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Abstract
Considering the rapid growth of a new generation health claim, it seems plausible to investigate this phenomenon in a society that is focusing more and more on healthy lifestyles. The new type turns out to be more of a recommendation than an actual claim. It consists of a label on a product package that recommends the product as being a conscious or a healthy choice. There has been a lot of research on nutrition and health claims already, but the rising of this new type of health recommendation shows a gap in scientific literature. Due to the newness of this type of health recommendation, research on this field is relevant for a number of groups. Organizations that could benefit from this research are for example, food manufacturers, government agencies, the organizations behind the health claims and consumer organizations..
In this thesis, the factors underlying consumers’ willingness to pay for these health claims are investigated. The factors are distinguished into three sub-groups. Perceptions, socio-demographic characteristics and psychographic characteristics. The hypothesized perceptions are consumer’s attitude towards the label, perceived credibility of the label and perceived health impact due to the label. The hypothesized socio demographic characteristics are age and gender and the hypothesized psychographic characteristic is subjective health knowledge.

To analyze the factors, an empirical research is conducted. A sample of consumers with various characteristics is questioned about their willingness to pay, perceptions and various characteristics through a questionnaire.
This yields the following results. A consumer’s willingness to pay is positively influenced by the overall attitude of this consumer towards the label. This attitude gets influenced to a high degree by the perceived credibility and health impact. As far as the socio demographic factors are concerned, a consumer’s gender influences the willingness to pay significantly. Willingness to pay is higher if the consumer in question is a female. Also, both age and gender turn out to have a significant influence on credibility as well as perceived health impact. In conclusion, it seems that a lot of factors are connected to each other. Therefore, it seems important to consider perceptions, socio-demographic factors, as well as psychological factors when studying a consumers’ willingness to pay for new generation health claims..
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Chapter 1: Preface

Health is a very popular subject in our society. Different parties actively try to make people conscious about their health via several channels such as the Dutch initiative “convenant overgewicht” (translation: covenant overweight). Also in business the topic is popular. A familiar picture in today’s supermarkets is the so-called health claim. Products containing these claims are profiled as being healthier then substitute products. There has been a lot of research on health claims (e.g. Diplock et al. 1999; Levin and Gaeth 1988; Russo et al. 1986; Trijp and Lans 2006; Wansink and Chandon 2006). 
However, a couple of years ago a new generation of health labels appeared on the Dutch market. These so-called health recommendations distinguish themselves from existing health claims because they do not emphasize on specific nutrient information or arguments. Instead, these claims only provide a logo which mentions that choosing a particular product is a good or a healthy choice. 
A Dutch example of these health recommendations is the “Ik Kies Bewust” message (translation: I Choose Consciously) created by several large food concerns. The logo “Gezonde keuze klaver” (translation: Healthy Choice Clover) and its addition “Bewuste Keuze Klavertje” (translation: Conscious Choice Clover) are created by the Dutch supermarket concern Albert Heijn.
A question that comes to mind is: “To what extent do people value these health recommendations?” The answer to this question can be found in the growing popularity and with it the growing number of products containing these health recommendations. When focusing on the consumer, one can wonder who values these health recommendations positively and who doesn’t and what causes these people to assess the recommendation the way they do. 
1.1 Problem statement
Prior research regarding willingness to pay has focused mainly on traditional health claims and nutrition information. The reason for the lack of research on new generation health recommendation is perhaps due to the fact that the latter type is relatively new. It is not clear whether the findings of these prior studies can be generalized to new generation health recommendations. 
This study aims to close this gap. Its focus is on consumers’ willingness to pay in relation to the new generation health recommendation. And in particular, the factors underlying this willingness to pay. To my knowledge, there has been no research considering this newest type of health claim in relation to willingness to pay.
Research question

To summarize, I will investigate the effects on willingness to pay of consumers when it comes to new generation health claims using the following research question: 
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What factors cause consumers to experience a higher willingness to pay regarding new generation health recommendations?
1.2 Method
To come to a well supported answer to the research question, prior research will have to be investigated and I will form a theoretical framework to provide a benchmark for this study. I will use two underlying questions to form the foundation for my research:
1. What are the differences between old and new health claims?

2. Which factors influence willingness to pay?
The first question serves to demonstrate that this study is in fact bringing something new to the table, this part will capture the substantial differences between traditional health claims and new generation health recommendations and the various categorizations that can be made.

The objective behind the second question is to investigate these causes and to make them more measurable by determining several underlying aspects. Furthermore, I will formulate my hypotheses based on this division.
The answers to both questions will provide a starting point for the practical part of my study. This part will be of descriptive nature and based on primary research data concerning the factors underlying consumer behavior. The empirical part will be founded on a questionnaire amongst a random sample of consumers. I will provide the detailed outline of this part of my research in chapter 3. In order to gather these data, I took test samples using a survey. Through these surveys I questioned consumers about a specific health recommendation (namely the ‘Ik kies bewust’ or ‘I choose consciously’ label). The surveys form the empirical part of my study and I will base my analysis upon these outcomes. Through the analysis I will search for support for the hypothesized relations. Finally, I will present the outcomes of my research in the conclusion and I will evaluate my study.
1.3 Conceptual framework

A schematic overview of this study. Willingness to pay is influenced by several consumer background variables as well as the overall perceptions concerning the health recommendation. I will explain this model later in detail using my hypotheses.
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Control variables: 
Difficulty to understand; Education level; Income; Health concern; Product involvement;

Main meal planner; Perceived newness. 
1.4 Relevance
The growing popularity of new generation health claims makes this topic very interesting to our society. In contrast to health claims there has been no previous research addressing the determinants of attitude and willingness to pay of new generation health claims. That is why I believe that this concept is academically relevant to investigate. 
The focus of my research is primarily on the Netherlands. Since most notable investigations concentrate on the United States, I consider this a good opportunity to investigate Dutch consumer behavior for a change. 
Since the concept of health recommendations is growing but still relatively new, understanding it is particularly relevant for a number of social groups in our society. Consumers may benefit from behavioral research when it shows them what drives their purchase patterns. In addition, manufacturers of food products may benefit because they wish to sell their products. Information regarding the influencing factors on willingness to pay would provide the manufacturers insight in the behavior of their customers and an opportunity to react to this behavior. Also it could benefit the marketing activities of the organizations behind these health recommendations if they knew what triggered consumers to pay for the products containing these recommendations.

Finally, my study might be of interest to the public authorities who wish to keep their citizens healthy. The government has the ability to call attention upon matters such as overall health and new insights in the consumers’ willingness to pay for new generation health claims could help them with their cause. Also, it provides a base for discussion on the desirability of consumer behavior due to the presence of these health recommendations. For instance, dialogue on whether it is desirable that people consume more mayonnaise when the packaging contains a health recommendation. 

In conclusion, I believe that all these possible implementations of the outcomes of this study make it a very interesting and relevant topic to investigate.
Chapter 2: Theoretical framework
The purpose of this chapter is to form the theoretical frame which will serve as the basis for my research. In the first part of this chapter, I will illustrate the different types of claims to distinguish the new generation health recommendation as a unique health claim. This is necessary because I need to be convinced of the academic relevance of my study.
In the second part, I will take a closer look at the factors that influence consumers’ willingness to pay. In order to formulate my hypotheses, it is crucial that I take this vague concept which we call consumer behavior and distil a number of practical and tangible categories that I am able to use in the empirical part of my study. 

At the end of this chapter, I will again provide the conceptual model. With the information provided in this chapter, it will provide a more detailed view of the foundation of my research.

2.1 What are the differences between old and new health claims?

In this paragraph I will investigate the differences between the health claims. In order to do this, I will make a distinction between traditional health claims and new generation health recommendations. I will clarify the differences within each category as well as examine the overall differences between the categories in the next section.
2.1.1 Traditional Health Claims

This is the category where I referred to earlier when I mentioned that a lot of research has been done about health claims.  Diplock et al. (1999) identified five different types of claims. I will discuss them one by one and provide some examples to clarify the differences.

Content claim 

This is the first type that Diplock identified. The claim tells the customer something about the product’s content. For instance, messages like “this product contains 0% Fat” or “this product contains low salt” are content claims. 
Structure function claim 

The second type is called the structure function claim. This claim tells the customer what bodily function is supported by the product and it also explains why this function is supported. Messages such as “this product helps lower cholesterol levels because it contains plant sterols” or “this product is good for bones and teeth because it contains calcium” are structure function claims.

