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Preventable health issues are a growing concern 
throughout the world. Nowhere is this more true 
than in the United States, where roughly 1.2 mil-
lion Americans die a year due to preventable 
causes (Danaei et  al., 2009) such as smoking, 
overeating, and leading a sedentary lifestyle.

One way that people attempt to change their 
behavior is by setting goals (Webb and 
Sheeran, 2006). Research on New Year’s reso-
lutions has shown that people do set health-
related goals, such as quitting smoking and 
losing weight; however, 25 percent of people 
abandon their resolution in the first week, and 
only 40 percent are still pursuing their goals 6 
months later (Norcross and Vangarelli, 1989). 
Fortunately, research has identified many fac-
tors that increase the likelihood of goal suc-
cess. This includes setting goals that are 
specific, measurable, and optimally challeng-
ing (Locke and Latham, 2002, 2013), and 

autonomous rather than controlled (Sheldon 
and Elliot, 1999; Werner et  al., 2016). 
Specifically, goals that are set and pursued 
because of personal interest or importance 
(termed autonomous or self-concordant; for 
example, a goal of running a marathon because 
of the enjoyment it will bring) are more likely 
to be attained than goals pursued to please oth-
ers or attain an external outcome, or goals 
accompanied by introjects (termed controlled; 
for example, a goal of losing weight to please 
your spouse, or solely because your doctor 
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told you to). Setting specific, concrete action 
plans for initiating goal pursuit and persisting 
when faced with obstacles (termed implemen-
tation intentions; Gollwitzer, 1999; Gollwitzer 
and Sheeran, 2006) have also been shown to 
aid in goal pursuit. Furthermore, research con-
sistently shows that people are more likely to 
succeed at their goals when they have a close 
supportive other, including a greater likeli-
hood of enacting healthy behaviors and achiev-
ing health goals (e.g. weight loss, smoking 
cessation) when partners and healthcare pro-
viders are supportive of the person’s autonomy 
rather than controlling or directive (e.g. 
Koestner et  al., 2012). Additionally, self- 
efficacy, defined as a sense of confidence in 
one’s ability to accomplish the goal, is another 
predictor of successful goal pursuit (Bandura, 
1997, 2013).

These studies, though important, are typi-
cally restricted to the laboratory, or explicitly 
instruct participants to set goals. Additionally, 
they are typically composed of either student 
or clinical samples. The lack of studies exam-
ining health goals in the general population 
leaves many questions unanswered. At what 
rates do people actually set health goals as a 
means to improve their health? When people 
do set goals, to what extent are they setting 
“good” goals—goals that possess the proper-
ties previously shown to be conducive to suc-
cessful goal pursuit? And why do some people 
not set health goals for themselves? This study 
examines the characteristics of the health goals 
spontaneously reported by participants, includ-
ing goal content, implementation intentions, 
motivation, and support from others. People’s 
reasons for not setting health goals are also 
examined. To our knowledge, no other pub-
lished study has examined these characteris-
tics of health goals in the general population. 
An understanding of people’s goal-setting 
strategies, particularly those used least often, 
can provide likely targets for future health 
interventions. As this study is exploratory in 
nature, the aim is not to test specific hypothe-
ses but rather to describe people’s goal setting 
and use of goal-pursuit strategies.

Method

Participants and procedure

Participants were recruited for a brief (median 
completion time = 4.2 minutes) online study on 
Health through Amazon Mechanical Turk 
(Mturk). MTurk is an online platform that links 
researchers with “workers” who complete sur-
veys for a small compensation (in our case, 
US$.25; see Buhrmester et  al., 2011 for a 
description of Mturk, the incentive structure, 
and the reasons why people complete psychol-
ogy surveys on the platform). MTurk partici-
pants have been shown to be more representative 
of the American public than standard Internet, 
student, or traditional convenience samples, 
and results of studies conducted on MTurk are 
consistent with traditionally conducted studies 
(Buhrmester et  al., 2011). For this study, the 
description read “10-minute survey – Complete 
some questionnaires about your health and 
goals.” In all, 567 participants from the United 
States were recruited on Mturk in August 2012; 
eight participants who completed the survey in 
under a minute and two who reported their age 
as under 18 years were excluded. Of the remain-
ing 557 participants, 41.5 percent were females 
(three participants did not report gender), and 
the mean age was 29.4 (standard deviation 
(SD) = 11.17, range = 18–70) years. The study 
was approved by the lead author’s university 
research ethics board, and all participants pro-
vided informed consent.

Measures

Participants first reported on their current health 
using 1 item: “In general, how would you rate 
your overall health now?” with five possible 
responses ranging from “excellent” to “poor.” 
They then indicated their height and weight, 
which was used to compute their body mass 
index (BMI). They were then asked whether they 
were currently pursuing a health goal. Participants 
who did not have a health goal were asked to rate 
their agreement on a 7-point scale from “strongly 
disagree” to “strongly agree” with seven reasons 
for not setting a health goals (see Figure 1). 
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Participants pursuing a health goal described the 
goal, as well as the following goal properties: the 
length of time they had been pursuing the goal, 
whether the goal was time-limited (“Do you 
have a specific time frame for your goal?”), their 
use of implementation intentions (“Did you 
make specific plans for when, where, and how 
you will reach your goals?”), the number of 
times they had set this goal or similar goals for 
themselves in the past, and their self-efficacy 
(“On a scale of 1–10, to what extent do you feel 
like you have the skills and resources necessary 
to succeed at this goal?”). Each goal was coded 
by a trained research assistant as being a weight-
related (e.g. lose 20 lbs) or non-weight-related 
goal (e.g. to run every day).

