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The present study examined reactions toward repeated self
relevant feedback. Participants in a community health screen­
ing receivedJeedback about their cho!esterollevel on two separate
occasions. Reactions to the first feedback were examined with
regard to Jeedback valence and expectedness. The findings
showed that negativeJeedback was devalued, but only when it
was unexpected. FeedblUk consistency war incorporated into
analyses ojthe secondJeedback. Again, results showed that neg­
ative Jeedback was not always devalued-<mly when it was
inconsistent with the first Jeedback. Furthermore, positiveJeed­
back was not unconditionally accepted. When receiving unex­
pected positiveJeedback ojIuw consistency, recipients were doubt­
Jul about its accuracy. Conversely, expected positive Jeedback
was accepted regard!ess oj its consistency. These results suggest
that negative or unexpected positiveJeedbacks evoke greater sen­
sitivity to feedback cornistency, indicating elaborate cognitive
processing. Theoretical accounts a/thesefindings aTe discussed.
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The present study examined the reception of self­
relevant feedback in relation to consequential and per­
sonally relevant infonnation, extending the work of
experimental studies lhat have demonstrated differen­
tial acceptance of feedback in dependence of its
positivity and expeetedness. Furlhermore, the present
study compared predictions derived from four lheoreti­
cal perspectives that assume lhat differential feedback
acceptance reflects either motivational biased reasoning
caused by positivity or consistency strivings, or reflects an
asymmetrical allocation of processing resources.

FEEDBACK VALENCE, POSITlVIlY STRIVINGS

VERSUS ALLOCATION OF PROCESSI G RESOURCES

Experimental studies in various contexts have shown
that individuals receivingself-relevanl negative feedback
often question its validity and accept it less readily lhan
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pOSItive feedback (for reviews, see Campbell &
Sedikides, 1999; Kunda, 1990; Pyszczynski & Greenberg,
1987; Taylor & Brown, 1988). The phenomenon of dif­
ferential acceptance also can be observed after lhe pro­
vision of health-related feedback (Croyle, Sun, & Hart,
1997). For instance, participants who believe they suffer
from fictitious thioamine acetylase (TAA) enzyme defi­
ciency perceived lheir test result as less accurate and
rated TAA deficiency as a less serious health threat than
participants who believed that they showed no TAA defi­
ciency (e.g., Jemmott, Ditto, & Croyle, 1986). Similar
results were found in experimental studies of appraisals
of blood pressure and cholesterol test results (Croyle,
1990; Croyle, Sun, & Louie, 1993, Study 1), gum disease
test results (McCaul, Thiesse-DuflY, & Wilson, 1992), and
a hypothetical bacterial condition (Cioffi, 1991).

Differential feedback acceptance is commonly inter­
preted as evidence for motivational biased reasoning
that primarily serves lhe desire to achieve or maintain a
positive sense of self. Depending on the feedback val­
ence, different self-defensive processing strategies are
invoked: Whereas positive feedback elicits reasoning
that supports the validity of the given information, nega­
tive feedback leads to strategies that undermine it (e.g.,
Baumeister, Bratslavsky, Finkenauer, & Vohs, 2001;
Croyle et aI., 1997; Dawson, Gilovich, & Regan, 2002;
Kunda, 1990; Pyszczynski & Greenberg, 1987; Taylor &
Brown, 1988). Thus, inherent in the motivated reason-
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negative feedback of low consistency is considered to be
less accurate than negative feedback of high consistency
or positive feedback of either consistency. As shown in
Panel D, CARA extends the QoP approach by assuming
thatnotjusl negative feedback but also unexpected feed­
back triggers more effortful cognitive analysis. Thus,
CARA. is the only model predicting a triple interaction
among Feedback Expectancy, Feedback Valence, and
Feedback Consistency. As shown, decomposing the tri­
ple interaction for positive and negative feedback sepa­
rately, a main effect of Feedback Consistency is expected
for negative feedback, whereas an interaction of Feed­
back Valence and Feedback Consistency is predicted for
positive feedback. Alternatively, when decomposing the
triple interaction for low and high consistent feedback
separately, a significant interaction Feedback Expec­
tancy X Feedback Valence effect is only predicted for low
consistent information. Both methods of decomposing
the triple interaction should reflect the predictions that
(a) unexpected positive feedback, expected negative
feedback, and unexpected negative feedback should
lead to deeper processing and, therefore, high consis­
tent feedback should, on average, be viewed as more
accurate than low consistent feedback; and (b) par­
ticipants receiving expected positive feedback should
readily accept the feedback irrespective of Feedback
Consistency.