Product claim 

The product claim is the third type that Diplock encountered. This claim is similar to the structure function claim, except that this claim does not explain why the bodily function is supported. For example, messages like “this product is good for heart and blood vessels” or “this product stimulates the brain function” are product claims. 

Disease risk reduction claim 

The disease risk reduction claim tells the customer why a particular product sees to it that a person experiences a lower risk on a certain disease. Examples of this claim are “this product may reduce the risk of cardiovascular disease” and “this product reduces the risk on diabetes because it contains added fibers.”
Marketing claim

The last type of claim is the so-called marketing claim. It tells the customer that a specified product brings them some kind of benefit. For instance, messages like “this product works thirst quenching” or “this product makes you feel more relaxed because it contains valerian extract” are marketing claims.
Reviewing the five types of this traditional category, there is one characteristic that I aim to emphasize. That characteristic is that all these types claim something. The dictionary
 provides the following definition for this term:

1. Assertion that something is true;
2. A demand or request for something considered one’s due.
 The first definition is the most suitable for the situation at hand.
2.1.2 New Generation Health Recommendations

Examining the definition of claim given by the dictionary, I find that new generation claims are not actual claims. They are more recommendations than actual claims. They recommend a product as a ‘healthy choice’ in stead of claiming specific benefits will follow from its use. 
To show that there is a subtle difference in meaning, let us take a look at the dictionary
 definition of a recommendation:

1. A suggestion or proposal as to the best course of action, especially one put forward by an authoritative body.

In order to obtain a more clear understanding of the difference between the two, I will discuss some examples. I will discuss the most important health recommendations that can be found in Dutch supermarkets in the following section.
Ik Kies Bewust
 ( I Choose Consciously)

The “Ik kies bewust” label started out in 2006 as an initiative of three major Dutch food manufacturers (i.e. Campina, Friesland Foods and Unilever ). From now on I will refer to this label as the IKB label. The manufacturers established a foundation to support the label’s credibility. The IKB label is an open initiative for the food industry and the amount of products containing this label is growing rapidly.

The underlying message of the IKB label is that the products contain less salt, sugar and saturated fat. However, unlike traditional health claims, this information is usually not presented as such on the product packaging. Because IKB is a label for all kinds of food, the criteria are not for all products equal. The IKB foundation divides products in several product groups with their own criteria.

Products that are excluded from the label are products that contain alcohol, food supplements, medical food and food for children below the age of 1.

Gezonde Keuze Klavertje
 (Healthy Choice Clover)

The Dutch supermarket Albert Heijn started using its own health recommendation label in 2005. This label, which I will refer to as GKK label, can only be found on products which Albert Heijn calls essential products. Products like fruit, vegetables, bread and potatoes are important for providing essential nutrients. This type of products can be considered for the GKK label.

Bewuste Keuze Klavertje ( Conscious Choice Clover)

In addition to the GKK label, Albert Heijn also developed a second label, the BKK label, for non-essential products. The supermarket started using this label in 2009. It can be found on for example snacks, cookies and candy that are relatively healthy compared to similar products. Again, this information can not be found on the product packaging.
Conclusion
To put it briefly, the relatively new labels distinguish themselves from the older health claims by offering a recommendation instead of claiming a particular benefit or a specific characteristic. In stead, the new type of labels merely mark a product as a healthy or a conscious choice for the consumer. This distinction makes it clear to me that our society is indeed dealing with a new generation of health claims. Previous research that dealt with traditional health claims therefore do not have to be applicable to this new type. Hence, there is a gap here that needs to be investigated.
2.2 Which factors influence willingness to pay?

Now that I have established that there is a distinctive new type of health claim that can be investigated, it is time to go into the factors that influence a consumer’s willingness to pay.

The first thing I noticed when examining this topic is that the findings concerning the factors that influence willingness to pay for nutrition information or health claims are diverse and that researchers often focus on purchase intentions rather than willingness to pay.
For instance, where Garretson and Burton (2000) conclude that nutrient claims have no effect on attitudes or purchase intentions, Kozup et al. (2003) indicate that when favorable nutrition information or health claims are presented, consumers have more favorable attitudes toward the product, nutrition attitudes, and purchase intentions. These findings are supported by Williams (2005). The latter states that when a product features a health claim, respondents view the product as healthier and they are more likely to purchase it.

Bower et al. (2003) find that females, older subjects and those with high health concern having higher purchase intent for a proven health benefit label. My assumption that willingness to pay is closely connected to purchase intention is supported by this study. Bower et al. (2003) state that willingness to pay was also higher for these sub-groups and for those with higher nutritional knowledge.  
Williams (2005) theorizes that the drivers of consumer purchasing behavior are complex. A number of factors other than advertising claims and price will affect the probability of trial of new products. Examples are concerns about nutrition and consumer dispositions towards innovativeness and susceptibility to normative influence. In conclusion it seems that researchers seem to disagree what the role of nutrition and health claims is on willingness to pay. 

In order to structure my investigation, I will formulate several hypotheses. Following Trijp and Lans’ (2006) study, I will distinguish three categories of factors that are of influence on how much consumers are willing to pay for a product with a health recommendation. Namely consumer perceptions, socio demographic factors and psychographic characteristics. The overall feeling that a consumer experiences from the label will be formulated as the consumer’s attitude toward the label. Also, to outline my investigation, I will focus on the biggest health recommendation label that can be encountered in Dutch supermarkets, namely the IKB label. I will explain more about this choice in chapter 3.
2.2.1 Consumer perception factors

The first category of factors that influences willingness to pay is consumer perceptions concerning the health recommendations. To clarify this term, I will cite the Oxford dictionary
. This provides the following definition for the term perception: 

1. The ability to see, hear, or become aware of something through the senses;

2. The way in which something is regarded, understood, or interpreted.

The second definition is the one to be applied in the course of this study.

Consumer perceptions are important for explaining consumer behavior. Williams (2005) found that the perception of health benefits is largely based on prior beliefs about the product rather than specific information provided by the claims. Nagya (1997) concludes that in contrast to nutrition knowledge, perceptions about attributes of foods, such as importance of nutrition, appear to be good predictors of dietary behavior. This conclusion is based on several other investigations (Shepherd and Towler 1992; Tuorila 1987; Tuorila and Pangborn 1988). Although the dictionary provided a clear meaning of the word perception. The term itself is still quite vague and intangible. Therefore I will distinguish several aspects of consumer perceptions that can be measured more easily.

Attitude towards the label is the first of three aspects that I will distinguish. Its place in this study is particular important.  Several theories, among others ‘the theory of planned behavior’ (Ajzen 1991) as well as the “technology acceptance model” (Davis 1989; Bagozzi et al. 1992) provide support for the belief that attitude works as a mediator between perceptions and intentions. Therefore, I have chosen to place attitude in my model between consumer perceptions and willingness to pay.

Besides attitude, I have distinguished two other important perceptions. The first one is credibility. This factor says something about the degree of positiveness that a consumer perceives the label’s credibility. The second perception is perceived health impact, which gives a notion of the degree to which a consumer experiences a healthy impact from the presence of the label. In the following paragraphs I will discuss these perceptions and formulate the first three hypotheses.
Attitude towards the label

To start out with a clear understanding of the factor attitude, I will first examine the term itself. The dictionary
 gives the following definition: “a settled way of thinking or feeling about something.” Hence, this aspect measures how consumers feel about the IKB label. And more tangible the degree to which consumers are appealed by the label. Kahneman and Ritov (1994) interpret stated willingness to pay as an expression of attitude towards a product. Because I aim to investigate the factors underlying willingness to pay for the IKB label, I regard attitude as an important aspect for my research. 
Kozup et al. (2003) indicate that when favorable nutrition information or health claims are presented, consumers have more favorable attitudes toward the product. This leads me to believe that a new generation health recommendation such as the IKB label would have a similar positive effect on consumers’ attitude and therefore on their willingness to pay.

The most consistent finding of both Kozup et al. (2003) and Williams (2005) is that health claims do increase consumers’ expectations about the healthiness of a product and produce more positive attitudes toward its nutritional value. I believe this to be an important influence on the consumer’s willingness to pay. In combination with the supposed position of attitude between perceptions and intentions that I mentioned in the previous section, I hypothesize the following. 


Hypothesis 1: 

A positive attitude towards the IKB label has a positive effect upon willingness to pay.

