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ABSTRACT 

This study examined the effectiveness of a low-fat 

nutrition health promotion program. A descriptive design 

was Implemented based on No I a J. Pender's Health Promotion 

Model. Sixteen subjects completed questionnaires 

before the nutrition program began and 30 days after the 

nutrition program ended. Data analysis revealed that low-

fat nutrition habits Improved significantly after 

participation in the low-fat nutrition program, which 

provided written and verbal Information. 

Subjects Improved their eating habits by eating more 

low fat foods and avoiding too many snacks. More subjects 

were ordering low fat foods when dining out and requesting 

to have them prepared using low fat cooking methods. 

Shopping habits improved, indicating more of the 

participants were buying a variety of low fat foods and 

reading food labels for fat content. 

Because of the Improvement in the subjects' nutrition 

behaviors the major implication for nursing is supporting 

the use of a combination of written and verbal information 

In health education programs. 
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EVALUATION OF A LOW-FAT NUTRITION 

HEALTH PROMOTION PROGRAM 

CHAPTER I 

IntroductI on 

Over the past 50 years consumption of fat, by 

Americans, has increased by 100 percent (Koop, 1988). Fat 

Is the most concentrated source of food energy, and the most 

misused (Spencer, I988). Fat is one of the three major 

nutrients that contribute energy to the body and therefore 

Is an important element in the human diet. However, as with 

many things, fat in excess is deleterious. 

Approximately 40-50 percent of the total caloric intake 

In the American diet comes from fat (Spencer, I988). This 

high percentage of fat Intake is well above the 30 percent 

recommended in the 1988 Surgeon General's Report on 

Nutrition and Health. The importance of a low-fat intake 

can be evidenced by the known association of high fat 

consumption to numerous health hazards. 

High-fat diets contribute to the development of high 

blood cholesterol and cardiovascular disease (Glanz & 

Damberg, 1987). It Is estimated that 30 percent of the U.S. 

adult population is at moderate to high risk of coronary 

artery disease due to increased serum cholesterol levels 

(Glanz & MuIlls, I988). In light of this, It is no surprise 
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that heart disease is the number one killer of Americans. 

Also associated with high-fat consumption is obesity. 

Obesity can lead to not only the aforementioned health 

problems but to high blood pressure, Joint problems, and 

increased risk for diabetes and gallbladder disease. In 

1980 an estimated 26.3 percent of adult men and 29.6 percent 

of adult women were overweight (120 percent of the "desired" 

weight) (The 1990 Health Objectives, I986). Yet another 

disease that has been linked to high fat consumption is 

cancer. More specifically, breast cancer, colon cancer and 

cancers of the ovary and prostate have been linked to high-

fat diets (Glanz & Damberg, I987). 

The correlation between high fat consumption and 

morbidity and mortality has been confirmed. High fat 

consumption has been associated with four of the top ten 

leading causes of death in the United states: heart disease, 

some cancers, hypertension and diabetes (Farnon, 1981). 

Based on the data provided, low-fat diet education and 

promotion Is warranted. 

"By 1990, 70 percent of adults should be able to 

identify the major foods which are: low in fat content..." 

(The 1990 Health Objectives, I986, p. 221). This objective 

of the 1990 Health Objectives for the Nation Is one of eight 

objectives concerning dietary fat Intake and education. 

Nutrition education can benefit people of all ages. Weber, 
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Bernard and Roy (1983) conducted a study on 70 men and 

women who participated in a low-fat diet program for 26 

days. The mean serum cholesterol level pre-program was 

221.7 mg/dl, 20 mg/dl higher than the recommended level 

(I988 Surgeon General's Report). After 26 days of low-fat 

eating (and daily walking) the mean serum cholesterol level 

was reduced to I78.6 mg/dl; a significant decrease. 

There Is a need to provide nutrition education to all 

ages and populations. This research will focus specifically 

on low-fat nutrition education and the workforce population 

as a component of overall nutrition education. The 

Department of Health and Human services estimates that 

health care costs will triple by the 21st century and 

account for 15 percent of the Gross National Product 

(Babbltz, 1989). Data indicate that corporate America 

loses billions of dollars each year from medical costs and 

subsequent decreased productivity. Therefore, businesses 

are beginning to demonstrate more Interest in the health of 

their employees through more preventative efforts (Brennan, 

I 985). 

Since many adults are employed outside the home the 

workplace presents an ideal opportunity for health educators 

to provide nutrition information. Advantages of nutrition 

education at the worksite include the potential for social 

support and influence; availability of a dining situation; 
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and opportunities for follow-up and message reinforcement 

(GIanz & KI I en, I 986). 

Health promotion programs can be defined at three 

levels: 1) awareness, 2) behavior change and 3) supportive 

environment (O'Donnell, I986a). Awareness programs Increase 

participants' level of interest In or understanding of 

health related topics; examples include health fairs, 

flyers, posters, educational classes and health screening. 

Behavior change programs are designed to assist participants 

make health related lifestyle changes; one example is 

behavior modification. The supportive environment 

encourages a long-term, sustained, healthy lifestyle. 

Examples Include cafeterias and vending machines with 

healthful foods or eliminating safety hazards (O'Donnell, 

1986a). A comprehensive nutrition education program can 

combine all three levels of programs in order to address the 

needs of all participants. 

Within the aggregate of health promotion programs 

offered at the workplace, low-fat nutrition focused programs 

have become more popular. A survey conducted In 1985 by the 

National Association of Employers on Health Care 

Alternatives found that 23 percent of Fortune 500 companies 

offered nutrition programs; a significant increase from the 

8 percent offered In 1979 (Brennan, I985). In order to 

substantiate the effectiveness of a health promotion 
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program, the benefits gained by the participants need to be 

measured. Two other factors should also be Identified when 

determining program effectiveness; continued needs of the 

participants and deficiencies in the educative structure of 

the nutrition program. Thus, the focus of this study is to 

determine the effectiveness of a low-fat nutrition program 

offered at the workplace. Continued needs of the 

p a r t i c i p a n t s  a n d  t h e  e d u c a t i v e  s t r u c t u r e  o f  t h e  p r o g r a m  w i l l  

also be evaluated. 

