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CHAPTER I

INTRODUCTION

In 1983, Roger B. Smith, Chairman of General Motors, stated “American industry
can’t afford not to expand the wellness movement in the workplace. We need to go with
the prevention over the cure. We need to get down to our fighting weight and explore
every opportunity we can to hold our own against the competition. The bottom line is, we
can only be as good as our people. So if we're to keep our competitive edge in America,
our employees of all ages have to be healthy” (Kizer, 1987).

Between 1982 and 1993, the United States health care expenditures rose from
$320 billion to $884.2 billion. In 1993, Federal health expenditures comprised 18.6
percent of total Federal Government expenditures, up from 15.4 percent in 1990.
Hospital care, which is treatment of the disease rather than prevention, accounted for the
greatest share, 37 percent in 1993, of the national health expenditures (Public Health
Service, 1995).

Employer health care costs are rising at the rate of 25 to 100 percent a year,
Companies are paying as much as 25 percent of total payroll for health care, including
hidden items such as absenteeism, disability, turnover, decreased productivity, and
replacement/recruiting. Each year, 500 million workdays are lost because of illness or
disability, 26 million of these are due to heart disease and hypertension, and 93 million are

due to lower back problems (U. S. Department of Agriculture, 1987).




The leading cause of serious illness and death in adult Americans is cardiovascular
disease. Modifying personal health habits can reduce or eliminate many of the risk factors
associated with heart disease. Illness and deaths from routine unhealthy choices make a
sizable contribution to overall health care expenditures (Public Health Service, 1995).

The way people live directly impacts on the chances of suffering from heart
disease. The same is true for cancer and other major illnesses, many due to poor dietary
habits or exercise/fitness habits, and others, such as alcohol and drug abuse, uncontrolled
stress, and poor safety habits. People should redirect their efforts from treatment of
disease to preventive measures of these diseases and health threats (U. S. Department of
Agriculture, 1987).

According to Wellness at the Worksite, 1987 edition, the long-term goal of
wellness at the worksite programs is to decrease health care costs by redirecting
expenditures to preventative measures. The short term goal is to increase productivity and
boost morale by incorporating wellness among all employees. It is more convenient for
employees to attend wellness programs on the job site than for the employers to provide
the location, opportunity, transportation, funding, and time for an off-the-job program.
The employers already have an interest in the health of their employees by paying for
health care, but wellness programs take employers’ interests even further by introducing
them into areas of prevention versus treatment programs. Worksite wellness programs are
now included in all types of businesses, hospitals, as well as universities (U. S. Department
of Agriculture, 1987).

The Oklahoma State University Wellness Center opened January, 1991. It was the

first facility specifically designed and staffed for wellness on a campus of higher education.




Before the center opened, OSU faculty were asked to participate in a healthstyle survey.
Fifty percent of faculty voluntarily participated in the 1987 Needs Assessment of
University Faculty for a Wellne:ss Program survey (Eckhart, 1987). Since opening, the
OSU Wellness Center has not done a thorough healthstyle survey to ask about faculties’
health habits, current health status, and interests and participation in the OSU Wellness
Program. Therefore, this study will be conducted to up-date the OSU faculty’s personal
health habits, current health status, and interests and participation in the OSU Wellness
Center. By re-evaluating the faculty, the OSU Wellness Center can adjust its programs to

better fit the needs of the current faculty.

Purpose and Objectives

The purpose of this study is to evaluate the OSU faculty’s personal health
habits, current health status, and interests and participation in the Wellness Center
Program. Specific objectives are:

1. To identify personal health habits and current health status of the faculty at

Oklahoma State University; and to relate these with demographic variables.

2. To relate personal health habit scores with the variables: exercise/fitness,
eating habits, cigarette smoking, and current health status scores.
3. To find the interests, level of participation, and program preferences of

faculty in the wellness program.




4. To compare and contrast differences in results of this survey with the
results of the 1987 Needs Assessment of University Faculty for a Wellness
Program (Eckhart, 1987).

5. To recommend topic areas of health promotion, based on results of study,

for faculty to the Oklahoma State University Wellness Center Director and

staff.

Hypotheses

This study postulated the following hypotheses:

HO1: There are no significant associations between the personal health habit
scores in the categories of cigarette smoking; alcohol and drug abuse;
eating habits; exercise/fitness; stress control; and safety with demographic
variables: academic rank, college, age, relative weight, and gender.

HO02: There are no significant associations between belonging to an
exercise/fitness center and walking the stairs in a multiple story building
with exercise/fitness scores.

HO3: There are no significant associations between the number of meals
consumed a day, snacking between meals, breakfast habits, being on a
special diet, and the number of meals a week eaten away from home with

eating habit scores.

HO04: There are no significant associations between being a current smoker and

the cigarette smoking scores.




HO5:  There are no significant associations between the personal health habit
scores in the categories of cigarette smoking; alcohol and drug abuse;

eating habits; exercise/fitness; stress control; and safety with current health

status scores: physical examination during past two years, current treatment R
of a health problem, being on medication, having a cardiovascular evaluation,
and number of continuous hours of sleep in a 24 hour period.

HO06: There are no significant associations between interest in the OSU Wellness
Program with demographic vanables: academic rank, college, age, relative
weight, and gender.

HO7: There are no significant associations between level of participation in the
OSU Wellness programs with demographic variables: academic rank,
college, age, relative weight, and gender.

HO08:  There are no significant associations between preference of wellness

OKLAHOMA STATE UNIVERSITY

programs with demographic variables: academic rank, college, age, relative
weight, and gender.
HO09: There are no significant associations between personal health habit scores
in the 1987 Needs Assessment of University Faculty for a Wellness
Program study (Eckhart, 1987) with personal health habit scores in 1996.
H10: There are no significant associations between interests among faculty in
1987 Needs Assessment of University Faculty for a Wellness Program

study (Eckhart, 1987) with interests in a wellness program among faculty

in 1996.



Assumptions

In this study, the researcher will assume that faculty will objectively answer
questions according to their current health status. It was also assumed that OSU faculty

have needs and interests in a wellness program.

Limitations

A major limitation of this study is that only faculty at Oklahoma State University in
Stiliwater employed full-time during the 1995-1996 academic year were surveyed.
Generalizations of results, therefore, will only apply to surveyed faculty on the Stillwater

campus.

Definitions

The following definitions were used in this study:
1. Wellness: The actualized potential in each person to function at peak levels
of performance with a healthy body, alert mind, and sound emotional health
(Cook, 1981).

2. Workplace wellness and workplace health promotion: Refers to system efforts

by employers to provide various kinds of preventive health care to employees

(Kotarba & Bentley, 1988).
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. Employee Assistant Programs: Worksite-based program designed to assist in

the identification and resolution of productivity problems associated with
employees impaired by personal concerns including, but not limited to: health,
marital, family, financial, alcohol, drug, legal, emotional, stress, or other
personal concerns which may adversely affect employee job performance
(Cooper, 1994).

. Worksite program: A program offered to employees that is located at the job
site (Cogwell, 1986).

. Personal health habits: Pertains to six categories of the individual’s habits
consisting of smoking, alcohol and drugs, eating, exercise/fitness, stress, and
safety (U. S. Department of Health and Human Services, 1981).

. Current health status: Participants are asked to respond to questions pertaining

to personal demographics, exercise/fitness, participation in the OSU Wellness
Center, eating habits, medical history, and sleeping habits (U. S. Department of
Health and Human Services, 1981).

Health: 1. well-being 2. a condition of the body or mind.

Style: manner of artistic composition, writing, living, etc. (Kidney, 1993)
Healthstyle: A manner of living life that exhibits a healthy condition of the
body or mind.

. Healthy lifestyle: The way an individual lives his/her life by choosing to make

healthy choices versus unhealthy choices.




10. Faculty: Consists of those individuals who hold an academic appointment in a
department and who may be involved in teaching, research, and/or extension
(Oklahoma State University, 1994).

11. Relative Weight: Initial values were taken from a table (Bray, 1979), which

was used in the 1987 Eckhart Study and in this study.

Format of Thesis

Chapters I, II, and III follow the format set by the Graduate College Style Manual.
Chapter IV will be written in the journal article style following the Guidelines for Authors
of the Journal of the American Dietetic Association (Appendix A). Chapter V will contain

a brief summary of the study, recommendations, and implications.




CHAPTER II

REVIEW OF LITERATURE _’.

Perspective of Wellness

History
In 1991, Healthy People 2000: National Health Promotion and Disease Prevention

Objectives for the year 2000 were set by the Department of Health and Human Services.
This initiative is intended to reduce preventable death and disability, enhance the quality of
life, reduce disparities in the health status of various population groups with the United

States. Reaching the health goals can only be accomplished through the efforts of a range

OKLAHOMA STATE UNIVERSITY

of professional, private, advocacy, and consumer groups. Therefore, the implementation
of the objectives involves not only the federal government, but also state and local health
departments, professional associations, advocacy and consumer groups, individual health
practitioners, the food industry, and others in the private sector (Lewis, Crane, Moore,
and Hubbard, 1994). Through the promotion of healthy worksites, companies with their
large groups of employees can help obtain these goals for the nation. Recent indicators
show that over half of all large American companies provide worksite health promotion
programs.

Opportunities for employees to become more physically fit at the workplace have

changed since the turn of the century. The number of worksite physical fitness programs
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has increased significantly since 1879, when the Pullman Company reportedly formed a
worksite physical fitness program within its own athletic association. John R. Patterson,
president of National Cash Register, five years later, regularly assembled his employees at
dawn for pre-exercise breaks and, 10 years later, built an employee gym. To top that off,
Patterson built a 325-acre recreation park for his employees in 1911. The number of
physical fitness programs within companies leveled off for several decades until the
National Employee Services and Recreation Association (NESRA) was formed in 1941,
and created new interest in employee health and fitness by encouraging employee
recreation programs. Today, most large companies offer a variety of recreational
programs such as softball teams, basketball teams, and bowling. In addition to
recreational programs, these companies are offering their employees stress management,
smoking cessation, healthy cooking and eating, weight control, lower back health, and

various other worksite health promotion programs (Chenoweth, 1987).

Definitions of Wellness

1. Wellness is a process of being aware of and of altering behavior toward a more
successful physical, mental, emotional, psychological, occupational, and
spiritual existence (Kizer, 1987).

2. Wellness is a conscious and deliberate approach to an advanced state of
physical and psychological/spiritual health (Ardell, 1985).

3. Wellness: From the holistic viewpoint, health is a way of life in which people

seek positive wellness - a maximization of individual potentialities to make life

as meaningful and harmonious as possible (Edlin, 1985).

OKLAHOMA STATE UNIVERSITY
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4. Wellness is a dynamic and multifaceted approach to optimal health that centers

upon individuals taking responsibility for their health status (Rosato, 1986).
5. Wellness is the actualized potential in each person to function at peak levels of
performance with a healthy body, alert mind, and sound emotional health

(Cook, 1981).
6. High-level Wellness is a process of growth, evolving and changing. It involves

optimal development of the physical self, the constructive use and management
of stress energy, effectiveness in communicating and dealing with emotions,

positive use of the mind, environmental sensitivity, and the development of

productive relations with other people (Rosato, 1986).

A strict definition of wellness varies with different people, places, and times. But
the overall concept of wellness remains constant. These above mentioned definitions of
wellness hold in common the concept that wellness is a process or an approach to obtain

optimal health, which includes one’s maximal strengths in physical, emotional, social, and

occupational capabilities. The researcher prefers to use the definition of wellness given by
Cook, which states that wellness is the actualized potential in each person to function at
peak levels of performance with a healthy body, alert mind, and sound emotional health. In

this study, wellness encompassed cigarette smoking, exercise/fitness, eating habits,

alcohol/drug abuse, stress control, and safety.

OKLAHOMA STATE UNIVERSITY
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Components of Wellness Programs

Cigarette Smoking

“Smoking in Public Places Act” effective November 1, 1987 incorporates the
possession of lighted tobacco in any form is a public nuisance and dangerous to public
health when such possession is in any of the following places used by or open to the
public: elevators, theaters, libraries, art galleries, museums, indoor roller skating rinks, and
buses. This includes educational facilities, which means a building owned, leased or under
the control of a public or private school system, college, or university (Public Health &
Safety, 1991). Smoking is prohibited in Oklahoma State University classrooms, halls,
restrooms, elevators, common work facilities, laboratories, the Library, and in other
designated areas where smoking would create a discomfort to others present or would
constitute a fire hazard (Oklahoma State University, 1994).

Cigarette smoking is strongly associated with educational attainment. In 1993, the
age-adjusted prevalence of current cigarette smoking among persons twenty-five years of
age and over ranged from 14 percent for college graduates to 36 percent for persons with
less than a high school education. Between 1983 and 1993, the prevalence of cigarette
smoking declined more rapidly among college graduates than among persons with less
than a high school education (34 and 12 percent declines), widening the gap in smoking
prevalence between these two groups (Public Health Service, 1995).

Coors Brewing Company’s smoking-cessation programs are proving to be very
successful. The percentage of former smokers who are cigarette-free after 24 months is

40%, compared with a national average of 15%. A key to their smoking-cessation
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program is that all instructors are former smokers who use drug-rehabilitation techniques

(Verespej, 1993).

Alcohol/Drug Abuse
Alcoholism is defined by the National Council on Alcoholism, Incorporated as a

chronic, progressive and potentially fatal disease characterized by tolerance and physical
dependency or pathologic organ changes, or both. Alcoholism and alcohol abuse can
occur in all socio-economic groups. It is one of the most serious public health problems in
America. Among the 18.3 million adult “heavier drinkers” (those consuming more than 14
drinks per week) 12.1 million have one or more symptoms of alcoholism (Noble, 1990).

Alcohol is the most widely used and abused drug in the United States. In 1981,
the equivalent of 2.77 gallons of absolute alcohol was sold per person over age 14
(Secretary of Health and Human Services, 1983). Alcohol abuse accounts for
approximately 98,000 deaths annually. People die from diseases and other various ways
from alcoholism, which include cirrhosis of the liver and other medical consequences,
alcohol-related motor vehicle accidents and alcohol-related homicides, suicides and non-
motor vehicle accidents (Ravenholt, 1983).

Alcoholism treatment reduces total health care costs. In a study of over 20 million
claim records between 1980 and 1983, alcoholic families used health care services and
incurred costs at twice the rate of similar families with no known alcoholic members. The
average alcoholic’s treatment cost was offset by reductions in other health care costs
within two to three years following the start of treatment (U. S. Department of Health and

Human Services, 1985). One out of three adults in the United States, report that alcohol

OKLAHOMA STATE UNIVERSITY
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abuse has brought trouble to their families. This is about four times the number of families
that report that other drugs have troubled their families (Regans, 1985).

A drug is any chemical substance that brings about physical, emotional, or mental
changes in people. Drugs can include alcohol, tobacco, caffeine, and other drugs less
widely used. These include marijuana, amphetamines, barbiturates, tranquilizers,
narcotics, cocaine, phencyclidine (PCP), volatile chemicals (glue and other inhalants),
LSD, and more. Drug abuse is the use of a drug, legal or illegal, which causes physical,

mental, emotional, or social harm to a person or to people close to him or her (Johnson,

1993).
Some illegal drug use has shown to be declining, while other forms of illegal drug

use are on the rise. Between 1985 and 1992, the prevalence of cocaine use declined from
2.7 to 0.6 percent. In 1993, the prevalence of cocaine use remained unchanged at 0.6
percent of the U.S. civilian non-institutionalized population. Between 1990 and 1993 the
number of cocaine-related emergency room episodes increased 53 percent to nearly
123,000 episodes, following a drop between 1989 and 1990 (Public Health Services,
1995). According to a national survey in 1990, 68% of young adults (ages 18 to 25) tried
marijuana at least once with 35% reporting current use (smoking marijuana within the past
month); 20% of adults over 26 years of age tried the drug with 6% reporting current use;,
and 31% of young people (ages 12 to 17) tried the drug with almost 17% reporting
current use (Janeczek, 1991).
Identification and treatment of alcohol/drug abuse are far more successful when
detected at an early stage. Widespread treatment programs include group programs like

Alcoholic Anonymous (AA) and individual counseling sessions with a drug/alcohol abuse

OKLAHOMA STATE UNIVERSITY
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counselor (U. S. Department of Health and Human Services, 1994). Employers should

have counseling and rehabilitation programs available for alcohol and drug abusers. If

programs are not available in the workplace or abusers do not feel comfortable informing
employers about their situation, the alcohol/drug dependent person can seek help within

the local community programs, which are available for treatment of alcohol or substance

abuse (American Psychiatric Association, 1994).

Exercise/Fitness

The fitness boom has been underway for more than two decades and studies
conducted over the past years are redefining the standards of what makes physical activity
beneficial. From a wellness standpoint, exercise/fitness is part of protecting and
promoting good health. Physical fitness, as experts in the field have emphasized, actually
has four components: Cardiorespiratory endurance, muscular fitness, flexibility, and body
composition. Cardiorespiratory endurance is reflected in the sustained ability of the heart
and blood vessels to carry oxygen to your body’s cells. Muscular fitness consists of both
strength (the force a muscle produces in one effort) and endurance (the ability to perform

repeated muscular contractions in quick succession). Flexibility refers to the ability of
your joints to move freely and without discomfort through their full range of motion.
Body composition refers to how much of a person’s weight is lean mass (muscle and
bone) and how much is fat. Each of these components can be measurably improved with
appropriate types of exercise (White, 1993).