Credibility

The dictionary provides the following definition: “the quality of being trusted and believed in.” Hence, this aspect measures the degree to which the consumers believe that the label is telling the truth. This can be about the organization behind the label but also about the message of the label itself. For example, whether a person believes the message or whether a person knows and trusts the organization.

The literature shows mixed results as to the determinants of credibility. Trijp and Lans (2006) state that health claims about a product’s content are more credible than claims that do not mention any ingredients. Because one of the characteristics of new generation health recommendations is that they do not mention why a product is healthy, one would expect its credibility to be relatively low.

The main finding by Nilsson et al. (2004) is that although small groups of consumers may be satisfied with a number of different formats, the majority of them fail to provide a credible quality assurance scheme. The same study also found that components like ownership structure, stakeholder coverage, quality assurance, trace-ability and transparency are the most important elements when considering the credibility of a labeling scheme. Applying this to the IKB label, I would expect its credibility to be fairly high. Trace-ability and transparency are quite high due to the easy to find website
. Ownership structure and quality assurance can be found at this website. Stakeholder coverage is not mentioned explicitly. Naturally this implies that consumers would take the trouble to look up the label’s website.
Garretson and Burton (2000) state that consumers generally believe that claims are simply attempts by the manufacturer to sell more of its product and are unaware of government regulations that specify when claims can be made (Levy 1995). Such beliefs have led to consumer skepticism regarding health and nutrition claims on packages. This corresponds to Kozup et al. (2003) who found that consumers tend to be somewhat wary of health claims, preferring instead to trust specific nutrition information when it is available. Williams’ (2005) findings are consistent with the previous studies. The latter states that there is a high level of consumer scepticism about all aspects of information on food labels, including health claims, and concern is often expressed over manufacturers using claims just as a sales tool. Trust in health claims is not necessarily related to the strength of promise made in the claims and messages are more likely to be believed when they repeated frequently by different and trusted sources. 
To sum up, it seems difficult for a health claim to establish a credible reputation. However, as mentioned in the previous paragraph Kozup et al. (2003) and Williams (2005) found that health claims increase consumer expectations about the healthiness of a product. As a result, this produces more positive attitudes toward the product’s nutritional value. This increase in expectations implies a sense of credibility. So I believe that perceived credibility is of crucial influence on the attitude toward the label. Therefore, I hypothesize the following.

Hypothesis 2: 

Credibility of the IKB label has a positive effect upon attitude.
Perceived health impact

Perceived health impact measures the degree to which consumers experience a healthy influence from the label. This is an important aspect because perceived health impact is the label’s main goal. If this aspect is not experienced by the consumer, than it would seem likely that it would influence this consumer’s attitude towards the label.
Trijp and Lans (2006) did not find any significant relations between perceived health impact and type of health claim. Kozup et al (2003) state that when favorable nutrition information or health claims are presented, consumers have more favorable attitudes toward the product, nutrition attitudes, and purchase intentions, and they perceive risks of heart disease and stroke to be lower. Williams’ (2005) findings correspond. In this study, respondents view the product as healthier and state they are more likely to purchase it, when a product features a health claim. Williams finds consistency in several studies that health claims do increase consumers’ expectations about the healthiness of a product and produce more positive attitudes toward its nutritional value. Considering the conclusions of these studies, I hypothesize the following.

Hypothesis 3: 

Perceived health impact of the IKB label has a positive effect on attitude.

 2.2.2 Socio demographic factors
Socio demographic factors belong to the consumer background variable category. Consumer background variables are important for explaining their willingness to pay. However, these background variables will only reach their full potential if they are supported by favorable perceptions regarding the health recommendation. Socio demographic factors relate to consumers. 
Again, literature shows a diverse picture. Whereas Weirenga (1983) states that an individual’s socio demographic characteristics can influence the perceived importance of various food attributes (e.g. nutrition). Nagya (1997) researches this topic and finds that there are no theoretical or empirical guidelines on how socio demographic factors should be considered in explaining a main meal planner’s perception of the importance of nutrition in food shopping.
There are two socio demographic factors that I would like to address in particular. These factors are age and gender. I will discuss them in the next paragraphs.
Age 
Moorman and Matulich (1993) find a positive relationship between age and healthy behavior. That is to say, older people behave themselves healthier than younger people. However, they also find that elder people often do not tend to look for information regarding their health. Williams (2005) states that usage of health labels is generally higher by, among others, older consumers.
Based on Williams’ (2005) prior research, I believe that this aspect is relevant for my study. So age is the first socio demographic factor that I will include in my study. This aspect measures the degree to which age affects the willingness to pay. 

Williams shows in his study that the usage of health labels is generally higher among older consumers. Therefore, I expect that a positive attitude has a larger effect for those who are older. Older being relative to the age of the other consumers participating in the research. Summing up, this results in the following hypothesis:

Hypothesis 4: 

For older people, a positive attitude will have a greater impact on their willingness to pay than for younger people.

Gender
Williams (2005) states that female consumers generally use health labels more than male consumers. Nagya (1997) emphasizes the importance of the relationship of a main meal planner’s gender to perceived importance of nutrition. Previous studies (Food Marketing Institute 1990) show that men are typically less interested in nutrition and health issues than women. Consequently, men are presumably less likely to perceive nutrition to be important in food shopping.
Nagya assumes that an individual’s perception about the importance of nutrition in food shopping affects diet quality. This consists with findings (Frazao and Cleveland 1994; Nayga and Capps 1994) that men’s average fat/cholesterol intake is generally higher than women’s’.
Courtenay (2000) concludes that males in the US are more likely than women to adopt beliefs and behaviors that increase their risks, and are less likely to engage in behaviors (i.e. nutrition) that are linked with health and longevity. 

In my research, this aspect measures the degree to which gender affects the willingness to pay. Based on several studies (Williams 2005; Nagya 1997; Courtenay 2000), I believe this aspect is relevant for my study. The studies conclude that women are more interested in nutrition and health than men. Therefore, provided that the consumer’s attitude regarding the health recommendation is positive, a female person will experience a higher willingness to pay.


Hypothesis 5: 

For females, a positive attitude will have a greater impact on their willingness to pay than for males.

2.2.3 Psychographic factors

Psychographic factors, or IAO factors, include consumer interests, activities and opinions.

This category is important when trying to explain consumer behavior (Moorman and Matulich 1993; Richins and Bloch 1986; Nilsson et al 2004; Williams 2005; Trijp and Lans 2006; Nagya 1997 and Jacoby 1977).
Subjective nutrition knowledge

Brucks (1985) explains that there are two kinds of knowledge, objective and subjective. Jayanti and Burns (1998) build on this distinction. According to them, objective nutritional knowledge refers to the individual’s storehouse of information about nutrition and subjective knowledge refers to the individual’s opinion about his own knowledge regarding the subject. 
Objective knowledge has been tested in several notable studies. Bower et al (2003) report that people with more nutritional knowledge experienced a higher purchase intent and willingness to pay for a fat spread with a proven health benefit. However, a prior research by Jacoby (1977) concludes that the majority of consumers neither uses nor comprehends nutrition information when making food purchase decisions. And Nagya (1997) demonstrates that nutrition knowledge does not directly predict dietary behavior, because those with more knowledge do not necessarily change their behavior (Putler and Frazao 1994; Sapp 1991; Shepherd and Towler 1992).To sum up, mixed results concerning objective nutrition knowledge but I will not get into this side of nutrition knowledge any further because this factor would need an exploratory research onto the objective nutrition knowledge of consumers and I have the scale of my research to consider. 
Because I am interested in the consumers’ interests, activities and opinions, I chose subjective nutritional knowledge as a factor. Jayanti and Burns (1998) found no direct support for their hypothesis that subjective health knowledge lead to preventive health behaviors. But it is possible that health knowledge operated through mediating variables in this investigation.
Now that I have established which subdivision of nutrition knowledge I will focus on, it is time look into subjective nutrition knowledge. The aspect in question measures the degree to which subjective nutrition knowledge affects the willingness to pay. Based on several studies (Brucks 1985; Jayanti and Burns 1998) I believe this aspect is relevant for my study. The studies vary in their conclusions. Jayanti and Burns conclude that subjective knowledge is an important driver of behavior although its effect is channeled through other variables. Bower et al. (2003) concludes that people who think they know more about nutrition experience a higher intent to purchase a product with a health claim than people who think they know little about nutrition. Therefore, provided that the consumer’s attitude regarding the health recommendation is positive, a person who knows more about nutrition will experience a higher willingness to pay.