Purpose 

The purpose of this study was to determine the 

effectiveness of a low-fat nutrition program instituted at 

the workplace. By obtaining baseline and follow-up data of 

the employee participants the effectiveness of the program 

can be determined. Health promotion program evaluation can 

serve three purposes: first, the need for further education 

and re Inforcement of the participants can be identified; 

second, the need for program improvement and changes can be 

Identified; and third if the program is successful it can be 

recommended to other health care providers. Evaluation of 

health promotion programs is essential to determine how 

health care providers can become successful in assisting 

people change their lifestyles to move toward a state of 

optimum health. 

The specific aim of this study was to answer the 
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following question: Does a low-fat nutrition health 

promotion program result in participants' practicing an 

Increased level of healthful eating habits? 

Significance of the Study 

Although evidence keeps mounting that high-fat Intake 

and current dietary habits may be linked with numerous 

health problems, consumers often find It difficult to make 

Informed choices about food (The Surgeon General, I979). 

Food choices are influenced by many factors and consumers 

are often bombarded with confusing-and often conflicting-

Information. The consequence of misinformation and 

confusion Is that people often find It difficult to make 

dietary changes. Much of the confusion people experience Is 

due to the continual controversies and contradictions In 

regard to health recommendations (such as the debates about 

cholesterol and the "Ideal" body weight). Therefore, it is 

not surprising that consumers have developed various health-

related beliefs affecting their decisions about following 

health care providers' advice (Eraker, Klrcht, Marshal & 

Becker, I 984). 

Other factors such as family traditions and values, 

economics, religious and folkloric characteristics and 

culture have also been Identified as Influences on health 

beliefs (Clark, I970). Religious traditions such as the 

kosher diet of Judaism, economic factors such as the 
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Inability to purchase an adequate amount of food, and 

cultural Influences such as the high amount of fried foods 

traditionally prepared by Black Americans are all examples 

of the various influences on dietary habits (KIttler & 

Sucher, 1989). However, for the purposes of this study and 

because the participants in the study were a fairly 

homogeneous group, these Influencing factors were not 

stud Ied. 

In order to be effective health care providers and 

promoters an evaluation of health promotion programs needs 

to be conducted (Cameron & Best, 1987). Information about 

the effectiveness of a low-fat nutrition program would 

provide the impetus for further evaluation and research. 

Chapter Summary 

Death rates of the four leading causes of death in the 

United States could be affected by dietary improvements. 

Low-fat nutrition education offered at the workplace has the 

potential of Influencing a large portion of the U.S. 

population and their mortality rates. 

Because of the correlation between high-fat consumption 

and several health hazards there exists a need to develop 

educational strategies that will promote and maintain a low-

fat diet regime. The purpose of this study was to evaluate a 

low-fat nutrition program by determining its effect Ivenes, 

which will in turn provide the impetus for further research. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK 

No I a J. Pender's Health Promotion Model is based on a 

synthesis of research findings from studies of health 

promotion and wellness. The Health Promotion Model is shown 

in Figure-1. The highlighted sections are discussed In this 

study. Pender's model Is consistent with knowledge to date 

yet remains flexible and subject to change as new knowledge 

is generated (Pender, 1987). 

The framework used to guide this study was an 

adaptation of No I a J. Pender's Health Promotion Model. (see 

Figure 2). Pertinent literature Is reviewed as well as 

literature related to health promotion at the worksite and 

education strategies. The operational level of the 

framework will be discussed in chapter 3. 

Change In health behaviors, directed towards decreasing 

the probability of experiencing illness, is the goal of 

lifestyle change programs. By changing knowledge, and most 

Important, lifestyle behaviors, health promotion reduces 

risks and Is believed to reduce the probability of premature 

Illness (Haefner & Kirscht, 1970). For these reasons it is 

important to understand why people engage in health 

promotion programs and to evaluate the effectiveness of 

those health promotion programs directed at 
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Figure 1: Nola J. Pender's Health Promotion Model, (1987). 
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changing health behaviors. 

The Health Promotion Model identifies cognltlve-

perceptuai factors as the primary motivational mechanisms 

for the acquisition and maintenance of health promoting 

behaviors. Modifying factors are variables that Influence 

the cognitive-perceptual factors. Together these cognitive-

perceptual and modifying factors are thought to affect the 

likelihood of engaging in health promoting behaviors 

(Pender, I987). From the assessment of these factors health 

care providers can construct health promotion programs with 

Intervention strategies that will promote an Increase In 

healthy lifestyle behaviors. 

At the construct level the following factors will be 

addressed: modifying factors, cognitive perceptual factors 

and health promoting behaviors. 

Constructs 

Modifying factors 

Pender (I987) Identifies five modifying factors within 

her model. For the purpose of this study three of the 

factors were investigated; demographic factors, 

Interpersonal Influences and behavioral factors. These 

factors, according to Pender, affect an individual's 

perception of the benefits of health-promoting behaviors. 

Cognitive Perceptual Factors 

Within the Health Promotion Model cognitive-perceptual 
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factors are identified as mediating processes that determine 

health-promoting behaviors and are influenced by several 

modifying factors (Pender, 1987). Seven cognitive-

perceptual factors are defined in this model. However, only 

one is discussed In this study: perceived benefits of health 

promoting behaviors. 

Health Promoting Behaviors 

Pender (1987) defines health promoting behaviors as 

continued activities that must be an Integral part of an 

Individual's lifestyle. Rather than "reacting" to external 

influences or threats posed by the environment, health 

p r o m o t i n g  b e h a v i o r s  r e p r e s e n t  m a n  " a c t i n g "  o n  h i s  

environment as he moves toward higher levels of health. 

At the concept level the following factors are 

addressed: demographic characteristics, Interpersonal 

Influences, behavioral factors, perceived benefits of health 

promoting behaviors, cues to action, including health 

promotion and education strategies and finally the 

likelihood of engaging In health promoting behaviors. 

Concepts 

Demographic characteristics 

The Health Promotion Model proposes that 

characteristics such as age, gender, race and education 

affect an Individual's health-promoting behavior Indirectly 

through their impact on cognitive-perceptual mechanisms 



21 

(Pender, 1987). Becker, Drachman and Klrscht (1974) 

reported that a mother's level of formal education 

was significantly related to the learning of, and the 

compliance to, the medical regimens prescribed for their 

ch I I dren. 

In Sidney and Shephard's (I976) study of physical 

f itness only women reported that psychological well being 

was a benefit of exercise. However, both men and women 

reported that Improved physical fitness was a benefit. 

