
ABSTRACT 

BURNS, J. A. The impact of the La Crosse Wellness 
Project on the health promotion involvement of coclege 
students residing on the campus of the University of 
Wisconsin-La Crosse. MS in Community Health Education, 
1992, 77pp. (G. Gilmore) 

This research examined an educational, intervention 
process, specifically the La Crosse Wellness Project 
(LWP), and its impact on the health behaviors and attitudes 
of college students. Groups participating in the research 
consisted of students living in the residence halls 
at the University of Wisconsin-La Crosse. There were 
15 subjects in the experimental group and 17 subjects 
in the control group. Three instruments were used for 
the evaluation: the LWP Impact Evaluation, the LWP Process 
Evaluation, and the Student Response Survey. The LWP 
Impact Evaluation was used as a pre- and posttest for 
the experimental and control groups. Both groups also 
completed the Student Response Survey during the posttest 
phase. During posttesting, only the experimental group 
completed the LWP Process Evaluation. The LWP intervention 
materials in this study included the La Crosse Wellness 
Inventory and the Wellness Development Process. The 
Mann-Whitney U test was applied in the analysis of six 
hypotheses. Significance was established at the p 1 .05 
level. Statistical significance was not found in any 
of the hypotheses. However, positive change was measured 
in three hypotheses, although not statistically significant. 
The experimental group displayed a higher desire to 
establish a personal wellness definition, had a lower 
desire to drop out of school, and had a higher desire 
to seek formal on-campus support services. Some partici- 
pants completing the LWP appeared to increase their 
wellness behavior. A trend showed the adoption of some 
good health practices. 
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CHAPTER I 

INTRODUCTION 

Professional literature of the past decade reflects 

increased interest in wellness and lifestyle, and their 

impact on health. This study examines the impact of 

a specific wellness process (La Crosse Wellness Project) 

on the lifestyle of students residing in university 

residence halls. 

Health promotion and wellness are terms which describe 

strategies seeking to change attitudes and behavior 

regarding personal health (Ardell & Tager, 1982). These 

strategies propose the reduction or elimination of an 

individual's negative health behaviors and the maintenance 

and increase of positive health behaviors. In the process, 

self-responsibility is encouraged for individuals to 

enhance their own level of health. 

Historically, treatment has been the most common 

approach to health promotion. Although treatment is 

important, health includes more than the mere absence 

of disease. The World Health Organization has established 

a definition of health. The preamble to the constitution 

for the World Health Organization describes health as, 

"A state of complete physical, mental, and social well- 

being, not merely the absence of disease or infirmity" 



(Green & Anderson, 1982, p. 562). According to Travis 

and Ryan (19811, wellness is the "intergration of body, 

mind, and spirit . . . the appreciation that everything 
you do, and think, and feel, and believe has an impact 

on your state of health. Wellness is a way of life -- 
a lifestyle designed to achieve your highest potential 

for well-being" (p. 1). Health promotion and wellness 

emphasize complete physical, mental, and social well- 

being and attempt to teach individuals how to implement 

positive behavior changes into their lifestyles for the 

enhancement of health and well-being. Improvements in 

health may not occur as much through major increases 

in treatment, but rather by commitments toward the 

prevention of disease and the promotion of health. 

Need for the Study 

The need for health behavior change is evidenced 

by the association between chronic diseases and lifestyle 

habits (Weisensee & Ward, 1985). As individual responsi- 

bility for physical, mental, and social well-being becomes 

increasingly accepted by the general population, health 

promotion programs will assume an even greater importance 

in educational institutions. According to Hettler (19841, 

universities have a responsibility to the public to lead 

the way in lifestyle improvement endeavors. However, 



students may not be aware of health promotion opportunities 

or their personal wellness needs. Of challenge to health 

education and to society has become the development of 

effective means through which individuals can be encouraged 

to seek health-enhancing behavior. A process may be 

necessary to help individuals assess their well-being 

and to guide creation of wellness intervention strategies. 

This research examined an educational, intervention 

process, specifically the La Crosse Wellness Project (LWP), 

and its impact on health enhancing behavior. Research 

such as this may demonstrate that wellness lifestyle 

changes can be effected via an articulated process. The 

LWP may serve as an umbrella to coordinate most or all 

campus activities and resources related to health promotion 

under on recognized program level. Finally, there appears 

to be a continued need for the research in this area 

to be shared with other campuses to assist them with 

the process of establishing new student wellness programs. 

Statement of the Problem 

This research project attempted to answer the following 

question: Can the implementation of the LWP positively 

affect the health promotion involvement of college 

residence hall students? 



Hypotheses 

The following null-hypotheses examined the impact 

of the LWP on college residence hall students and their 

involvement in health promotion activities. 

1) There will be on statistical difference between 

subjects participating in the LWP and students not partici- 

pating in the LWP regarding their actual development 

of a personal wellness definition. 

2 )  There will be no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

consideration of dropping out of school. 

3) There will be no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of formal on-campus support services. 

4) There will be no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of informal sources of support. 

5) There will be no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of on-campus resources for individual improvement. 

6 )  There will be no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of off-campus resources for individual improvement. 



Limitations - 
3.. The interactive change effects which might occur 

via the social interaction of participants in control 

and experimental groups could no be controiled. 

2. Subjects may have had differing interests in 

wellness and may have previously initiated wellness actions 

which influenced the degree of possible change. 

Delimitat- 

1. The LWP was administered to a limited number 

of residence hall students at the University of Wisconsin- 

La Crosse. 

2 .  The LWP is designed to assess nine areas of 

wellness: rest and relaxation, emotional and mental 

health, sexuality, personal habits, fitness, nutrition, 

drugs, safety, and environmental sensitivity. Other 

wellness areas which are not a part of the LWP may be 

worthy of assessment, but were not considered for this 

study. 

Definition of Terns - 
Formel On-Campus Support Services - University-sponsored 

services which provide assistance, support, and counseling 

on the campus at the 'Jniversity of Wisconsin-La Crosse. 

These services include: Health Center, Counseling and 

Testing Center, Academic Skills Center, and academic advisor. 



Health Risk Appraisal - A health promotion technique 

in which an individual's health-related behaviors are 

compared to mortality statistics in order to estimate 

his/her risk of dying along with the amount of that risk 

which could be eliminated by making appropriate behavioral 

changes (Wagner, Beery, Schoenbach, & Graham, 1985). 

Health Promotion - A combination of educational, organ- 
izational, and environmental activities designed to support 

behavior designed to improve health (Parkinson, 1982). 

Informal Sources of Support - On- and off-campus support 
sought by students from faculty, friends, resident 

assistants, or significant others. 

La Crosse Wellness Inventory (LWI) - The assessment 
section of the LWP. It is a nationally validated inventory 

designed to help individual's assess their current level 

of wellness in nine different areas (Gilmore, Dosch, 

& Hood, 1983). 

La Crosse Wellness Project (LWP) - a multiphase process 
for individual and group assessment, intervention, and 

reinforcement for health promotional enhancement (Gilmore 

et al., 1983). 

Off-Campus Resources for Individual Improvement - Resources 
off-campus in which students become involved. These 

include services providing assistance, support, and 



counseling through resources at a YMCA/YWCA, health club 

or at Weight Watchers. 

On-Campus Resources for Individual Improvement - Resources 
on-campus in which students become involved. These 

resources include: stress management, exercise, nutrition, 

weight control, workshops, and organizations/clubs. 

Wellness - A way of life -- a lifestyle designed to 
achieve the highest potential for well-being (Travis 

& Ryan, 1981). 

Wellness Development Process (WDP) - The section of 
the LWP in which participants engage in a personal planning 

and educational process. Participants receive a com- 

puterized assessment of their LWI responses and their 

own wellness workbook. They are guided through a process 

which "enables them to review their results, verify 

them, and then develop explicit and personal directions 

for change, strategies for change, reinforcements, and 

timetables" (Gilmore et al., 1983, p. 5). 



CHAPTER I1 

LITERATURE REVIEW 

In the past five decades, diseases of lifestyle 

have replaced contagious and infectious iElnesses as 

the prime cause of morbidity and mortality among Americans 

(Weisensee & Ward, 1985). In 1977, the ten leading causes 

of death for people in the United States one year of 

age and older were, in descending order, heart disease, 

cancer, cerebrovascular disease, all other accidents, 

influenza and pneumonia, motor vehicle accidents, diabetes, 

cirrhosis of the liver, arteriosclerosis, and suicide 

(Surgeon General, 1979). According to the Surgeon General 

(19791, analysis of the ten leading causes of death in 

1977 suggests that perhaps as much as half of the U.S. 

mortality in 1977 was due to unhealthy behavior or 

lifestyle, 20% to human biological factors, and only 

10% to inadequacies in health care. 