The measure of perceived accuracy, which is also
referred to as perceived fact, is complemented by mea­
sures of perceived implications for the self (Croyle et a1.,
1993). In general, a similar pattern is predicted by the
different accounts, except that negative feedback should
generate more perceived threat for the self and pressure
to change than positive feedback. Thus, according the
motivational biased perspective, participants should
show relative insensitivity to Feedback Consistency. Con­
versely, the allocation of processing resources view pre­
dicts that participants receiving unexpected or negative
feedback are sensitive to Feedback Consistency.

METHOD

Participants

A large proportion of the participants (66%) were
recruited for a health screening conducted by the Free
University of Berlin and the Technician's Health Insur­
ance Agency (Techniker Krankenkasse) through adver­
tisements placed in local newspapers in Berlin, Ger­
many. The remaining participants (34%) were recruited
by a letter that was sent to people insured with the Tech­
nician's Health Insurance Agency who lived near the
four study locations (two universities and two city halls).
In total, 1,487 individuals were recruited for the firstcho­
lesterol screening and, of these, 604 participants also

took part in the second screening. From these 604 par­
ticipants, 14 participants (2%) had to be excluded from
the data set because they failed to complete the ques­
tionnaires. In the data analyses, only participants who
provided complete data sets for the first and second
screening were included (study sample n = 590). The
mean age ofthissample was 45 years (SD= 15), and 51%
were male. The average cholesterol level was 225 mg/dl
(SD = 45) and 218 mg/dl (SD = 46) at the first and sec­
ond measurement, respectively, which is below the mean
German population cholesterol level of 237 mg/dl
(Troschke, Klaes, Maschewsky-Schneider, & Scheuer­
mann, 1998).

Control analyses showed that the studysample was, on
average, 7 years older; had higher cholesterol levels (M=
225 mg/dl vs. M = 214 mg/dl), 1s(1,471) > 4.7, ps < .001;
and received more frequent expected negative feedback
and less frequent expected positive feedback than the
dropout group, X'(I) = 20.52, P< .001. Analyses of the
reactions toward the first cholesterol feedback showed
that the study sample and the dropouts did not differ sys­
tematically with respect to perceived accuracy and per­
ceived threat, Fs < 1, ns, respectively. However, the study
sample felt more pressure to change than the dropouts
(M= 2.9 vs. M~ 2.6), F(1, 1465) = 6.31, p= .012. No inter­
action between Feedback Expectancy, Feedback
Valence, and the Sample Group (study sample vs. drop­
outs) was significant, FS < 2.5, ns.

Measures

Feedback expectancy. Individuals completed an initial
questionnaire, which included a measure of the ex­
pected cholesterol test result. Specifically, participants
were asked, "Immediately after completing this ques­
tionnaire your cholesterol level will be measured. What
cholesterol level do you expect?" Participants rated their
expected cholesterol test result on a scale of 1 (very low)
through 4 (optimal) to 7 (very high). Participants were
divided according to whether they expected an optimal
or lower cholesterol test result (positive expectancy) or
an elevated reading (negative expectancy).

Perceived feedback accuracy. Two questions were asked
regarding participants' beliefs about the accuracy of
their cholesterol test result. First, "How likely do you
think it is that your cholesterol test result is false or inac­
curate?" (I = very likely and 7 ~ very unlikely). Second,
"How likely do you think it is that your cholesterol mea­
sure represents a temporary fluctuation?" (l = very likely
and 7 = very unlikely). The avo measures were signifi­
cantly correlated (first feedback, r= .69, p< .001; second
feedback, r= .64, peOOl) and thus they were averaged to

generate a single measure of the perceived accuracy of
the test result.
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Perceived threat. Two items served to assess perceived
threat. Participants were asked to rate how serious a
health threat their cholesterol level was on a 7-point
scale, anchored by I (very Ww) lhrough 4 (,nod£rauly
high) lO 7 (very high). They also were asked LO rale how
worried they felt due to their cholesterol test result. Rat­
ings were made on a scale of I (absolutely not worried)
lhrough 4 (warned) lo 7 (very worried). These lWO mea­
sures were also highly correlaled (firsl feedback, r= .83,
p < .001; second feedback, r= .81, p < .001) and were
therefore averaged to create an overall perceived threat
score.