Hypothesis 6: 

For people who believe they know more about nutrition, positive perceptions will have a greater impact on their willingness to pay than for people who believe they know little about nutrition.

2.3 Conceptual model
To wrap up the theoretical part of my study, I will provide a schematic view of this study. This time, with the formulated hypotheses indicated in the model. I will exemplify the model further in the next passage.  
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Control variables: 

Difficulty to understand; Education level; Income; Health concern; Product involvement;

Main meal planner; Perceived newness. 

At the far right, willingness to pay is the variable at which I expect all the other variables to have influence. I imagine the factor attitude (H1) to have both a direct effect on willingness to pay, as well as function as a mediator between the consumer perceptions and willingness to pay. This is one of the reasons why attitude is presented in the center of the model. The arrow running from attitude towards willingness to pay represents the effect of a consumer’s attitude on willingness to pay.

Other relationships that can be derived from the model are the expected influence of credibility (H2) and perceived health impact (H3) on the overall attitude of a consumer towards the label. This is visualized through the arrow from the box with these consumer perceptions towards attitude.
Concerning, hypotheses 4, 5 and 6, I have formulated three consumer background variables as having an interaction effect with the overall attitude towards the label. In other words, a positive attitude is to have a greater effect on consumer’s willingness to pay when the person’s age is higher (H4) or when it concerns a female (H5) or when this person believes his or her own nutrition knowledge to be greater than other consumers (H6). The two arrows coming from the consumer background variables box portray these hypothesized relations.
Finally, the grey box at the bottom shows the seven control variables that will be taken into account during the research.

Chapter 3: Empirical elements
Now that I have finished the theoretical framework I feel that I have established a solid base for my study. This next chapter covers the outline of the empirical part of my study. In the following paragraphs I will show how I aim to test the hypotheses that I formulated in the previous chapter. As I mentioned earlier, I will do this by descriptive research (Hoffman et al. 2005) using a survey. 
This chapter covers two paragraphs. In the first paragraph I will discuss the basic choices of my experimental design such as the use of a fictive product, the preservation of both the validity and the reliability, the focus on one particular health recommendation, category design and sample size. In the second paragraph, I will discuss the measurement of the variables. These variables include the hypothesized variables that were established in chapter two. Also, it includes a number of control variables. Appendices 1 to 5 provide examples of the questions that will be used in the survey.
At the end of this chapter, I will be ready to start the disperse of the surveys among the participants to obtain the data for the analyses.
3.1 Experimental design

I will explain some of the major choices concerning the experimental design in the coming paragraph. 
Fictive product

The first choice that I would like to discuss is the use of a fictive product. The major benefit is that, the participants in the survey all have the same product in mind to base their judgment upon. This way, the comparison of their answers in the survey will be more reliable. As to the choice for the product. I came along two examples in earlier research that appealed to me. The first one I found in the by Bower et al. (2003). In this study, the researchers used a fat spread with a proven health benefit. The other example that I came across is an article by Trijp and Lans (2006). The researchers In this study conducted an experiment using a fictive yoghurt product for consumers to base their choices upon. Since I expect yoghurt to appeal more to consumers than a fat spread, I will use a fictive yoghurt in my survey.
Validity and reliability

In this section, I will get into the preservation of both the validity and the reliability in the process of gaining the data for my research. First let me clarify both terms. Hoffman et al. (2005) say the following about validity and reliability. “Valid research techniques measure what they are supposed to measure.” and “Reliability is a measure of the stability or consistency of customer responses.” To ensure that I am preserving the validity and reliability in my investigation, I will contain several questions or statements on the same topic in the survey. That way I can investigate consistency in the answers (Ohanian 1990). Also, I will base the survey questions on prior research and to this end, I will use the Marketing scales handbook (Gordon et al. 2005). More details about this method can be found in paragraph 2.
Health recommendation
As I mentioned earlier, it is important for me to maintain a strict outline during my study. In chapter 2, I have identified three different new generation health recommendations. Considering the scale of my research, I will only focus on one type of new generation health recommendation. 

From the three new generation health recommendations, I choose the IKB label. As I have mentioned before, the GKK and the BKK label are invented by the Dutch supermarket Albert Heijn. Therefore, these labels can only be found in this particular supermarket. In contrast, the IKB label is invented by several food manufacturers and can be found in most Dutch supermarkets. It is the most widespread example of the new generation health recommendation in the Netherlands.

Categories

With the intention of making the survey easy accessible, I hope that consumers will take the time to complete my survey. To increase this ease of use, I aim to keep almost all answering categories equal 5-point likert scales (Hoffman et al. 2005). Ranging from strongly disagree to strongly agree, respondents can specify their level of agreement to a particular statement. I deliberately use a 5-point scale so there is no forced entry. Respondents will always have the option of “neither agree nor disagree” if they wish to refrain their opinion to a certain statement. Due to the equal answering categories, respondents will not easily be confused and have the opportunity to focus on the statements. Again, the Appendices 1 to 5 show examples of survey questions per category.
Sample size

I based my decision of the amount of respondents to include in the study on Field (2005). The author states that a rule of thumb is to take 10 respondents for each predictor. In my study, 13 predictors are included, so I am aiming to get 130 respondents.

In order to obtain a wide range of responses, I will randomly spread my survey to consumers with different socio-demographic characteristics via internet. If I do not come up with enough respondents, I will randomly select consumers at grocery stores.
3.2 Measurement of variables
This paragraph discusses the measurement of all the variables that are included in this study. I will start out with the dependent variable and then follow with the hypothesized variables. At the end of this paragraph I will also discuss the control variables that are taken into account.
Willingness to pay

Willingness to pay is the dependent variable. Frew et al. (2003) investigated different scale formats for eliciting willingness to pay. They compared an open-ended, a close-ended and a price scale format to one another. Since they conclude that the close ended format produced significantly higher willingness to pay due to anchoring and yea-saying, I will not use the close ended format. Instead, I will use the open ended format in which each person can choose their own willingness to pay valuation. This way, a participant is not bound by any preset conditions regarding his or her willingness to pay. (Appendix 1)
Consumer perceptions

Trijp and Lans (2006) use several 5-point likert scale items to measure the aspects of consumer perceptions. The variables in this category are meant to show how the individual consumer perceives the health recommendation. As mentioned before, I will use three underlying factors to make the term perception more tangible.
Attitude toward the label

I will base the attitude construct of this variable upon the ‘attitude toward nutrition facts label’ original to Burton et al. (1999). I transformed the scale to three 5-point likert scale items. (Appendix 2: attitude towards the label item 1-3).

Credibility

I based one of my survey questions for the credibility construct on Trijp and Lans (2006) (Appendix 2: credibility, item 1). To boost the reliability and the validity, I included two 5-point likert scale items based on Ohanian (1990) (Appendix 2: credibility, item 2 and 3).  
Perceived health impact

Trijp and Lans (2006) used one question about perceived health impact in their survey. I will base one item on their survey question (Appendix 2: perceived health impact, item 1). To increase the reliability and the validity of this construct, I added two 5-point likert scale items (Appendix 2: perceived health impact, item 2 and 3). 

Socio demographic characteristics

Following the theoretical framework and the hypotheses, I will include the socio demographic variables age and gender in the survey. Appendix 3 shows example questions for this category. Since the participants of the survey will be Dutch, I will leave some options in their original form. For example, the education levels are based on the Dutch school system.

Psychographic characteristics

The variables in the psychographic category are, in conjunction with the socio demographic variables, based on the theoretical framework and hypothesis 6. In contrast to the previous category, however, this category is less tangible. To preserve the validity of the answers, different frames are used to measure this characteristic. 
Subjective nutrition knowledge

Subjective nutrition knowledge will be measured using three 5-point likert scale items based on Moorman et al. (2004). These items are supposed to measure the degree to which the individual perceives his or her own knowledge concerning nutrition. (Appendix 4)
Control variables

The dependent variable ‘willingness to pay’ may be influenced by other variables than described in chapter 2. Previous studies have shown for several variables that they can influence willingness to pay. In order to control these effects, I will include the variables below as covariates in my research. 

Difficulty to understand

The difficulty to understand aspect measures the degree to which the label is understandable to the consumers. Examples of this aspect are: whether or not a person understands what the label means and which message is more clear to a person.