There is increasing evidence to suggest a relationship 

between unhealthy lifestyle practices and the onset 

of major chronic health problems (Fritz, 1984). Evidence 

suggests people are having to face the reality that 

they are responsible for their own well-being and cannot 

generally blame their environment directly for their 

poor health. The shift from contagious and infectious 



disease to diseases of lifestyle has placed the burden 

of responsibility for health from the health care system 

to the consumer. 

Wellness 

Most health professionals would agree that health 

education and health promotion are products of this century, 

and more particularly the last two decades (Timmereck, 

Cole, James, & Butterworth, 1987). The wellness movement 

began in part as a reaction to the preoccupation by 

the health care system with disease and its treatment 

(Moore 81 Williamson, 1984). 

Wellness is more than not being sick. Edlin and 

Golanty (1982) stated that "wellness means living in 

a way that risk to illness is minimized, but even more, 

living in a way that emphasizes good relationships with 

other people and with the environment1' (p. 53). Wellness 

emphasizes that a person's health is primarily the 

responsibility of the individual and that one goal is 

the prevention of diseases and sickness (EdPin & Golanty, 

1982 1 .  

Interest and support of wellness has grown due to 

significant increases in health care costs. According 

to Fritz (19841, from 1960 to 1978 our total spending 

as a nation for health care mushroomed from $27 billion 



to $192 billion. As a nation, minimal efforts have 

been made in wellness promotion (Cunningham, 1982). 

Intervention Materials 

Through the years of health-related research projects, 

some habits such as food or alcohol consumption, cigarette 

smoking, and type and quality of exercise have been 

linked with disease onset and disease progression (Shultz, 

1984). Lifestyle assessments were developed to help 

determine the effect of behavior and health. Determination 

of health status and risks have consistently been of 

concern to health care recipients and providers (Grasser & 

Craft, 1984). Lifestyle assessments are used to determine 

health status and risks, provide focus for education and 

intervention, and to assist in change when behaviors are 

indicative of risk 2or ~llness. 

One particular assessment process is the La Crosse 

Wellness Project (LWP). According to Gilmore, Dosch, 

and Hood (1985), "the LWP is unique in its approach 

to wellness" (p. 82). It entails a two-part format 

consisting of the La Crosse Wellness Inventory (LWI) 

and the Wellness Development Process (WDP) (Gilmore 

et al., 1985). Participants in the LWP have the opportunity 

to "approach wellness from a holistic perspective through 

an enhancement concept" (Gilmore et al., 1985, p. 82). 



In 1983, Gilmore et al., studied 462 college students 

enrolled in introductory "Personal Health" courses. 

They found that the students who participated in the 

LWP were more likely to desire to establish a personal 

wellness definition and to become involved in one wellness 

activity as compared to students who did not participate. 

Another instrument is the Health Hazard Appraisal1 

Health Risk Appraisal (HHA/HRA). Use of the HHAIHRA 

as an assessment tool has increased considerably in 

recent years (Horowitz, Blackburn, Edington, & Berlin, 

1987). The purpose of the HHAIHRA is to project the 

probability of premature death based on an individual's 

self-reported health habits (Horowitz et al., 1987). 

Through a HHAIHRA, individuals obtain information about 

their life expectancy relative to others with similar 

characteristics (Shultz, 19841, which provides them 

opportunity to make more informed decisions about their 

lifestyles. Currently, HHAIHRAS have been linked as 

a stimulus for lifestyle changes in the areas of exercise 

patterns, body-weight reducation, seat belt usage, and 

alcohol usage (Shultz, 1984). 

A number of concerns have been identified in the 

structure and use of HHAIHRA. Wagner, Beery, Schoenbach, 

and Graham (1985) conclude that most programs "overreach 

the extent of existing scientific knowledge" (p. 352). 



Their concerns included limited scientific evidence which 

supports the relationship being assessed by the HHAIHRA 

and the use of risk factors based on epidemiologic investi- 

gations from primarily middle-aged, middle-class, and 

white populations. 

Wagner et al., (1985) added that the HHA/HRA attraction 

derives probably as much from the lack of packaged options 

for individuals working in Health Promotion/Disease 

Prevention as from demonstratable effects of the HHA/HRA 

process. HHA/HRA is but one approach and should be 

viewed with care and caution. Felding (1982) conceded 

that HHAIHRA in its current developmental state has 

flaws, but he described widespread use and popularity. 

Ongoing research is necessary to determine how effective 

HHAIHRA can be in increasing knowledge and actually 
changing behavior. 

Another instrument developed by Thomas Holmes and 

Richard Rahe (1967) noted the association of life changes 

or stress with increased risk of illness. Holmes and 

Rahe (1967) devised the Social Readjustment Rating Scale 

(SRRS) to help quantify the degree of stress that is 

associated with a number of common life changes. The 

SRRS lists common life events and for each a corresponding 

number of life change units (LCUs) that measure the 

relative stressfulness of the life change. 



Research with the SRRS has shown that a person who 

accumulates more than 150 LCUs in a year has a high 

probability of experiencing a negative health change 

within the year or soon thereafter (Edlin & Golanty, 

1982). The likelihood of experiencing such a health 

change increases as the number of LCUs increases (Edlin 

& Golanty, 1982). 

Steinmann, Grawunder, and Pruitt (1981) suggest 

that one problem associated with the SRRS is that life 

changes actually have different impacts on people depending 

on their age, stage of life, cultural background, 

socioeconomic status, and previous experience. Stated 

differently, the relative level of a stressor for one 

person may be a welcome challenge for another. 

Examining a client's lifestyle behavior becomes 

imperative in a health promotion and disease prevention 

practice (Shultz, 1984). Wagner et al., (1985) describes 

the use of a lifestyle assessment as a base for structuring 

education about wellness behaviors and as a motivator 

for change. 

Programs to Implement Wellness 

Wellness promotion requires more than gaining 

knowledge. Eventually, decisions derived from personal 

assessments need to be made and a plan of involvement 

needs to be established (Ardell C Tager, 1982). A variety 



of governmental agencies, industrial settings, and edu- 

cational institutions have developed programs to become 

involved in wellness promotion activities. 

Many colleges and universities are considering 

and developing health programs for their campuses (Leafgren, 

1 9 8 4 ) .  Wellness programs are finding a home on the college 

campus for several unique reasons. First, a campus with 

an emphasis on health promotion programming gains a 

competitive edge for attracting, retaining, graduating, 

and placing its students (Marshall, 1 9 8 4 ) .  Second, with 

the expanding interest by society in health promotion, 

there will be an ongoing need for trained and qualified 

individuals to develop and evaluate wellness programs. 

Universities have an obligation to prepare students for 

pertinent career avenues (Leafgren, 1 9 8 4 ) .  Professionally, 

people in many areas including health education, physical 

education, psychology, sociology, communication, nutrition, 

home economics, and business, may be involved in health 

promotion programs. Third, while not all students choose 

to participate in a wellness program, those who do partic- 

ipate enhance their self-confidence and their personal . 

skills (Marshall, 1 9 8 4 ) .  Finally, there are dollars 

to be saved by any institution that will spend some of 

its resources to promote positive well-being (Marshall, 

1 9 8 4 ) .  The University of Wisconsin-Stevens Point (UWSP) 



is one university that has developed a wellness program 

to address the needs of its students. Research on the 

UWSP campus indicates that students are learning significant 

material through health promotion programs, and 23% of 

the students report making lifestyle changes based on 

the health promotion program (Hettler, 1984). 

A university can also make a positive impact on 

the health attitudes and behaviors of college students 

through a health education course (Hendricks & Young, 

1986). Health education courses are typically offered 

as a general education requirement and as an introduction 

to health topics ranging from alcohol consumption to 

physical fitness and exercise. 

Corporations are also leading the way in health 

promotion, as they realize the connection between health 

care costs and employee's health (Chen, 1989). In 1985, 

it was estimated nearly two-thirds of worksites with 

more than 50 employees had at least one health promotion 

activity (Chen, 1990). Health care costs are an important 

factor in the corporate movement. According to Fritz 

(19841, corporations spend between 10 and 15% of their 

annual budgets on health care costs for their employees. 