Before beginning an exercise/fitness regimen, the American College of Sports

Medicine recommends that healthy women over 50 years old, and men over 40, should

OKLAHOMA STATE UNIVERSITY
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first consult a physician. Younger people should also see a physician if two or more risk
factors or symptoms for heart disease are present (such as recurrent chest pain, high blood
cholesterol levels, smoking, or obesity). Furthermore, at any age one should consult a
physician first if you have any cardiovascular, lung, or joint-muscle condition. After the
physician gives the approval to begin an exercise/fitness program, then one should begin
with these few objectives in mind: do not overdo it, use adequate footwear, watch the
form and technique, do not bounce while stretching, consume enough fluid to replace and
hydrate, and warm up and cool down (White, 1993).

Exercise burns calories and, if a balanced fitness program is chosen, improves
muscular strength, endurance, and flexibility. In addition, aerobic exercises such as
jogging, swimming, cycling, and dancing provide the added benefits of improving
cardiovascular and respiratory endurance and resistance to disease. Regular exercise
provides psychological benefits as well. These include a positive self-image, a sense of
well-being, and a positive attitude in general. It is recommended by the Committee on
Diet and Health of the Food and Nutrition Board of the National Research Council Report
in 1989, to balance food intake and physical activity to maintain appropriate body weight.

Anytime an individual is on an exercise program, one should be informed of the

importance of increased effectiveness with a proper diet program (Rolfes and DeBruyne,

1990).

Nutrition

Dietitians have an important leadership role in the worksite wellness, community

health, and social programs. Defining and describing people with special needs and the

OKLAHOMA STATE UNIVERSITY
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magnitude of their food and nutrition problems can be articulated by the dietitian who first
conducts a needs assessment. Once this is accomplished, the dietitian, in collaboration
with the multidisciplinary health care team, implements group-specific and culturally
relevant nutrition intervention strategies. After monitoring the intervention, an evaluation
of the impact of the intervention can be measured and, where needed, can be modified or
changed. Dietitians in a wellness program can increase the income of the facility by
enhancing the credibility of the organization, and help the healthcare team or facility to
understand customer needs and expectations (Frankle and Owen, 1993). Dietitians use
certain nutritional guidelines scientifically researched to counsel, guide, reinforce, and to
change eating behaviors of their clients. Some guidelines used are the Recommended
Dietary Allowances, The Dietary Guidelines, The Food Guide Pyramid, the Eat Five Fruits
and Vegetables a Day Campaign by the National Cancer Institute, and the new nutrition
labels entitled, “Nutrition Facts”.

Recommended Dietary Allowances (RDA's) (Appendix B) are the level of intake
of essential nutrients that, on the basis of scientific knowledge, are judged by the Food and
Nutrition Board to be adequate to meet the known nutrient needs of practically all healthy
adults. The first edition of the RDA’s was published in 1943 during World War II with the
objective of “providing standards to serve as a goal for good nutrition”. The initial
publication has been revised at regular intervals. RDA'’s are typically used for planning
and procuring food supplies for population subgroups, for interpreting food consumption

records of individuals and populations, for establishing standards for food assistance

programs, for evaluating the adequacy of food supplies in meeting national nutritional

OKLAHOMA STATE UNIVERSITY
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needs, for designing nutrition education programs, and for developing new products in
industry (National Research Council, 1989).

The Dietary Guidelines for Americans emphasize balance, moderation, and variety
in food choices. The Guidelines are published jointly by the United States Department of
Agriculture and the United States Department of Health and Human Services. The first
time the Dietary Guidelines were published was in 1980, and they are revised every five
years. The 1995 edition of the Dietary Guidelines makes the following recommendations,

all consistent with the advisory committee’s report and with previous editions:

1) Eat a variety of foods.
2) Balance the food you eat with physical activity--maintain a healthy weight.

3) Choose a diet with plenty of grain products, vegetables, and fruits.
4) Choose a diet low in fat, saturated fat, and cholesterol.

5) Choose a diet moderate in sugars.
6) Choose a diet moderate in salt and sodium.
7) If you drink alcoholic beverages, do so in moderation.
The Dietary Guidelines include instructions on using the Food Guide Pyramid and the

Nutrition Facts Label. All of these guidelines and tools can be followed by the general

public in order to maintain good health (Kennedy, Myers, and Layden, 1996).

The Food Guide Pyramid (Appendix C), used by many Americans today, is a tool

to assist people in following the Dietary Guidelines. The Pyramid is a general outline of
what to eat each day. It promotes eating foods in balance, moderation, and variety to
obtain the nutrients you need, and at the same time, the right amount of calories to
maintain a healthy weight. The number of servings per food group are given on the
Pyramid to be individualized according to the calorie level needed. The Pyramid also

focuses on fat, because most Americans eat too much fat, especially saturated fat

(Oklahoma Dietetic Association, 1992).
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The National Cancer Institute launched a nutrition campaign entitled, “Time to
Take Five: Eat 5 Fruits and Vegetables a Day”. This campaign is one way to alert the
public about the positive values of incorporating at least five fruits and vegetables a day in
your diet. Some obvious values to eating fruits and vegetables: 1) low in calories and fat,
2) high in vitamins, minerals, and fiber, and 3) fast and easy foods to prepare. Research
has suggested that people who eat diets with lots of fruits and vegetables may have lower
risks for some cancers than people who eat few of these foods (National Cancer Institute,
1995).

The new food labels, labeled “Nutrition Facts”, support the Dietary Guidelines for
Americans. They are supported and enforced by the Food and Drug Administration,
established with the 1990 Nutrition Labeling Act. “Nutrition Facts” is a packaging label
that creates a single system by which all products can be compared, helps the consumer
make better, more informed decisions about the food eaten, and provides uniform
definitions for nutrient claims such as “free”, “light”, “reduced”, “high”, and “good

source” (Kutzweil, 1995).

In a wellness program, dietitians must promote healthy eating and cooking,
physical fitness with a balanced diet, and emphasis should be placed on changing eating
patterns for a lifetime rather than dieting for the present. The dietitian must know the

community and clientele being served in order to better provide nutrition services for the

wellness facility.
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Stress Control

Pressures, demands, and worries that make you feel tense are facts of life. These
are considered stress, but the key is to keep them within manageable limits, and that is
stress control. Stress producing factors (such as heat, cold, fear, joy) are called stressors,
and the body responds to stressors automatically, according to their intensity, with a series
of changes in body chemistry. In popular terminology, it is known as the “fight or flight
response” that has been observed in animals and is often described by athletes as getting
“hyped up” in preparation for a competitive event. Some stress can be positive, but too
much can interfere with normal activities and contribute to many medical problems such
as, fatigue, headaches, cramps, prolonged depression, heart disease, ulcers, and colitis can
result from stress (Cunningham, 1982).

Occupational stress is a negatively perceived quality which as a result of

inadequate coping with sources of stress, has negative mental and physical ill health

OKLAHOMA STATE UNIVERSITY

consequences (Cooper, 1994). Stress-related issues are being addressed more in the
working environment. Employees are finding an increasing number of programs are being
offered by their bosses on stress-related issues. Wellness programs promote steps to
protect yourself against stress. The first step in controlling stress is to identify what is
causing the stress. Individuals may feel stress from home, workplace, or other
environments. On the job, we encounter deadlines, pressures, work overloads, confusion
over assignments or priorities, unprotected changes or reassignments. Even positive
changes, such as promotions, can be a source of stress. These are all examples of stress
by outside sources, but we should also be aware of the stress we impose upon ourselves.

Sometimes these stressors can be managed by simple steps, such as: getting plenty of
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sleep, exercising for 30 minutes at least three times a week, maintaining normal weight,
develop a support system of family and friends, or talking to a counselor from an
employee assistance program (U. S. Coast Guard, 1991).

Wellness programs incorporate stress management education in their programs and
employee assistance programs are other avenues (Fisher, 1993). According to Cooper,
the term ‘employees assistance programme’ was originally introduced by the National
Institute of Abuse and Alcoholism (NIAA) in the United States during World War II to
describe their occupational alcoholism program. The employee assistance program
(EAP), as we know it today, is largely a product of the 1960’s: it now usually offers
assistance to workers with personal problems of a more general nature, as well as

problems related specifically to alcohol abuse (Cooper, 1994).

Oklahoma State University has an EAP at the OSU Wellness Center. According
to an OSU EAP pamphlet, this program was developed exclusively for the administration,
faculty and staff of OSU. EAP represents a commitment by OSU to improve the well-
being of faculty and staff members through a confidential, professional program which can
provide assistance in addressing personal difficulties. The EAP is free of service for any
faculty and staff member and members of their families. The following services are
provided through this program: consultation, problem assessment/evaluation, referral to

community resources or treatment, follow-up on client progress, education and training.

Safety

Operators and front seat passengers are required to wear safety belts under the

Oklahoma Mandatory Seat Belt Use Act 1985, but it was not effective until February 1,

OKLAHOMA STATE UNi VERSITY




1987. Every operator and front seat passenger of a passenger car operated in this state
shall wear a properly adjusted and fastened safety seat belt system, required to be installed
in the motor vehicle when manufactured pursuant to Federal Motor Vehicle Safety
Standard 208. The department of Public Safety shall establish an educational program
designed to encourage compliance with this Oklahoma Mandatory Seat Belt Use Act
(Motor Vehicles, 1991).

Oklahoma Status of State Motorcycle Helmet Use Requirements, original law
established on April 27, 1967, states that helmet use is required for all motorcyclists. In
the United States, 25 states plus the District of Columbia and Puerto Rico require helmet
use for all riders. Only 22 states, however, require helmet use for certain riders. And,
there are still three states that do not require helmet use for riders (U. S. Department of
Transportation, 1994).

Between 1988 and 1992, the age-adjusted death rate for motor vehicle crashes
declined by 20 percent to 15.8 percent deaths per 100,000 population. In 1990-1992,

among young males 15 to 24 years of age, the death rate for American Indian males (67.2
per 100,000) was 41 percent greater than for white males. Death rates for motor vehicle
crashes for Black and Asian American males ages 15 to 24 years were 28 and 55 percent
lower than for white males (Public Health Service, 1995).
Between 1985 and 1990, the death rate for occupational injuries decreased at an
average annual rate of almost six percent. During this period, the average annual rate of
decline in occupational injury death rates was nine percent for the transportation,

communication, and public utilities industries and 11% for the agriculture, forestry, and

fishing industries (Public Health Service, 1995).

OKLAHOMA STA IE UNIVERSITY




23

Each year, 500 million workdays are lost because of illness or disability, 26 million
of that are due to heart disease and hypertension, and 93 million of that are due to lower
back problems. Lower back pain affects almost every person at some point in their
lifetime. It is one of the most common ailments that people encounter. It can be
described as fibrositis, slipped disc, lumbago, arthritis in the back, rheumatism, and even,

sciatica when pain is extended into the leg. Lower back pain can interfere with daily
activities, a good nights sleep, and especially, your exercise routine. Most lower back pain
can be avoided with proper lifting techniques and proper postures at all times (McKenzie,

1995). Neck pains and problems can affect daily activities as well.

Neck problems can be referred to as arthritis in the neck, spondylosis of the neck,

rheumatism, fibrositis, slipped disc, and even, pain extending into the arm called neuritis
and/or neuralgia. Some people with these problems take medications and some even stop

working. Most people with neck problems suffer from pain, which makes their life

miserable. Activities are often limited in order to lower their discomfort. Neck problems,
therefore, affect our lifestyle (McKenzie, 1995).
Established Wellness Programs

Hospital Settings
Traditional hospitals and health care systems are changing their roles by observing

their surrounding communities and actively searching for opportunities to make these
communities healthier. Hillcrest Medical Center in Tulsa, Oklahoma, has a wellness

program called Hillcrest Exercise and Lifestyle Programs (HELP). Some of the programs
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include exercise and fitness classes, healthy weight loss group programs, Heart Smart
Supermarket tours, and cholesterol management series (Hillcrest Medical Center, 1994).
West Calcasieu Cameron Hospital created Dynamic Dimensions, an exercise and
community education center, offering aerobic classes, workout equipment, wellness
seminars, and classes on diabetes and cardiovascular disease. The Dynamic Dimensions
has been successful enough for West Calcasieu to double the center’s size by building
another center in a neighboring community. Wayne Swiniarski, CEO of West Calcasieu
Cameron Hospital, saw this opportunity as meeting an important community need and
bringing the hospital one step closer to its future as an institution working to improve the
health of its community. Expected in-patient care will decrease about 50 percent within
five to 10 years (Davidson, 1995).

In 1991, Chesapeake General Hospital Wellness Program in Virginia began tying
participation in wellness programs to employee’s insurance costs by paying employees
“wellness dollars”. By using this incentive, overall wellness level of program participants
improved 44.5% from 1992 to 1993. Furthermore, the attendance to their wellness
education classes offered increased from an average of 10 to 67 and the number of
participants per class grew from 10 to 40. In 1994, the incentive increased, allowing

participants to earn 12 dollars per month in “wellness dollars” due to improved health risk
appraisal scores over the 1993 test year (Cauldwell, 1995).

Charleston, West Virginia, Area Medical Center employs 4,500. Their wellness
program began in 1989, and since opening, participating employees have increased
productivity and morale, reduce absenteeism, and lowered health care costs. The health

care utilization costs of the 550 active wellness program participants is, in fact, 28% less
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than the general employee population. The program’s success had been due to the
support of the senior management, and the ability to schedule flexible times for workshops
and workouts, and by bringing information to their employees rather than the employees
going to the facility (Sherer, 1994).

Grafton, West Virginia, City Hospital of 175 employees, was the first hospital
under 100 beds to have a wellness center. After doing an employee needs assessment,
results showed that their employees wanted to pay a membership fee for participating in
order to feel they have an investment in the center and their health. Quarterly employee

opinion survey assures the hospital that their work-site wellness programs are meeting

employees needs (Sherer, 1994).
The Veteran’s Affairs Medical Center in Des Moines, Iowa, has provided a strong

link between total quality management and employee wellness, which encourages
employee empowerment. This employee wellness program offers smoking cessation
classes, annual stress workshops, physical fitness, annual cholesterol and blood pressure
screenings, health fairs, a walking program, and a quarterly “lunch-and-leam” program.
Physical fitness equipment and area is provided for employees by the physical medicine

and rehabilitation department during certain hours (Sherer, 1994).

Ind in in

In 1991, Coors Brewing Company in Golden, Colorado, opened it’s wellness
program, which includes an on-site cardiac rehabilitation program, health-risk
assessments, various seminars, nutrition counseling, and other counseling services (Kelly,

1992). According to an article in Runner’s World, Coors employs 6,500 and has over a
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50% participation in its wellness program on a weekly basis. All employees and their
families use the wellness facility free of charge, and the center stays open late to
accommodate the late shift employees. By developing in-house health and rehabilitation
programs and other cost-containment efforts, Coors’ health care costs rose only 5.9%
between 1988 and 1989, when most companies were trying to contain their rising health
care costs of 18% (Caudron, 1991).

Coors was the first employer to bring mammography screening to the worksite
through an agreement with a local radiologist. Sixty-five percent of eligible women have
participated in the program, compared with the national participation in similar services,
which is only 17 to 25%. Forty malignancies have been detected and confirmed. Early
detection cases cost Coors an average of $11,388 in direct medical, short term disability,
long term disability, and continuous benefits, however, the costs associated with late

detection averages $143,398. Coors estimates that $471,594 is saved by providing on-site
screenings (U. S. Department of Health and Human Services, 1993).

MBNA America in Newark, Delaware, is a credit-card company, which employees
over 5,600 people. This company surveyed its employees to evaluate their needs and
started a “Masterpiece Idea Program”, which encourages employees to make suggestions
about all aspects of MBNA. Programs were formed to meet those needs. MBNA’s
health services department has four major objectives, which include creating an
environment that promotes positive lifestyle changes and facilitates appropriate medical

care decisions; proactively delivering a broad base of health programs and related services
targeted to meet the needs of employees; contributing to financial success of MBNA by

improved morale, reduced turnover and absenteeism, and health care cost containment;
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and creating a working environment that attracts and retains qualified employees and
supports them in achieving individual goals (Kelly, 1992).

At Johnson & Johnson corporate headquarters in New Brunswick, New Jersey,
their employees, who utilize the fitness center, can leave their workout clothes at the
center and have the company wash their clothes free of charge. Johnson & Johnson also
provides towels, grooming items, and toiletries. This may explain why 65% of 1,000
employees participate in the facility’s wellness program (Verespej, 1993).

According to the February, 1993, issue of the Employee Benefit Plan Review
article, Quaker Oats Company has been working on modifying the insured employees’
behaviors through its “Informed Choices” consumer education program. This program is
designed to assist employees in obtaining quality and appropriate care, and at the same
time, teaches the employee about ways to actively participate in obtaining this excellent

care. Employees are informed of their rights as patients and their responsibilities as well.

This program has increased employee trust and satisfaction with the company.

niversi in;
The Oklahoma State University Wellness Center opened for business in January,

1991. It was the first facility specifically designed and staffed for wellness on a campus of
higher education. The 24,000 square-foot center contains the latest in biomedical testing
and workout equipment. Each year, the center serves over 10,000 clients. The mission of
the Oklahoma State University Wellness Center is to provide quality wellness
programming to its clientele, who includes faculty, staff, dependents, OSU alumni,

students, and off-campus constituents. Some of the programs offered are exercise/fitness,
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nutrition, weight control, Healthy Cuisine Cooking Demonstrations, Biometrics™, stress
management, and control of substance use/abuse.
Resinold Engineering Corporation entered into a long-term partnership with the
Center for Cardiovascular Research at Northeastern Illinois University, Chicago, to lower
their health care costs by addressing acute health care needs discovered in medical
evaluations and on a more long term basis, by comprehensive behavioral intervention to
help modify individual lifestyles. Participants are given cash incentives for behavioral
changes such as tobacco cessation, weight loss, and healthier eating habits. By forming
this union with the cardiovascular center, Resinold has managed to keep down rising

health care costs (Lesmes, 1993).