These findings demonstrate the potential for variation in 

perceiving the benefits of health behaviors In regard to the 

demographic variable of gender. 

Suchman (1967) studied the use of protective gloves by 

sugar cane workers. The most pronounced difference in the 

accepted use of the gloves occurred In regard to age. Sixty 

percent of the men under 50 years old, as compared with only 

40 percent of the men over 50, accepted and used the 

protective gloves. Suchman concluded that the older workers 

were more set In their habits and more likely to resist 

change. 

These studies demonstrate the importance of considering 

demographic variables and the need for their consideration 

In structuring health promotion programs. 

Interpersonal Influences 

Pender (I987) proposes that expectations of significant 
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others, family patterns of health care and interactions with 

health care professionals, influences an individual's 

health-promoting behavior. 

As reported by Pender and Pender (1986) spouses had a 

significant Influence on the continued, regular exercise 

activities of the research population. Forty-one percent of 

377 subjects who intended to continue to exercise regularly 

had significant others supporting their efforts. The 

subjects who did not intend to continue the regular exercise 

regime reported almost no support from significant others. 

The study concluded that social support, through family or 

groups, may be more conducive to continued, regular physical 

activities than unsupported individual attempts to sustain 

exercise adherence. 

Individuals attempting to change health behaviors may 

be positively influenced by significant others during the 

course of the change process. Zimmerman and Connor (1989) 

reported that 89 percent of 116 subjects enrol led in a 

worksite health promotion program expected family to support 

their lifestyle changes and 87 percent expected friends to 

support their lifestyle changes. 

Oldridge (1982), (N= 89) found in his study of cardiac 

rehabilitation exercise programs that the men who completed 

the program had wives who supported their efforts. Ninety-

six percent of the subjects that continued In the program 
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had spousal support. Of the subjects who did not continue in 

the program only 75 percent had spousal support. Oldridge 

concluded from this study that the adoption of a physical 

fitness program may be dependent on two variables; first, 

the degree of improvement following the initial 

participation and second, spousal support. 

Various studies have shown the influence of 

Interpersonal factors. Losing and maintaining weight loss 

was more successful In those Individuals who received 

support from significant others (Eraker, et al, 1984). 

Activity modeling and support by mothers was found to be a 

strong predictor of exercise participation by daughters 

(Butcher, 1983). And encouragement by family and friends 

was found to Increase the use of pub I ic health dental 

clinics for prevention checkups (Becker & Malman, 1975). 

Behavioral Factors 

Within the Health Promotion Model, behavioral factors 

are defined by Pender (1987) as, "previous experience with 

health-promoting actions" (p.68). She proposes that 

previous experiences with health promoting actions will 

increase an individual's ability to undertake various 

behaviors to promote well being. The assumption Is that 

people learn from previous experiences in similar activities 

and that this acquired knowledge can facilitate the 

Implementation of new health-promoting behaviors. 
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Dlshman, SaI I Is and Orenstein (1985) concluded from 

their study on determinants of physical activity and 

exercise that the most reliable correlate of success in 

current physical activities was past participation in like 

programs. A majority of the successful participants In 

physical activity were athletic in their childhood. 

Oldrldge (1982) reported similar findings in that past 

experience of routine walking by cardiac patients could 

predict successful participation in a supervised fitness 

program. 

Perceived Benefits of Health Prompt Ing'BehavIors 

Research studies support the belief that perceived 

benefits of health promoting behaviors affect the level of 

participation in such behaviors. Stromberg and Nord-Borgue 

(1979) mailed 277 questionnaires to clients of a cancer 

detection clinic. Of the 198 people who correctly completed 

and returned the questionnaires 62 percent reported the 

primary reason for attending a cancer detection clinic was a 

belief In the benefits of preventive checkups. 

In a study by Sidney and Shephard (1976), 98 elderly 

men and women, (age 60-69) participated In supervised 

physical training. Individuals who perceived health and 

fitness as a benefit participated more frequently and more 

Intensively than those who did not anticipate benefits from 

the program. The perceived benefits of physical activity 
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appeared to influence the continuation of the activity. 

Similar results were reported by Brunner (I969),(n= 60) 

who conducted a study on the motivating factors influencing 

adult males participation In physical activity. The results 

of the study found a marked difference in perceived benefits 

of the activity. High frequency participants reported 

keeping physically fit the most important benefit, while low 

frequency participants ranked physical fitness fifth in 

importance. 

Studies have demonstrated that individuals are more 

likely to engage In health behaviors If such actions are 

perceived as Instrumental In achieving desired consequences 

and are considered worthwhile. However, the 

muItIdimensionaIity of the "perceived benefits" variable is 

Influenced by a number of modifying factors which 

collectively impact on an individual's likelihood of 

engaging in health-promotion programs. 

Cues to Action 

An individual's likelihood of engaging In health-

promotion behavior is influenced by a combination of 

cognitive-perceptual factors and modifying factors. 

However, Pender (1987) also hypothesizes that the likelihood 

of taking action also depends on activating cues. These 

cues can be of Internal or external origin. Examples of 

Internal cues are; a personal awareness of the potential for 
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growth or the "good feelings" one experiences as a result of 

physical activity. External cues are such things as, 

Interpersonal relationships, conversations with others about 

health habits or media programs about health. Discussed in 

this study are the external cues In the context of health 

promotion programs at the worksite. 

Health promotion, an external cue, as defined by Pender 

(1987), "consists of activities directed toward Increasing 

the level of well being and actualizing the health potential 

of Individuals, families, communities and society" (p.4). 

Health promotion at the worksite uses educational strategies 

as the "activities" directed toward increasing the workplace 

community's level of well being. 

Health Promotion at the Worksite 

The theory of health promotion rests on the belief that 

risks threatening people's health can be reduced (Popp, 

1989). Many companies believe that by maintaining their 

employees on the positive end of the heaIth-1 I Iness 

continuum they will save money and the workers will give 

more of themselves to the company. 

Employees have personal Interests in adopting healthy 

lifestyles. However, employers have a financial interest. 

Companies invest financial resources in employee training, 

experience and good will. Therefore, companies have a 

vested Interest In healthy employees who are more 
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productive, have fewer accidents, take fewer sick days and 

use less health insurance benefits (O'Donnell, 1984). 