Improved lifestyle is considered as the means for reducing 

medical costs associated with chronic diseases, and 

therefore, wellness programs are viewed as a good return 



on company investment. Other factors infuencing corporate 

wellness programs are reports of lower absenteeism, better 

employee morale, fewer accidents, and lower disability 

(Shephard, 1984). Finally, research had demonstrated 

that the most effective setting for a health promotion 

program for people working is on the worksite (Feldman, 

1985). Worksite programs are convenient and allow for 

increased employee participation. 

The results of worksite health promotion programs 

have been promising. According to Shephard (19841, the 

Canada Life Assurance Company reports benefits due to 

their health promotion programs. The benefits include 

a 2.7% gain in productivity, a 22% reduction in absenteeism, 

and a 16% reduction in annual turnover (Shephard, 1984). 

The Traveler's Insurance Company has reported a 27% success 

rate in their hypertension control program and a 23% 

success rate in their cholesterol control program (Chen, 

1990). A study completed by Blair et al., (1984) involving 

117 teachers in a 10 week health promotion program revealed 

that those who participated in the program increased 

their participation in vigorous exercise, improved their 

physical fitness, lost weight, lowered their blood pressure, 

reported a higher level of general well-being, and were 

better able to handle job stress. 



Health Habits 

Based on the emphasis on self-responsibility for 

promoting health and the continued existence of major 

health problems associated with lifestyle, a number of 

specific risks can be identified (Grasser & Craft, 1984). 

Individuals often only need make modest lifestyle changes 

to substantially reduce the level of risk for several 

diseases (Surgeon General, 1979). Many of the decisions 

which reduce risk for one disease also reduces risk for 

other diseases. The Surgeon General (1979) described 

five types of behaviors that affect health and are risks 

for wellness promotion: smoking, alcohol and drug abuse, 

nutrition, exercise and fitness, and management of stress. 

Cigarette smoking is recognized as a current major 

public health problem (Chng, 1986). According to the 

U.S. Department of Health and Human Services (19801, 

Smoking, the single most important preventable cause 
of death and disease, is associated with heart and 
blood vessel disease, chronic bronchitis and 
emphysema, cancers of the lung, largynx, pharynx, 
oral cavity, esophagus, pancreas, and bladder, and 
with other problems such as respiratory infestations 
and stomach ulcers (p. 61). 

Cigarette smokers have a 70% greater rate of death 

than nonsmokers, and tobacco is associated with an estimated 

390,000 premature deaths a year (Surgeon General, 1979). 

Cigarette smokers also directly damage the health and well- 

being of everyone within breathing range of them (Chng, 1986). 



Alcohol and other psychoactive substances exact 

a substantial toll of premature death, illness, and 

disability in the United States. Cirrhosis of the liver, 

cancer of the liver, esophagus, and mouth, and half of 

all traffic deaths are attributable to alcohol consumption 

(.,uzgeon General, 1979). In addition, excessive drinking 

during pregnancy can produce infants with severe abnor- 

malities, including mental retardation (Tegtmeier & Elsea, 

1984). The Surgeon General (1979) states "alcohol misuse 

is a factor in more than 10% of all deaths in the United 

States -- about 200,000 a year" (p. 10-11). 
The relationship between auto safety, traffic offenses, 

and alcohol abuse has been widely publized. In the early 

19801s, attention focused on the large number of traffic 

fatalities involving alcohol. Every 23 minutes, an 

individual in the United States is killed in an alcohol- 

related d~iving accident (Sarvela, Taylor, Drolet, & 

Newcomb, 1988). Alcohol is implicated as an indirect 

cause in 30 to 50% of all motor vehicle accident fatalities 

(Sarvela et al., 1988). 

Drug abuse and addiction are responsible for severe 

disability, family disruption, crime, overdose, under- 

nutrition, unintentional dangerous behavior, and reduction 

in motivation and performance (Surgeon General, 1979). 

The social cost of drug abuse, including law enforcement, 



has been estimated to be at least $10 billion per year 

(U.S. Department of Health & Human Services, 1980). 

According to Pierre and Miller (19861, alcohol 

education must lean toward a more responsible attitude 

concerning the use of alcohol, rather than the "evils 

of alcohol theme". It must include an emphasis on alcohol 

information, alcoholism, and patterns of problem drinking. 

Nutritional habits affect health. Adequate intake 

of sources of energy and of essential nutrients are 

necessary for satisfactory rates of growth and development, 

physical activity, reproduction, lactation, recovery 

froin illness and injury, and maintenance of health through 

the life cycle (U.S. Department of Health & Human Services, 

1980). Deficits of essential nutrients and energy sources 

can lead to several specific diseases and increased 

susceptibility to others. As stated by the Surgeon 

General (19791, inadequate dietary habits can increase 

the risk of heart disease, stroke, cancer, adult-onset 

diabetes, and arteriosclerosis. Modification in dietary 

fat intake may reduce the risk for heart disease and 

cancer. Numerous research studies have concluded that 

dietary fat and serum cholesterol are etiologically 

related to increased risk of coronary heart disease (Smith, 

Smith, & Gilligan, 1988). Studies have also shown that 

diets low in both calories and fat can reduce the risk 



of the occurrence of cancerous tumors (Good & Lorenz, 

1988). Numerous studies have demonstrated that excessive 

salt intake raises blood pressure (hypertension). 

Hypertension is a major health risk in the United States 

today because it leads to coronary heart disease, kidney 

disease, stroke, and toxemia during pregnancy (Tolman, 

1988 1. 

It is estimated that approximately one person in 

four has elevated blood pressure, with elderly and black 

populations at particular risk (Tolman, 1988). Diet 

is important in decreasing high blood pressure. Tolman 

(1988) recommended that cutting down on sodium intake 

and dietary fats and increasing calcium and potassium 

intake will help lower high blood pressure. Life insurance 

company statistics show that life expectancy for a 35- 

year-old American male is reduced by 16 years if he has 

a blood pressure of 150/100 as compared to a normal 

pressure of 120180 (Edlin & Golanty, 1982). 

High intake of simple sugars, such as sucrose and 

glucose, and high intake of saturated fats are presumed 

to be linked to adult-onset diabetes (Krehl, 1983). 

Krehl (1983) added that for individuals in which there 

is a strong family history of diabetes, it is imperative 

that every effort be made to avoid obesity, and to consume 

a diet low in simple sugars and saturated fats and high 

in fiber. 



The health benefits associated with regular physical 

fitness and exercise have not yet been fully defined. 

Based on what is now known it appears that regular, 

moderate, or vigorous exercise has a number of positive 

effects on a person's health. Physical activity may 

protect against coronary heart disease and obesity; 

and may have a positive effect on psychological health 

(Noland & Feldman, 1985). 

There is considerable evidence that higher levels 

of activity are associated with reduced risk of cardio- 

vascular disease, stroke, obesity, osteoporosis, and 

noninsulin-dependent diabetes (La Porte, Dearwater, Cauley, 

Slemenda, & Cook, 1985). Sedentary living increases 

risk largely through heart disease and stroke. Paffenbarger, 

Wing, and Hyde (1978) conducted a study of 16,963 male 

alumni of Harvard University between the ages of 35 and 

74. The risk of first heart attack was related inversely 

to energy expenditure. In another study described by 

Paffenbarger et al., (1978) 3,616 longshoremen in San 

Francisco were examined in which lower levels of energy 

expenditure were correlated with increased risk of fatal 

heart attack and stroke. 

People who engage in regular physical activity report 

that they feel better, have more energy, often require 

less sleep, lose excess weight, improve muscular strength 



and flexibility, and experience psychological benefit 

(Noland & Feldman, 1985). The Surgeon General (19791, 

suggested that many who engage in regular physical activity 

also adopt a more healthy lifestyle by abandoning smoking, 

excessive drinking, and poor nutritional habits. 

Edlin and Golanty (1982) claimed that the main factor 

in the development of heart disease was stress resulting 

from the way people live and act. Numerous studies have 

shown that individuals with excessive stress are more 

likely to develop heart attacks, ulcers, diabetes, and 

leukemia (Surgeon General, 1979). The U.S. Department 

of Health and Human Services (1980) stated that a relation- 

ship also exists between stress and drug abuse, accidents, 

and cancer. 

Stressors which place a demand on the system are 

related to a host of negative outcomes, such as psycho- 

logical problems, frequency of illness, hypertension, 

job performance, and even death (Lesko & Summerfield, 

1989 1. 