West Texas State University in Canyon, Texas, recently sent out a Wellness
Services Survey to their faculty and staff. The results showed that 56.2% of respondents

believed their overall health was “good”, and that 49.2% were less than satisfied with their
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current level of physical fitness. Of the 308 respondents, 51.5% stated that their diet was
average, and 57.2% indicated that the biggest barrier to making healthy changes was lack

of time with. Their greatest health related concerns were weight control, stress

management, and cardiovascular fitness.

The Wellness Center at Seward County Community College in Liberal, Kansas
pamphlet, helps individuals and groups select and maintain lifestyle changes for a healthier
and happier life. The center creates cost-effective health promotion and education
programs for all individuals. As a part of the wellness program, each individual is tested
for cardiovascular fitness, muscular endurance and strength, flexibility, hypertension, body

fat composition, health risks, and blood pressure. Each individual receives a personal
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exercise prescription based on his or her performance. After a period of exercise and
positive health behaviors, each individual will be reevaluated to measure improvement.
Currently the wellness center is off campus in a shopping center with enrollment of 200 to

250 members.
Illinois State University Wellness Program is recognized as one of the most

diversified and innovative wellness programs in higher education. According to the

Ilinois State University Wellness Program Newsletter, Fall 1995, over 70% of the faculty
and staff and their families participate in wellness activities each year. Activities include an
Employee Assistance Program, “Seven Habits of Highly Effective People” seminar, fitness
center, cholesterol screenings, early walk/jog, volleyball, basketball, aerobics, table tennis,
badminton, Tai Chi, and Yoga. The mission of the program is to improve the quality of
life of its employees/retirees and their families. This includes providing a culture which is

supportive of positive lifestyle practices; providing quality programs; and providing
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convenient, cost-effective opportunities for participants to learn and practice these positive

lifestyle skills (Illinois State University, 1995).

The National Wellness Information Resource Center (NWIRC) provides resources
for wellness professionals about health promotion and wellness in higher education. A
directory is sent out yearly updating addresses and information about colleges and
universities. In the 1995 issue, more than 550 colleges and universities that offer health
promotion and weliness programming were listed. The Fisher Institute for Wellness at
Ball State University in Muncie, Indiana, offers several wellness incentives to faculty/staff,

among those are health screenings, nutrition and dietary analysis, various physical




30

activities, retirement planning, and emotional/stress management counseling sessions

(National Wellness Information Resource Center, 1995).

Summa
The literature was reviewed concerning the wellness concept, which included the

six categories of health for the topic areas. This research review makes it apparent that

employees must be given what they ask for as a group with special needs and interests.
Wellness programs that target their needs and interests will have a higher rate of
participation and chance for po-sitive outcomes. Wellness programs offered in the
workplace creates a positive attitude towards healthier lifestyle habits for the employees
by the employer, however, wellness programs are only a small portion of the attempts to
increase productivity and lower health risks. The employee is responsible for his or her
own health. A healthy lifestyle needs to be the individual’s priority, however, the

employer can offer incentives which would entice their employees to utilize the available

wellness programs.
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activities, retirement planning, and emotional/stress management counseling sessions

(National Wellness Information Resource Center, 1995).

Summar y

The literature was reviewed concerning the wellness concept, which included the
six categories of health for the topic areas. This research review makes it apparent that
employees must be given what they ask for as a group with special needs and interests.
Wellness programs that target their needs and interests will have a higher rate of
participation and chance for po-sitive outcomes. Wellness programs offered in the
workplace creates a positive attitude towards healthier lifestyle habits for the employees

by the employer, however, wellness programs are only a small portion of the attempts to
increase productivity and lower health risks. The employee is responsible for his or her
own health. A healthy lifestyle needs to be the individual’s priority, however, the

employer can offer incentives which would entice their employees to utilize the available

wellness programs.
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CHAPTER Il
METHODOLOGY

The purpose of this study is to evaluate the Stillwater campus, Oklahoma State

University faculty’s personal health habits, current health status, and interests and

participation in the wellness center program. This chapter includes the research design,

description of the population to be studied; data collection including instrumentation and

procedure; and data analysis.

Research Design

The research design used in this study is a descriptive status survey. Descriptive

research involves the description, recording, analysis, interpretation of current conditions,

comparison or contrast, and attempts to discover relationships between existing variables

(Best and Kahn, 1986). This study will focus on the relationships between existing
variables, and compare and contrast the relationship between existing variables and pre-

existing variables from the 1987 Needs Assessment of University Faculty for a Wellness

Program (Eckhart, 1987).
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Sample/Population

The population, which was also the sample, includes only the faculty employed
full-time (75% FTE and higher) at Oklahoma State University during the Spring of the
1996 academic year who hold the position of instructor, assistant professor, associate
professor, or full professor. An “other” column was added for those individuals who are

visiting and adjunct professors. The OSU Mailing Services sent out 1039 surveys to those

faculty.

Data Collection

nstrum ion
Part I entitled, Personal Health Habits, of the research instrument was developed

and pretested by the U. S. Department of Health and Human Services (1981) with data
obtained from the National Health Interview Survey (U.S. Department of Health and
Human Services, 1981). The remaining two portions of the survey, Part II and Part III,

were developed in conjunction with the 1987 Needs Assessment of University Faculty for

a Wellness Program (Eckhart, 1987), this researcher, and researcher’s graduate

committee.
Part I of the questionnaire included 24 questions pertaining to six categories:

cigarette smoking; alcohol/drugs; eating habits; exercise/fitness; stress control; and safety
Part II entitled, Current Health Habits, included 20 questions pertaining to faculty’s

demographics, usage of an exercise/fitness center, usage of the OSU Wellness Center,
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Data Analysis
Data were coded and entered into a computer, beginning on February 29, 1996,
using the Statistical Analysis System (SAS) to tally and evaluate the scores of the
participants (Helwig, 1983). Frequencies, percentages, correlations, t-tests, ANOVA, and
Duncan’s Multiple Range Tests were used to analyze the data to determine if associations

existed between specific characteristics of respondents (McClave and Bensen, 1991).

Part I scores were tallied and then evaluated using the scale:
9-10 score indicated “excellent” awareness of health
6-8 score indicated “good” with room for improvement
5 or below score indicated “poor” with health risks
provided by the U. S. Department of Health and Human Services (1981). Each of the six
categories of Part I was worth a total of 10 points. The scoring system for Part I used by

the researcher is shown in Appendix F. The 0.05 level of significance was used to

evaluate the data.
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CHAPTER IV

FACULTY'’S PARTICIPATION IN A UNIVERSITY
WELLNESS PROGRAM
D.G. Duncan, M.S. Candidate, RD, LD, L L. Ebro, PhD, RD, LD, W.D. Warde, PhD,
M.L. McCrory, Ed.D, J. Hermann, PhD, RD, LD, Oklahoma State University,
Stillwater, OK
Abstract
This study evaluated faculty’s personal health habits, health status, and interests
and participation in a wellness program. A survey was distributed to 1039 faculty and the
response rate was 42% (N=442). Data were analyzed using frequencies, percentages,
correlations, t-tests, ANOVA, and Duncan’s Multiple Range Tests to determine if
associations existed between specific characteristics of respondents in the categories of
tobacco, alcohol/drugs, eating habits, exercise/fitness, stress, safety, and sleep.
Respondents were predominately male between 41 to 60 years of age. Weights ranged
from 100 to 330 pounds with height ranges of 60 to 78 inches. Two-thirds of the
respondents were associate and full professors. Favorable scores of personal health habits
were significantly associated (p<0.05) with higher academic rank, college, older age
groups, desirable weight, and also with current health status of yearly physical and
cardiovascular examination. Better eating habit scores were significantly associated

(p<0.05) with eating breakfast,-limited number of snacks, and not dieting. Almost all wear
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seat belts, do not smoke cigareites, and drink less than two alcoholic beverages per day.
Two-thirds eat three meals a day and sleep between seven to eight hours. Almost half use
an exercise/fitness center and more than half try to control their stress in various ways.
Health habits needing improvement were exercise, eating behavior, and stress control.
Almost 75% of the respondents have had a routine physical examination in the past two

years, and only 25% are currently having health problems. Faculty of the Colleges of

Veterinary Medicine, Engineering, Architecture, and Technology, Agricultural Sciences & o
Natural Resources, and Arts & Sciences were the most interested in wellness. Most of the z:
faculty were interested in participating in wellness education classes relative to exercise, ;
nutrition, and stress/time management. Wellness education needs promotion and should —f-:
focus on individuals’ needs for continuous and successful wellness participation. E
Introduction :g

S

Widespread interest in health and preventive medicine over the last two decades
has led to an increase of participation in health and fitness promotion programs. Wellness
programs are found in approximately two thirds of America’s workplaces employing 50 or
more employees. According to the National Wellness Institute at the University of
Wisconsin, Stevens Point, about 20% of America’s colleges and universities currently
have health promotion plans for faculty and staff (1). The main purpose of health
promotion programs are to aid participants to change their lifestyle behaviors. Health

promotion programs need input from participants and comments from non-participants, as

well, to keep the program meeting the current and future needs of their customers.
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Oklahoma State University Wellness Center opened in January, 1991. Prior to
opening, Gale Eckhart in 1987 (2)(3), sent out a survey to assess health behaviors,
attitudes, and interests of faculty on the OSU campus. As a follow-up, the researcher sent
out a modified version of the Eckhart, 1987 survey (2)(3). This questionnaire will
reevaluate the OSU faculty in order for the OSU Wellness Center to adjust its program to

better meet the needs of the current faculty.

Methods

The Sample
A total of 1039 questionnaires were mailed by the OSU Mailing Services to faculty

at Oklahoma State University on the Stillwater, Oklahoma campus during the 1995-1996

academic year on February 15, 1996. Of the questionnaires completed and returned,

42.5% (N=442) were usable. The subjects consisted of 74.2% (N=314) males and 25.8%

(N=109) females. The ages of the subjects ranged from 25 to 71 years with a mean age of

48 years. Weight ranges were 100 to 330 pounds. The range of height was 60 inches to

78 inches with a mean height of 70.5 inches.

The Questionnaire

The questionnaire contained three parts with 51 items, which included both closed
and opened ended questions. This questionnaire was identical to the Eckhart 1987 study,
except for a few modifications to the former questions and an additional five questions

were added to up-date the questionnaire. Part I of the questionnaire entitled, Personal
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Health Habits, was developed and pretested by the Public Health Service , 1981 (4). It
included data obtained from the National Health Interview Survey, which has a continuous
and ongoing bank of data. Part I has 24 questions grouped in the following categories:
cigarette smoking; alcohol/drugs; eating habits; exercise/fitness; stress control; and safety.
Part II entitled, Current Health Status, of the questionnaire included demographic data
such as current employment status, academic rank, current college, age, weight, gender,
height, and other health habits in more detail than Part I pertaining to exercise, eating,
tobacco usage, health evaluations, and sleep. Part III entitled, Interest and Participation in
the OSU Wellness Center, contained questions pertaining to the interest and participation

of participants to utilize the Wellness Center.

Statistical Analysis

Data were analyzed using frequencies, percentages, correlations, t-tests, ANOVA,
and Duncan’s Multiple Range Tests by using the Statistical Analysis System (SAS) to
determine if associations existed between specific characteristics of respondents (5).
Scores from Part I were totaled and evaluated using the scale provided by the Public
Health Service (1981). Scores of 9 or 10 received an “excellent awareness of health”, a
score of six to eight received a “good awareness of health with room for improvement”,
and a score of five or below received a “poor awareness of health with serious risks

involved”. The 0.05 level of significance was used to evaluate the data.
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Results and Discussion

The 1995 Oklahoma Status Public Health Service Chartbook stated that cigarette
smoking was strongly associated with educational attainment. In 1993, the age-adjusted
prevalence of current cigarette smoking among persons 25 years of age and over, ranged
from 14% for college graduates to 36% for persons with less than a high school education
(6). The respondents showed no significance between cigarettes smoking and age groups.

Of the 442 respondents, only 42 (9.5%) currently use tobacco and 196 (44.4%)
are former users of tobacco. Current tobacco users (N=42) consisted of 19 cigarette
smokers, six pipe smokers, six cigar smokers, and 12 smokeless tobacco users (Figure 1).
Former tobacco users (N=196) consisted of 148 cigarette smokers, 83 pipe smokers, 67
cigar- smokers, and 35 smokeless tobacco users (Figure 2). Frequencies from the Personal
Health Habit smoking scores in Part I revealed that 89.8% scored “excellent”. Only 7.9%
scored “poor”, while 2.3% scored “good”.

Chi-square (Appendix I) showed significant association (p=0.000) between
currently using tobacco and avoiding smoking cigarettes; significant association (p=0.000)
between currently smoking cigarettes and avoiding smoking cigarettes; significant
association (p=0.002) between-currently using smokeless tobacco and avoiding smoking

cigarettes; significant association (p=0.000) between being a former user of tobacco

products and avoiding smoking cigarettes; significant association (p=0.028) between being
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a former cigarette smoker and avoiding smoking cigarettes; significant association
(p=0.000) between currently using tobacco and smoking only low tar and nicotine
cigarettes or smoking a pipe or cigars; significant association (p=0.022) between being a
former user of tobacco products and smoking only low tar and nicotine cigarettes or
smoking a pipe or cigars; and significant association (p=0.036) between the 1996 Duncan
study with Personal Health Habit smoking scores and 1987 Eckhart study (2)(3) with

Personal Health Habit smoking scores (Table 1). The relationship between smoking

scores and weight was not significant, and neither was the relationship between smoking

scores and age.

Alcohol/Drug Abuse

Alcoholism and alcohol abuse can occur in all socio-economic groups. It is one of
the most serious public health problems in America. Among the 18.3 million adult “heavy
drinkers” (those consuming more than 14 drinks per week), 12.1 million have one or more
symptoms of alcoholism (7).

Frequencies of Personal Health Habit alcohol/drug scores revealed that 84.4%
scored “excellent”, 13.1% scored “good”, and 2.5% scored “poor”. Results indicated that
88.2% (N=390) of respondents avoid drinking alcoholic beverages or drink no more than
one or two drinks per day. Of the respondents, 96.1% (N=422) indicated that they almost
always read and follow the label directions when using prescription and over the counter
drugs. A t-test (Appendix H) showed a significant association (p=0.0010) between

alcohol/drug scores and having a cardiovascular examination within the past five years.

Another t-test (Appendix H) showed a significant association (p=0.0034) between
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alcohol/drug scores and having a Resting EKG Cardiovascular Examination within the

past five years. Alcohol/drug scores were not significantly associated with demographic

variables of the respondents.

Eating Habits

Dietitians in a wellness program can increase the income of the wellness facility by
enhancing the credibility of the organization, and help the healthcare team or facility to
understand customer needs and expectations (8). In a wellness program, dietitians must
promote healthy eating and cooking, physical fitness with a balanced diet, and emphasis
should be placed on changing eating patterns for a lifetime rather than dieting for the
present. The dietitian must know the clientele being served in order to better provide
nutrition service for the wellness facility. The following results show useful information
about the dietary habits of the faculty.

Frequencies of Personal Health Habits eating scores revealed that 46.6% of

respondents scored “excellent”, 29.4% of respondents scored “good with need for

improvement”, and 24.0% scored “poor”’. ANOVA showed significant associations

between eating habit scores and relative weight, number of meals eaten per day (Figure 3),

and having a routine physical exam within the past two years (Appendix G). T-test

(Appendix H) showed a significant association (p=0.0189) between eating scores and

eating breakfast (Figure 4). Analysis showing no significance were eating habit scores

and academic rank, gender, health problems, current medications, recent cardiovascular

examinations, and sleeping habits. Other frequencies showed that 72.2% (N=319) of

respondents almost always eat a variety of foods each day; only 62.0% (N=274) almost
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always limit the amount of fat, saturated fat, and cholesterol they eat; only 55.5% (N=244)

almost always limit their amount of salt; and only 51.7% (IN=228) almost always avoid

eating too much sugar.

Exercise/Fitness Habi
By the middle of the 1980’s, Americans were spending over one billion dollars
annually on home gym equipment, and thousands of American employers had introduced
fitness programs in the workplace to their employees (9). The outcomes of these fitness
programs, however, may not begin to register until several years after the program has
been operating (10). As time evolves, the results indicate that exercise provides work-
related benefits, decreased absenteeism, and increased self-esteem (11).
Frequencies of Personal Health Habits of exercise/fitness scores showed that
41.0% scored “poor”, 32.1% needs improvement, and only 26.7% scored “excellent”.
Other frequencies of exercise/fitness scores revealed that only 55.2% (N=243) almost
always maintain a desired body weight, avoiding overweight and underweight, while
14.3% (IN=63) almost never maintain a desired weight (Table 1); 53.7% (N=237) almost
always exercise for 15 to 30 minutes at least three times per week; and only 37.2%
(N=164) almost always use part of their leisure time to participate in individual, family, or
team activities that increase their level of fitness. ANOVA and Duncan’s Multiple Range
Test (Appendix G) showed a significant relationship between exercise/fitness scores and
relative weight. A t-test (Appendix H) indicated a significance (p=0.0156) between

exercise/fitness scores and utilizing an exercise/fitness center (Figure 5). Exercise/fitness

scores were not significantly associated with rank, college, age group, and gender.
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Stress Control

Occupational stress is a negatively perceived quality of life, which results from
inadequate coping with sources of stress, has negative mental and physical ill health
consequences (12). Stress-related issues are being addressed more in the working
environment. Employees are finding an increasing number of programs being offered by
their companies or administration on stress-related issues. Wellness programs which

incorporate stress management/education in their programs offer employees a tremendous

opportunity to re-gain control of their surroundings (13).