I believe this aspect is relevant because it might help to understand other findings. Williams (2005) suggests that a lack of nutrition knowledge can limit consumers’ abilities to understand or evaluate a health claim and this lack of understanding can diminish the credibility of claims. This provides a clear link between the aspects difficulty to understand and credibility of health claims.
Trijp and Lans (2006) indicate that claims that involve ingredients are more difficult to understand than claims that do not provide this information. Since health recommendations do not provide any ingredient information, one may expect that they are relatively easy to understand.

Trijp and Lans (2006) use one question in their survey (Appendix 5: difficulty to understand, item 1). To enlarge the reliability and the validity, I added two 5-point likert scale items (Appendix 5: difficulty to understand, item 2 and 3). 

Education level

Where Moorman and Matulich (1993) could not find an unambiguous connection, Williams (2005) provides findings that better educated people tend to use nutrition information more.

Nagya (1997) suggests that higher educated main meal planners generally perceive nutrition as more important in food shopping than do others. Leigh (1983) states that education is an important regressor for a person’s health. Indirect effects such as healthy habits (i.e. nutrition) dominate the direct effects such as allowing wise use of medical care. 
Based on several studies (Williams 2005; Nagya 1997; Leigh 1983), I believe this aspect is relevant for my study. The studies conclude that better educated people are more interested in nutrition and health than less educated people. Therefore, a higher educated person might experience a higher willingness to pay. (Appendix 5: Education level, item 1).
Health concern

Bower et al. (2003) reported that health concerned consumers had a higher purchase intent for a proven health claim. The willingness to pay level was also higher, but effect sizes were less than those due to differences in perceptions. Williams (2005) explains how usage of nutrition labels is higher among those with an interest in nutrition. Maheswaran and Levy (1990) state that a positive message works better with low involvement because people who are highly involved tend to focus on negative information. Moorman and Matulich (1993) found mixed results in their research.
This aspect measures the degree to which health concern affects the willingness to pay.

Based on the studies mentioned above, I believe this aspect is relevant for my study. To cut a long story short, the studies conclude that people, who are more concerned about their health, make more use of nutrition labels and are willing to pay more for a healthy product. Therefore, a person who is more concerned about his health will experience a higher willingness to pay.

The health concern of the respondents will be measured using three 5-point likert scale items concern scale based on Jayanti and Burns (1998). The items are intended to measure the degree to which being concerned and sensitive about health issues is a part of the individual’s daily life (Gorden et al. 2005). Concerning reliability, the scale yielded an alpha of 0.75. And the authors mention general evidence related to the validities of their scales (Jayanti and Burns 1998). (Appendix 5: health concern, item 1-3).
Product involvement

At first glance, the product involvement variable looks a lot like the variable health concern, which I discussed in the previous section. The difference however is, that product involvement is about the product containing the health recommendation. Yoghurt, in this case. Whereas health concern focuses on the issue, health. Zaichkowsky (1985) developed a scale to test all the aspects of involvement. Since I am only interested in product involvement itself, I will use four 5-point likert scale items based on the scale used by Cho et al. (2001).  (Appendix 5: Product involvement, item 1-4).
Main meal planner 
Results of the Nagya (1997) study suggest that nonworking main meal planners generally perceive nutrition as more important in food shopping than do others. Therefore I will include this variable. (Appendix 5: Main meal planner, item 1).
Perceived newness

Trijp and Lans (2006) include the perceived newness variable in their research. Since I believe that perceptions concerning the label also depend on whether or not a person is familiar with the label, I will include this variable in my study. (Appendix 5: perceived newness, item 1).
Income 
Finally, Income seems a plausible variable to influence willingness to pay. Although Moorman and Matulich (1993) find no clear results on this matter, I will include this variable in my study. (Appendix 5: Income, item 1).
3.3 Conclusion

Throughout this chapter, I have explained how the data obtainment part of my research will take place and what the survey that I will use for this matter will look like. Now that I have explained for every variable how I have come to include it in my study and what role this variables will have in the empirical part of my study, it is time to take a look at the data that I have collected.

Chapter 4:  Data analysis

In this chapter, I will discuss the results that I found with the questionnaire. Initially I set out aiming at a diverse set of about 150 respondents. There where quite a few respondents who failed to complete the whole questionnaire, but the overall response rate was fairly high. After eliminating the respondents that could not be used, I ended up with 129 useful respondents for my research.
For the statistical analysis, I will use version 18 of the computer program PASW. 

The dependent variable in this study is quantitative, continuous and not bounded by any limitation. All predictor variables are categorical or quantitative. Thus, the model to test the factors influencing willingness to pay is the multiple regression (Field 2005) and that model looks like this:

Y(willingness to pay) =  
β0 + β1*attitude + β2*credibility + β3*perceived health impact 

+ β4*subjective nutrition knowledge + β5*difficulty to understand  + β6*health interest + β7*product involvement + β8*perceived newness + β9*product expensiveness + β10*gender + β11*age + β12*household main meal planner + β13*education + β14*income + Error

Y is the dependent variable. It is being influenced by a constant factor described as β0. What follows is a list of all the variables that I have introduced in the previous chapters. These factors include the hypothesized variables (factor β1, β2, β3, β4, β10, and β11). The other β factors are the control variables and at the end there is a random error variable included.
4.1 Factor Analysis

As mentioned in chapter 3, I set out to measure the different concepts through several scale components. A factor analysis is used to identify clusters of variables (Field 2005).

By using a rotated component matrix, I measure to what degree the scale components of the different constructs measure the same concept. The rotation is used to discriminate between the factors. Below, I made brief summary of the results that I found (see appendix 6 for a detailed overview of the results). Based on Eigenvalues greater than 1, the test extracts 7 factors. The lowest value is attributed to the first question of the credibility component amounts 0,586. Since there is no higher value of this question in another component, I will include it in my research.
	Component
	Q 1
	Q 2
	Q 3
	Q 4
	# construct questions

	Attitude
	,871
	,881
	,727
	
	3

	Credibility
	,586
	,757
	,750
	
	3

	Perceived Health impact
	,850
	,831
	,898
	
	3

	Subjective Nutrition knowledge
	,634
	,871
	,880
	
	3

	Difficulty to understand
	,775
	,955
	,935
	
	3

	Health Interest
	,876
	,917
	,876
	
	3

	Product Involvement
	,839
	,896
	,805
	,882
	4


4.2 Reliability test

To measure the internal consistency of the scale components, I used Cronbach’s alpha. The table below shows the values range from 0,833 to 0,934.  Field (2005) suggests that any value of Cronbach’s α above 0,7 qualifies.
	Component
	Cronbach’s α
	# of Items

	Attitude
	,896
	3

	Credibility
	,934
	3

	Perceived Health impact
	,926
	3

	Subjective nutrition knowledge
	,833
	3

	Difficulty to understand
	,921
	3

	Health Interest
	,879
	3

	Product Involvement
	,890
	4


Since all of these outcomes qualify as high, I will use all the questions in each component. Based on these results in combination with the factor analysis, I will take the average outcome of the questions per construct so that one value per construct remains.
4.3 Descriptive statistics
The 129 respondents resulted in the following distribution.
Gender

Men and women are almost equally distributed over the population.
	Gender
	Frequency
	Percent

	Male
	58
	45

	Female
	71
	55

	
	129
	100


Age

The age of the respondents runs from 19 to 71 and is on average 41 years old with a standard deviation of 14 years.
	Descriptive Statistics

	
	N
	Youngest respondent
	Oldest respondent
	Average Age
	Standard Deviation

	Age
	129
	19
	68
	41,22
	13,952


Main meal planner

60,5% of all respondents answered that they are the ones who plan the main meals in their household. This is quite a lot, but considering the possibility that some people answer yes when they split this task with their partner, it would make sense that this answer is more popular. There is still a substantial 39,5% left who do not plan the main meals.
	Main meal planner
	Frequency
	Percent

	Yes
	78
	60,5

	No
	51
	39,5

	
	129
	100


Education level
Most of the respondents have enjoyed higher education. Since the categories of the survey question were somewhat random chosen, I decided to distinguish Academic and higher education from the lower education levels and form two groups in stead of 6. Initially, the distribution of the outcomes looks like this.
	Education level
	Frequency
	Percent

