilized community resources based on the participants’ 

wellness profiles. Although there were various programs avail-

able in the senior welfare centers and the public health centers 

that might enhance certain wellness areas, there was no service 

available to integrate these resources. Wheel of Wellness coun-

seling, however, is a comprehensive, holistic approach to effec-

tively enhance personal wellness. Wheel of Wellness counseling 

encouraged participants to identify their weakness in the well-

ness areas, to set individually tailored wellness goals and plans 

weekly, and to facilitate utilization of community resources. This 

comprehensive approach of Wheel of Wellness counseling could 

have contributed to the increase of wellness life style. The attri-

butes of the concept of empowerment in older adults include ac-

tive participation, informed change, knowledge to problem solve, 

self-care responsibility, presence of client competency, and con-

trol of health or life[30]. Wheel of Wellness counseling appears 

to empower the participants. The participants were encouraged 

to actively participate by setting personal wellness goal and mak-

ing a commitment to changes in lifestyles during the first ses-

sion. Then, they were provided information and resources to 

enhance their wellness. Most of participants in the study were 

taking 2 to 5 classes a week at the senior welfare center. How-

ever, accessible resources for the study might differ as it depends 

on which senior welfare centers were elected. Although most of 

senior welfare centers offer quite similar programs, this may 

weaken the study’s external validity. 

The counselors in the study were experienced nurses. After 

completing wellness counseling training, they were able to eval-

uate participants’ wellness lifestyle and to provided education 

and counseling. The nurses demonstrated their competencies 

especially in health related subtasks including nutrition, self-

care, and stress management. Although perceived overall well-

ness significantly improved in the study, the effects on certain 

life tasks, such as spirituality, friendship, and love, could not be 

shown. As personal counseling may be affected by the coun-

selor’s competency, this result may indicate that the nurse 

counselors were more competent in the areas of physical and 

mental health than spirituality and relationships. Therefore, the 

counselor’s manual and training program to empower nurses’ 

competency as wellness counselors needs to be improved, es-

pecially in the area of spirituality. The results of this study sug-

gest expanding the role for nurses, especially in community 

health, because nurses are at the front line of health promotion 

and wellness enhancement. 

A potential limitation of this study is that we analyzed the mean 

scores from the 17 subtasks to test the effects of the intervention 

rather than the five factors suggested by the Individual Self-Well-

ness (IS-Wel) model[24]. In addition, the participants who ac-

cepted the invitation to participate may differ from the general 

population at the senior center in terms of motivation. Finally, the 

participants were not blind to their group assignments; thus, the 

possibility of Hawthorne or other non-specific effects could not be 

entirely excluded. The control group might have baeen exposed 

to some of the information because the participants in the experi-

mental and control group were able to contact each other. How-
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ever, Wheel of Wellness counseling is provided individually based 

on the personal wellness profile. Therefore, the effects of con-

tamination would be limited even considering the possibility that 

participants in the experimental group meet and told participants 

in the control group about the counseling.

CONCLUSION

The findings of the current study indicate that Wheel of Well-

ness counseling was significantly effective in enhancing wellness 

lifestyle, perceived wellness, and depression in community-

dwelling elders. In addition, it showed that Wheel of Wellness 

counseling could be a powerful measure for nurses in the areas 

of community health and health promotion. Thus, the results of 

this study encourage use of Wheel of Wellness counseling in 

nursing practice. Long term follow-up studies are recommended 

to investigate whether these effects are maintained after the in-

tervention ends. Also further research is needed to determine 

the effectiveness and feasibility of Wheel of Wellness counseling 

in various settings and for other populations.
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