Personal Health Habit frequency scores of stress control habits indicated 44.2%
scored a need for improvement, 43.3% scored “excellent”, and 12.5% scored “poor”.

Other frequencies revealed that 84.6% (N=373) of respondents enjoy their job; and only
48.8% (N=215) recognize and prepared for stressful situations. ANOVA and Duncan’s
analysis showed a significant association (p=0.028) between stress scores and age group
and (p=0.024) between stress scores and relative weight (Table 2). A t-test (Appendix H)
revealed a significance (p=0.0149) between stress scores and having a health problem

(Table 3). No significance was found between stress scores and taking medications,

having a cardiovascular examination, having a routine physical, and gender.

Safety Awareness

Between 1985 and 1990, the death rate for occupational injuries decreased at an
average annual rate of almost six percent. During this period, the average annual rate of

decline in occupational injury death rates was nine percent for the transportation,
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communication, and public utilities industries, and 11% for the agriculture, forestry, and
fishing industries (6).

Personal Health Habit safety scores revealed that 90.5% scored “excellent”, 8.8%
scored “good”, and only 0.7% of participants scored “poor”. Other frequencies showed
that 89.8% (N=397) almost always wear a seat belt while riding in a car and 80.0%
(N=351) almost always obey traffic rules and speed limits. ANOVA and Duncan’s
Multiple Range Tests (Appendix G) showed significant associations between safety scores
and relative weight (Table 2). T-tests (Appendix H) indicated a significance in stress
scores between gender (Table 2), having a routine physical examination, health problems,
having a Resting EKG within the past five years, and currently taking medications (Table

3). Chi-square analysis (Appendix I) showed a significance (p=0.000) in safety scores

between the 1996 Duncan study and the 1987 Eckhart study (Table 1). No significance

was found between college and age group.

Interest and Participation

Faculty were asked to indicate if they were interested in the Oklahoma State
University Wellness Center. About 75% (N=313) indicated an interest in the OSU
Wellness Center. The percentage of faculty interested in the OSU Wellness Center has
not changed between the two studies with both indicating about 75%.

The most convenient times for faculty to participate in wellness programs is
lunchtime (11:00 a.m. to 1:00 p.m.) (N=104) and early evening (5:00 to 7:00 p.m.)

(N=110). Preferences in wellness programs in order of most preferred to least are

presented in Table 4.
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Of the six Personal Health Habit categories, the area of exercise/fitness scores
from Part I of the survey received the “poorest” scores (Figure 6). The top three most
needed areas for improvement (a score of eight or below), with 10 being the highest and

one being the lowest on the Personal Health Habit mean scores of Part I include:

Exercise/Fitness 6.1
Smoking 6.8
Eating Habits 7.5

In the 1987 Eckhart Study (2)(3), the results showed:

Exercise/Fitness -
Eating Habits 7.3
Stress Control 7.4

The participants demonstrated perception of their needs by indicating that their preferred

area of interest in wellness was exercise/fitness (Table 4). Estimated usage of the OSU

Wellness Center by the faculty since the opening of the center in January, 1991, is
presented in Table 5. Clearly, the Wellness Center Fitness Center received the highest
level of utilization. The medical laboratory with annual health screenings, various blood
tests, and physical examinations was utilized the second most, although at a much lower
response. Other services like physical therapy, nutrition counseling, personal training, and
employee assistance program follow in their estimated number of times utilized by the
respondents.

Chi-square (Appendix I) showed significant association (p=0.001) between
preferring to attend cooking classes and age group; significant association (p=0.000)
between preferring to attend cooking classes and gender; significant association (p=0.009)
between preferring to attend cooking classes and academic rank; significant association

(p=0.029) between interest in the OSU Wellness Center and college; significant

"
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association (p=0.012) between preferring to attend safety awareness classes and college;

significant association (p=0.002) between preferring to attend time management classes

and college.
In addition, significant association (p=0.005) existed between preferring to attend

weight management classes and gender; significant association (p=0.000) between
preferring to attend weight management classes and relative weight; significant association
(p=0.005) between preferring to attend stress management classes and relative weight; and

significant association (p=0.004) between preferring to attend health screening and relative

weight (Table 6).

Applications
Between 1987 and 1996, changes in the faculty at Oklahoma State University on
the Stillwater Campus have occurred. Faculty’s interest in the OSU Wellness Center have
remained constant at 75%, however, their interests in certain programs which they prefer
to attend have changed. Difference in faculty’s preferences indicate that wellness
education classes and programs should be designed to meet the variety of needs and
interests of the current faculty. Wellness education classes that target the needs of the
current faculty will have a higher participation rate, higher chance of positive outcomes,
and a higher chance of return visits for further learning and participation. The wellness
program can also be used as an attractive marketing device to entice prospective

employees. Wellness education needs promotion and should focus on individuals’ needs

for continuous and successful wellness participation.
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Figure 1. Faculty's Current Tobbacco Use
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Figure 3. The Number of Meals a Day Consumed by the Faculty
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Figure 5. Percentage of Faculty Currently
Utilizing an Exercise/Fitness Center
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Table 1. P Values for Personal Health Habit Scores of the 1987 Eckhart Study versus the

1996 Duncan Study (Hypothesis Nine)

Category 1987 vs. 1996

Means Means P Values
Smoking# 2.5 6.8 p=0.036*
Safety 8.5 7.8 p=0.000***
Eating Habits 73 7.5 p=0.711
Exercise 5.7 6.1 p=0.132
Stress 74 7.8 p=0.057
Alcohol/Drug Abuse " 9.1 9.4 p=0.058
* p<0.05

**% 5<0.0001

# Scoring in Smoking Categories were analyzed differently between the two groups.

Table 2. P Values for ANOVA and T-test Analyses of Personal Health Habit Scores by
Demographics (Hypothesis One)

Categories = ANOVA ANOVA ANOVA T-test ANOVA
Academic College Age Gender Relative
Rank Weight
Smoking 0.8376 0.0600 0.5661 0.1534 0.7241
Alcohol/Drug 0.8286 0.9732 0.6963 0.3408 0.7135
Eating 0.1514 0.3146 0.0600 0.7544 0.0141*
Exercise 0.2014 0.5591 0.6484 0.4900 0.0001***
Stress 0.1779 0.2948 0.0280* 0.3055 0.0240*
Safety 0.2491 0.6889 0.2243 0.0000***  0.0358*
* p<0.05

*%%5<0.0001

VaLANUMA STATK |



51

Table 3. P Values for ANOVA and T-test analyses of Personal Health Habit Scores by

Current Health Status of Faculty
Category T-test Physical =~ T-test T-test T-test Having ~ ANOVA
Examination  Treatmentof  Beingon a Cardiovascular Hours of sleep
Health Problem Medication Examination in 24 hours
Cigarettes 0.1610 0.8324 0.2898 0.1537 NA
Alcohol/Drug  0.6611 0.5249 0.3597 0.0010%* NA
Eating Habits ~ 0.0105* 0.7686 0.2789 0.0644 0.6967
Exercise 0.3935 0.1355 0.9672 0.7849 NA
Stress 0.0687 0.0149* 0.4601 0.7998 NA
Safety 0.0432% 0.0000%*+ 0.0773 NA
* p<0.05
*#5<0.001
**%p<0.0001

NA = Not Applicable

Table 4. Wellness Programs Indicated by Faculty that They Prefer to Attend

Responses Wellness Programs
271 Exercise/Fitness
145 Health Screening
91 Weight Management
88 Stress Management
71 Cooking Classes
63 Nutrition Awareness
56 Time Management
45 Back Rehabilitation
10 Safety
7 Tobacco Cessation
¢ Others

0

Alcohol/Drug Abuse

]
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Mean Scores

Figure 6. Faculty's Category Mean Scores of Personal
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9.37
7.48 7.78 7.85
) 6.83
I I .13 '
Alcohol/Drug Eating Exercise Safety Smoking Stress

Categories of Personal Health Habits

Table 5. Estimated Usage of the Wellness Center Programs by the Faculty Since Opening

in 1991
Responses Program
7722 Exercise/Fitness Center
697 Health Screening
324 Physical Therapy
291 Various Blood Tests
185 Personal Training
148 Physical Exam
146 Nutrition Counseling
134 Employee Assistance Program
112 Cardiac Rehabilitation
104 Treadmill Test
87 Wellness Education Classes
70 Cooking Classes
40 Back Rehabilitation
7 Biometrics™*

* New program since 1995 (a package involves several visits for dietary counscling and exercise)
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Table 6. P Values for Chi-square analyses of wellness programs preferred to attend by faculty's

demographics.
Interest Academic College Age  Gender Relative
Rank Weight
Preference of Programs:
Fitness/Exercise 0.170 0.089 0.506 0.147 0.144
Weight Management 0.459 0.584 0.184 0.005*+ 0.000%4+*
Tobacco Cessation Q.065 0.069 0.629 0.299 0.177
Cooking Classes 0.009* 0.146 0.001** 0.000 0.739
Nutrition Awareness 0.222 0.084 0.444 0.180 0.740
Safety 0.113 0.012* 0.570 0.760 0.688
Alcohol/Drug Misuse
Back Rehabilitation 0.453 0.726 0.907 0.365 0.775
Stress Management 0.181 0.435 0.136 0.149 0.005**
Health Screening 0.990 0.207 0.278 0.426 0.004*¢
Time Management 0.117 0.002* 0.219 0.861 0.356
Other 0.842 0.055 0.535 0.173 0.138
*p<0.05
*4p<0.001
**45<0.0001

See also Appendix I
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CHAPTER V

SUMMARY AND RECOMMENDATIONS

Summary

The purpose of this study was to evaluate faculty’s personal health habits, health :_:ﬂ

!

status, and interests and participation in a wellness program. Specific objectives were to ?1

identify personal health habits and current health status of faculty at Oklahoma State ”,
University and to relate those with demographic variables; to relate personal health habit 3
scores with the variables: exercise/fitness, eating, cigarette smoking, and current health ;
S

status scores; to find the interests, level of participation, and program preferences of
faculty in the wellness program; to compare and contrast differences in results of this
survey with results of the Eckhart survey, 1987; and to recommend topic areas of health
promotion, based on results of the study, for faculty to Oklahoma State University
Wellness Director and staff. As a result of these objectives, 10 hypotheses were
postulated.

Hypothesis one stated that the personal health habit scores in the six categories of
cigarette smoking; alcohol and drugs; eating habits; exercise/fitness; stress control and
safety were not significantly associated with demographic variables of academic rank;
college; age; gender and relative weight. Significant associations were found in 7 of the

60 total analyses performed. Of the six categories, stress habits were significantly
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associated with the most demographic variables: academic rank, college, age group, and
relative weight. The researcher rejected the hypotheses in part due to the seven analyses
that were found to be significant associations out of the 60 total analyses performed
(Appendices G and H).

Hypothesis two stated that belonging to an exercise/fitness center and walking the
stairs in a multiple story building were not significantly associated with exercise/fitness

scores. Significant associations were found in two of the 18 total analysis performed. The

Byit
significant association was belonging to an exercise/fitness center and exercising length of ;',
time per week of participants in the older age groups (Appendix H). As a result of the i
significant associations, the researcher rejected F02 in part, but failed to reject H02 ‘
because of 16 other associations which were not significantly associated. i

HO3 stated that there would be no significant association between the number of “‘

meals consumed per day, snacking, breakfast, being on a special diet, and the number of
meals per week eaten away from home and the eating habit scores. Significant
associations were found in four of the seven total analysis performed with the significance
found among eating breakfast, eating less than five meals a week away from home, and
eating at least three meals per day with eating habit scores (Appendices G and H). Based
on this information, the researcher rejected HO3 in part, and failed to reject HO3 based on
three other not significant associations.

HO4 stated that being a current smoker was not significantly associated with the
cigarette smoking scores. Significant associations were found in four of the 10 total
analysis performed with the significance found among currently using tobacco products,

specifically cigarettes and smokeless tobacco with cigarette smoking scores (Appendix I).
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As a result of the significant associations, the researcher rejected HO4 in part, and failed to
reject HO4 based on six other not significant associations.

HOS5 stated that there were no significant associations between the personal health
habit scores in the categories of cigarette smoking; alcohol and drug abuse; eating habits;
exercise/fitness; stress control; and safety with current health status scores: physical
examination during past two years, current treatment of a health problem, being on

medication, having a cardiovascular evaluation, and number of continuous hours of sleep

S
in a twenty-four hour period. Significant associations were found in nine of the 44 total ‘{:,
analysis performed (Appendix H). The most significant category was safety habits when “
compared with participant having a routine physical examination within the past two x:
years, currently being treated for a health problem, currently taking medications on a i
regular basis, and within the last five years, if participant has had a Resting EKG ]

cardiovascular evaluation. The researcher rejected the hypothesis HOS due to the
significant findings.

Hypothesis six stated that there were no significant associations between interest in
the OSU Wellness Program with demographic variables: academic rank, college, age,
relative weight, and gender. Significant associations were found in only one of the six
total analysis performed (Appendix I). The significant association was interest in the OSU
Wellness Program and college, therefore, HO6 was rejected.

Hypothesis seven stated that there were no significant associations between level
of participation in the OSU Wellness Program with demographic variables: academic
rank, college, age, relative weight, and gender. There were no significant associations

between variables, consequently, the researcher failed to reject hypotheses seven.
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Hypothesis eight stated that there were no significant associations between
preference of wellness programs with demographic variables: academic rank, college, age,
gender, and relative weight. Significant associations were found in only nine of the 72
total analysis performed (Appendix I). Cooking classes were significantly associated with
academic rank, gender, and age group. Weight management classes were significantly
associated with gender and relative weight. The researcher rejected HO8 due to the
significant findings.

Hypothesis nine stated that there were no significant associations between personal

health habit scores in the 1987 Needs Assessment of University Faculty for a Wellness
Program study (Eckhart, 1987) with personal health habit scores in 1996. The researcher 11
rejected HO9 due to the significant associations found between two of the six analysis J
performed (Appendix I). The two significant associations were smoking and safety. i
Hypothesis 10 stated that there were no significant associations between interests ;
among faculty in 1987 Needs Assessment of University Faculty for a Wellness Program I;
study (Eckhart, 1987) with interests in a wellness program among faculty in 1996.
Interest in the OSU Wellness program has remained constant between the years, therefore,
the researcher failed to reject H10.
Results of Part I of the survey, showed that the mean of the top three most needed
areas for improvement, with 10 being the highest and 0 being the lowest, in a wellness
program included exercise/fitness at 6.1, eating habits at 7.5, and stress control at 7.8.
The faculty were asked to mark wellness programs which they would prefer to attend
(Table 4) and where they obtain their health information (Table 7). In order of most to

least importance, the faculty chose exercise/fitness, nutrition, and stress/time management.
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Recommendations

Based on the research, the following suggestions are offered for additional
research. The first suggestion is to survey the faculty periodically every five years to keep
an accurate record of current faculty’s needs and interests concerning the wellness
programs and their current health status, in order to offer more programs in certain areas
to meet the current needs or interests. After the surveys have been tallied, changes should
be made, if needed, to target specific programs to specific audiences (age groups, gender, %)
and departments) and their families. A variety of programs, times and locations should be
made available to accommodate the majority of the faculty and their requests.

The second suggestion is to offer incentives to faculty to increase participation to
the OSU Wellness Center. Possible incentives to offer the faculty are open houses to
specific departments, personal invitations, and a tour of the facility’s new employees to
market specific available programs.

The third suggestion is to survey staff and students. Survey results from all three

groups would give the OSU Wellness Center Director and staff a comprehensive overview

of campus-wide wellness needs and interests.




Table 7. Where Faculty Obtain Health Information

Responses Source
333 Doctor
258 Magazines
217 Newspaper
202 Television
198 Vitality®
152 Dentist
150 Friends e
125 Pharmacist F
123 Relatives ..":i
86 Wellness Center ¥
78 Others: Journals, Books, Internet, etc. =
49 Nurse
27 Dietitian ¥
22 Health Food Store ~
15 Chiropractor ~
5 Teacher :
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he Jouwrnal of The American [ieistic Association is Lhe

official research publication of The American Dietetic Asso-

clation. Its purpose, as expresse in its mizsion stalement, is
“Tn be the premier peer-reviewed journal in the field of nutrition
and dietetics and Lo emhbody Lhe mission of The American Dietetic
Assocition.” As such, the Journal publishes manuscrigts that
advance knowiodge across the range of ressarch and practice
issues In mitrition snd dietetics and that suppon Lhe professional
growth of Association members. We lnvide contributions of origi-
nal research, review, and application in such areas as nutritional
science, medical nutrition themany, public health nwutrition, food
ackence and bioleduwlogy, foodservice systemu, leadership and
mansgement, sid dictetics education

Ressarch

Manuscripts reporting original research should include (1) struc-
tured sbstract; (2) inroduction stating the purpose and rel-
evance of the study, (7) clear and full description of malerials and
methods, including criteria for subject selection; (4) rcport of
results (for clarity, this should follow the smnw order presented
under "methods™); (5) discussion (for grestest value, results
should be compared with other published data of a similar
nature); and (6) applications. Reaearch manuscripts, in general,
should not exceed 3,000 words. Word count does not inchide
shstract, tables, Mlustrations, and references necessary to sup-
port the data and their interpretation.

Perapectives In Practice or Raview

Marascripts presenting practical applications or
mm(x)wmmm Gl)bndy
develons the subject In logical order using appropriale

exceed 2,000 words (review articks on topics that have an
extenaive body of literature may be allowred to exceed this word
timit). Word count does not include abstract, relevail tables,
lustrations, ani references.