Summary 

This selected review of the literature examined 

the role of wellness behavior on improvements in health 

and lifestyle. It examined the value of interventions 

used in risk reduction and health enhancement. This 

review also examined programs used to implement wellness 



and reviewed its effect on the behaviors of individuals. 

Finally, it examined types of behavior or health habits 

that affect health and are targets for wellness promotion. 

Behaviors which affect health are learned and practiced 

to the point that they become habits instilled into a 

lifetime of choices. It is these daily habitual choices 

that affect one's health and well-being. One's style 

of life is directly related to the conscious choices 

he or she makes (Ardell & Tager, 1982). The control 

of the many health problems facing the American public 

today will occur to a great extent through modification 

of choices one'makes resulting in changed behavior (Travis 

& Ryan, 1981). 

The review of literature suggests that the opinions 

and techniques for health promotion may vary, but a 

commmon thread is improved behavior for enhanced health 

and well-being. The opinions and techniques seek an 

effective means through which behavior change can occur 

so that lifestyles for the individual may be productive 

and rewarding. 



CHAPTER I11 

METHODOLOGY 

This study analyzed the impact of a wellness process 

on the attitudes and behaviors of college students. 

The LWP was implemented, and its effects on the experimental 

participancs were studied and contrasted with a control 

group. This chapter describes the methodology of the 

research in five sections: Subjects, Procedures, 

Instrumentation, Intervention Materials, and Statistical 

Treatment of Data. 

Subjects 

The population for this study was students enrolled 

at a midwestern university with an enrollment of approxi- 

mately 9,000 students. The research sample was comprised 

of students living in 11 residence halls on the University 

of Wisconsin-La Crosse campus. The residence halls 

were characterized according to academic classicification, 

gender, and number of occupants. Based on the charac- 

terization, four cluster samples based on their similar 

characteristics were selected. Two cluster samples 

were then randomly assigned as experimental and two 

as control. 



Students were informed of the research study and 

the LWP through discussions with Residence Hall Assistants 

and posters within the residence halls. Participation 

in the wellness research process was voluntary. 

Procedures 

The planning phase for the research involved extensive 

input from the LWP Steering Committee and the University 

of Wisconsin-La Crosse Housing Department (presently 

entitled the Office of Residence Life). The researcher 

participated in a 2 hour training session on the history, 

philosophy, and application of the LWP that was instructed 

by the Steering Committee. Subject matter of the training 

session also included the procedures for the administration 

of the La Crosse Wellness Inventory (LWI) and Wellness 

Development Process (WDP). The researcher contacted 

the University of Wisconsin-La Crosse Housing Department 

in order to secure permission to conduct the research 

within the residence halls. Representatives of the 

Housing Department provided information on the demographics 

of each residence hall, and also identified effective 

methods for contacting student residents. 

On January 13, 1986, the researcher attended a 

University of Wisconsin-La Crosse Residence Hall Director's 

meeting. During this meeting, the researcher defined 

the LWP, described the proposed Residence Hall Director's 



participation in the research, and answered questions 

and concerns regarding this research and the LWP. 

Immediately following the planning phase, a group 

of five individuals, including Hall Directors and Resident 

Assistants, were trained as LWP Advisors. The five 

advisors, along with two previously trained LWP Advisors, 

volunteered to facilitate the experimental process. 

The Advisors were trained to provide directions, and 

administer the LWI, the WDP, and to provide resource 

and referral suggestions in relation to the follow-up 

materials (Gilmore et al., 1983). A procedural outline 

(see Appendix A) was prepared and distributed to the 

Advisors to assure uniformity in administration of the 

LWP. 

Pretesting took place in each of the four residence 

halls on January 31, 1986. Seperate meetings were held 

for the experimental group and for the control group. 

First presented to each of the groups was the purpose 

of the research project. The research was described 

to the participants as a pilot project to help the 

researcher explore the impact of a wellness process 

on resident hall students and a way to evaluate the 

implementation process. The advisor then administered 

the consent forms (see Appendix B) and the LWP Impact 

Inventories to both the control and experimental groups. 



Following completion of the impact inventories, the 

experimental group completed the LWI while the control 

group was presented with a 20 minute placebo program 

on "Hug Therapy". 

The Hug Therapy program included descriptions of 

the psychological and social benefits of friendly hugging, 

suggestions for the use of this therapeutic process, 

particularly in a campus setting, and a group experience. 

During the group experience, each participant was given 

a paper heart with another participant's name on it 

and then asked to find that person and give him/her 

a hug. The intent of this program was to provide a 

wellness experience for the control group which would 

be helpful, as well as enjoyable. Dates and times for 

the follow-up sessions were provided at the first meeting, 

and the control subjects were also given written reminders. 

The experimental group follow-~p session took place 

in February and involved the administration of the WDP. 

During this session, subjects received their computer 

analysis of the responses to the LWI, and an explanation 

of the analysis was provided by the advisors. The subjects' 

attention was drawn to the summary of their responses 

in the nine areas of wellness and their total category 

scores reported as a percentage. At this time, the 

subjects were provided with a listing of available campus 



resources for support in addressing his/her selected 

wellness area (see Appendix C). The subjects were then 

provided with Wellness Development Workbooks and, with 

the instruction of the trained LWP advisors, developed 

personal wellness strategies. Subjects were directed 

to focus in on a single wellness area and to develop 

specific objectives for health enhancement. Each subject 

developed an action plan which included very specific 

and simple next steps to be taken, reinforcement strategies 

to be implemented, and target dates to reach their ob- 

jectives. Subjects were given telephone numbers of 

the trained Advisors who were available to provide 

guidance throughout the entire process. 

The posttesting phase took place between March 

20 - April 24, 1986 in each of the four residence halls. 
Between March 17 - March 20, 1986, both control and 
expertmental subjects were notified by telephone of 

the the posttesting phase. Control subjects also received 

a written reminder regarding the follow up dates. The 

experimental and control subjects completed the LWP 

Impact Inventory and the Student Response Survey. The 

experimental subjects also completed the LWP Process 

Evaluation. Since the LWP Process Evaluation enabled 

participants to critique the overall process, it was 

only given to those subjects actually involved in the 



LWP. Table 1 summarizes the procedures and timeline 

applied for the implementation of this research. 

Table 1. Time-frame for procedures taken to implement 
the La Crosse Wellness Project 

Group Pretesting Follow-up Pretesting 

Experimental Jan. 1986 Feb. 1986 March-April, 
LWP Project WDP 1986, LWP 
Impact Project 
Inventory, Impact 
LWI Inventory, 

SRS, LWP 
Process 
Evaluation 

Control Jan. 1986 
LWP Project 
Impact 
Inventory, 
Hug Therapy 
Program 

March-April, 
1986 SRS, 
LWP Impact 
Inventory 

Instrumentation 

Three instruments were used as the basis for analysis 

in this research: the LWP Impact Inventory (see Appendix 

D), the Student Response Survey (see Appendix El, and 

the LWP Process Evaluation (see Appendix F). The experi- 

mental and control subjects were pre- and posttested 

through the use of the LWP Impact Inventory. Both of 

the groups also completed the Student Response Survey 

during posttesting only. Finally, during posttesting, 

the experimental group completed the ~ ~ ~ : ~ r o c e s s  Evaluation. 



Each instrument is described in the following paragraphs. 

La Crosse Wellness Project Impact Inventory - 
The La Crosse Wellness Project Impact Inventory 

(see Appendix D) assessed an individual's intensity of 

attitudinal and behavioral changes toward a greater degree 

of wellness involvement (Gilmore et al., 1983). The 

instrument consists of 15 statements rated on a scale 

from 0-8, and one open-ended statement. The Impact 

Inventory has been content-validated by the Standing 

and Steering Committee of the La Crosse Wellness Project 

(Gilmore et al., 1983). 

Student Response Survey 

The Student Response Survey (see Appendix E) was 

developed by this researcher and another investigator 

who was doing similar research on the LWP. In addition 

to collecting demographic data, the survey assessed 

the subject's involvement in self improvement activities 

and their choice of health promotion services. 

A series of steps were followed in the development 

of the Student Response Survey. First, an initial dis- 

cussion was held between the researcher and the thesis 

chairperson to discuss the need for an additional instru- 

ment. Second, literature on wellness programs and services 

offered on the University of Wisconsin-La Crosse campus 

was reviewed. Third, the inventory was then drafted 



by the researchers, considering suggestions made by the 

LWP Steering Committee. Finally, the inventory was 

reviewed by the LWP Steering Committee and each question 

was reviewed regarding its content and purpose. 