	Elementary school
	1
	0,8

	VMBO/MAVO
	31
	24,0

	HAVO/VWO
	17
	13,2

	MBO
	28
	21,7

	HBO
	30
	23,3

	WO
	22
	17,1

	
	129
	100


Income level
Similar to education level, the amounts of income in each class were also pretty much randomly chosen. Since these categories itself therefore do not represent much, I decided to make a distinction between two groups of income levels. The average income level of a Dutch inhabitant in 2010 is € 32.500,- before taxes. Since € 36.000,- is the closest to this average, I decided to take the three groups below average as the relatively low income group and the three groups above average as the relatively high income group. The groups are almost equally distributed over the number of respondents. Before the division, the distribution is as follows.
	Income level €
	Frequency
	Percent

	< € 12.000
	10
	7,8

	€ 12.000 – € 24.000
	16
	12,4

	€ 24.000 – € 36.000
	36
	27,9

	€ 36.000 – € 48.000
	48
	37,2

	€ 48.000 – € 60.000
	12
	9,3

	> € 60.000
	7
	5,4

	
	129
	100


Perceptions, attitude and willingness to pay
The table below shows some general information about willingness to pay, attitude and the hypothesized perceptions. The lowest and highest value of each variable as well as the mean are presented. As mentioned in chapter 3, willingness to pay is measured in euro’s, attitude and the perceptions are measured in a 5 point likert scale running from strongly disagree to strongly agree. All statements are positively formulated (see appendix 1 and 2 for more details).
	Variable
	Minimum
	Maximum
	Mean

	Willingness to pay  (€)
	,80
	2,50
	1,1480

	Attitude
	1,00
	5,00
	2,8992

	Credibility
	1,00
	5,00
	2,8501

	Perceived health impact
	1,00
	5,00
	2,6305


4.4 Regression analysis
Now that I have established the validity, the reliability and the distribution of the variables, it’s time to find out what factors influence willingness to pay for the IKB label.
4.4.1 Determinants of Willingness to pay

First I ran a forced entry test with all the predictors included to check for some general outcomes. The model summary looks like this:
	Model summary

	R
	.611

	R square
	.373

	Adjusted R Square
	.296

	Std. error of the estimates
	.21233


R shows me that the overall correlation between the predictors and my dependent variable is about 61%. Considering R square, I can conclude that my independent variables account for 37,3% of the variation in willingness to pay. 

Furthermore, the summary shows that 29,6% of my dependent variable’s variance would be accounted for if the model had been derived from the population from which the sample was obtained. However, Field (2005) criticizes the use of Wherry’s equation by PASW since it doesn’t show how well a completely different dataset would be predicted by this model.
Collinearity

The correlations table (Appendix 8) shows that mainly the predictors attitude, credibility and perceived health impact have strong correlations with one another. To make sure that the levels of collinearity are not too high, I included the collinearity diagnostics in the analysis. 

This test shows that Attitude and Credibility have fairly high values of VIF (Variance inflation factor). The average VIF value is 1,671. This is quite high but since none of the values exceeds 10 and none of the tolerance levels is below .2, I can conclude that there is no collinearity within my data (Field 2005).
	Predictor
	Tolerance
	VIF

	Attitude
	,297
	3,369

	Credibility
	,281
	3,555

	Perceived health impact
	,482
	2,075

	Subjective nutrition knowledge
	,726
	1,378

	Difficulty to understand
	,654
	1,530

	Health interest
	,809
	1,235

	Product involvement
	,838
	1,193

	Perceived newness
	,829
	1,206

	Product expensiveness
	,826
	1,211

	Gender
	,812
	1,232

	Age
	,623
	1,606

	Household main meal planner
	,890
	1,124

	Education
	,714
	1,401

	Income
	,783
	1,277


1: Dependent variable: willingness to pay

Coefficients: The effect of attitude on willingness to pay
In chapter 2, I hypothesized a direct and positive relationship between attitude towards the label and willingness to pay for a product containing this label. To test this hypothesis, I ran a regression analysis in which I took attitude as the independent variable and willingness to pay as the dependent variable. The table below shows the results in column 1. It turns out that attitude makes a significant contribution (p<0,01)  to willingness to pay.

 To make sure that attitude has a significant effect when the other factors are included in the analysis, I ran the regression again with all the factors as independent variables (column 2). Based on their B values, I can conclude that predictors attitude, gender and education have  positive influence on the change of outcome in willingness to pay. And since this value is relatively big compared to their standard error, the Sig. column shows that their influence is significant. So I can conclude that attitude (p<0,05), gender (p<0,05) and education (p<0,1) make a significant contribution to predicting willingness to pay. 

This supports Hypothesis 1.
	Predictor
	Only attitude
	Whole model

	
	B
	P
	B
	P

	(constant)
	,752
	,000
	,425
	,073

	Attitude
	,137
	,000***
	,089
	,015**

	Credibility
	-
	-
	,000
	,997

	Perceived health impact
	-
	-
	,008
	,792

	Subjective nutrition knowledge
	-
	-
	,011
	,692

	Difficulty to understand
	-
	-
	-,023
	,406

	Health interest
	-
	-
	,003
	,908

	Product involvement
	-
	-
	,028
	,349

	Perceived newness
	-
	-
	,000
	,998

	Product expensiveness
	-
	-
	,012
	,622

	Gender
	-
	-
	,096
	,023**

	Age
	-
	-
	,003
	,116

	Household main meal planner
	-
	-
	-,041
	,317

	Education
	-
	-
	,086
	,061*

	Income
	-
	-
	,033
	,442


2: Dependent variable: willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R square:  .263 (only attitude), .373 (whole model) 
The effects of consumer perceptions on attitude
To test the effects of the hypothesized perceptions upon attitude, I ran two similar tests. Yet, this time I ran a regression analysis in which I took the consumer perceptions as the independent variables and attitude as the dependent variable. The table below shows the results in column 1. It turns out that both credibility and perceived health impact make a significant contribution (p<0,01)  to attitude.
Based on the table in the previous section where I examined the whole model, the effect of both credibility and perceived health impact on willingness to pay do not appear to be significant. Instead, attitude (p<0,05), gender (p<0,05) and education (p<0,1) make a significant contribution to predicting willingness to pay. This confirms the position of attitude in the model. Also, it gives me support for hypotheses 2 and 3.
	Predictor
	Perceptions
	Whole model

	
	B
	P
	B
	P

	(constant)
	,454
	,007
	1,422
	,018

	Credibility
	,597
	,000***
	,627
	,000***

	Perceived health impact
	,283
	,000***
	,242
	,001***

	Subjective nutrition knowledge
	-
	-
	,082
	,227

	Difficulty to understand
	-
	-
	-,063
	,380

	Health interest
	-
	-
	,005
	,944

	Product involvement
	-
	-
	-,012
	,873

	Perceived newness
	-
	-
	-,607
	,025**

	Product expensiveness
	-
	-
	-,106
	,089*

	Gender
	-
	-
	-,070
	,517

	Age
	-
	-
	,000
	,959

	Household main meal planner
	-
	-
	-,034
	,745

	Education
	-
	-
	,173
	,136

	Income
	-
	-
	-,072
	,506


3: Dependent variable: attitude

2: *p<0,1, **p<0,05, ***p<0,01

3: R square:  .663 (perceptions), .703 (whole model) 

The direct effect of consumer perceptions on willingness to pay

For a full understanding of the relationships of these perceptions and attitude on willingness to pay, it is interesting to see some direct effects of the perceptions on willingness to pay when attitude is left out. The table below shows that when only credibility and perceived health impact are taken into account, both yield a significant influence on willingness to pay. When the other variables  are included, the effect of credibility remains significant.
	Predictor
	Perceptions
	Minus attitude

	
	B
	P
	B
	P

	(constant)
	,772
	,000
	,551
	,020

	Attitude
	-
	-
	-
	-

	Credibility
	,088
	,001***
	,056
	,057*

	Perceived health impact
	,048
	,092*
	,029
	,307

	Subjective nutrition knowledge
	-
	-
	,018
	,508

	Difficulty to understand
	-
	-
	-,029
	,311

	Health interest
	-
	-
	,004
	,897

	Product involvement
	-
	-
	,027
	,378

	Brand familiarity
	-
	-
	-,054
	,614

	Product expensiveness
	-
	-
	,003
	,917

	Gender
	-
	-
	,090
	,037**

	Age
	-
	-
	,003
	,126

	Household main meal planner
	-
	-
	-,044
	,292

	Education
	-
	-
	,101
	,029**

	Income
	-
	-
	,026
	,545


4: Dependent variable: Willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R square:.220 (perceptions),  .340 (minus attitude)
Given the fact that credibility influences willingness to pay significantly only when attitude is left out, and given the fact that credibility influences attitude significantly, shows that the effect that credibility has on willingness to pay is mediated by attitude.
4.4.2 Interaction effects

Consumer background variables
To test the interaction effects of the consumer background variables and attitude on willingness to pay, I ran three regressions.