Rasearch and Professional Briefs

Short reports of research findings, case studies, or professional
obscrvations should include (1) introduction; (2) body, which
develops the subject in logical order using appropriate sublcads
(mmmwmm'm:mw-
cations” subheuds; professional reporus may use descriptive sub-
heads); and (3) applications. Research and Professianal Briefs do
nol have sbetracts. These nanuscripls must not exceed 1,000
words and can include u maxdmum of two illustrations (lables wr
figures) and pertnend references. Word count does aot include
tables, figures, and referenona.

HOW TO SUBMIT A MANUSCRIPT

Authors must submit four coples of thelr manuscript, one set of
original art, a cover letier of submission, and the authorship and
copyright statements described in the scction “Author Respunsi-
bilitles.” Each eny of Lhe manuscript should be comiplete In iwelf;
thal la, contaln all the manuscript compone:ts described in the

section “Manuscript Preparation.” The accompanying covor ket~
ter should idenlify the manuecript by tue, specify the article
category [or which i s intended, and include portinent disclosure
information, as specified in Lhe "Author Responsibllities™ section.
The crver letter should also identify one author who will haslle
cormespondence reganding the manuscript and provide a com-
plete address, telephone number, and facsimile (fax) number for
this suthar. Mamiscripts should be sent tu

University of Washington, Mailstop DL-10
Seattle, WA 58195

Authors will rocsive writlen ackinowledgment of the initial
receipt of their manuscript. All submitted manuscripts are then
sent o peer reviewers who are experta In thelr fekis. The
Identities of both the peer roviewens and the authors are kept
cmﬂdcmlhnmmhm-ﬂnmuﬂmhhn
of content, uriginality, scientific sccumcy. clarity, and contribu-
Lion to tho Geld of nutriton and dietetics. Aftor peer review
(wsually 10 to 12 weels alter the dute of the initial acknowledg-
ment letter), the cormesponding suthor will be notified whether
the manuscript has been sceepted with revision or rejected.
Manuscripls are sccepted sl the discretion of the reviewers and
the Journal cditors.

AUTHOR RESPONSIBILITIES
wmumiwmuwum

manuscript,

reports of the information in tochnical pupers or newnletiers.

Authors must submit several disclosire statements with their
manuscript; the requirements of each are detailed below. The
slatemnents regarding authorship and copyright should be submit-
ted on separule sheeta of paper, therefore, each stateriwent should
also include dw Ule of the manuscript. Btatenwsils regarding
acknowledgmenta and potential conflicts of inlerest can be incor-
poruted Into the cover letter.

luthorlhlp

persons designated as authors must meel the crilerias for
Mp&u&ﬂmwmmhm Authors must sign,
date, and submit a cnpy of this statermend with thelr manuscript.

We [or substitute 7] cerly that we have partcipated
substantially in Lhe concepilon and design of this work und
the analysis of the data (when spplicable) as well as the
writing of Uwe manuscript. We have reviewed Lhe final version
of the inanuscript submitted for publication, approve it for
publication, and take public responalhllity for its content.
Neither this manuscript noe one with suhstantially similar
content under our authorship has been published or ks being
considered fur publicution clsewhere, except as described ln
an attachmend.
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Copyright Transfer

The American Dictetic Association holds the copyright on all
material published in the: Joxrmal. Therefore, all authors mus
wmm-mummmhmm

0 the Associstion. Suggosted wording fullows:

In consideration of The Americun Dietcte Assoctation wldng
sction to revicw and publish this work, the author(s) undor-
signed herely tranfer(s), ﬂ\(l) umw.]
all copyright osmership (o The American Dietetic Assucis-

thon i the cvent that such work Is published by The Amaoricsn
Dictetic Associstion.

Manuscripts submittod by suthors who were employees of the
119 federal goverrunent al the time thelr work was investigated
@ written are not subject to the CopyTigii Act; therefore, Lhesc
suthors do not hove to submit s statement of copyTight transfer
but must idorm Lhe Edinor of their stalus as federal employces.
Authors who transicr their copyright will nat lose the right w
reprint material from thelr wrticles but will be required loacknowi-
edge and credit The American Dietetic Association inall reprinis.
1If & manuecript is not acceplod, or ls withdrawn hefore pulilics-
tion, Lhe Lransfer of copyright is null and vold.

Conflicts of Interest
mhnllnhimﬂlmhmﬂmdwwm

manuscript; this information can be included bn & cover letler
submitted with the manuscript.

Acknowiedgmants
mmmmngmmmmm

Permission to Reprint
Authors who Include llustratkws or tables waken from other
publications in their manuseript must obtain written permission
to reproduce this information from the original publisher of the
source material. A copy of Lhe reprint permission must be submis-
tad with the manuscripl.

MANUSCRIPT PREPARATION

Type mantscripts on one aide of standard-sized (8.~ by 11- nch)
white bond paper; leave at keast 8 |-bch margin on ull sides. Use
standard 10- ar 12-pitch type sise and double-space Lype Lhrough-
out, including Lhe title page, abstract, lext, acknowindpuents,
references, tables, and legonds for Bgurea- Slart each ol Lhese
maunuscript sections on & new puge, and number each page
comseculively in the upper right-hand comer of Lhe page. A
description of the various components of 2 manuscript lollows.

Authors’ Page

All munuseripts nust include a separate suthom’ page that lists
(1) the title of the manuscript; (2) two to four key words oc
descriptive phrases; (3) word counts lue Lhe abstruct aixl the text;
(4) full ruunes, academic degrees, and afMliations (position tite,
organization, ackiress, telephona mamber, and [ax numbeer) for all
authors both st Lthe time the wrrk wos cupleted and at Lhe
present time if afMliations have changed since the work was
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finished; (5) namo and contact information fur corresponding
author (address, telcphone number, and fax number); and (6)
namc and uddress of suthor who will handle reader requests for
reprints, if Lhis ks different, from the corrosponding author, Type
uthors' namos in the order Lhey should appaar n the published
article. The authors’ page must be submitted a8 8 separaie sheet
30 thal it can be detached from Lhe manuscript when the Editor
sends the imanuscript for anonymous peer review,

Title

The manuscript title should be spocific and informative, commey-
ing the findings of Lhe research (&g, “Dietary fibor owers scran
cholesteral™ rather than " Elfects of dictary fiber on sonum choles-
teral™). The manuscript tilke should appear on the absiract, the
firsi page of the manuscrigd text, the suthors’ page, and all
oorrespondence and disclosun statements.

scripts

thould be self-cuntained wul understandulile without ref

1o the main text and should be written for & general journal
ruadership. The two forms of abstract are described below,

Structured abstracts provide a focused overview of a study's
dezign and outcomes by angankzing infirmation with descriptive
headings. Suggested headings, and tho information cach heading
should elicit, are described below, Structwed abstracts shoukd
not excead 250 words.

u OYfeciive Describe the question or problem addressed.

8 Design Identlly tha design of t study (cg. interventior,

n Subjecta/Setting Describe criteria used to sedext subjecis,

the number of subjects volved in the unalysis, and Lhe attrition

rate, Describe where the study was conducted and lune the

setring might reluts Lo the selection of subjerts (eg, comnwuaty-

Lascrd or hospitalieed subjocis) or the study's applicabiliy L
situation

specially practice

» Intervenlion Describe the emseiitial features of Lhe treatment
or ntervention in studios Uat use an experimental design. (This
hexatling, as well a2 “Main outrome measures,” should Le omitted
In dencriptive reseurch (e, suslies that use surveys).

8 Nals outoome measures Note the prinwry oideome mes-
sure as planned befure data collection began, If the hypolhesie
heing reported was fonnulated during ur after dals cullection, Lhis
burmation should be clearly stated.

» Stailatical analyses performed Indicute statisticul Lests
used ki data analysea (eg, 3¢, analyris of voriance, or confldence
intervals). Note provedires used ta adjust for confoundl g fne-
tors, such us age and gender.

8 Resulta Describe the key (indings of |he st udy. No duts should
he: reported in the ahstract thut do not appesr in Uhe maln text.
u AppllcationsConcluslons Offer kcy concludans on the
basis of cvidence provides] by the stady and relatn these finafigs
to clinical or practice spplications.

Convenlional abstracts are written ln paragruph style and
should provide a briel overview of the study and is findings.
mmummwmuumnm
addressed, how the study was organzed and | d, the
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Tables and

Tables and figures should be limited Lo those required to clarify an
article. Eachtable or figure should be understandable by itselland
not require the reader to refes to the text. Present dats only once,
elther in tabular or graphic form or in the text. Authors should list
the title and number of each table and fgure on a scparte page
submitted with their manuscript. More detafled guidance regard-
Ing Journal style for Labiles and (igures is provided in Lthe sections
"Numbers,” "Abbreviations,™ and “Laborstory Yalues.”

Tables Type each table double-space on & separale sheet of
paper. Number tables consecutively (in relstion to citalion in the
text) with Arabic numbers and supply a brief tithe for ench. Give
cach column & short or abbreviated heading. Place explanatory
macter in footnotes, not in the column headings or table tide, Be
sure bo inchude the unit of measure (og, "No.,” "%," "y," or “year”)
under the appropriate column heading. Tables may not contaln
more than 14 columns. Do not put mare than one unit of
information in a single cell of the table.

For numerals less than 1.00, insert a zoro to the left of the
decimal point (eg. 0.95). Use a hyphon to indicale ranges (eg, 76-
100). ldentlly statistical mossures of variations (e, standard
deviation or standard error of the mean). When the designution
Eneat the kefl-hand side of a table (stub) requires two lines, values
in that hortzontal row should wlign with the second line of the
designation. Align columns vertically on deciinal points, hyphena,
or “+". Use superscript Jetlors to Indicate footnotes (eg, ™ <)
however, use the standard * for P<.06, ** for P<.01, and *** lor
P<00]. The order of lootnotes is determined by Lhe At appear-
ance of fnotnoted material in a horizoutal row.

Authors who incorporate data from another published or un-
published source in & Lable must cite the original source in &
reference or footnole.

Figures Authors should include coples uf' all figures in each copy
of thoir manuscript submitted for consideration. In addition,
mmmmﬂmum-mwwh.
manuscript. Original art lould be placed in a scparate, protective
envelope (add curdboard Lo protoct art from bending) marked
with the name of the manuscript and the notation “vriglnal art.”

Original art must be “camcra-ready”; Uiat is, cleay, cloar, and
legible. (If a figiwre is dirty or blurry, has broken lewters, or ls hard
10 read, it will not be used.) Glossy black-and-white prints are
preferred, but computer-generated figures or grphs produced
by 8 high-yualily laser printer (600 w 1,200 dpi for tone art and
300 dpl for line art) are acceptable. Photocopies wre nof actepl-
able. Symbois, leiters, and numbers that appear in a figure or
graph must be large enough to remain legible when the figure is
reduced to fit the width of a single Jowmal colimn (approxi-
matcly 3, inches). Phoogriphs muat be B- by ID-h-nchghuy

cited in the Loxt. Affix s label that shows Lhe ligure number, nuine
of first author, short form of the manuscripl Litle, wwl an arrow
indicating the “top” to the back of Uhe original art. Do not glue,
staple, or write anything directly wi Lhe original art.

To ensure consistency betwoen Lext and figurcs, follow Jowr-
nal style when creating Lhe lettering in figures; eg, svold use of all-
capital Jelters, omit periods in abbreviations, and use Systéme
International (SJ) values. See recent lssuesof the Joumnal for
examples of lettering siyle.

Une should be Incorpo-
rated into the figure legend.
Software Citations
Cite soltwure wmﬂtm{mhwh

dietary totals for Lhe nutrients of intcrest).

Footnotes in Text

Fuotnotes should be kept to a minkmum and mimbered cnneocu-
thvely, with superscript numerals, Uwoughoul the text. Double-
spoce [oolnotes on 8 separale gheet of paper. If & brand nanw or
type of equipment is mentionod, cite the name and headquarters
location (city and state) of the manufacturer parenthetically in
the text (nad in & footnote) after the fnt mesdion of the ltem;
lowever, generic names should be usad wiwnever passible.

References

Number references consecutively in the order in which they are
mentioned in the text Identify references in Lext, tablea, and
figure legends by Arabic numersls in parentheses; do not use
suparscript numbers. References cited pnly in a table or legend
should be numbered after all references cited in Lhe text are
amigned numbers; Lhen, referencrs cited in tables or legends
should be numbered in Lthe arder in which a table or fyure s
presented in the manseript. Double-space references on pagos
separale [rom the main text of & manuscript.

Authors should use relevant, currest cllations from the profes-
sional and sclentific itersture. No matier how weill known a book
or source material (eg, Rorommendnd Mistary Allowanoes),
must be bncluded in Uwe list of references U it s mentioned n the
manuscript. Avold using abstracts as references, but Ltheses and
dissertations may be used as references. Persunal commimica-
ions may not be cited as references bul may be natod parent hot-
cally In the text. Use the following format: “in a letier (November
1994), Jane Smith, RD, reported...”. All personal communics-
uorw should be dated, and suthors must secure Uw approvul of
the persun guoted. [inpublished data, such as un article submia-
ted for publicution but not yet accepled, should be cllod paren-
mmwm«im.mmummw
datn " Articles accepted lor publication but not yet
ran be included in the st of referenons with the notation “in
press.” Inclusive page numbera must be provided for all periodical
artiches cited. Puge niimbers arce not required when an entire book
Is clixl, but specific page numbers are needed when only &
chuptor of section nf 8 book s cited. I'ruvide a pige number for all
material quoted directly froun any source.

Authors are responsible far the scrurcy and adequacy ol ull
references cited in Lhelr manuacript. For more infornation on
relerences, see s section "Reference Siyle”™ below.
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JOURNAL STYLE

Numbers

Spell out numbers [rom one to nine, except for units of measure
or statistical data (cg, nine men, 9 years, 9 g). Numbers that begin
a sentence are always spelied out, s are any accomnpanying units
of measure. The number of significant digits reported should be
realiatic: and shouwld be supported by the original data (eg, 2,126
keal mot 2,124 8 keal). For sample sizes less than 100, froquency
should be given (eg, 2 of 7, mot 29%); percerd moy also be
provided il neccasary.

Abbreviations

Abbreviate units of measure when used with numerals (5 g, 1,000
keal). Chemical formulas should he wrilten out, unkess they ure
used to economize space in the column headings of a table;
however, the formulas should be expanded in the legend or
footnotes. Avoid acroimyins, wiless they are commonly accepled.
Always provide the complete [onu of an acronym the first Lime it
is mentioned in the text.

Values

All clinical bboratory vulues must be expressed in Sysibme
International (SI) units; authors must also provide the conversion
[actor Lo traditional units in & fuouiote. The exception Lo Lhis s the
use of kilocalories; the Jorzrnal will continue to use kikovaluries
Instead of kilojoules. Pounds (Ib) and inchwes (in) arce also accepl-
able. A tabie of norinal values in hoth tradiilonal and SI units and
the appropriate conversion (sctors appears in the March 1987
Journul on page 356. Authors should refer Lo this wble when
converting duta and usc it as a guide lor choosing U appropriate
nuniber of signilicant digits,

To help readers become familiar with SI, the Jourmal will
provide a footnol r thut shows the conversion laclors and prosweits
an equivalent value in the normal range expressed in both 81 and
traditional units. (Thesc footnotes will contain rounded comver-
mon Lactors; authors must use precise conversion factors when
generating data ) The footnote willappear when an Sl value is first
mentioned in a mamuscript’s text, tuble, or figure. Therefore.
authors must prowvide 8 comparative footnote for cach clinical
value presented in their manuscript worded as in the following
ecxample: “To convert munolL cholesteral (o n/dL, multiply
mmol/l, by 38.9. To convertiug/dL cholesterol to mmaol/L, multply
mg/dL by 0.026. Cholesterol of 5.00 iumol/L = 183 mg/dL.”

Reterencs Style

The Jowrnal follows Uw Aierican Medical Association style for
references. One exceplion s that reference cilutions in the
Jouraal must list all authors' numes; use of “ct nl” is not accept-
able. Abbreviale periodical titles according to /nder Medicus; If
a ttic does uot appear in fndar Medicus, provide the coniplele
title. Examples of comman typea of roferences lollow.

u Article in a parindical: Gottschlich MM, Mayes T, Khoury JC,
Wanlen GD. Significance of obesity on nutritional, immunalogic,
hommonal, and clinical auteome parameters in bumns. J Am Lret
Assoc 1892,93.1261-1268

m Book: Wardlaw GM, Insel PM, Seyvler MR. Contrmporary
Nuwtrition: [ssuns und Insighis. 2nd ed. 51 Louis, Mo: Mosby-
Year Book; 1094,

u Book writen by a committes: Food ard Nulrition Board.
Recommended ietary Allvwances. 10th ed. Washington, DG
Naponal Academy Press; 1889, i

® Chapier in a buok: Delahanty L. Uuplications of the Diabeles
Control and Complications Trial (DCCT) in nutrition intervei-
ton. In: Pastors JG, Holler H, eds. Mrul Planning Approaches
Jor Diubstes Manageruenl. 2nd od. Chicago, W Ametican Di-
eledc Associstion; 1P94:11-13.

20/ JANUARY 1986 VOLUME 95 NITMBER 1

u Lstier 10 the editor: Rarr SL Questiona about influences of
eating pattems. J Am Dist Assoc. 1994;84:250. Lettor.

s Abstract: Samour PQ, 5t Peter MJ, Hurrity MR, Gibbons G,
Bistrian BR. Continuous quality improvement: patients with pres-
sure ulcers in an acute care teaching hospital J Awm Diet Assoc.
198484 (suppl):A-T0. Absiract.