La Crosse Wellness Project Process Evaluation 

The LWP Process Evaluation (see Appendix F) measured 

the strengths, weaknesses, benefits, and personal meaning- 

fulness of each part of the LWP, as well as the overall 

process (Gilmore et al., 1983). The format for this 

evaluation was developed and content validated through 

the LWP Standing and Steering Committee (Gilmore et 

al., 1983). 

Intervention Materials 

The LWP provided a process which addressed health 

promotion through risk-reduction, as well as through 

the enhancement of those factors in one's life already 

considered positive (Gilmore et al., 1983). The LWP 

consisted of two parts: the La Crosse Wellness Inventory 

(LWI) and the Wellness Development Process (WDP). The 

LWI was used in the assessment stage of the LWP. This 

comprehensive inventory is the method by which partic- 

ipants assess hislher current level of wellness in the 

areas of rest and relaxation, emotional and mental health, 

sexuality, personal habits, fitness, nutrition, drugs, 

safety, and environmental sensitivity (Gilmore et al., 



1983). The participants' answers were computer-analyzed I 
and graphically presented. The content validity of the 

LWI was previously reviewed by 11 national experts (Gilmore 

set al., 1983). This process involved the expert's written 
I 
I 

critique of each statement, as well as a weighted vote 

on its contribution to the assessment of wellness activity 

(Gilmore et al., 1983). 

Statistical Treatment of Data 

Pretest and posttest scores from the LWP Impact 

Evaluations were used for statistical analysis. The 

change-score values for the experimental group were 

compared with the control group. Data from the Student I 
Response Surveys were also analyzed, however, this inventory I 
was only administered during posttesting. The statistical I 
method used to determine the significance of between I 

I 
group differences (control group and erperimental group) 

for these two $.nstruirrents was the Mann-Whitney U test. 

The Mann-Whitney U test was chosen because the hypotheses 

included two independent samples from the same population 

and observation values from an ordinal scale. Significance 

was established at the p ( .05 level. 



CHAPTER IV 

DATA ANALYSIS 

Introduction 

This research examined the effectiveness of the 

LWP on the attitudes and behaviors of college students. 

Three instruments were used in this research project: 

The LWP Impact Evaluation (LWPIE), the LWP Process 

Evaluation (LWPPE), and the Student Response Survey 

(SRS). This chapter addresses the results of the research 

in five sections: Demographic Information, Statistical 

Testing of Null-Hypotheses, Process Evaluation Analysis, 

Discussion, and Summary. 

Demographic Information 

In addition to the data collected for statistical 

analysis, demographic information was collected to speci- 

fically describe the sample population. This step was 

taken because it was the first time the LWP had been 

implemented in college residence halls for research 

purposes. This information was necessary to evaluate 

thoroughly the program and its process in relation to 

this student population. It was also thought that this 

information would be helpful to future wellness researchers 

and programmers implementing this program in a college 



Of the 32 people in the study, 15 were in the experi- 

mental group and 17 were in the control group. There 

were 5 males and 10 females in the experimental group 

and 11 males and 6 females in the control group. For 

the entire sample, the mean age was 20.1 years. In 

the experimental group, the age range was 18 to 33 years, 

with a mean age of 20.9 years. In the control group, 

the age range was 18 to 24 years, with a mean age of 

19.4 years. 

For the experimental group, six participants (40%) 

were academically classified as freshman, two (13%) 

were sophomores, three (20%) were juniors, two (13%) 

were seniors, and two (13%) were graduate students. 

Of the control group, nine (53%) were freshman, five 

(29%) were sophomores, one (6%) was a junior, and two 

(12%) were seniors. Of the entire sample, 90% of the 

participants were carrying 12 to 18 academic credits. 

However, two people in the control group and one in 

the experimental group carried 6 to 11 credits. Besides 

academic responsibilities, some of the students were 

also employed. Six (40%) students in the experimental 

group and five (29%) in the control group were working. 

In the experimental group, two (33%) were working more 

than 25 hours per week, three (50%) were working 6 to 

15 hours per week and one (17%) was working 5 or less 

-- 



hours per week. In the control group, four (80%) were 

working six to 15 hours per week and one (20%) was working 

16 to 25 hours per week. Table 2 summarizes the demo- 

graphic information. 

Statistical Testing of Null-Hypotheses 

The research was comprised of six null-hypotheses. 

Each null-hypotheses will be presented, along with the 

data analysis of each and a brief statement of the findings. 

Discussion of the results will occur later in this chapter. 

1. There is no statistical difference between 

subjects participating in the LWP and subjects not partici- 

pating in the LWP regarding their actual development 

of a personal wellness definition. 

Using the Mann-Whitney U test, analysis of the 

change score data between the two groups (N1 = 15, N2 = 17) 

revealed a U score of 84.5 with a p-value of 0.10 for the 

two-tailed test. This was not significant at the p 2 .05 

level, therefore the null-hypothesis was not rejected. 

This implies that there was no measurable difference 

between the participants in the control group and the 

participants in the experimental group and their actual 

development of a personal wellness definition. 

2. There is no statistical difference between 

the LWP participants and LWP nonparticipants regarding 

their consideration of dropping out of school. 



Table 2. Demographic information for experimental and 
control participants 

Both Experimental Control 
Characteristics Groups Group Group 

Sample size 3 2 15 17 

Male 

Female 

Mean Age (years) 20.1 20.9 19.4 

Freshman 15 6 9 

Sophomore 7 2 5 

Junior 4 3 1 

Senior 4 2 2 

Graduate 2 2 0 

12-18 registered 
credits 29 14 15 

6-11 registered 
credits 3 1 

Employed : 11 6 

more than 25 hours 2 2 

16-25 hours 1 0 1 

6-15 hours 7 3 4 

less than 5 hours 1 1 0 



A U score of 121 and a p-value of 0.82 was calculated 

for the between-group differences (N1 = 15, N2 = 17). 

his was not significant at the p _i .05 level, and therefore 

the null-hypothesis was not rejected. There was no evidence 

to demonstrate a measurable significant difference between 

the experimental group and the control group in their 

consideration of dropping out of school. 

3. There is no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of formal on-campus support servic:es. 

the between-group comparison (N1 = 15, N2 = 17) 

of this hypothesis resulted in a U score of 124 and 

p-value of 0.91 for a two-tailed test using the Mann- 

Whitney U, and thus the null-hypothesis was not rejected. 

When participants in the experimental group and the 

control group were asked their use of formal on-campus 

support services, there was no measurable significant 

difference. 

4. There is no statistical difference between 

P participants and LWP nonparticipants regarding their 

use of informal sources of support. 

Analysis of the change score data between the two 

groups (N1 = 15, N2 =I71 revealed a U score of 118.5 

and a p-value of 0.73 for a two-tailed test. This was 

not significant at the p ( .05 level, therefore the 



null-hypothesis failed to be rejected. The use by partici- 

pants in the experimental group of informal sources 

of support was not statistically different from the 

control group. 

5. There is no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of on-campus resources for individual improvement. 

The ordinal level data were analyzed using the Mann- 

Whitney U test. The between-group (N1 = 15, N2 = 17) 

comparison revealed a U score of 124.5 and a p-value 

of 0.91, and thus the null-hypothesis was not rejected. 

The reported use of on-campus resources for individual 

improvement by participants in the experimental group 

was not significantly greater than the control group. 

6. There is no statistical difference between 

LWP participants and LWP nonparticipants regarding their 

use of off-campus resources for individual improvement. 

A U score of 122 with a p-value of 0.85 was calculated 

from the change score data (N1 = 15, N2 = 17). The 

null-hypothesis was not rejected at the p ( .05 level. 

This result indicated that there was no significant 

difference between the experimental group and the control 

group regarding their reported use of off-campus resources 

for individual improvement. 



Process Evaluation Analysis 

Analysis of the process evaluation by the experimental 

group, Table 3, revealed an overall satisfactory response 

to the seven categories covering the LWP instruction, 

administration, and recommendations for improvement. 

Table 4 depicts the mean value for each of the eight 

categories which enable the subjects to rate the adminis- 

tration, clarity, meaningfulness, and practicality of 

the LWP. Each category was rated on a scale of 0 ("Not 

At All") to 8 ("Totally"). A value of 4 represented 

an average response. The mean value from the experimental 

group ranged from 5.3 for "LWP Practicality1@ to 6.7 

for "LWP Statement Clarity". 