In the first regression I included an interaction of the variables age and attitude and tested them in combination with the separate factors and other socio demographic control variables on willingness to pay.

This interaction effect, however has no significant effect upon willingness to pay. So I ran a second regression without the control variables. Although attitude comes close, none of the predictors yields a significant influence on predicting willingness to pay. Therefore, there is no support for hypothesis 4.
	Predictor
	With control variables
	Without control variables

	
	B
	P
	B
	P

	(Constant)
	,753
	,001
	,688
	,001

	Interaction effect Attitude*Age
	,002
	,201
	1,509E-5
	,993

	Attitude
	,004
	,955
	,116
	,109

	Age
	-,004
	,430
	,003
	,568

	Gender
	,094
	,016**
	-
	-

	Household main meal planner
	-,045
	,237
	-
	-

	 Education
	,088
	,033**
	-
	-

	Income
	,051
	,236
	-
	-


5: Dependent variable: willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square: .371(with),  .285 (without)
In the second regression I included an interaction of the variables gender and attitude and tested them in combination with the separate factors and other socio demographic control variables on willingness to pay.

	Predictor
	With control variables
	Without control variables

	
	B
	P
	B
	P

	(Constant)
	,561
	,007
	,569
	,004

	Interaction effect Attitude*Gender
	,010
	,801
	-,014
	,733

	Attitude
	,080
	,255
	,148
	,030**

	Gender
	,059
	,633
	,139
	,263

	Age
	,002
	,113
	-
	-

	Household main meal planner
	-,041
	,290
	-
	-

	 Education
	,085
	,041**
	-
	-

	Income
	,035
	,007
	-
	-


6: Dependent variable: willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square:.363(with), .300(without)
This interaction effect has no significant effect upon willingness to pay either. Again, one of the control variables comes out significant. Leaving them out once more provides the following coefficients. Attitude comes out significant. These findings do not support hypothesis 5.
In the third regression I included an interaction of the variables subjective nutrition knowledge and attitude and tested them in combination with the separate factors and other socio demographic control variables on willingness to pay.

This interaction effect has no significant effect upon willingness to pay either. Again, Gender and Education turn out significant. Without the control variables, Attitude has a significant effect. So there is no support for hypothesis 6 as well.

	Predictor
	With control variables
	Without control variables

	
	B
	P
	B
	P

	(constant)
	,722
	,002
	,637
	,005

	Interaction effect Attitude*Subjective nutrition knowledge
	,029
	,228
	-,008
	,745

	Attitude
	-,002
	,979
	,158
	,047**

	Subjective health knowledge
	-,070
	,311
	,038
	,570

	Gender
	,100
	,013**
	-
	-

	Age
	,002
	,150
	-
	-

	Household main meal planner
	-,041
	,289
	-
	-

	Education
	,095
	,025**
	-
	-

	Income
	,041
	,326
	-
	-


7: Dependent variable: willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square: .371(with), .267(without)
Other interaction effects
None of the three hypothesized interaction effects have any significant effect on willingness to pay. To find out whether there are any other interaction effects that do influence willingness to pay significantly, I tried a few others of whom I suspected that would have some influence upon one another.

Product involvement is one of those factors. Another one that would make sense is health interest. Combining these with attitude did not get a significant influence. Although product involvement comes close with its p-value of .148. 
	Predictor
	Product involvement
	Health interest

	
	B
	P
	B
	P

	(constant)
	,762
	,002
	,318
	,325

	Interaction effect Attitude*Product involvement
	,040
	,148
	-
	-

	Interaction effect Attitude*Health Interest
	-
	-
	-,016
	,563

	Attitude
	-,003
	,966
	,157
	,159

	Product involvement
	-,103
	,267
	,054
	,500

	Gender
	,088
	,023**
	,088
	,025**

	Age
	,002
	,134
	,002
	,116

	Household main meal planner
	-,043
	,258
	-,040
	,305

	Education
	,089
	,031**
	,079
	,062*

	Income
	,039
	,347
	,037
	,376


8: Dependent variable: Willingness to pay

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square: .378(product involvement), .365 ( health interest)
4.4.3 Direct effects

Because none of the interaction effects seem to work out, I will try if any of the hypothesized consumer background variables have direct effects on other variables.

Socio demographic variables
In paragraph 4.4.1 I found that gender has a significant direct effect on willingness to pay. 

The same paragraph shows that age has almost a direct effect on willingness to pay. Since attitude works as a mediator for credibility and perceived health impact, one could presume that the same holds true for age. However, paragraph 4.4.2 shows that age has no significant effect on attitude. Based on the low p value in 4.4.1, I believe that age definitely has something to do with consumer perceptions. Therefore I will try both upon credibility, the most dominant of the two hypothesized perceptions. The table below shows a significant effect for age as well as for gender. Meaning that relatively older people and women yield a higher credibility. As control variable, especially health interest shows an important positive influence.
	Predictor
	With control variables

	
	B
	P

	(Constant)
	-1,750
	,036

	Age
	,031
	,000***

	Difficulty to understand
	,115
	,233

	Health interest
	,259
	,012**

	Product involvement
	,193
	,077*

	Perceived newness
	,588
	,124

	Product expensiveness
	,051
	,568

	Gender
	,416
	,006***

	Household main meal planner
	-,029
	,846

	Education
	-,015
	,925

	Income
	,066
	,675


9: Dependent variable: credibility

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square .398 
Doing the same for perceived health impact yields the following table.

Both age and gender have significant influence on predicting perceived health impact. 
	Predictor
	With control variables

	
	B
	P

	(Constant)
	-,722
	,392

	Age
	,023
	,000***

	Difficulty to understand
	,112
	,253

	Health interest
	,264
	,012**

	Product involvement
	,096
	,387

	Perceived newness
	-,009
	,982

	Product expensiveness
	-,017
	,848

	Gender
	,292
	,055*

	Household main meal planner
	,179
	,231

	Education
	,093
	,581

	Income
	-,027
	,864


10: Dependent variable: perceived health impact

2: *p<0,1, **p<0,05, ***p<0,01

3: R Square  .312 
Psycho graphic variables

Paragraphs 4.4.1 and 4.4.2 show that subjective health knowledge has no significant effect on willingness to pay and attitude. There is no significant effect on credibility or perceived health impact either. 
Chapter 5: Conclusions and adjustment of the model
Now that I have examined all this data, it is time to provide a recapitulation and wrap up with some overall conclusions. The most important conclusions that I can draw from the results of this study are as follows. A consumers´ willingness to pay for a product with the IKB label is to a high degree influenced by its attitude towards this label. This attitude itself is influenced by two perceptions pre-eminently. These perceptions are the degree to which consumers perceive the label as credible and the extent to which consumers perceive its impact as healthy. These findings support the first three hypotheses.

In addition, the factor attitude works as a mediator between perceived credibility and a consumer’s willingness to pay for a product containing an IKB label. 
There was no support for any of the hypothesized interaction effects of the consumer background variables and attitude on willingness to pay. Also, there was no support for any other interaction effects that one would expect.

However, the data provided some other positive direct effects. Both the hypothesized socio demographic variables, age and gender, have significant influence upon both hypothesized consumer perceptions, credibility and perceived health impact. That is to say, a high perceived credibility or health impact is likely to come from an older person or a person of the female gender. At the same time, gender turns out to have a direct effect on willingness to pay as well. Female consumers tend to experience a higher willingness to pay for a product that holds an IKB label.
The only hypothesized variable that does not seem to have significant influence on any of the other hypothesized variables is subjective nutrition knowledge. 
So, to get back to the question that I started out with. It turns out that a positive attitude and the female gender cause consumers to experience a higher willingness to pay regarding new generations health recommendations. The factor attitude is positively influenced by the level of experienced credibility and health impact. And finally, the perceptions credibility and perceived health impact are positively influenced by a higher age and the female gender. 
When I review the relationships between the factors that I just described, it so happens that some connections turn out quite different from what I expected. There is much more profundity in the relations. To sum up, I believe that these relations would seem more clearly if I were to visualize them. Therefore, I would like to present an adjusted version of the conceptual model that I started my research with. Showing the relationships between the factors and onto willingness to pay seems to me like a great way to complete this thesis. 
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Difficulty to understand; Education level; Income; Health concern; Product involvement;

Main meal planner; Perceived newness. 