Perceived pressure to change. Pressure to change refleclS
the extent to which a person feels pressured to lower
their cholesterol level and change their behavior (cf.
Fuchs, 1996). Parlicipants were given the following stale­
mellt: "It is necessary for me to do something to lower
my cholesterol leve1." The responses were given on a 4­
poimscale ranging from I (strongly disagree) LO 4 (strongly
agree) .

Perceived changes in nutrition behavior. At the second
screening, before the feedback was given, participants
were asked whelher they had adopled a more heallhy
nutrition since the first screening. The general stem was
as follows: "Have you changed your nutrition since the
lasl screening half a year ago?" (a) "I have lowered my
choleslerol intake," (b) "1 have lowered my calorie
intake," and (c) "I have lowered my fal inlake."
Responses were made on a dichotomous scale where 1 =
yes and 2 = no. When people indicaled thal they had
changed at least one of these three behaviors, it was
coded as perceived change in behavior.

Feedback valence. Participants were divided according
lO whether they had received positive feedback (lotal
choleslerol < 201 mg/dl) or negative feedback (LOlal
choleslerol > 200 mg/dl).

Feedhtu:k consistency. When the valence of the second
feedback was in concurrence with the valence ofme first,
il was coded as being of high consislency (n= 479). Con­
versely, when the second feedback was discrepanllo the
first feedback, it was coded as being of low consistency
(n = 111). Because feedback was based on aClual feed­
back, a comparable low prevalence of inconsistent feed­
back has lo be expecled.

Procedure

After arriving at the screening site, participants
received a brief description of the study and signed a
consent form. Participants then answered a question­
naire that included a measure of the expected choles­
terol test result. Mterward, participants' weight and
height were measured. Trained laboratory assistants
then measured the total cholesterol level using a

fingerstick blood draw and a Renolron deskLOp analyzer.
Following the cholesterol measurement, participants
were provided with their exact actual cholesterol level.
Furthermore, participants received feedback on their
cholesterol level risk category according to international
standards (Nalional Hearl, Lung, and Blood Instilule,
1995). Participants wilh a choleslerollevel of200 mg/dl
or less were told that their cholesterol level was optimal
and did not pose a risk for cardiovascular diseases. Indi­
viduals with eilher borderline high choleslerol levels
(belween 20 I mgldl and 249 mgldl) or high choleslerol
levels (above 249 mg/dl) were informed aboul lhe
pOlential risks of borderline and high choleslerollevels
for cardiovascular diseases.' Shortly after receiving the
cholesterol feedback, participants were given a second
questionnaire. Among the filler questions, participants
were asked to report on the results of their cholesterol
test. After completing the second questionnaire, partici­
pants received individualized follow-up recommenda­
tions, were thanked for their participation, and received
an invitation for the second screening, which took place
haIfa year later. The second screening followed a similar
procedure except that participants also were asked
whether they had changed nutrition-relaled behaviors
since receiving the first feedback.

RESULTS

Feedhack Expectancy and Feedhack Valence

Al the firsl and second choleslerol screening, 227 and
324 (39% and 55%) participants expecled positive cho­
leslerol feedback, whereas 363 and 266 (61 % and 45%)
expected a negative test result. Based on the actual cho­
leslerol reading, 177 and 218 (30% and 37%) individu­
als received posilive feedback and 413 and 372 (70% and
63%) were confronted with negative feedback.

In LOtal, 65% and 67% of the sludy sample showed a
malch belween the expecled feedback and the aClual
feedback at the first and second screening. In particular.
99 and 173 (17% and 29%) participants received posi­
tive feedback expectantly and 285 and 218 (48% and
37%) were confronted with negative feedback expec­
tantly; 128 and 154 (22% and 26%) expecled posilive
feedback bUl received negative feedback and therefore
demonstrated an optimistic bias. Conversely, 78 and 45
(13% and 8%) expecled negative feedback bUl received
positive feedback, demonstrating a pessimistic bias.
Hence, if participants made an inaccurate estimation of
their actual feedback, they were more likely to make an
unrealistically optimistic estimation than an unrealis­
tically pessimistic one, X'(1) = 12.14 and 6l.II, P< .001,
for Tl and Time 2 (T2), respeclively.