Discussion -- 
There were six null-hypotheses and all six failed 

to be statistically significant. For the null-hypotheses, 

the subjects1 responses did not demonstrate a significant 

positive improvement in health promotion activities as 

measured by the LWP Impact Evaluation and the Student 

Response Survey. However, further review of pre- and 

posttest score values did reveal that the experimental . 

group reported higher interest in wellness-related activi- 

ties than the control group for three of the six null- 

hypotheses. While the tendency is obvious, the differences 



Table 3. Response trends from the LWP process evaluation 

LWPPE Statements Student Responses Percent 

I. Verbal 
Instructions: All Right or No Response 93.3 (14) 

Too Lengthy 6.7 ( 1) 

11. Written 
Instructions: All Right or No Response 86.6 (13) 

Unclear Directions 13.3 ( 2) 

111. LWI: All Right or No Response 73.3 (11) 
Inappropriate Scale 6.7 ( 1) 
More explanation 6.7 ( 1) 
Repetitive Questions 6.7 ( 1) 

IV. Reaction to 
Stretch Break: All Right or No Response 73.3 (11) 

Not Helpful 20.0 ( 3) 
Did Not Wish to Take 6.7 ( 1) 

V. WDP: All Right or No Response 83.3 (11) 
Need Motivation Component 8.3 ( 1) 
Too Lengthy 8.3 ( 1) 

VI. WDP Improvement 
Strategies: All Right or No Response 41.7 ( 5) 

More Explanation 25.5 ( 3 )  
More Succinctness 16.6 ( 2) 
More Sharing 8.3 ( 1) 
Need Motivation Component 8.3 ( 1) 

VII. LWP Improvement 
Strategies: All Right or No Response 50.0 ( 6) 

More Explanation 25.0 ( 3) 
More Time 8.3 ( 1) 
More Follow-up 8.3 ( 1) 
Individualize the 
Experience 8.3 ( 1) 

Note: N in parenthesis equals the number of responses. 
Percentage values are rounded out to the next highest 
number. 



e 4. Response means from the LWP process evaluation 

PPE Statements Mean Values 

Ease of Taking LWI: 6.3 

11. LWI Statement Clarity: 6.7 

111. LWI Meaningfulness: 

IV. Ease of Taking WDP: 

V. WDP Clarity: 

VI . WDP Meaningfulness: 

VII. LWP Practicality: 

VIII. LWP Meaningfulness: 

IX. Overall Mean: 



were not statistically significant. Participants responded 

to questions from the LWP Impact Evaluation during pre- 

and posttesting and the Student Response Survey during 

posttesting. They responded to the questions on a scale 

of 0 ("Not At All") to 8 ("Very High"). Experimental 

subjects reported a mean value of 3.7 during pretesting 

and a mean value of 4.5 during posttesting regarding 

their desire to establish a personal definition of wellness. 

The control group recorded mean value of 3.6 and 3.1., 

respectively. When asked to what degree they had considered 

dropping out of school, the experimental group had a 

mean value of .73 and the control group had a mean value 

of 1.2. This indicated that on the average the control 

group participants considered dropping out of school 

to a higher degree than the experimental group participants. 

The experimental group participants (1 .8 )  also had a 

higher mean value than the control group participants 

(1.5) in seeking formal on-campus support services. 

Consideration must be given to the fact that the control 

group had more freshman and sophomores (14) than the 

experimental group (81,  and the experimental group ( 7 )  

had more upperclassmen than the control group ( 3 ) .  

On the average, underclassmen tend to consider dropping 

out of school more frequently than upperclassmen and 

underclassmen also tend to use en-campus support services 



ore frequently. Therefore, it was expected that control 

oup participants would have considered dropping out 

of school to a higher degree than the experimental group 

participants. It is also expected that the control 

group would use on-campus support services more frequently 

than the experimental group. However this research 

demonstrated that the experimental group participants 

sought and used on-campus support services more frequently 

than the control group participants. 

Several factors were considered by the researcher 

that may have influenced the findings. One factor was 

volunteerism. Since the subjects were interested enough 

to participate in the research in the first place, they 

may have already been involved in health promotion activi- 

ties. Therefore, there could have been little change 

detected in their wellness activities over a relatively 

short perPod of time. 

Consideration must also be given to the amount 

of time between exposure to the LWP and the posttest. 

The time span of approximately 3 months may have been 

too brief to measure impact changes. The adoption of 

health promotion activities, the use of on and off-campus 

resources and services, and the consideration of dropping 

out of school, are all variables that could have been 

influenced by the timespan. Consideration might also 



be afforded to the small number of participants involved 

in the study. The small sample size affected the partici- 

pants' interaction with one another and therefore made 

an impact on their pre- and posttest score values. 

Implications such as students' motives for participating 

in the process and their interest in wellness could 

not be overcome by the limited number of subjects. 

It appears that the time of year was not conducive 

to students' schedules. For example, by second semester, 

students may have become more invovled with other campus 

activities and organizations. Therefore, an early program 

effort during the fall semester may encourage more partici- 

pation. Since the control group was presented with 

a wellness program, "Hug Therapy", consideration of 

this program's impact on their adoption of wellness 

activities must be considered. The impact of the program 

may have improved their scores. Lastly, the intervention 

and reinforcement of the research design may not have 

been sufficient. The experimental group participants 

were contacted only once by the LWP Advisors. This 

contact occurred during the completion of the Wellness 

Development Process. It is quite possible that more 

reinforcement by the LWP Advisors is necessary to change 

unhealthy lifestyles and develop better habits. 



Summary 

Positive change was measured in three of the hypotheses 

developed for this research, although not statistically 

significant. The experimental group displayed a higher 

desire to establish a personal wellness definition, 

had a lower desire to drop out of school, and had a 

higher desire to seek formal on-campus support services. 

Although statistical significance was not noted in the 

analysis of the data for the six hypotheses, the major 

goals which had been set for this research were met. 

A wellness process was completed which appeared to increase 

the wellness behavior for some of its participants. 

A trend showed the adoption of some good health practices. 

This occured for some participants involved in the LWP. 

It also provided a procedure for implementing a specific 

wellness process for future wellness researchers and 

programmers. Also, the feedback attained through analysis 

of the LWP Process Evaluation will be pertinent for 

future efforts. The LWP is a dynamic process which 

is modified to meet the needs of participants. Therefore, 

the process evaluation is extremely important during 

the future use of the LWP. 

A wellness process such as the LWP may serve as 

an important first step in health promotion. It may 

lead to changes in knowledge, as well as changes in 



attitudes. Both lead to changes in behavior. In order 

for changes to occur, persons must recognize the need 

for change, and they must possess the tools by which 

change can be instituted. A thorough wellness program 

should incorporate the process of assessment, intervention, 

and reinforcement (Gilmore et al., 1985). Through indi- 

vidual exposure to these procedures, persons can gain 

the knowledge necesszry to incorporate change in their 

lifestyles. They can learn to recognize and practice 

those positive behaviors which will enhance their level 

of health and well-being. 



CHAPTER V 

FINDINGS, CONCLUSIONS, RECOMMENDATIONS, AND SUMMARY 

Introduction 

The present study was undertaken to examine the 

impact of the La Crosse Wellness Project on the health 

promotion involvement of college residence hall students 

enrolled at the University of Wisconsin-La Crosse. It 

was designed to determine whether students' attitudes 

and behaviors were positively affected by the LWP. 

This chapter will address the findings, conclusions, 

and recommendations of this research. 

Findings 

Statistical analysis of the change score values 

between groups revealed the following: 

1. Students completing the LWP did not demonstrate 

a statistically significant difference in their desire 

to establish a personal wellness definition from the 

students who received only the "Hug Therapy" program. 

2 .  Students completing the LWP did not demonstrate 

a statistically significant difference in their consider- 

ation of dropping out of school from the students who 

received only the "Hug Therapy" program. 

3 .  Students completing the LWP did not demonstrate 

a statistically significant difference in their use 
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of formal on-campus support services from the students 

who received only the "Hug Therapy" program. 

4 .  Students completing the LWP did not demonstrate 

a statistically significant difference in their use 

of on-campus resources for individual improvement from 

the students who received only the "Hug Therapy" program. 