Changing individual behavior and lifestyle is 

difficult. Difficulty as a factor In health promotion was 

studied by Miller and Miller (1987). Sixty men and women 

were Interviewed concerning health behaviors. Each subject 

was asked to think about 10 health behaviors In three ways: 

first, how effective each behavior would be; second, how 

difficult each would be to adopt; and finally, how likely 

they were to actually adopt each behavior. The study found 

a negative relationship between the likelihood of adopting a 

behavior and Its' perceived difficulty. The likelihood of 

performing an activity decreased substantially when 

perceived difficulty Increased. This study demonstrates the 

importance of helping clients overcome the difficulty of the 

behavior changes they have chosen to adopt. 

Because changing behavior Is difficult the supportive 

environment of the workplace is an ideal site for health 

promotion programs. One weight control program offered at 

Lockhead Corporation Incorporated social influence 

strategies to take advantage of the work environment. 

Brownwell, Cohen, Stunkad, Felix and Coo Iey (I984) reported 

that Intergroup and intercompany competitions were 

successful in motivating men and women to lose and maintain 

weight loss. Management and employees cited the social 



28  

support of the competitions as Important Incentive. Three 

months after the competition the employees were polled and 

100 percent reported improved health attitudes and 75 

percent had an Increase In morale. 

Campbell Soup Company began a low-fat nutrition program 

In 1968. After one year 50 percent of the participants 

continued to follow the diet (Wear, 1983). Of the 295 

subjects 21 percent had lost 5 percent or more of their body 

weight. Success was attributed to the supportive 

environment which encouraged the continuation of a healthy 

I Ife-styIe. 

In summary, because many Individuals spend 30-50 

percent of their waking hours at a place of employment It Is 

a convenient and logical place for health care workers to 

provide health promotion programs. Improved employee 

lifestyle and the potential financial savings for the 

employer make health promotion programs at the worksite 

potentially beneficial to all. 

Education Strategies 

The goal of most health promotion education programs, 

besides increasing knowledge, is to change behavior. In 

order for individuals to change life-style behaviors they 

must have knowledge and understand the recommendations for 

those changes. Written Information can serve to enhance the 

probability that Important information can be understood, 
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accepted and recalled (Morris & Halperin, 1979). 

According to Tulllo, Enaker, Jepsen and Becker (1986) 

written information improved clients' knowledge about their 

treatment and the best effects were achieved when both 

verbal and written information were presented. In their 

study they found that 80 percent of clients read the printed 

Information. Clients who only received verbal instruction 

about their treatments demonstrated lower levels of 

knowledge than those clients who received both verbal and 

written Information. Written Information, In addition to 

verbal Information, is important as written Information 

provides an opportunity to review the new knowledge. 

Written Information as a supplement to verbal 

Information Is a valuable aid to health care providers when 

educating clients about life style behavior changes. The 

prevention of disease by healthy lifestyle can be promoted 

more effectively by utilizing both written and verbal 

Informat i on. 

Likelihood of Engaging in Health Promoting Behavior 

The likelihood of engaging In health-promotion 

behavior, as proposed by Pender (1987), is influenced by a 

combination of cognitive-perceptual and modifying factors. 

It Is proposed that perceived benefits minus perceived 

barriers determine the likelihood of taking recommended 

preventive health actions. Health actions are continuing 



30  

activities that must be an integral part of an individual's 

life style. Examples of these behaviors include such things 

as nutritional eating practices, physical exercises, 

development of social support and the use of relaxation or 

stress management techniques. 

Chapter Summary 

The Health Promotion Model proposes an explanation of 

why Individuals engage In health actions. Cognitive-

perceptual factors, Influenced by modifying factors, impact 

on an individual's likelihood of engaging in health 

promotion behaviors. Action cues also play an influencing 

role In individuals engaging in healthy lifestyle behaviors. 

To assist Individuals In adopting healthy lifestyle 

behaviors health promotion programs at the worksite are 

convenient and provide a supportive environment. Health 

promotion programs at the worksite have the potential for 

being beneficial to both employees and employers. 

Educational strategies used in health promotion should 

incorporate the use of both verbal and written Instruction 

to support the clients in their intent to adopt health 

promoting behaviors. 
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CHAPTER 3 

METHODOLOGY 

A description of the design, sample and setting are 

included in this chapter. The program components, the 

Instrument, protocol for human subjects and data analysis 

plan are discussed. 

DesIgn 

This descriptive study was designed to examine the 

effectiveness of a low-fat nutrition health promotion 

program offered at the worksite. A questionnaire was used 

to assess the nutrition habits of the volunteer participants 

before the health promotion program began and 30 days after 

the health promotion program was completed. 

Descriptive studies are designed to gain Information. 

There is no attempt to establish causality when using this 

design, which is a limitation of descriptive studies. 

However, the information gathered by this type of study can 

be useful in developing theories, Identifying problems with 

current nursing practice and make clearer delineation of 

phenomena before causality can be examined (Burns and Grove, 

I 987). 

Samp Ie 

The sample was composed of Individuals who met the 

foI Iow i ng crIterI a: 
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1) speak, read and write English; 

2) 18 years old or older; 

3) a participant in the low-fat nutrition program 

offered at the workplace. 

A sample size of 24 was asked to participate in this 

study. A convenience sample was chosen from one of the 

smaller businesses that participated In a city wide 

nutrition program. 

Sett i ng 

Large and small businesses throughout Tucson 

participated in the low-fat nutrition program. Large 

businesses were defined as those companies with more than 

200 employees, while small businesses were those companies 

with less than 200 employees. Because of location, 

convenience and size this investigator chose one of the 

smaller businesses to participate in this study. 

This business is a private insurance company located In 

northeast Tucson. Currently there are 140 employees, of 

which 120 are women. Approximately 95 percent of the work 

responsibilities are clerical duties leading to a sedentary 

working lifestyle for the employees. 

A registered nurse works for the company as the health 

education coordinator. One of her duties is to act as the 

company delegate for the Wellness Council of Tucson 

(WELC0T). Various health promotion programs are offered to 
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member businesses of WELCOT and the delegate is responsible 

for communicating these opportunities to the employees. 

Health Promotion Program Components 

The Wellness Council of Tucson (WELCOT), a not-for-

profit organization promoting worksite wellness, managed the 

low-fat nutrition program entitled the "Eat Lean" Challenge. 