Goal motivation.  Motivations for pursuing the 
goal was assessed using five items representing a 
continuum of motivation ranging from intrinsic 
(“Because of the fun and enjoyment which the 
goal will provide you—the primary reason is 
simply your interest in the experience itself.”), to 
extrinsic (“Because somebody else wants you to, 
or because you’ll get something from somebody 
if you do.”) motivations (see Koestner et al., 2012 

for all items). A combined score of relative auton-
omy was computed by subtracting the mean of 
the scores on the items representing controlled 
motivation from the mean score of autonomous 
motivation, such that positive values represented 
a relatively more autonomous motivation.

Support.  Participants were asked whether some-
one was supporting their goal, and who this per-
son was. If they were receiving support, they 
completed a brief scale examining three major 
types of support (adapted from Koestner et al., 
2012). Five items assessed autonomy support 
(e.g. “This person listens to what I would like to 
do regarding my goals.”), three items assessed 
directive support (e.g. “This person repeatedly 
reminds me of my goals.”), and two items tapped 
into controlling behaviors (e.g. “This person crit-
icizes how I pursue my goals”).

Statistical analyses

Descriptive data are presenting using propor-
tions and means. Comparisons between men 
and women are conducted using chi-square tests 
and one-way analyses of variance (ANOVAs).

Figure1.  Reasons for not setting a goal and proportion of agreement (including “strongly agree,” “agree,” 
and “some
what agree”), neutral responses (“neither agree nor disagree”), and disagreement (including “strongly disagree,”  
“disagree,” and “somewhat disagree”).
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Results

In all, 66% of respondents reported having a 
health goal. Men and women were equally 
likely to set a health goal, χ2(1, N = 554) = 1.94, 
p = .16, φ = .06). There were no age or reported 
health differences between those who did and 
did not set a health goal; however, those who 
had a health goal had a higher BMI (M = 26.15) 
than those who did not (M = 24.84), F(1, 
540) = 5.65, p < .05, d = .20.

Goal-setters

Table 1 reports the properties of the goals 
among all participants who had set a health 
goal, as well as the results for women and men 
separately. In all, 58% of the goals were related 
to weight. The average length of time people 
have been pursuing their goal was 20 months, 
and 43 percent reported that they have set this 
goal or a similar goal for themselves before. 
Specific implementation intentions were set in 
26 percent of the cases, with a further 22 percent 

reporting that they made vague plans. However, 
just over 50 percent of participants did not have 
any plans for achieving their goal; this propor-
tion was similar in men and women. Participants 
reported pursuing their goals for primarily 
autonomous reasons (M = 2.12), with only 
14 percent of respondents reporting that their 
goal was relatively more controlled than 
autonomous.

Overall, approximately half of all partici-
pants had someone who was supporting them in 
their goal. However, this proportion was sig-
nificantly higher in women (57%) than in men 
(40%), χ2(1, N = 367) = 10.79, p < .001, φ = .17. 
The most common support person was one’s 
partner (65.3%), followed by family (17.4%) 
and friends (9%). Women were significantly 
more likely than men to rely on family (25% vs 
8.9%, χ2(4, N = 167) = 11.58, p < .05, V = .15). 
People reported their support figures to be more 
autonomy-supportive (M = 4.13) than directive 
(M = 3.41; t(174) = 11.18; p < .001) or control-
ling (M = 2.32; t(174) = 17.86; p < .001); this 
pattern was seen for both men and women. Men 

Table 1.  Characteristics of health goals, including differences among men and women.

Goal characteristic Overall (%) Men (%) Women (%) Gender difference

Pursuing health goal 66.2% 63.9% 69.6% χ2 = 1.94, φ = .05
Among those pursuing health goal
  Weight-related goal 57.8% 56.5% 59.4% χ2 = .30, φ = .03
  Time delimited 22.3% 25.6% 18.1% χ2 = 2.91, φ = .09
  Previously attempted 42.8% 38.6% 48.1% χ2 = 3.31, φ = .09
Implementation intentions χ2 = 1.62, V = .05
  Yes
  Somewhat
  No

25.9%
22.1%
52%

28%
22.7%
49.3%

23.1%
21.3%
55.6%

 

Receive support 47.1% 39.6% 56.9% χ2 = 10.79, φ = .17

  M (SD) M (SD) M (SD)  