5. Students completing the LWP did not demonstrate 

a statistically significant difference in their use 

of informal sources of support from the students who 

received only the "Hug Therapy" program. 

6. Students completing the LWP did not demonstrate 

a statistically significant difference in their use 

of off-campus resources for individual improvement from 

the students who received only the "Hug Therapy" program. 

7. Students completing the LWP reported an overall 

satisfactory response regarding the LWP instructions, 

administration, and recommendations for improvement. 

On a scale of 0 ("Not At All") to 8 ("Totally") participants 

responses ranged from 5.3 for "LWP Practicality" to 

6.7 for "LWP Statement Clarity". 

Conclusions 

Based upon the findings, the following conclusions 

were generated : 

1. Students experiencing the LWP did not report 

a statistically significant higher desire to establish 



a personal wellness definition any differently than 

the group receiving only the "Hug Therapy1' program. 

2. Statistical analysis revealed that the group 

receiving the LWP and the group who did not receive 

the LWP reported similar considerations of dropping 

out of school. 

3. Considering the use of formal support services, 

informal sources of support, and resources for individual 

improvement on or off-campus, there was no measured 

difference between the group receiving the treatment 

of the LWP and the group who did not. However, the 

students may now be aware of other campus and off-campus 

wellness resources and may begin to use them, although 

their use of the services was not reflected in this 

limited time period. 

4. Although not statistically significant, a trend 

appeared to show that studenrs completing the LWP did 

report a greater desire to establish a personal definition 

of wellness, a lesser consideration of dropping out 

of school, and increased use of formal on-campus support 

services. 

5 .  Experimental participants were generally satisfied 

with the instructions and administration of the LWP. 

They reported above average responses for each of the 

eight categories measuring the clarity, meaningfulness, 

nracticality and administration of the LWP. 



The researcher examined possible reasons for the 

lack of significance for the hypotheses. The following 

factors were proposed for consideration: 

1. A small number of subjects were involved in 

the study. An increase in sample size might lead to 

more conclusive results by generating data which would 

be more indicative of college age students. 

2 .  Subjects may have been involved in numerous 

positive behaviors prior to the study and therefore, 

change would have been minimal. 

3. Although not involved in the LWP, control group 

subjects might have been motivated by the assessments 

and the "Hug Therapy" program to incorporate positive 

behavior change. Increases in their scores might have 

negated significant positive increases in the scores 

of the experimental group. 

4. The time of year might have affected participation. 

For example, by second semester, many students are already 

busy with specific club and organizational activities 

and thus have less time to devote to a new activity. 

5. The time period in which this study was completed 

may have been too brief to detect accurately behavioral 

changes. Self-improvement activities may require weeks 

of preparation and/or practice before they actually 

become lifestyle habits. Also, the limited time span 



may have influenced the reported use of on- and off- 

campus wellness resources. An extended research period 

may have been more appropriate for detecting differences 

between the group participating in the LWP and group 

receiving only the "Hug Therapy" program. 

Recommendations 

The recommendations are based on the findings and 

conclusions drawn from this research. The following 

changes, suggestions, or recommendations would be of 

value : 

1. Increase the number of participants in both 

the experimental and control groups. One way of doing 

this would be to incorporate the wellness program strategies 

into existing residence hall meetings, such as council 

meetings (a select group of students living in the residence 

halls who plan and coordinate hall activities) and floor 

meetings (an assembly of students who live on a particular 

floor of a residence hall). A second way would be to 

implement the wellness process early in the fall semester 

before students are heavily involved with other activities. 

A third way would be to solicit input from Hall Directors 

and Residence Assistants regarding successful methods 

for communicating with their particular hall population, 

and last, plan and implement an aggressive marketing 



campaign to interest students in the wellness process. 

This strategy may include educating the students about 

wellness and the LWP through flyers, posters, and table 

tents. It may also involve promoting the LWP by making 

others aware of the process at residence hall meetings, 

student organization meetings, and informational sessions 

to explain the goals and objectives of the process and 

answer any questions from students. 

2. Develop a campus-wide wellness committee to 

aid in the marketing and promotion of future campus 

wellness needs and activities as well as the research 

project. More specifically, resources such as personnel, 

materials, and facilities may be more easily attained 

through this universal representation. Also, the promotion 

of wellness resources and programs, and the development 

and distribution of educational materials may be more 

effective with a diversified campus force behind the 

work. Finally, this committee could be responsible 

for establishing future campus wellness goals and objectives 

and evaluating current strategies. Wellness researchers 

and programmers, students, staff, and administration 

could all benefit from this cooperative effort to coordinate 

campus wellness actions. 

3. A follow-up study should attempt to characterize 

more fully the students' lifestyles with regard to their 



involvement in extracurricular activities, employment 

situations, and volunteer programs. Insight into the 

students' time commitments would be useful for planning 

future wellness programs and necessary campus intervention 

opportunities, such as offering more workshops and programs 

at the specific residence halls instead of at one central 

location. These activities might include exercise programs, 

stress management workshops, or nutrition classes, to 

name a few. 

4. The design of the research project should be 

changed to allow for more contact with the experimental 

participants and the LWP Advisors. More reinforcement 

is necessary to enable the experimental participants 

to improve or adopt healthy habits. 

5. The practicality of the LWP may be improved 

by developing a shorter, more detailed LWI and WDP and 

by developing a process in which participants have access 

to continuous reinforcement. 

6. Reevaluate the characteristics of the population 

and their possible influence on the research results. 

For this research, there were more underclassmen in 

the control group and more upperclassmen in the experimental 

group. Comparisons of subjects of the same academic 

classification may lead to more insight in their use 

of support services and consideration of dropping out 



of school, and therefore may lead to more conclusive 

results . 
Summary 

The researcher concluded that the usage of the 

LWP with University of Wisconsin-La Crosse students 

was both meaningful and practical. This was evidenced 

by the LWP Process Evaluation and verbal feedback from 

the participants. 

The LWP is an educational process which encourages 

self-responsibility for the assessment, intervention, 

and reinforcement of wellness actions. College students 

may apply this unique attribute to their personal well- 

being or to other areas of their life, such as academic 

performance. 

An important challenge in health education is the 

means by which individuals will be motivated to seek 

positive change for the improvement of their total health 

and well-being. If this challenge is met, we could 

cautiously predict an improvement in one's quality of 

life, with potential impacts on morbidity and mortality 

rates. 
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APPENDIX A 

Advisor's Outline 

Computer analysis of the Lo Crosse Wellness Inventory 
A. Verify demographic information 

*Remember: results are based upon gender and age 

B. Portions of each statement from the inventory (LWI) 
are arranged in categorical order on the printout. 

* Remember: the letter indicates the response you 
selected and is shown on the wellness corttinuum 

C. Discuss the percentages which have been calculated 
in each of the nine wellness categories 

* Remember: the score is based on the number of 
responses which the participant made in that 
category, the percentages are indicators only, 
and there is no ending point to the percentages 
(wellness is ongoing) 

D. Review the listing of community resources at the 
bottom of the printout 

Wellness Development Process 
A. Participants are to read pages 1 and 2 and then 

stop 

B. Explain that the process begins on page 3 and 
that from page 4 through 9, there will be a work- 
sheet on the right and an educational module on 
the left. Participants should read the educational 
module first, this will help them complete the 
worksheet. 

*Remember: Emphasize that throughout the process, 
participants are trying to go from a large component 
to small workable units. 

C. Have participants stop when they reach page 9, 
and review the steps they have taken thus far 

*Remember: Ask participants if they have any questions 
or are having any difficulties with the process 



D. Ask participants to read page 10 so that they 
have an idea of what is meant by "Enhancement". 

*Remember: point out that participants go right 
on the page 13 after completing page 11. 

E. After reading page 13, participants should 
review the sample action plan on page 14 and 
then proceed to the development of their own plan. 

*Remember: encourage participants to complete 
additional plans in the future 

Small Group Discussion 
Discuss the following questions with your group 
members. 

A. Who would liks to share their wellness plan? 

B. Were there any problems with the process? 

C. What helped you in the process? 

D. Do you feel campus residents could benefit from 
a wellness program such as this? 
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APPENDIX B 

CONSENT FORM (Control Group) 

I am willing to participate in a wellness research project. 
I understand that: 

1) I will complete an impact inventory, 

2 )  I will complete two additional impact inventories 
in the future, and 

3) My results will be used anonymously in a research 
project . 