This eight week educational campaign was dedicated to 

Increasing employees' knowledge about low-fat nutrition. 

WELCOT Is a source of wellness information and referral for 

100 businesses and over 4000 employees. 

Delegates from each of the WELCOT member businesses 

were given posters advertising the "Eat Lean" Challenge for 

disseminating the information to the employees. Packets of 

low-fat nutrition information were made available for 

interested employees to purchase at a cost of $5.00 per 

packet. 

Program strategies Included a combination of 

distributed written material as well as lecture format 

addressing the Importance of practicing a low-fat nutrition 

regIme. 

Wr I tten mater I a I was a packet consisting of the 

following low-fat nutrition information: 

1) "Eating Smart" pamphlet from the American Cancer 

Soc i ety, 

2) "Small Changes Diet" pamphlet from the V8 Juice 
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company, 

3) a menu from "The Good Earth" restaurant and bakery 

demonstrating low-fat menu choices, 

4) information discussing "hidden fats" in food, 

5) practical guidelines to assist participants In 

lowering their Intake of fat, 

6) information discussing the calorie content of fat, 

7) a schedule of the Supermarket tours and Ask a 

Dietician day, 

8) an "Eat Lean" checklist for participants to assess 

their own progress. 

All materials included In the packets were 

comprehendabIe at the high school reading I eve I.Each 

participant was given the same written material described 

above and asked to read the contents of the packet. 

Individuals assessed their own progress in the 

nutrition program by using the checklist available In their 

packets however, progress was also be monitored by the 

delegate representative in each company. If the employees 

wished they could chart their progress on a poster that was 

displayed in a public location at the workplace. Points 

were given to the employees for following through on the 

program objectives. Prizes, donated by various Tucson 

businesses, were available for the employees with the most 

points accumulated. 
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Lecture presentations were avai I able to the employees at ten 

supermarkets in the Tucson area. Registered dieticians were 

available at all participating supermarkets for "Ask a 

Dietician Day". Employees were encouraged to attend one of 

these opportunities to obtain Information from a dietician 

regarding low-fat nutrition. 

Supermarket tours were available at the ten 

supermarkets every Monday night during the eight week 

program. These tours were forty minutes long and were 

conducted by dieticians, health educators and registered 

nurses who had been trained to conduct these tours. 

Employee participants were guided through the store and 

given Information about reading food labels for fat content. 

Employees were encouraged to attend one of these tours. 

To evaluate whether or not the subjects attended the 

lecture presentations the WELCOT delegate at the worksite 

was asked how many subjects attended. 

Instrument 

The following discussion describes the Low-Fat 

Nutrition questionnaire that was used to operatIonaI Ize the 

concepts In this study. The questionnaire Is comprised of 3 

separate Indexes: the demographic Index, the interpersonal 

index and the low-fat nutrition habits Index. The 

questionnaire that was used Is an adaptation of the 

questionnaire developed by Sherman (1989) and used to 
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evaluate worksite wellness programs. The Low-Fat Nutrition 

questionnaire is shown In Appendix A. 

The questionnaire consists of three, single-sided, 

pages. The first six questions on the questionnaire 

comprise the demographic Index and obtained the following 

demographic information: gender, race, date of birth, 

marital status, education and occupation. 

Questions seven and eight comprise the interpersonal 

Index and operatIonaIized the concepts of Interpersonal 

influences, perceived benefits and behavioral factors that 

are proposed by "Pender (1987) to impact on an individuals 

likelihood of engaging In health promotion behaviors. There 

were seven possible responses to question 7. Each response 

was given an Identification number in order to Identify the 

Influencing factors for each participant. The seven 

possible responses were; 1) employer expectation, 2) spousal 

expectation, 3) wanted to lose weight, 4) wanted to improve 

health, 5) wanted to gain knowledge about a healthy 

lifestyle, 6) wanted to win prizes offered by WELCOT or my 

company and, 7) other (please specify). Interpersonal 

Influences acting upon the participants were identified by 

responses one or two. Perceived benefits of changing 

behavior were Identified by responses three through seven. 

Question eight had 2 possible responses to Indicate If 

participants had previous experience in a health promotion 



program. From the responses the behavioral factor, defined 

by Pender (1987) as acquired knowledge from a previous 

experience, was identified for each participant. 

The low-fat nutrition habits Index is comprised of the 

last nine Likert-type questions regarding eating habits, 

dining out habits and grocery shopping habits. These 

questions were used to measure the health promotion behavior 

o f  t h e  p a r t i c i p a t i n g  e m p l o y e e s .  R e s p o n s e s  t o  t h e  n i n e  

questions were given a numerical value as follows: almost 

always (5 points), usually (4 points), sometimes (3 points), 

occasionally (2 points) and never (I point). Total scores 

on these nine questions could range from 9-45. A score of 

45 would Indicate that the participant follows a low-fat 

diet regime, orders low-fat foods when dining out and reads 

food labels for fat content. A score of 9 would indicate 

that the participant does not follow a low-fat diet program. 

Total scores on the last nine questions were used to 

evaluate the effectiveness of the low-fat nutrition health 

promotion program. Scores obtained before the low-fat 

nutrition program began were compared to scores obtained 30 

days after the program ended. Effectiveness of the program 

was assessed by the degree to which client behavior 

coincided with the prescribed lifestyle change related to 

low-fat eating, cooking and shopping habits. 

To Identify further needs of the participants and 
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possible changes needed In the educative structure of the 

nutrition program two additional questions were added to the 

follow-up questionnaire. Participants were asked to reply 

to the following two questions: 1) What changes could be 

made that would improve the Eat Lean Challenge? and 2) since 

the conclusion of the Eat Lean Challenge, have you 

Identified any needs you may still have concerning low-fat 

nutr111 on? 

Content validity of the instrument was assessed by a 

panel of five experts; two registered dieticians, two 

doctorally prepared community health nurses and the director 

of WELCOT. 

Reliability of the instrument was assessed using test-

retest. Ten subjects were randomly chosen from a class of 

48 graduate nursing students to complete the questionnaire 

and were retested in two weeks. Correlation coefficients 

were computed for each question and ranged from .75 to .99. 

Protocol for Human Subjects 

This study was approved by the Col lege of Nursing Human 

Subjects Committee. Anonymity of the subjects was protected 

by using identification numbers only on the questionnaire. 