Length of pursuit (months) 19.91 (36.48) 18.55 (38.54) 21.66 (33.67) F(1, 366) = .65, d = .08
Motivation (overall) 2.12 (1.89) 2.17 (1.83) 2.06 (1.96) F(1, 366) = .28, d = .05
Self-efficacy 7.74 (2.17) 7.94 (2.05) 7.49 (2.29) F(1, 364) = 3.84, d = .21
Type of support
  Autonomy 4.13 (.64) 4.02 (.62) 4.22(.65) F(1, 172) = 4.08, d = .31
  Directive 3.41 (.84) 3.28 (.88) 3.53 (.79) F(1, 172) = 3.78, d = .30
  Controlling 2.32 (1.01) 2.52(.99) 2.14 (1.00) F(1, 172) = 6.18, d = .38

SD: standard deviation.
Values in bold are significant at p < .05, and values in italics are significant at p < .10.
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reported their support person to be less  
autonomy-supportive (M = 4.02) and more con-
trolling (M = 2.52) than women (M = 4.22 and 
M = 2.14 for autonomy supportive and control-
ling, respectively). People with a weight goal 
were more likely to have someone supporting 
them than those whose goal was not weight-
related (64.4% vs 35.6%, χ2(1, N = 369) = 5.96, 
p < .05, φ =.13). Additionally, those with a sup-
portive other had a higher BMI (M = 27.39 vs 
25.04 for participants not receiving support, 
F(1, 356) = 13.90, p < .001, d = .40), suggesting 
perhaps that visible issues receive more support 
than invisible ones.

Goal non-setters

Figure 1 shows the proportion of participants 
who did not have a health goal (n = 188) who 
agreed with the presented reasons for not setting 
a goal. As can be seen, the most commonly 
endorsed reasons were being satisfied with one’s 
health, having too many other priorities, and not 
being sure what goal to set. Additionally, a sub-
stantial minority of participants reported that 
they never really thought about setting a goal. 
There were no gender differences in the endorse-
ment of these reasons except that women were 
much less likely than men to report that they 
never thought about setting a health goal (49.6% 
men vs 67.1% women disagreed with the state-
ment, χ2(2, N = 187) = 6.53, p < .05, V = .13).

Discussion

This research investigates how people in the 
general population set and pursue health goals. 
Results show that approximately 66 percent of 
people set health goals, and that this is similar 
in men and women. Additionally, people with a 
higher BMI, who could presumably greatly 
benefit from changing their health habits, are 
more likely to set goals. This is good news, as 
setting a goal suggests that these people are 
either in the preparation or action stage when it 
comes to changing their health (Prochaska, 
2013; Prochaska and Velicer, 1997).

Examining the characteristics of people’s nat-
urally set goals establishes the prevalence of 

setting goals that are, according to research, more 
likely to result in successful goal attainment. For 
example, while setting implementation intentions 
has consistently been shown to improve goal pur-
suit (Gollwitzer and Sheeran, 2006), our research 
found that only approximately a quarter of par-
ticipants set specific plans on how to pursue their 
goals. Additionally, we found that less than 
50 percent of participants received support from 
close others; this was especially the case for men, 
who were less likely than women to receive sup-
port. On the positive side, when it came to moti-
vation and self-efficacy, participants in our study 
reported predominantly autonomous goals, and 
reported feeling that they had the ability to 
accomplish their goal.

In this study, approximately one-third of 
participants reported not having a health goal. 
Since setting a health goal is an effective way 
of actually changing one’s behaviors (Webb 
and Sheeran, 2006), understanding people’s 
reasons for not setting a health goal could help 
develop interventions designed to encourage 
people to set goals and thus change their behav-
iors. Interestingly, 35 percent of our partici-
pants reported not setting a health goal despite 
being unsatisfied with their health, and 28 per-
cent have never thought about setting a health 
goal. This presents one direction for future 
interventions—namely, encouraging people 
(especially those who are dissatisfied with their 
health) to set health-related goals. Perhaps 
more importantly, half the participants in the 
study reported that they would like to set a 
health goal but were unsure of what goal to set. 
This suggests that one fruitful intervention to 
improve health-related behaviors could consist 
of providing guidance regarding useful health 
goals to set.

Limitations

The main limitation of this study is its use of an 
Internet sample rather than a representative sam-
ple of the American population. Additionally, it 
was impossible to ascertain how representative 
(or unrepresentative) the sample actually was 
because data on ethnicity and location were not 
collected (although participation was restricted to 
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those located in the United States). Furthermore, 
the study was based entirely on self-report, which 
is susceptible to presentation bias and could have 
skewed some measures (e.g. BMI).

Conclusion

This study represents a first attempt at under-
standing the setting and pursuit of self-chosen 
health goals in American adults. A clearer picture 
of the characteristics of the goals people set and 
the reasons why some people do not set goals can 
help guide future interventions. Based on the pre-
sent findings, some especially fruitful areas of 
intervention could be to encourage people who 
are unsatisfied with their health to set health 
goals, helping people choose appropriate goals 
(that are autonomous, optimally challenging, 
measurable, specific, etc.), as well as setting 
implementation intentions for these goals. One 
other potentially useful intervention could be in 
educating close others, including spouses, friends, 
and family members, in providing appropriate 
(autonomy-supportive) support for health goals.
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