& Themis or dissertatiny Smith SB. Weight Contrid for Low-
Income Dlack and Hispanic Women. Denton, Tex: Texas
Woman's Universily; 1890, Disseriation

w Federnl Register: National schoal unch program and schonl
bresk{ast program: nutritlon ubjectives for school meals (7 CFR
210, 220). Federal Registor. June 10, 1604,50.30218-30261.

8 Governmend bullstin: The following information should be
Included n the: arder given: (1) name of author (if given); (2) title
of bulletin; (3) place of publication; (4) name of lssuing buresy,

ber, if any; and (8) series number, if given. For example:

1 The Surmeon Genewmli's Raport on Nubrition and Health
Washingtan, DC: US Dept of Health and Human Services; 1888,
DHHS (PHS) publication 88-50210.

1 Food Guida Pyrumid: A Guide o Daily Food Chowes
Washingron, DC: VIS Dept uf Agriculture, Human Nutrition Infor-
mation Service; 1992. Home and Garden Bulletin No, 252,

3 Muirition and Your Health: Duwtary Guidelinas for Amari-
cans. 3rd ed. Washington, DC: 1JS Depts of Agnculture and
Health and Human Services; 1890. llome and Garden Bulletin
No. 232,

0 Houlthy Poopls 2000: National Health Prvmwtion and Dhs-
ease Provenition Olgectives. Washington, DC: US Dept of Health
and Huian Senvices; 1900, DHHS (PHS) publication 91-50213.

EDITORIAL PROCESSING AND PRODUCTION
Asticle content is the authors' responsibility. Accepted manu-
seripts are copyedited (o vonform to Journal style and o mect
space limitationa. Authors should note that Lthe editing process is
scparate [rom and oocurs afier Liw peer-review process. The
commesponuig author will receive & galley proof of Lhe article und
lave an opportunity Lo review cditorial changes before publica-
tion. However, chuges made by copy edilors for style, grammar,
wu readability should not be altered by authors unkess a scientific
emor has been introdiced. Except for corrections of Lypographi-
ral errors, cost ol exceasive changes made by authors on galley
proofs, especially on tables, may be charged Lo the anthors,
Heprint nrler forms will be malled with the galley pruol.
Reprints are shipped G 10 8 weeks afler publication. Questions
regarling reprints can be directed to 800/877- 1600, ext 4828

RESOURCES FOR WRITING MANUSCRIPTS

For suthoriwlve decisions on style, usage, and spelling, the
Journal uses U flollowing resources: Amenican Medical Asso-
ciation Manual of Style, Bth ed; Dorland's llustroted Medical
Drctionary, 28th ed; and Merriam Wabster's Collegnate Dictio-
nary, 10th ed. A list of additional helpful resources follows.

8 Chenw(l R, ed. Communicaling as Profossionds 2nd ed.
Chicago, I Aunerican [Netetlc Association; 1994,

s Day RA. low o Wiite and Publis/ia Scientyfic Papor dthed
I’hoenix, Artz: Oryx Press; 1804,

u Huth EJ. Scismu{fic Siyle and Formaw The CHE Manvad for
Awthors, Eduors, and Publishers. 6th ed. New York, NY: Cam-
bridge Uiiversity Preas; 1994,

s Monsen ER, ed. Rescarmh: Successful Approaches. Chicago,
L American Dietetic Association; 1092,

» Ross-Larson BC. Edu Yourself: A Manual for Evaryoma Who
Works With Words. New York, NY: WW Norwn and Co; 1985,
® Strunk W Jr, White EB. The Elements of Siyle. Jrd ed. Now
York. NY: Macmillan Publishing Co; 1879,
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FOOD AND NUTRITION BOARD, NATIONAL ACADEMY OF SCIENCES—NATIONAL RESEARCH COUNCIL
RECOMMENDED DIETARY ALLOWANGES,” Revised 1989
Designed for the maimitnance of goad nutricion of practically olf heabky prople in the United Stases

Fat-Soluble V Wascr-Soluble Vitamias Waerks

Y Vis-  Via- Vi Vi Vi This Ribo- Vs Fo Viamin Cak  Phoe Mag- Sche-

Age (years) Woght  Height  progin llinh‘ min P min E ; min K min C min flavmn Nisda minB, ke B, dom phorus mcsium lron lodine nium

Category _or Condition ng_llb) @ (m ®  (ugen’ (g (mgare) (wg (-.1 (™) m (mg wef (ﬂ 5! u (mg) _(mg) _(mg) -_-Q :g t_.ga )
i Infanes 0.0-0.5 13 60 24 13 373 75 3 5 ol 5 00 00 40 10
0.5-1.0 9 0 71 ¥ L] 37 10 1 10 35 0.4 I.l 6 0 G 3! 0.’ 800 500 60 lﬁ 5' “ 1]
Chikdren  1-3 13 29 90 3% 16 400 10 6 15 “ 07 08 9 Le 50 07 L] 800 MO w 1w ™ 0
-6 N “ 11T 4« 24 30 10 7 20 45 LL B 12 L1 3 10 L] MO 1M w 0 N W
7-10 18 62 132 52 b ] 700 10 7 3 44 10 12 13 14 100 14 800 800 170 0 10 10 %2
Males -4 45 99 157 62 45 1,000 10 [1] LL] 50 I3 15 17 1.7 ise 10 1L200 1200 270 1z 15 150
15-18 6 143 176 &9 %9 1.000 10 10 83 60 I35 1A 2.0 00 20 L300 1,200 400 1T 15 150 5
19-24 72 160 177 T 58 1,000 10 10 70 60 15 17 19 1.0 00 20 1200 1200 350 e 15 150 T
25-50 79 174 176 70 63 1,000 3 10 B0 60 15 L7 19 20 00 10 800 800 350 e 15 15 7
51+ 77 170 173 64 63 1.000 L ] 10 B0 80 17T 14 15 20 w20 800 800 350 1o 13 I8 7
Fenabes  11-14 4 101 157 62 46 BOO 10 8 LL] 50 LIS 15 14 150 10 1,200 1200 280 15 12 150 4
1518 55 120 163 &4 “ WO 10 8 55 60 L 13 15 15 180 %0 1200 1200 300 15 127 150 50
19-24 58 128 164 65 46 L] 10 A 60 60 L3 13 16 180 10 1,200 1200 280 15 12 150 3
25-50 63 138 163 64 50 Boo 5 L] 65 60 L1315 1.6 180 20 B0  BOO 380 15 1z 150 55
5+ 65 143 160 B3 50 L] L] N 63 60 o 12 13 (K] 180 20 800 800 280 o 1T 150 5%
Pregrant 60 800 10 (1] LL] 70 15 16 n 12 400 122 1200 1200 300 N 15 17% 65
Iatating Int 6 months 65 1,300 10 b ] 65 ] 16 18 20 11 W0 26 1,200 1,200 355 15 19 200 75
#nd 6 months 62 1300 |0 11 63 90 16§ 17 1m0 2.1 60 16 1,200 1,200 340 15 16 200 75

Wananmlﬂmm are inuended to provide for “ Retinol cquival 1 retinol = lug lot @ pg b See sent for ealoulstion

wunmmmlmmﬂpm.&qhmhummmuﬂ
| 1. Dicts should be hased on a vanety of common foods im onder 1o prowide
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Food Guide Pyramid

A Guide to Daily Food Choices

Fats, Ols, & Swaats it B
..
USESPARIDY e 8-
Pyntolo thow fale, olty, asd
LGNS In fcode,
Mk, Yogurt, Meal, Poultry, Fish,
& Cheese Dry Beans, Eggs,
Group & Nuts Group
2-3 SERVINGS 2-3 SERVINGS
Vegetable Frult
Group ; ) Group
3-5 SEHVINGS . g ' : 2-4 BERVINGS
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Oklahoma State University D f b

425 Human Environmontal Scionces
COLLEGE OF HUMAN ENVIRONMENTAL SCIENCLS 405-744-5040

February 15, 1996

Dear OSU Faculty:

Due to the recent rise in health consciousness of worksite healthy Lifestyles, my research,
Faculty’s Participation in a University Wellness Program, is being conducted as a
completion of the requirements for my Master’s Thesis. Institutional Review Board
approval has been obtained for this study. The information received from this survey will
be confidential Please complete the questionnaire, and provide your name and campus
address on the colored slip of paper, if you wish 1o be eligible for incentives. I will detach
your name and campus address when I receive your completed questionnaire.

Your participation [n the attached Healthstyle survey is needed for further
development of my research and will be greatly appreciated. The survey will evaluate
current status and potential health risks of the OSU faculty. This study is a joint effort of
the Nutritional Sciences Department and the OSU Wellness Center.

This survey will require about 10 minutes of your time and may foster valuable
information for the further development of the OSU Wellness Program and your own
health. Please complete the attached questionnaire, fold, and return in the enclosed pre-
addressed envelope to us in campus mail on or before March 1, 1996.

As an Incentive for your participation, the first 50 respondents who filled out the name
and address slip of paper will each receive a T-shirt. All participants who return the
survey with the incentives paper completed on or before March 1, 1996, will be eligible
for a drawing of additional prizes. Prizes include Healthy Cuisine Cooking
Demonstrations, lunches at Taylor’s Dining Room, and fitness memberships to the
Wellness Center. Winners of T-shirts and prizes will be contacted by March 29, 1996,

Thank you for your participation and cooperation.
Sincerely,

nietle L wears ad ?éw

Danielle G. Duncan, RD, PLD
Graduate Student Professor
Ph. (405) 744-7091 Major Advisor

Attachment



FACULTY’S PARTICIPATION IN A UNIVERSITY WELLNESS PROGRAM
OKLAHOMA STATE UNIVERSITY
Department of Nutrition Sciences, HES
Healthstyle Survey

Part I: Personal Health Habits: Directions: For each of the following questions, mark
your answer with an X in the appropriate column.

Almost Sometimes Almost

Always Never
If you never smoke, go to question (4).

1. Iavoid smoking cigarettes.

2. I smoke only low tar and nicotine
cigarettes or I smoke a pipe or cigars.

3. Tavoid smoking in bed.

4. Tavoid drinking alcoholic beverages or
I drink no more than 1 or 2 drinks a day.

5. Iam careful not to drink alcohol when
taking certain medicines (for example,
medicine for sleeping, pain, colds, and
allergies), or when pregnant.

6. I avoid using alcohol or other drugs
(especially illegal drugs) as a way of handling
stressful situations or the problems in my life.

7. Iread and follow the label directions when
using prescribed and over-the-counter drugs.

8. I eat a vaniety of foods each day, such as
fruits and vegetables, whole grain breads
and cereals, lean meats, dairy products,
dry peas and beans, and nuts and seeds. — - -

9. 1 limit the amount of fat, saturated fat, and
cholesterol I eat (including fat on meats,
eggs, butter, cream, shortenings, and organ
meats such as liver). - . N

10. I limit the amount of salt I eat by cooking
with only small amounts, not adding salt
at the table, and avoiding salty snacks.



11.

12.

13.

14.

15.

16.

17,

18.

19.

20.

21.

22,

23,

24.

I avoid eating too much sugar (especially

frequent snacks of sticky candy or soft drinks).

I maintain a desired weight, avoiding
overweight and underweight.

I do vigorous exercise for 15-30 minutes
at least 3 times a week (examples include
running, swimming, brisk walking).

1 do exercises that enhance my muscle tone
for 15-30 minutes at least 3 times a week
(examples: aerobics, yoga, calisthenics).

I use part of my leisure time participating
in individual, family, or team activities that
increase my level of fitness (such as
gardening, bowling, golf, and baseball).

I have a job or do other work that I enjoy.

1 find it easy to relax and express my
feelings freely.

I recognize early, and prepare for, events
or situations likely to be stressful for me.

I have close friends, relatives, or others
whom I can talk to about personal matters
and call on for help when needed.

I participate in group activities (such as
church and community organizations) or
hobbies that I enjoy.

I wear a seat belt while riding in a car.

I avoid driving while under the influence
of alcohol and other drugs.

I obey traffic rules and the speed limit
when driving.

I am careful when using potentially harmful
products or substances (such as household
cleaners, poisons, and electrical devices).

Almost
Always

78

Sometimes  Almost
Never
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Part II: Current Health Status:
Directions: Please@rcl®your answer or mark your answer with an X in the space
provided. A few questions ask for a response. Please be specific in your response.

I

2

10.

11.

12.

13.

14.

What is your current employment status:  a. .75 FTE or greater b. less than .75 FTE

What is your academic rank: a. Instructor  b. Assistant professor
¢. Associate professor d. Professor  e. Other (specify)
What college are you currently working in: a. Agricultural Sciences & Natural Resources
b. Education ¢. Human Environmental Sciences d. Arts & Sciences
e. Engineering, Architecture & Technology f. Veterinary Medicine
g. Business Administration h. Other
. What is your: age weight gender height
. Do you go to an exercise/fitness center? yes no
If yes, please specify which

If you answered yes to question 5, how many times a week do you participate?
And on the average, how long do you participate each time?

Please estimate the number of times you have utilized the following OSU Wellness Center’s
services, since the OSU Wellness Center opened in January, 1991:

Nutrition counseling Physical exams Biometrics™
Health screening_ Fitness center Personal training
Treadmill testing_ Various blood tests Physical therapy
Cardiac rehabilitation Back rehabilitation Cooking classes
Wellness education classes Employee Assistance Program (EAP)

How many meals a day do you consume?

Do you usually snack between meals? yes no
Do you regularly eat breakfast? yes no
Are you currently on a special diet? yes no

If yes, what kind?

How many meals a week do you eat away from home?
0-5 6-10 11-15 16-20 21+

When in a multiple story building, do you usually: a. walk the stairs b. take the elevator

Do you currently use tobacco? yes no
If yes, check all that apply:
Cigarettes Pipe Cigars Smokeless




15.

16.

&7 &

18.

19.

20.

Have you ever used tobacco products? yes no
If yes, check all that apply: Cigarettes Pipe Cigars Smokeless
Have you had a routine physical examination within the past two years? yes no
Are you currently being treated for a health problem? yes no
Do you take any medications on a regular basis? yes no

If yes, what kind & why?
Have you had, within the last five years, a cardiovascular evaluation? yes no
If yes, specify: Treadmill test Resting EKG Other (specify)

How many continuous hours of sleep do you get in a 24 hour period?
6 hours or less 7 to 8 hours 9 hours or more

Part III: Interest and Participation in the OSU Wellness Center:

1.

2.

3

Are you interested in the OSU Wellness Program? yes no

If you are not currently participating in any of the OSU Wellness Center programs, please
explain why:

‘Which time is most convenient for you to participate in a wellness program?
a. Early moming (6-7:30 am)  b. Lunchtime (11-1 pm)  c. Early evening (5-7 pm)
d. Other, specify

Below is a list of wellness programs, check the programs which you would prefer to attend:
Fitness/exercise Nutrition awareness Stress management
Weight management Safety Health screening
Tobacco cessation Alcohol/drug misuse Time management
Cooking classes Back rehabilitation Other

What incentives would attract you to participate more in the OSU Wellness Center programs?
Please specify:

6. Where do you obtain health information? (Check all that apply):

Doctor Television Health Food Stores Dentist
Pharmacist Chiropractor Newspaper Magazines
Relatives Friends Dietitian Teacher
Vitality® Nurse Wellness Center Other

. Please provide additional comments about the OSU Wellness Center and/or the promotion of

worksite healthy lifestyles:
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ATTENTION RESEARCH PARTICIPANT

You will not be identified personally with your responses. The researcher will detach this
slip of paper from the questionnaire with your name and campus address and place it in a
concealed box as soon as the completed questionnaire is returned. Name and campus
address is needed for incentive purposes only!

Please fill in the information below so that you will be eligible for the prizes.
Name Campus Address

Please enclose in the preaddressed envelope provided and return in campus mail. Thank You!

A ARCHP

You will not be identified personally with your responses. The researcher will detach this
slip of paper from the questionnaire with your name and campus address and place it in a
concealed box as soon as the completed questionnaire is returned. Name and campus
address is needed for incentive purposes only!
Please fill in the information below so that you will be eligible for the prizes.
Name Campus Address

Please enclose in the preaddressed envelope provided and return in_campus mail. Thank You!

ATTENTION RESEARCH

You will not be identified personally with your responses. The researcher will detach this
slip of paper from the questionnaire with your name and campus address and place it in a
concealed box as soon as the completed questionnaire is returned. Name and campus
address is needed for incentive purposes only!
Please fill in the information below so that you will be eligible for the prizes.
Name Campus Address

Please enclose in the preaddressed envelope provided and return in_campus mail Thank You!

ATTENTION RESEARCH PARTICIPANT

You will not be identified personally with your responses. The researcher will detach this
slip of paper from the questionnaire with your name and campus address and place it in a
concealed box as soon as the completed questionnaire is returned. Name and campus
address is needed for incentive purposes only!

Please fill in the information below so that you will be eligible for the prizes.
Name Campus Address

Please enclose in the preaddressed envelope provided and return in_campus mail. Thank Youl
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OKLAHOMA STATE UNIVERSITY
INSTITUTIONAL REVIEW BOARD
HUMAN SUBJECTS REVIEW

Date: 01-22-96 IRB#: HE-96-029

Proposal Title: FACULTY'S PARTICIPATION IN A WELLNESS PROGRAM

Principal Investigator(s): Lea L. Ebro, Danielle Duncan

Reviewed and Processed as: Exempt

Approval Status Recommended by Reviewer(s): Approved

ALL APPROVALS MAY BE SUBJECT TO REVIEW BY FULL INSTITUTIONAL
REVIEW BOARD AT NEXT MEETING.

APPROVAL STATUS PERIOD VALID FOR ONE CALENDAR YEAR AFRER
WHICH A CONTINUATION OR RENEWAL REQUEST IS REQUIRED TO BE
SUBMITTED FOR BOARD APPROVAL.