The subjects were informed verbally and by a written 

disclaimer of the nature and purpose of the study. 

Participation In the study was voluntary. A copy of the 

approval letter and the subjects disclaimer is snown in 
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Appendix B. 

ProtocoI 

Participating employees were asked to complete a Low-

Fat Nutrition questionnaire prior to beginning the "Eat 

Lean" program. Employees returned the questionnaires to the 

person in charge of the health promotion program who then 

returned them to the investigator. 

Employees were then given the packet of "Eat Lean" 

Information to read. The health education coordinator 

dispensed the packets to the employees. Participants were 

encouraged to chart their progress on the checklist Included 

In the packet and on the poster displayed at their 

workpI ace. 

Thirty days after the program ended the same 

participants were asked to complete the Low-Fat Nutrition 

questionnaire a second time. The health education 

coordinator again collected and returned the questionnaires 

to the investigator. 

Data Analysis Plan 

Descriptive statistics, Including means, standard 

deviations and frequency distributions were used to analyze 

the demographic data and the influencing factors. A paired 

t-test was used to answer the research question regarding 

the effectiveness of the low-fat nutrition health promotion 

program. 
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Chapter Summary 

A descriptive study was designed to examine the 

effectiveness of a low-fat nutrition program offered at the 

worksite. A convenience sample of program participants from 

a small Tucson business were the subjects of the study. A 

Low-Fat Nutrition questionnaire was utilized to assess the 

participants lifestyle changes related to low-fat nutrition. 
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RESULTS OF DATA ANALYSIS 

This chapter presents the results of analysis of the 

data. First, the demographics of the sample are described. 

Next, the results of the Low-Fat Nutrition questionnaire are 

described. Two questions were added to the foliow-up 

questionnaire to Identify 1) any further needs of the 

participants and 2) any possible changes needed in the 

educative structure of the nutrition program. The results 

of these two questions will a I so be discussed. 

Twenty-four questionnaires were distributed to eligible 

participants before the Eat Lean Challenge nutrition program 

began. Twenty-one of the 24 questionnaires, (87%), were 

returned to the Investigator. Thirty days after the 

nutrition program ended, 21 questionnaires were 

redistributed to the subjects. Sixteen of those 21 

questionnaires, (76%), were returned to the Investigator. 

Demographic Index 

The demographic index section of the questionnaire 

contains questions 1 through 6 and asked the subjects 

their gender, race, age, marital status, education and type 

of occupation. The sample population analyzed consisted of 

16 subjects. All of the subjects were female and Caucasian. 

The reported ages ranged from 23 to 58 years of age with a 
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mean age of 40 years. Of the 16 participants, I (6.2%) was 

single; 13 (81.2%) were married; 1 (6.2%) was separated; and 

1 (6.2%) was divorced. Four subjects (25%) had a college or 

professional degree; 11 (68.7%) had some college education; 

and 1 (6.2%) had a high school education. Seven (43.7%) 

subjects reported their type of occupation as professional, 

technical or managerial. Nine (56.3%) reported clerical or 

sales as being their type of occupation. (Table 1) 

Interpersonal Index 

Pender (1987) defines interpersonal Influences as the 

expectations of significant others, family patterns of 

health care and interactions with health care professionals. 

The concept of Interpersonal Influences acting upon the 

participant were identified by responses one and two. None 

of the participants cited Interpersonal Influences as the 

Impetus for participating In the nutrition program. 

Perceived benefits of changing behavior were identified 

by responses three through seven. Responses of the 

participants before the nutrition program began indicated 

that four (25%) of the subjects wanted to lose weight; six 

(37.5%) of the subjects wanted to improve their health; five 

(31.3%) of the subjects wanted to gain knowledge; and 1 

(6.3%) subject chose other but did not specify the reason. 

Responses of the participants changed on the follow-up 

questionnaire that was distributed 30 days after the program 
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Table 1 : Demographic Characteristics of Subjects 
N= 16 

Mean Age 
Age Range 

40 23 - 58 

Marital Status N Percent 

S I n g I e  1 6 . 2  

MarrIed 13 81.2 

Separated 1 6.2 

Divorced 1 6.2 

Education N Percent 

High School 1 6.2 

Some college 11 68.7 

College or Professional degree 4 25.0 

Occupation N Percent 

Professional, technical, 
manager 7 43.7 

Clerical or sales 9 56.3 
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ended. Six (37.5%) subjects wanted to lose weight and four 

(25%) subjects wanted to improve their health. All other 

responses remained unchanged. (Table 2) 

The behavioral factor, defined by Pender (1987) as 

acquired knowledge from a previous experience, was 

identified by question eight. Subjects were asked If they 

had participated in the 1988 Eat Right Challenge. Ten 

(62.5%) subjects had participated In the 1988 nutrition 

program and six (37.5%) subjects had not participated. 

Results of a paired t-test revealed no significant 

differences In nutrition habits scores between these two 

groups (t=.684, p=<.05). The results Indicate that 

nutrition habits improvement was not significantly different 

In subjects with previous acquired knowledge versus those 

who had no previous acquired knowledge. 

Low-Fat Nutrition Habits Index 

The low-fat nutrition habits index is comprised of 

nine llkert-type questions regarding eating habits, dining 

out habits and grocery shopping habits. Responses to the 

nine questions were given a numerical value as follows: 

almost always (5 points), usually (4 points), sometimes (3 

points), occasionally (2 points), and never (I point). 

Individual Item responses of the 16 subjects from the pre 

a n d  p o s t  p r o g r a m  d a t a  c o l l e c t i o n  a r e  s h o w n  i n  t a b l e s  3 - 5 .  

Research question. A paired t-test was used to answer 
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Table 2: Individual Item Responses to the 
Interpersonal Index: Question Seven 

Question: What was the one most Important factor that 
Influenced your decision to participate in the 1990 WELCOT 
Eat Lean Program? 