Name : Date: 

CONSENT FORM (Experimental Group) 

I understand that: 

1) I will complete an impact inventory, 

2 )  I will complete the La Crosse Wellness Inventory, 

3) Results will be calculated for me, 

4 )  I will receive a Wellness Inventory feedback 
sheet detailing my results, 

5 )  I will be able to go through a Wellness Development 
Process, 

6) I will complete a Process Inventory, 

7) I will complete two additional Impact Inventories 
in the future, and 

8 )  My results will be used anonymously in a research 
project . 

Name : Date: 
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APPENDIX C 

CAMPUS WELLNESS ACTIVITIES 

Academic Skills Center Career Services 

* free tutoring * vocational counseling 
* assistance with study skills * career goals * time budgeting * employment interviews 
1st floor Wilder Hall * employment options 

2nd floor Wilder Hall 

Clubs - 
* Aikido * Cross;Country Skiing * Hockey * Karate * Badminton 
* Bowling * Ski Racing Team 
* Soccer * Trekker Outing 
* Trekker Sailing * Trekker Ski Club 
Intramurals 

A fun opportunity to compete in 
your favorite team sports. 
Schedules and further information 
may be obtained in the Intramural 
Office, Mitchell Hall. 

Workshops and Classes 

* Stress Management 
* Human Sexuality * Mental Health 
* Nutrition 
* Physical Activities 
See the Genral Catalog 
for additional choices 

Health Center 

* outpatient care 
* laboratory service * physical therapy 
* medical counseling 
* health education 
Whitney Center 
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La Crosse Wellness Project Impact Inventory 

Code Number Phase A 

Directions: Read each statement and then circle the 
number which best reflects your desired and actual level 
of involvement in wellness. 

Not at To some Great 
all degree Basically degree Totally 

1. I would like to 
establish a personal 
definition of 
wellness. 0 1 2 3 4 5 6 7 8 9  

2 .  I have established 
a personal definition 
of wellness that I 
use today. 0 1 2 3 4 5 6 7 8 9  

3 .  I would like to 
share my understanding 
of wellness with at 
least one other 
person. 0 1 2 3 4 5 6 7 8 9  

4 .  I have shared my 
understanding of 
wellness with at 
least one person 
during the past 
month. 0 1 2 3 4 5 6 7 8 9  

5 .  I would like to 
share my under- 
standing of wellness 
with more than one 
person. 0 1 2 3 4 5 6 7 8 9  

6. I have shared my 
understanding of 
wellness with more 
than one person 
during the past 
month. 0 1 2 3 4 5 6 7 8 9  

(USED WITH PERMISSION OF THE LA CROSSE WELLNESS PROJECT) 



Code Number Phase A 

Not at To some Great 
all degree Basically degree Totally 

7. I would like to 
become involved in 
at least one self- 
improvement 
activity. 0 1 2 3 4 5 6 7 8 9  

8. I have become 
involved in at least 
one self-improvement 
activity. 0 1 2 3 4 5 6 7 8 9  
(Please describe it: 

9. I have become 
involved in more 
than one self- 
improvement 
activity. 0 1 2 3 4 5 6 7 8 9  

10. I have become 
involved in more 
than one self- 
improvement 
activity during the 
pastmonth. Please 0  1  2  3  4  5  6  7  8 9  
describe them: 

11. I would like to 
establish a reinforce- 
ment strategy for each 
of my self-improvement 
activities. 0 1 2 3 4 5 6 7 8 9  

12. I have established 
a reinforcement 
strategy for each of 
my self-improvement 
activities. 0 1 2 3 4 5 6 7 8 9  

(USED WITH PERMISSION OF THE LA CROSSE WELLNESS PROJECT) 



Code Number Phase A 

Not at To some Great 
all degree Basically degree Totally 

13. I will continue 
my self-improvement 
activity/activities 
for at least one 
monthfromtoday. 0  1  2 3  4 5 6  7 8  9 

14. I will increase 
steadily my level of 
proficiency in my 
self-improvement 
activity/activities 
for at least one 
monthfromtoday. 0  1 2  3 4  5  6  7 8 9 

15. I will assess 
periodically how I 
am doing in my self- 
improvement activity/ 
activities. 0 1 2 3 4 5 6 7 8 9  

16. I attribute my present 
level of involvement in wellness to: 

(USED WITH PERMISSSION OF THE LA CROSSE WELLNESS PROJECT) 
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STUDENT RESPONSE SURVEY 

ID# 

1. Gender M F 

2. Age 

3. Classification 

A. Freshman - - B. Sophomore 
C . Junior 
D. Senior 
E. Graduate 

4. Hometown 

5. How many credits are you currently taking? 

5 or less 
6 to 11 
12 to 18 
more than 

6. Are you currently employed? 

no y e s  - 
7. If employed, approximately how many hours do you work 

per week? 

- b. 

D. 
type of 

5 or less 
6 to 15 
16 to 25 
more than 25 
work place of employment 

In the past month, to what degree have you missed 
important commitments, such as class, work, or meetings, 
because of illness? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8 



9 .  In the past month, to what degree have you missed 
important commitments, such as class, work, or meetings, 
because of reasons other than illness (e.g. forgot, too 
tired, conflicting commitments)? 

Not At All Low Moderate High Very High 
0 1 2 3 4 5 6 7 8 , 

Please list these reasons: i 
i 

10. To what degree do you participate in residence hall I - 
programs? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8 

11. Where do you usually seek medical service? I 
On Cam~us Off Campus 1 

-- Outpatient treatment for 
accidents and illnesses 
Physical therapy services 
Minor surgical procedures 

i 
I 

For women: Gynecological 1 
services 
Allergy treatments 
Others (please indicate) 

12. In the past month, to what degree have you sought 
medical services at the University Health Center? 
Not At A11 Low Moderate High Very High 

0 1 2 3 4 5 6 7 8 

13. In the past month, to what degree have you prioritized 
self-improvement activities (e.g. weight control, stress 
management, exercise) as compared with all other 
activities? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8 

14. In the past month, to what degree have you wanted to 
become involved in self-improvement activities? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8 



15. In the past month, to what degree have you considered 
dropping out of school? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8  

16. In the past month, to what degree have you sought out 
formal assistance from any support services on campus 
-health center, counseling and testing, academic 
skills, academic advisor)? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8  

17. In the past month, to what degree have you sought out 
informal sources of support (e.g. resident assistant, 
kamily, friends, significant others)? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8  

18. In the past month, to what degree have you participated 
in resources for individual improvement available on 
campus (e.g. stress management, exercise, nutrition 
education, substance abuse, weight control, workshops, 
clubs 1 ? 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8  

19. In the past month, to what degree have you participated 
in resources for individual improvement available off 
campus? (refer question 18) 
Not At All Low Moderate High Very High 

0 1 2 3 4 5 6 7 8  

20. List activities 

21. List formal support services 



22. List informal sources of support 

- 
23. List resources for individual improvement (on campus) 

I 24. List resources for individual improvement (off campus) 
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LA CROSSE WELLNESS PROJECT PROCESS EVALUATION 
LA CROSSE WELLNESS PROJECT 

Participants responses to the items on this sheet are 
requested to help in the evaluation of the inventory. 
Participants will not be identified. Please give careful 
thought to each item. 

1. Were there any specific weaknesses in the written 
instructions given by your leader? (please list) 

2. Were there any specific weaknesses in the written 
directions of the inventory? (please list) 

3 .  Were there any specific weaknesses sf the iaventory, 
itself? (please list) 

4. Was the stretch break beneficial to you? 

5 .  Were there any specific weaknesses of the WDP? 
(please list) 

6. What specific suggestions do you have to improve 
the WDP? 

7. What specific suggestions do you have to improve 
the overall experience? 

La Crosse Wellness Project, 1985. 
(USED WITH PERMISSION OF THE LA CROSSE WELL.NESS PROJECT) 



rom 0 to 8, rate the 

king 0 1 2  

0 1 2  3  4 5 6 7 8  

3 )  Meaningfulness 
of the LWI 
results 0 1 2  3  4 5 6 7 8  

Booklet 
Ease of going 
ough the 
cess 0 1 2  3  4 5 6 7 8  

2 )  Clarity of 
the process 0 1 2  3  4 5 6 7 8  

3 )  Meaningfulness 
of the process 
to you 0 1 2  3  4 5 6 7 8  

? I 0  1 2  3 4 5 6 7 8  

0 1 2  3  4 5 6 7 8  

CROSSE WELLNESS PROJECT) 