ANY MODIFICATIONS TO APPROVED PROJECT MUST ALSO BE SUBMITTED
FOR APPROVAL.

Comments, Modifications/Conditions for Approval or Reasons for Deferral or
Disapproval are as follows:

Signature: %ﬁ,{/ 4:/,:%_

Chawr of Hisurutional Review Bo#d Date: February 6,1996
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FACULTY'’S PARTICIPATION IN A UNIVERSITY WELLNESS PROGRAM
OKLAHOMA STATE UNIVERSITY
Department of Nutrition Sciences, HES

Healthstyle Survey

Part I: Personal Health Habits: Directions: For each of the following questions, mark

your answer with an X in the appropriate column.

If you never smoke, go to question (4).

1.

2.

I avoid smoking cigarettes.

I smoke only low tar and nicotine
cigarettes or I smoke a pipe or cigars.

. I'avoid smoking in bed.

. Tavoid drinking alcoholic beverages or

1 drink no more than 1 or 2 drinks a day.

. I am careful not to drink alcohol when

taking certain medicines (for example,
medicine for sleeping, patn, colds, and
allergies), or when pregnant.

I avoid using alcohol or other drugs
(especially illegal drugs) as a way of handling
stressful situations or the problems in my life.

I read and follow the label directions when
using prescribed and over-the-counter drugs.

I eat a variety of foods each day, such as
fruits and vegetables, whole grain breads
and cereals, lean meats, dairy products,
dry peas and beans, and nuts and seeds.

. I limit the amount of fat, saturated fat, and

cholesterol I eat (including fat on meats,
eggs, butter, cream, shortenings, and organ
meats such as liver).

10. I limit the amount of salt I eat by cooking

with only small amounts, not adding salt
at the table, and avoiding salty snacks.

Almost Sometimes

Always

Almost
Never



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

I avoid eating too much sugar (especially

frequent snacks of sticky candy or soft drinks).

I maintain a desired weight, avoiding
overweight and underweight.

I do vigorous exercise for 15-30 minutes
at least 3 times a week (examples include
running, swimming, brisk walking).

I do exercises that enhance my muscle tone
for 15-30 minutes at least 3 times a week
(examples: aerobics, yoga, calisthenics).

I use part of my leisure time participating
in individual, family, or team activities that
increase my level of fitness (such as
gardening, bowling, golf, and baseball).

I have a job or do other work that I enjoy.

I find it easy to relax and express my
feelings freely.

I recognize early, and prepare for, events
or situations likely to be stressful for me.

I have close friends, relatives, or others
whom I can talk to about personal matters
and call on for help when needed.

I participate in group activities (such as
church and community organizations) or
hobbies that I enjoy.

I wear a seat belt while riding in a car.

I avoid driving while under the influence
of alcohol and other drugs.

I obey traffic rules and the speed limit
when driving.

I am careful when using potentially harmful
products or substances (such as household
cleaners, poisons, and electrical devices).

Sometimes  Almost

Never

1 0

1 0

1 0

1 0

1 0
. _0

1 0
- . 0
- 0
- . 0
. _0

1 0
! S 9

1 0
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Hypothesis 1 analyses.

Analysis of Yariance Procedure

Dependent Variable: EATING

Source DF
Model 2
Error 439
Corrected Total 441

R-Square

0.019230
Source DF
RELWT 2

Sum of
Squares

51.73500688
2638.53874877
2690.27375566

C.v.

32.78689

Anova SS

51.73500688

Mean
Square

25.86750344

6.01033884

Root MSE

2.451599

Mean Square

25.86750344

Hypothesis 1 analyses.

Analysis of Variance Procedure

F Value

4.30

F Value

4.30

Duncan’'s Multiple Range Test for variable: EATING

Pr > F

0.0141

EATING Mean

7.47737557

Pr > F

0.0141

NOTE: This test controls the type | comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 439 MSE= 6.010339
WARNING: Cell sizes are not equal.
Harmonic Mean of cell sizes= 37.1404
Number of Means
Critical Range 1.130 1.188

2 3

Means with the same letter are not signlficantly different.

Duncan Grouping

> > > > >

Mean N RELNWT
7.831 213 DESR
7.158 215 HIGH
7.000 14 BELO



Hypothesis 3 analyses.

Analysis of Variance Procedure

Dependent Varfable: EATING

Source DF
Model 6
Erraor 433
Corrected Total 439

R-Square

0.061201
Source DF
MEALS 6

Sum of
Squares

164.1134588
2517.4410867
2681.5545455

C.V.

32.28649

Anova SS

164.1134588

Mean
Square

27.3522431

5.8139517

Root MSE

2.411214

Mean Square

27.3522431

Hypothesis 3 analyses.

Analysis of Yariance Procedure

Duncan*s Multiple Range Test for variable:

Fy

F Value

EATING

alue

4.70

4.70

Pr >k

0.0001

EATING Mean

7.46818182

Pr>F

0.0001

NOTE: This test controls the type | comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 433 MSE= 5.813952
WARNING: Cell sizes are not equal.
Harmonic Mean of cell sizes= 2.577321

Number of Means
Critical Range

2 3

4 5

6

7

4.220 4.437 4.577 4.682 4.771 4.843

Means with the same letter are not significantly different.

Duncan Grouping

A
A
A
A
A
A
A
A
A
A

B A

B

B

Mean N
10.000 1
9.000 2
8.500 8
7131 324
6.670 91
5.846 13

2.000 1

MEALS
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Hypothes

is 3 analyses.

Analysis of Yariance Procedure

Dependent Variable: EATING

Source DF
Model 4
Error 432
Corrected Total 436

R-Square

0.034500
Saurce DF
MEALAWAY 4

Sum of
Squares

91.04095470
2547.79199725
2638.83295195

€Y

32.51407

Anova SS

91.04095470

Hypothesis 3

Mean
Square F Value

22.76023867 3.86

5.89766666

Root MSE

2.428511

Mean Square F Value
22.76023867 3.86
analyses.

Analysis of Variance Procedure

Duncan's Multiple Range Test for variable: EATING

Pr . F

0.0043

EATING Mean

7.46910755

Pr > F

0.0043

NOTE: This test controls the type I comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 432 MSE= 5.897667
WARNING: Cell sizes are not egqual.
Harmonic Mean of cell slzes= 5.591407

Rumber of Means 2
Critical Range 2.885 3

3 4 5
.034 3.130 3.202

Means with the same letter are not significantly different.

Duncan Grouping

> > > > > > > >

Mean N MEALAWAY

7.715 274 1

/.500 AN

7.268 138 2

5.750 20 3

5.667 3 4



Hypothesis 1 analyses.

Analysis of Variance Procedure

Dependent Variable: EXERFIT

Source DF
Model 2
Error 438
Corrected Total 440

R-Square

0.094193
Source DF
RELNT 2

Sum of
Squares

335.4301483

3225.6764276

3561.1065760

C.V.

44.24301

Anova SS

335.4301483

Mean
Square

167.7150742

7.3645581

Root MSE

2.713772

Mean Square

167.7150742

Hypothesis 1 analyses.

Analysis of Varfance Procedure

Duncan's Multiple Range Test for varfable: EXERFIT

F Value

2207

F Value

22.77

| it 0 2

0.0001

EXERFIT Mean

6.13378685

Pr > F

0.0001

NOTE: This test contrcls the type | comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 438 MSE= 7.364558
WARNING: Cell sfzes are not equal.
Harmonic Mean of cell sizes= 37.13022

Number of Means

Critical Range 1.

Duncan Grouping

A

=

2 3
251 1.316

Mean N
7.024 212
6.214 14

RELWT

DESR

BELO

5.251

Means with the same letter are not significantly different.

215 HIGH
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Hypothesis 1 analyses.

Analysis of Variance Procedure

Dependent Variable: STRESS

Sum of Mean
Source DF Squares Square F Value Pr > F
Model 4 37.29440139 9.32360035 2.78 0.0280
Error 436 1479.52646029 3.39340931
Corrected Total 440 1516.82086168
R-Square C.V. Root MSE STRESS Mean
0.024587 23.47227 1.842121 7.84807256
Source DF Anova SS Mean Square F Value Pr > F
AGEGP 4 37.29440139 9.32360035 275 0.0280
Hypothesis 1 analyses.
Analysis of Variance Procedure
Duncan‘s Multiple Range Test for variable: STRESS
NOTE: This test controls the type I comparisonwise error rate, not

the experimentwise error rate
Alpha= 0.05 df= 436 MSE= 3,393409
WARNING: Cell sizes are not equal.
Harmonic Mean of cell sizes= 45.1154

Number of Means 2 3 4 5
Critical Range 0.770 0.810 0.836 0.B855

Means with the same letter are not significantly different.

Duncan Grouping Mean N AGEGP
A 8.950 20 5
B 7.977 130 4
B
B 7.890 100 2
B
B 7.652 164 3
B
B 7.444 27 1

92



Hypothesis 1 analyses.

Analysis of Variance Procedure

Dependent Variable: STRESS

Source DF
Model 2
Error 438
Corrected Total 440

R-Square

0.016894
Source DF
RELWT 2

Sum of
Squares

25.62445975
1491.19640193
1516.82086168

c.v.

23.51080

Anova SS

25.62445975

Mean
Square

12.81222987

3.40455800

Root MSE

1.845144

Mean Square

12.81222987

Hypothesis 1 analyses.

Analysis of Variance Procedure

F Value Pr > F

3.76 0.0240

STRESS Mean

7.84807256

F Value Pr > F

3.76 0.0240

Duncan's Multiple Range Test for varfable: STRESS

NOTE: This test controls the type 1 comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 438 MSE= 3.404558
WARNING: Cell sizes are not equal.
Harmonic Mean of cell sizes= 37.13022

Kumber of Means

Critical Range

0.

2 3
851 0.895

Means with the same letter are not significantly different.

Duncan Grouping

A
A
A

Mean N RELWT
B.066 212 DESR
7.688 215 HIGH
7.000 14 BELO
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Hypothesis 1 analyses.

Analysis of Variance Procedure

Dependent Variable: SAFETY

Source DF
Model 2
Error 439
Corrected Total 441

R-Square

0.015052
Source DF
RELWT 2

Sum of
Squares

4.,88269384

319.50644643

324.38914027

C.V.

B8.965212

Anova SS

4,.88269384

Hypothesis 1

Mean
Square

2.44134692

0.72780512

Root MSE

0.853115

Mean Square

2.44134692

analyses.

Analysis of Variance Procedure

Duncan's Multiple Range Test for variable: SAFETY

F Value

3.35

F value

3.35

Pr > F

0.0358

SAFETY Mean

9.51583710

Pr > F

0.0358

NOTE: This test controls the type | comparisonwise error rate, not
the experimentwise error rate
Alpha= 0.05 df= 439 MSE= 0.727805
WARNING: Cell sizes are not equal.
Harmonic Mean of cell sizes= 37.1404

Number of Means
Critical Range 0.393 0.414

2 3

Means with the same letter are not significantly different.

Duncan Grouping

™ m

A
A
A

Mean N
5.610 213
9.447 215
9.143 14

RELWT

DESR

HIGH

BELO
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TTEST PROCEDURE

drdrddkdrh ok dhh bk bh bbb kbbb dddd bbb bbb bbb bbb bbb bdddbbbb bbb bbb bbb bbb dddddd bbb dddd

Variable: ALCDRUG

CVEXAM N Mean Std Dev Std Error

n 220 9.43181818 1.24228629 0.08375492
219 9.31506849 1.55519295 0.10509020

Variances T DF Prob>|T]|

Unequal 0.8688 415.9 0.3855

Equal 0.8692 437.0 0.3852

For HO: Variances are equal, F" = 1,57 DF = (218,219) Prob>F* = 0.0010

e e i iy e o e e e o o ke o o e ol e o o e o o e ol o e o o ol ol e e ok ol e ke e ol o e ol ok o ol o e ol e ol ol e ol ol ol o ol ol ok ol o ol ol o e ol e ol o e o e ok e e o

VYariable: SMOKING

CVEXAM2 N Mean Std Dev Std Error
n 62 9.77419355 1.01495950 0.12889999
y 142 9.33098592 1.91567565 0.16075993
Variances T DF Prob>|[T|
Unequal 2.1509 194.6 0.0327
Equal 1.7179 202.0 0.0874

For HO: Variances are equal, F' = 3.56 DF = (141,61) Prob>F* = 0.,0000

drdroedrdrk sk de ok dr ok drdr o dr e Ak ek e ol ko kb bk ke bk ke okl

vVariable: ALCDRUG

CVEXAM2 N Mean Std Dev std Error
62 9.50000000 1.18390850 0.15035653
142 9.25352113 1.66071257 0.13936390

Variances T DF Prob>|T|

Unequal 1.2023 159.8 0.2310

Equal 1.0566  202.0 0.2919

For HO: Variances are equal., F' = 1.97 DF = (141,61) Prob>F" = 0.0034

drdrdeddrdedrd itk b d ok ddkh bk d A d b dr b drdr e bk bk Ak dedk e sk sk sk ek e e e e e ek e vk e ket e
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TTEST PROCEDURE

e i e e e e e s vl sk e sk vk s ok e ol ok ol ol e ol o o e e oy o e o ol ol ol o ok o ok ol ol ol ol e e s e sl sl ol ol e e ke vl ol ol ol ol ol ol e o ol ol e e ol o ol ol o o e e e o e e ok

Yariable: EATING

BREAKFST N Mean Std Dev 5td Error

n B89 6.35955056 2.78489102 0.29519786
351 7.74928775 2.30647370 0.12311046

Variances T DF Prob>|T]|

Unequal -4.3451 120.4 0.0001

Equal -4.8584 438.0 0.0000

for HO: Variances are equal, F* = 1.46 DF = (88,350) Prob>F* = 0.0189

drdrdedrdrdrd ok d bk bk h kb d bk kdh b ddkd bbb d bbb d bbb bbbk bk kb bk ko ddd b

Variable: EATING

PHYSICAL N Mean Std Dev Std Error

n 129 6.68992248 2.73803776 0.24107078
312 7.79487179 2.27729729 0.12892657

Variances T OF  Prob>|T|

Unequal -4.0418 204.8 0.0001

Equal -4.3607 439.0 0.0000

For HO: Variances are equal, F' = 1.45 DF = (128.311) Prob>F" = 0.0105
Hypothesis 2 analyses.

e e s e e e e e e o ol e e e ol s e ol v ol ol e e ol sk e e ol o e e e ok e e ok ol o e e o e e e e ol e o e ok e ol o e ol e ol o e ol ok o o o ol o ol ol e o e o o o e o

Variable: EXERFIT

DOUEXER N Mean Std Dev Std Error
267 5.27340824 2.80643809 0.17175122
172 7.47674419 2.36557545 0.18037344

Variances i DF Prob>|T|

Unequal -8.8465 406.7 0.0001

Equal -B.5275 437.0 0.0000

For HO: Variances are equal. F' = 1.41 OF = (266,171) Prob>F* = 0.0156
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TTEST PROCEDURE
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Variable: STRESS

HLTHPROB N Mean Std Dev Std Error

n 325 7.84000000 1.94180774 0.10771211
115 7.85217391 1.59628669 0.14885450

Variances T DF Prob>|T|

Unequatl -0.0663 241.4 0.9472

Equal -0.0604 438.0 0.9519

For HD: Variances are equal. F* = 1.48 DF = (324.114) Prob>F' = 0.0149

e s s e e e e e e e e v e e vk ke sk sk sk ke e vl ol i ol e sk e e ok ol ol o o o ok vk ok o sl ol e e dhe vl s ol s sk sk ok sl vl e e e e ol o e ok vk o o e ol o e e e e s sk s ke e ok

Variable: SAFETY

HLTHPROB N Mean Std Dev Std Error
n 326 9.47239264 0.93356477 0.05170537
y 115 9.63478261 0.58234907 0.05430433
Variances T DF Prob>|T|
Unequal -2.1657 321.7 0.0311
Equal -1.7485 439.0 0.0811

For HO: Variances are equal, F>= 2.57 DF = (325,114) Prob>F" = 0.0000

drddrkddrkdhkh ok ddddr kbbb kb dk kb d kbbb bbb b d b ba bbb bbb d b b hd bbb b d b dd bbb bbb ddddddd

Variable: SAFETY

PHYSICAL N Mean Std Dev Std Error

n 129 9.31782946 1.03065889 0.09074446
312 9.59615385 0.76312815 0.04320362

Variances T DF Prob>|T|

Unequal -2.7693 188.6 0.0062

Equal -3.1286 439.0 0.0019

For HO: Variances are equal, F* = 1.82 DF = (128,311) Prob>F* = 0,0000

e v e e ool o o v v ok o e e e ol ke ke s s sie ol e e ok ok o ok ol ol ol ol e e ke e ol e e o vl ol ol ol e ok e ol e ol o e ol ol ke ol ol ol ol ol o o ol ol ol ol o ool o o ol e e ke e e
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TTEST PROCEDURE

o e v e e sk ok oy e v v e ke v e e ok e e o e ok ke ke ok ke e e e e e e e e e e e e ke e e e e e e el sk e e e e e e e e et e e e e e e e e e b o

Variable: SAFETY

GENDER N Mean
f 109 9.58715596
m 314 9.47452229
Variances T DF Prob>|T|
Unequal 1.3746 267.5 0.1704
Equal 1.1644 421.0 0.2449

For HO: Varfances are equal, F' = 2.02

DF = (313,108)

Std Error

0.65561689
0.93271423

0.06279671
0.05263611

Prob>F* = 0.0000

e e e ol v e e e e e e e e de e o s e b ok e e e e i g e e e e e e e e e o o e e ol e e o ol ok e ol e e e ol e e e o e e ol ol e ol o e e e ol ol e e e e o ke ke e e o

Variable: SAFETY

MEDICATE N Mean

n 272 9.43382353
169 9.64497041

Variances T DF Prob>|T|

Unequal -2.7880 438.6 0.0055

Equal -2.5269 439.0 0.0119

For HO: Variances are equal, F' = 2.44

DF = (271,168)

Std Error

0.05879469
0.04773624

Prob>F* = 0.0000

deddodkded ok dr bk k bk d kb kbbb bk d kbbb d b d b d b dd bbb d bbb dd b d bbb bbb ddddddrdd b

Variable: SAFETY

CVEXAMZ N Mean

n 62 9.64516129
142 9.61267606

Variances T DF Prob>|T|

Unequal 0.3383 148.1 0.7356

Equal 0.3066 202.0 0.7595

For HO: Variances are equal, F' = 1.66

DF = (141.61)

Std Error

0.07307109
0.06229439

Prob>F* = 0.0257

e sy e e e e e e e e e e ol sk ok ol by ol e oy o e i e ok e e ol sk e e b ol o e ol ol e e e e e e ke o o ok ol o e e ol e e i e ok e e o o ol ol ol o o ol e o o ok ol ok e e o o



APPENDIX I

CHI-SQUARE TABLES
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TABLE OF CURRENTLY USING TOBACCO BY PERSONAL HEALTH HABITS QUESTION 1

TOBACCO PHHI1

Frequency |
Percent |
o 1 5| Total
+ + -+ -+
2| 2| 39| 398
0.45| 0.45| 89.55| 90.45

[
f
y | 8] 11| 23] 42
[
+

1.82| 2.50| 523} 9.55
+ + +
Total 10 13 417 440

227 295 94.77 100.00

Statistic DF Value Prob

Chi-Square 2 150.182  0.000

WARNING: 33% of the cells have expected counts less
than 5. Chi-Square may not be a valid test.