Limitations

There are a few limitations to my research that I would like to address. First of all, the scale of this research is fairly small. Therefore, I had to make some choices. One of which is the choice to focus only on the IKB label. As I have shown, this one of the new generations health labels. Also, the dept of this research is influenced by the number of participants in the questionnaire and the number of hypotheses that I have formulated. It has to be taken into account that the conclusions that I have drawn might not add up in large scale study.
Secondly, during the course of my research there have been some changes as far as the health recommendations are concerned. The IKB label is evolving along with its growth. One of the major changes compared to the form of the labels that I have studied for this research is that a brief explanation about the label is printed on the product nowadays. This explanation states that the product meets certain international requirements about healthy food by containing less saturated fat, sugar and salt. Usually it is printed at the backside of the product near the nutrition information, but still, it changes the distinction that I made between traditional health claims and new generation health recommendations to some level. Also, below this explanation the IKB website is mentioned. This would affect expectations concerning its credibility although I doubt if it would change the outcome of this investigation. One would have to check to see whether people actually visit or even notice this website on the product. 
Finally, the data collection for this research is not based on a representative panel for the Dutch population. This has to be taken into account when reviewing the conclusions drawn from this research.
Implications
Aside from its limitations, the conclusions that are drawn as a result of this thesis offer some great opportunities for further research. They show for example that older people and women are more likely to perceive the IKB label in a positive way, leading to a greater willingness to pay for it. I think it would be tremendously interesting to investigate these factors further. If this conclusion holds true for a larger population than this is definitely something that the organizations behind these new generation health recommendations would be interested in. 
Furthermore, my data shows that the control variable education seems to have a significant positive influence on willingness to pay. This would imply that a person who is higher educated is willing to pay more for a product containing a health recommendation. Further research into this relationship might also yield useful information for different parties.

While going into the literature concerning nutrition, health claims and purchase intentions, it became clear to me that almost all articles of substance focus on consumers in the U.S. I believe it would be an incredible benefit if there were to be some substantial investigations about this field of consumer behavior in Europe or other parts of the world. One of the recent changes in the IKB label is that they have extended their reach to several other countries. These countries include European countries such as Germany and Poland but also Brazil and South Africa. Studies into consumer perceptions and willingness to pay in various countries could really benefit the IKB-organization in their marketing activities.
In general, future research is needed into consumer behavior concerning new generation health recommendations. I believe this is relevant for parties such as governmental institutions, food manufacturers and consumer organizations to take this into account when conducting further research. For example, governmental institutions can benefit from nutritional research by putting this knowledge to good use trying to protect their citizens from unhealthy lifestyles, food manufacturers can use it to target their marketing campaigns and consumers can keep these strategies in mind to prevent them from being deceived by commercials.
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Appendices

Appendix 1 Willingness to pay



  € 1,00





  € ??  ,-

	1 : Suppose the yoghurt on the left without an IKB label costs € 1,-. Both packages contain 1 liter yoghurt.

What is the maximum amount you would be willing to pay for the yoghurt with the IKB label?



	€ ……,…..




Appendix 2 perceptions

Credibility
	1: The IKB label is credible.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2: The IKB health recommendation is honest.

	

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3: The IKB message is trustworthy.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Perceived health impact
	1: The yoghurt with an IKB label is healthier than yoghurt without an IKB label.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2: Yoghurt with the IKB label has a positive influence on my personal health.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3: Yoghurt with the IKB label is better for me than yoghurt without an IKB label.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Attitude toward the label
	1: For me, providing information about nutrition through the IKB label on the food package is good.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2: For me, providing information about nutrition through the IKB label on the food package is valuable.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3: For me, providing information about nutrition through the IKB label on the food package is important.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Appendix 3 socio demographic
Gender
	1 : What is your gender?

	O Male

O Female


Age

	1 : What is your age ?

	.......   Years


Appendix 4 psycho graphic
Subjective nutrition knowledge
	1 : My knowledge of nutrition information compared to the average consumer is much higher.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2 : I have much more confidence in using nutrition information compared to the average consumer.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3 : I feel confident about my ability to comprehend nutrition information on product labels.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


 Appendix 5 Covariates

Difficulty to understand
	1: It is difficult for me to understand this IKB label.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2: I know what is meant by this IKB Label.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3 : I comprehend the IKB label.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Health concern
	1 : I usually read the ingredients on food labels.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2 : I am interested in information about my health.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3 : I am concerned about my health all the time.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Main meal planner
	1 : Who is the main meal planner in your household ?

	O Me

O Someone else


Education Level
	1 : What is your education level ?

	O Basisschool

O VMBO / MAVO

O HAVO / VWO

O MBO

O HBO

O WO 


Income
	1 : What is your household’s annual income level ?

	O below €12.000,-

O between €12.000,- and €24.000,-

O between €24.000,- and €36.000,-

O between €36.000,- and €48.000,-

O between €48.000,- and €60.000,-

O above €60.000,-


Perceived newness
	4 : I have seen the IKB label before

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Product involvement
	1 : I am interested in yoghurt in general.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	2 : Yoghurt is important to me.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	3 : I get involved in what yoghurt I use.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


	4 : Yoghurt is relevant to my life.

	O

Strongly disagree
	O

Disagree 
	O

Neither agree nor disagree
	O

Agree 
	O

Strongly agree


Appendix 6 Rotated component matrix

	
	Component

	
	1
	2
	3
	4
	5
	6
	7

	Attitude 1
	.111
	.871
	.262
	.034
	.062
	-.012
	.230

	Attitude 2
	.009
	.881
	.193
	.012
	.027
	.034
	.148

	Attitude 3
	.106
	.727
	.444
	.005
	-.058
	-.122
	.227

	Credibility 1
	.079
	.547
	.400
	.039
	.007
	-.099
	.586

	Credibility 2 
	.126
	.427
	.343
	.081
	.012
	-.118
	.757

	Credibility 3
	.088
	.471
	.362
	-.016
	-.045
	-.101
	.750

	Health influence 1
	.059
	.367
	.850
	-.049
	.043
	.003
	.179

	Health influence 2
	.053
	.217
	.831
	.155
	.131
	-.136
	.206

	Health influence 3
	-.006
	.263
	.898
	.034
	.025
	.000
	.167

	Subjective health knowledge 1
	.170
	.076
	-.162
	.428
	.146
	.634
	-.033

	Subjective health knowledge 2
	.097
	-.100
	-.062
	.206
	.043
	.871
	-.025

	Subjective health knowledge 3
	.046
	-.037
	.012
	.221
	.061
	.880
	-.126

	Difficulty to understand 1
	.055
	.063
	.090
	.775
	-.049
	.395
	.049

	Difficulty to understand 2
	.068
	-.014
	.026
	.955
	.019
	.155
	.002

	Difficulty to understand 3
	.064
	.009
	.052
	.935
	.021
	.181
	.025

	Health interest 1
	.069
	.114
	.052
	-.088
	.876
	-.040
	.052

	Health interest 2
	.143
	-.026
	.047
	-.042
	.917
	.088
	-.045

	Health interest 3
	.064
	-.052
	.042
	.163
	.876
	.133
	-.019

	Product involvement 1
	.839
	.070
	-.120
	.045
	.049
	.099
	.011

	Product involvement 2
	.896
	.064
	.018
	-.029
	.123
	.047
	-.065

	Product involvement 3
	.805
	.050
	.163
	.079
	.114
	.101
	.191

	Product involvement 4
	.882
	.022
	.080
	.122
	.019
	.012
	.060

	Extraction Method: Principal Component Analysis. 

 Rotation Method: Varimax with Kaiser Normalization.

	a. Rotation converged in 8 iterations.


Appendix 7 Correlations table
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Caption

1 Willingness to pay


9 Perceived newness
2 Attitude



10 Product expensiveness 

3 Credibility



11  Gender

4 Perceived health impact


12 Age

5 Subjective health knowledge

13 Household main meal planner

6 Difficulty to understand


14 Education

7 Health interest



15 Income

8 Product involvement







� http://oxforddictionaries.com


� http://oxforddictionaries.com


� www.ikkiesbewust.nl


� http://www.ah.nl/keuzeklavertje/


� http://oxforddictionaries.com


� http://oxforddictionaries.com


� www.ikkiesbewust.nl





PAGE  
S.M. Vervloet
May 2011
2