Assigned Pre-program Post-program 
Response Scores Frequencies % Frequencies % 

EmpI oyer 
expectation 1 

Spouse 
expectation 2 

Wanted to 
lose weight 3 

Wanted to 
improve my 
health 4 

Wanted to gain 
know I edge 
about a 
heaI thy 
I IfestyIe 5 

Wanted to win 
prizes offered 
by WELCOT or 
my company 6 

Other 7 

0 0 

0 0 

4 25% 

6 37.5% 

5 3 1.3% 

0 0 

1 6.3% 

0 0 

0 0 

6 37.5% 

4 25% 

5 3 1.3% 

0 0 

1 6.3% 



46  

the following question. Does a low-fat nutrition health 

promotion program result in participants practicing an 

Increased level of healthful eating habits? Total scores, 

on the low-fat nutrition habits index questions, obtained 

before the low-fat nutrition program began were compared to 

the total scores obtained 30 days after the program ended. 

Three questions in the low-fat nutrition habits index 

asked subjects about their eating habits. Question one in 

this section was: I eat a variety of foods each day, such as 

fruits and vegetables, whole grain breads, and cereals, lean 

meat, low fat dairy products, dry peas and beans, nuts and 

seeds. The mean score of the 16 subjects raised 

significantly (p= .014), indicating that more of the 

subjects were eating a variety of low-fat foods after 

participating in the nutrition program. (Table 3) 

Question two In the eating habits section was: I limit 

the amount of fat, saturated fat, and cholesterol I eat 

(Including fat on meat, eggs, butter, cream, shortenings, 

and organ meats). The mean scores of the subjects raised 

only slightly but was not found to be a statistically 

significant Increase. However, the results indicated that 

the subjects usually limited the amount of fat they ate 

prior to participating in the nutrition program and this did 

not change In the 30 days following the program. (Table 3). 

Question three in the eating habits section was: I 
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Table 3: Individual Item Responses to the 
Low-Fat Nutrition Habits Index: 
Eating Habits 
N= 16 

•Question 1) I eat a variety of foods each day, such as 
fruits and vegetables, whole grain breads, and cereals, 
lean meat, low fat dairy products, dry peas and beans, nuts 
and seeds. 

Assigned Pre-program Post-program 
Response Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

Occas i onaI 1y 2 3 18 .7 1 6. .3 

SometImes 3 2 12 .5 1 6, .3 

Usua1 i y 4 6 37 .5 7 43 . .7 

Almost Always 5 5 31 .3 7 43 . ,7 

t = -2.78, df= 15, P= .014 

Question 2) I limit the amount of fat, saturated fat, and 
cholesterol I eat (Including fat on meats, eggs, butter, 
cream, shortenings, and organ meats). 

Assigned Pre-program Post-program 
Response Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

OccaslonaI Iy 2 1 6 . .3 2 12 . .5 

SometImes 3 3 18, ,7 0 0 

UsuaI Iy 4 5 31 . .3 7 43 , .8 

Almost Always 5 7 43 . . 8 7 43 . .8 

t= -.32, df= 15, p= .751 (NS) 
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^Question 3) I avoid eating too many snacks (especially 
candy, cookies, Ice cream or pastries). 

Assigned Pre-program Post-program 
Responses Score Frequencies % Frequencies % 

Never 1 0 0 0 0 

OccasIona11y 2 1 

ro CO 

1 6 . . 3 

SometImes 3 5 31 .3 1 6. .3 

Usua11y 4 9 56 .3 9 56 . .3 

Almost Always 5 1 6.3 5 31 . .3 

t= -2.45, df = 15, p= .027 

* Level of significance: p= < 0.05 
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avoid eating too many snacks (especially candy, cookies. Ice 

cream or pastries). A significant difference (p= .027), was 

noted between the mean scores of the subjects. The snack Ing 

habits of the participants had Improved following the 

nutrition program. (Table 3). 

Three questions In the low-fat nutrition habits index 

asked the subjects about their dining out habits. Question 

one in this section was: I choose low fat menu items when 

dining out such as baked chicken, fish, lean cuts of beef, 

fruits and vegetables. A significant difference (p= .048), 

was noted In the mean scores Indicating that more subjects 

were choosing low-fat menu Items when dining out. (Table 4). 

Question two In the dining out section was: When 

ordering food I ask for low fat preparation such as using 

margarine or vegetable oil when cooking or having sauces and 

gravies served on the side. Findings Indicated there was a 

significant difference (p= .036), in the way the subjects 

were ordering their food when dining out. More participants 

were asking to have their meals prepared using low fat 

cooking methods. (Table 4). 

Question three in the dining out section was: I pack 

low fat foods when I bring a meal from home to work such as 

fruits and vegetables instead of chips and cookies. No 

significant difference was noted In the types of food the 

subjects were packing for their lunches. (Table 4). 
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Table 4: Individual Item Responses to the 
Low-Fat Nutrition Habits Index: 
D i nIng Out Hab i ts 
N= 16 

"•Question 1) I choose low fat menu I terns when dining out 
such as baked chicken, fish, lean cuts of beef, fruits and 
vegetabIes. 

Assigned Pre-Program Post-program 
Responses Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

OccasIonaI 1 y 2 3 18. 8 1 6 .3 

SometImes 3 4 25. 0 2 12 .5 

Usua11y 4 5 31 . 3 8 50 .0 

Almost Always 5 4 25. 0 5 31 .3 

t = -2.15, df= 15, P= . 048 

*Question 2) When ordering food I ask for low fat 
preparation such as using margarine or vegetable oil when 
cooking or having sauces and gravies served on the side. 

Assigned Pre-program Post-program 
Responses Scores Frequencies % Frequencies % 

Never 1 5 31 , .3 1 6 , .3 

OccasIonaI Iy 2 2 12 , .5 0 0 

SometImes 3 2 12. .5 2 12 . . 5 

UsuaIly 4 4 25, .0 4 25. ,0 

Almost Always 5 3 18. 8 4 25 . 0 

t= -2.30, df= 15, p= .036 
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Table 4 (continued) 

Question 3) I pack low fat foods when I bring a meal from 
home to work such as fruits and vegetables instead of chips 
and cookies. 

Assigned Pre-program Post-program 
Responses Scores Frequencies % Frequencies % 

Never 1 0 0 1 6 . . 3 

OccasIona11y 2 2 12.5 0 0 

SometImes 3 2 12.5 2 12. .5 

Usua11y 4 7 43.8 7 43. , 8 

Almost Always 5 5 31.3 6 37. . 5 

t= -.42, df= 15, p= .684(NS) 

* Level of significance: p= < 0.05 
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The last three questions In the low-fat nutrition 

habits Index asked subjects about their grocery shopping 

habits. Question one In this section was: I buy a variety 

of foods such as fruits and vegetables, whole grain breads, 

and cereals, lean meat, low fat dairy products, dry peas and 

beans, nuts and seeds. Results Indicated that there was a 

significant difference (p= .048), In the type of foods the 

subjects were purchasing. After participating in the 

nutrition program more subjects were buying a variety of low 

fat foods. (Table 5). 