TABLE OF CURRENTLY SMOKING CIGARETTES BY PERSONAL HEALTH HABITS

QUESTION 1
TOB1 PHHI1
Frequency |
Percent |
0| 1] 5| Total
+ —+ + +
n | o 2| 17] 19
| 0.00| 5.26]| 44.74| 50.00
+ —+ + +
y | 8} 9] 2| 19
| 21.05| 23.68| 5.26| 50.00
+ + + +
Total 8 11 19 38

21.05 2895 50.00 100.00

Statistic DF Value Prob

Chi-Square 2 24297 0.000
WARNING: 91% of the data are missing.
WARNING: 33% of the cells have expected counts less

than 5. Chi-Square may not be a valid test,



TABLE OF CURRENTLY USING SMOKLESS TOBACCO BY PERSONAL

HEALTH HABITS QUESTION 1

TOB4 PHHI1

Frequency |
Percent |

| o 1 5| Total
- + + -

n | 71 11] 8| 26
| 18.42| 28.95| 21.05| 68.42
+ + + +
y | 1] o] 11] 12
| 2.63| 0.00] 28.95| 31.58
+ + -+ +
Total g8 11 19 38

21.05 28.95 50.00 100.00

Statistic DF Value

Prob

Chi-Square 2 12514

0.002

WARNING: 91% of the data are missing.
WARNING: 33% of the cells have expected counts less
than 5. Chi-Square may not be a valid test.

TABLE OF EVER USED TOBACCO BY PERSONAL HEALTH HABIT QUESTION1

EV_TOB PHH1

Frequency |
Percent |
| 0] 1 5| Total
+ + + +
n | 2] 0| 243| 245
| 0.45| 0.00] 55.10| 55.56
+ + + +
y | 8| 13| 175| 196
| 1.81| 2.95| 39.68| 44.44
—+ —+ + -
Total 10 13 418 441

227 295 9478 100.00

Statistic DF Value

Prob

Chi-Square 2 22495

0.000
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TABLE OF EVER USED CIGARETTES BY PERSONAL HEALTH HABITS QUESTION 1

EV_TOBl  PHHI

Frequency |
Percent |
| o 1] 5| Total
+ + + +
n | O 0| 45| 45
| 0.00] 0.00] 23.32| 23.32
+ + + +
y | 8| 13| 127| 148
| 4.15| 6.74| 65.80| 76.68
-+ + + +
Total 8 13 _172 193

415 6.74 89.12 100.00

Statistic DF Value Prob

Chi-Square 2 7.165 0.028
WARNING: 56% of the data are missing.
WARNING: 33% of the cells have expected counts less

than 5. Chi-Square may not be a valid test.

TABLE OF CURRENTLY USING TOBACCO BY PERSONAL HEALTH HABITS QUESTION 2

TOBACCO PHH2

Frequency |
Percent |
| 0 1] 5| Total
pe + + +
n | 20] 1| 377| 398
| 4.55| 0.23| 85.68| 90.45
+ - —+ +
¥ | 5] 5| 32| 42
| 1.14| 1.14| 7.27| 9.55
+ + + -
Total 25 6 409 440

5.68 136 92.95 100.00

Statistic DF Value Prob

Chi-Square 2 42403 0.000

WARNING: 33% of the cells have expected counts less
than 5, Chi-Square may not be a valid test.




TABLE OF EVER USED TOBACCO BY PERSONAL HEALTH HABITS

QUESTION 2
EV_TOB PHH2
Frequency |
Percent |
| 0 1] 5| Total
+ + + +
n | 14| 0] 231| 245
| 3.17| 0.00| 52.38| 55.56
-~ + + +
y | 11| 6| 179] 196
| 2.49| 1.36| 40.59| 44.44
Total 25 6 410 441

5.67 136 92.97 100.00

Statistic DF Value Prob

Chi-Square 2  7.605 0.022
WARNING: 33% of the cells have expected counts less
than 5. Chi-Square may not be a valid test.
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TABLE OF SAMPLE BY SMOKING

SAMPLE SMOKING
Frequency |
Percent |
| 0| 1] 5] 6| 10|
--------------- PO ET I R SRS S g (e S S R SSR
Danielle | 4 | 1] 30 | 10 | 397 |
| 0.43 | 0.11 | 3.24{ 1.08 | 42.87 |
--------------- e e e
Gale | 3 | 10 | 47 | 14 | 410 |
] ©0.32 | 1.08 | 5.08| 1.51 | 44.28 |
--------------- B e S e S
Total 7 11 17 24 807
0.76 1.19 8.32 2.59 87.15
STATISTICS FOR TABLE OF SAMPLE BY SMOKING
Statistic DF Value Prob
Chi-Square q 10.252 0.036
TABLE OF SAMPLE BY SAFETY
SAMPLE SAFETY
Frequency |
Percent |
| 7| 8| 9 10| Total
--------------- T e . I
Danielle | 9 | 28 | 106 | 294 | 442
| 0.97 | 3.02 | 11.45 | 31.75 | 47.73
--------------- B e R e s
Gale | 57 | 106 | 125 | 157 | 484
| 6.16 | 11.45 | 13.50 | 16.95 | 52.27
--------------- e e s e o
Total 66 134 231 451 926
713 14.47 24.95 48.70 100.00
STATISTICS FOR TABLE OF SAMPLE BY SAFETY
Statistic DF Value Prob
Chi-Square 8 148.664 0.000
WARNING: 39% of the cells have expected counts less

than 5. Chi-Square may not be a valid test.
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TABLE OF COOKING CLASSES BY AGE GROUP

PROG4 AGEGP
Frequency |
Percent |
1| 2| 3 4| 5|
--------------- N T s, T Y
0| 17 | 79 | 137 | 118 | 19 |
| 3.85 | 17.91 | 31.07 | 26.76 | 4.31 |
--------------- B e R it R R e e e
1| 11 | 21 | 26 | 12k 1]
| 2.49 | 4.76 | 5.90 | 2.72 | 0.23 |
-------------- B et TR TR PR
Total 28 100 163 130 20

6.35 22.68 36.96 29.48 4.54 100.00

STATISTICS FOR TABLE OF COOKING CLASSES BY AGEGP
Statistic DF Value Prob

Chi-Square 4 19.289 0.001

TABLE OF COOKING CLASSES BY GENDER

PROG4 GENDER
Frequency |
Percent |
| f Jm | Total
--------------- o P R |
0 | 80 | 275 | 355
| 18.96 | 65.17 | 84.12
--------------- R R X
1 | 29 | 38 | 67
| 6.87 | 9.00 | 15.88
--------------- R s &
Total 109 313 422

25.83 74.17 100.00

STATISTICS FOR TABLE OF COOKING CLASSES BY GENDER

Statistic DF Value Prob

Chi-Square 1 12.665 0.000
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PROG4
Frequency
Percent
0
1
Total
Statisti

Chi-Squa

TABLE OF COOKING CLASSES BY RANK

RANK
|
|
la |
Hmmmmman +
l 8 |
| 1.83 |
. +
I a |
| 0.92 |
- +
12
2.75

|e

....... +---_--.-
75 | 99
17.20 | 22.71
....... +———--.---
15 | 22
3.44 | 5.05
....... i et
90 121
20.64 27.75

d |e | Total
-------- TR
150 | 35 | 367
34.40 | 8.03 | 84.17
-------- B s
15 | 13 | 69
3.44 | 2.98 | 15.83
-------- B s
165 48 436
37.84 11.01 100.00

STATISTICS FOR TABLE OF COOKING CLASSES BY RANK

c

re
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TABLE OF INTEREST IN THE OSU WELLNESS PROGRAM BY COLLEGE

INTOSUPG COLLEGE
Frequency |
Percent |
|a |b |c |d | Total
--------------- e e e s SR 3
n | 24 | 15 | 6 | 36 | 115
| 5.63 ] 3.52| 1.41 | 8.45] 27.00
--------------- e e it ST 3
y | 82 | 25 | 23 | 88 | 311
| 19.25 | 5.87 | 5.40 | 20.66 | 73.00
--------------- B e e T T o
Total 106 40 29 124 426
24.88 9.39 6.81 29.11 100.00
(CONTINUED)
Frequency |
Percent |
|e |f ] |h | Total
--------------- e S P
n | 6 | 6 15 | 7 115
| 1.41 ] 1.41 | 3.52 | 1.64 | 27.00
--------------- e S
y | 31 | 30 | 16 | 16 | 311
| 7.28] 7.04 ] 3.76 | 3.76 | 73.00
-------------- e e e S s -
Total 37 36 31 23 426

B.69 8.45 7.28 5.40 100.00

STATISTICS FOR TABLE OF INTEREST IN THE OSU WELLNESS PROGRAM BY COLLEGE

Statistic DF Value Prob

Chi-Square 7 15.572 0.029
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TABLE OF PREFERRING SAFETY CLASSES BY COLLEGE

PROGE COLLEGE
Frequency |
Percent
|a |b le |d | Total
--------------- T i e
o | 108 | 40 | 28 | 125 | 427
| 24.71 | 9.15 | 6.41 | 28.60 | 97.71
-------------- B e e et &
1| 1 | 0 | 2 | 3] 10
| 0.23| 0.00| 0.46 | 0.69 | 2.29
--------------- e Tl S
Total 109 40 30 128 437
24,94 9.15 6.86 29.29 100.00
(CONTINUED)
PROG6E COLLEGE
Frequency |
Percent |
|e | f |g |h | Total
--------------- B e e S &
0 | 36 | 38 | 32 | 20 | 427
| 8.24 | 8.70 | 7.32 | 4.58 | 97.71
----------------------- e s
10 1] 0| 0| 3| 10
0.23 | 0.00 | ©0.00{ ©0.69 | 2.29
--------------- e e R
Total 37 38 32 23 437
8.47 B.70 7.32 5.26 100.00

STATISTICS FOR TABLE OF PREFERRING SAFETY CLASSES BY COLLEGE

Statistic DF Value Prob
Chi-Square 7 17.993 0.012
WARNING: 50% of the cells have expected counts less

than 5. Chi-Square may not be a valid test.
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TABLE OF PREFERRING TIME MANAGEMENT CLASSES BY COLLEGE

PROG11 COLLEGE
Frequency |
Percent |
|a |b |c |d | Total
--------------- B S e S &
0| 95 | 40 | 24| 116 | 381
| 21.74 | 9.15 | 5.49 | 26.54 | 87.19
-------------- e e s TR RS
1| 14 | 0| 6 | 12 | 56
| 3.20 | 0.00 | 137 ] 2.75 | 12.81
--------------- B e e e =
Total 109 40 30 128 437
24.94 9.15 6.86 29.29 100.00
(Continued)
Frequency |
Percent |
le | [ |h | Total
--------------- e e e SRR
0| 32 | 27 | 30 | 17| 381
| 7.32 | 6.18| 6.86| 3.89 | 87.19
--------------- e S S e 3
1 5 | 11 | 2 | 6 | 56
| 1.14 | 2.52 | 0.46 | 1.37 | 12.81
--------------- e e s e
Total 37 38 a2 23 437

8.47 8.70 7.32 5.26 100.00

STATISTICS FOR TABLE OF PREFERRIKG TIME MANAGEMENT CLASSES BY COLLEGE

Statistic DF Value Prob
Chi-Sguare 7 22.350 0.002
WARNING: 31% of the cells have expected counts less

than 5. Chi-Square may not be a valid test.
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TABLE OF PREFERRING WEIGHT MANAGEMENT CLASSES BY GENDER

PROGZ GENDER
Frequency |
Percent |
| f |m | Total
--------------- R e e
0 | 76 | 258 | 334
| 18.01 | 61.14 | 79.15
--------------- e e 4
1 33 | 55 | 88
| 7.82 | 13.03 | 20.85
--------------- e ST
Total 109 313 422

25.83 74.17 100.00

STATISTICS FOR TABLE OF PREFERRING WEIGHT MANAGEMENT CLASSES BY GENDER
Statistic DF Value Prob

Chi-Square 1 7.905 0.005

TABLE OF PREFERRING WEIGHT MANAGEMENT CLASSES BY RELATIVE WEIGHT

PROGZ RELWT
Frequency |
Percent |
| BELO |DESR |HIGH | Total
--------------- B D e &
0 13 | 193 | 144 | 350
| 2.95 | 43.76 | 32.65 | 79.37
--------------- e e s &
1] 1| 20 | 70 | 91
| ©0.23 | 4.54 | 15.87 | 20.63
--------------- R S e &
Total 14 213 214 441

3.17 48.30 48.53 100.00

STATISTICS FOR TABLE OF PREFERRING WEIGHT MANAGEMENT CLASSES BY RELWT

Statistic DF Value Prob

Chi-Square 2 37.057 0.000




TABLE OF PREFERRING STRESS MANAGEMENT CLASSES BY RELATIVE WEIGHT

PROGY RELWT
Frequency |
Percent |
| BELO
.............. e
0| 7
| 1.59
............... L
1| 7
| . 1.59
——————————————— o
Total 14
3.17

STATISTICS FOR TABLE OF

Statistic

Chi-Square

[DESR  |HIGH | Total
B T +
| 179 | 167 | 353
| 40.59 | 37.87 | 80.05
o o -
| 34 | 47 | 88
| 7.71 | 10.66 | 19.95
osmenaan - +
213 214 441
48.30  48.53  100.00

PREFERRING STRESS MANAGEMENT CLASSES BY RELWT

TABLE OF PREFERRING HEALTH SCREENING BY RELATIVE WEIGHT

PROG1OD RELWT
Frequency |
Percent |
| BELO |DESR |HIGH | Total
--------------- R T T
0 | 8 | 128 | 160 | 296
| 1.81 | 29.02 | 36.28 | 67.12
--------------- R s e e
1| 6 | 85 | 54 | 145
] 1.36 | 19.27 | 12.24 | 32.88
--------------- ek S S
Total 14 213 214 441
3.17 48.30 48.53 100.00
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STATISTICS FOR TABLE OF PREFERRING HEALTH SCREENING BY RELATIVE WEIGHT

Statistic

Chi-Square




VITA
Danielle Genee’ Duncan
Candidate for the Degree of

Master of Science

Thesis: FACULTY’S PARTICIPATION IN A UNIVERSITY WELLNESS PROGRAM
Major Field: Nutritional Sciences
Biographical:

Personal Data: Born in Riverside, California, May 20, 1969, the daughter of Bill
Duncan and Marsha Poplin.

Education: Graduated from Allen High School, Allen, Oklahoma, in May, 1987;
received Associate of Science degree in General Studies from Seminole
Junior College, Seminole, Oklahoma in December, 1991; received Bachelor
of Science degree in Dietetics from Oklahoma State University in May,
1994; completed an Approved Pre-professional Practice Program at
Oklahoma State University in May, 1995; attained Registered Dietitian
Status in October, 1995, enrolled in masters program at Oklahoma State
University, 1994-1996, completed requirements for the Master of Science
degree at Oklahoma State University in July, 1996.

Professional Experience: Caregiver and monitored diets of a elderly man and a
woman with Parkinson’s Disease, Dr. A.B. Smith, Stillwater, Oklahoma,
August, 1992 to May 1993; Restaurant Manager and Caterer, University
Buying Group, Stillwater, Oklahoma, July, 1993 to November, 1993;
Financial Computer Operator, State Beauty Supply, Shawnee, Oklahoma,
September, 1992 to November, 1994, Dietetic Intern, Valley View
Regional Hospital, Ada, Oklahoma, August, 1994 to May, 1995, Nutrition
Graduate Research Assistant, Oklahoma State University Wellness Center,
Stillwater, Oklahoma, August, 1995 to July, 1996; Registered/Licensed
Dietitian, Oklahoma State University Wellness Center, Stillwater,
Oklahoma, Beginning July, 1996.

Professional Organizations: The American and Oklahoma Dietetic Associations.