Question two in the grocery shopping section was: I 

limit the amount of snack foods I buy that are high in fat 

content such as chips, chocolate, nuts and Ice cream. The 

mean scores of the subjects increased slightly but was not 

found to be a statistically significant Increase. The 

results indicate that the participants limited their 

purchases of high-fat snack foods prior to participating in 

the nutrition program and this did not change in the 30 days 

following the program. (Table 5). 

Question three in the grocery shopping section was: I 

read food labels to determine the fat content. A 

significant difference (p= .045), was noted In the food 

label reading habits of the subjects. More participants 

were reading food labels to determine the fat content after 

participating In the nutrition program. (Table 5). 
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Table 5: Individual Item Responses to the 
Low-Fat Nutrition Habits Index: 
Grocery Shopping Habits 
N= 16 

'"Question 1) I buy a variety of foods such as fruits and 
vegetables, whole grain breads, and cereals, lean meat, low 
fat dairy products, dry peas and beans, nuts and seeds. 

Assigned Pre-program Post-program 
Responses Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

Occas i onaI 1y 2 3 18. 8 0 0 

Somet imes 3 2 12. 5 2 12. 5 

Usua11y 4 2 12 . 5 4 25. 0 

Almost Always 5 9 56. 3 10 62. 5 

t= -2.15, d f= 15, P= • 048 

Question 2) I IImit the amount of snack foods I buy that are 
high (n fat content such as chips, chocolate, nuts and Ice 
cream. 

Assigned pre-program Post-program 
Response Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

OccasIonaI Iy 2 1 6.3 0 0 

SometImes 3 3 18.8 1 6 .3 

UsuaI 1y 4 8 50.0 10 62 .5 

Almost Always 5 A 25.0 5 31 . 3 

ri
 ll i 00
 

df= 15, p= .096(NS) 
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Table 5 (continued) 

^Question 3) I read food labels to determine the fat 
content. 

Assigned Pre-program Post-program 
Response Scores Frequencies % Frequencies % 

Never 1 0 0 0 0 

OccasIonaI 1y 2 1 6. .3 0 0 

Somet imes 3 3 18. ,8 1 6 . . 3 

Usua11y A 8 50. ,0 10 62. .5 

A1most A1ways ' 5 4 25. .0 5 31 . ,3 

t= -2.18, df= 15, p= .045 

* Level of significance: p= <0.05 
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Follow-up Questions 

Two questions were added to the follow-up questionnaire 

that was distributed 30 days after the nutrition program 

ended. These questions were used to identify further needs 

of the participants and possible changes needed In the 

educative structure of the nutrition program. The first 

question asked the subjects what changes could be made that 

would Improve the Eat Lean Challenge. Two (12.5%) subjects 

did not respond to the question. One (6.3%) subject stated 

that the success of the program needs to be made public so 

more people will participate. Eight (50%) subjects 

Indicated they wanted more information such as weekly In-

company meetings to reinforce new knowledge and work-site 

groups to meet for more sharing of information and support. 

Two (12.5%) subjects stated that the program should be 

shorter; four weeks Instead of eight weeks. Two (12.5%) 

subjects stated that the program was excellent and would not 

recommend that any changes be made. 

The second follow-up question asked the subjects for 

the following information: Since the conclusion of the Eat 

Lean Challenge, have you identified any needs you may still 

have concerning low-fat nutrition? Thirteen (81.3%) 

subjects could not Identify any further needs, three (18.7%) 

subjects indicated that reading food labels was difficult 

and they were still needing assistance identifying the 
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fat content In foods. These three subjects did not read 

food labels before participating In the Eat Lean Challenge. 

Fourteen (93.7%) subjects had attended one of the "Ask 

a Dietician" lecture presentations and all sixteen subjects 

had attended one of the supermarket tours that had been 

offered at various supermarkets throughout the Tucson area. 

Chapter Summary 

Results of this study produced evidence that 

participation in a low-fat nutrition health promotion 

program does result in an increased level of healthful 

eating habits. Overall the eating habits, dining out habits 

and the grocery shopping habits of the subjects had 

significantly improved. To Improve the Eat Lean Challenge 

subjects recommended more work-site support and sharing of 

information. The majority of the subjects could not 

Identify any further needs concerning low-fat nutrition. 
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CHAPTER 5 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS 

A discussion of the findings In relation to the 

conceptual framework Is presented In the final chapter. 

Implications for nursing practice, limitations of the study, 

and recommendations for further research are also discussed. 

Findings Related to the Conceptual Framework 

By changing knowledge, and most important, lifestyle 

behaviors, health promotion reduces risks and Is believed to 

reduce the probability of premature illness (Haefner & 

Kirscht, 1970). For these reasons it is important to 

evaluate the effectiveness of those health promotion 

programs directed at changing health behaviors. 

Pender (1987) defines health promoting behaviors as 

continued activities that must be an integral part of an 

individual's lifestyle. Sixteen subjects were evaluated for 

the continuation of health promoting behaviors following a 

low-fat nutrition program. Total scores obtained before the 

program began were compared to scores obtained 30 days after 

the program ended. Calculation of the mean scores revealed 

that the low-fat nutrition habits of the subjects had 

improved after participating In the health promotion program 

and were being maintained 30 days after the program ended. 

Pender's (1987) Health Promotion Model proposes that 
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characteristics such as age, gender, race and education 

affect an individual's health promoting behavior. The 

sixteen subjects in this study were a fairly homogeneous 

group In gender, race and education. All of the subjects 

were female and Caucasian, and 13 (81.3%) were college 

educated. No significant differences were found in the mean 

scores when the group was divided Into age groups. Eight 

(50%) subjects were 44 years of age and older and eight 

(50%) subjects were under 44 years of age. Mean scores of 

the older subjects improved slightly more than the younger 

subjects. This finding Is In contrast to Suchman's (I967) 

research findings which reported that older subjects were 

more resistant to change than younger subjects. 

Interpersonal Influences, such as the expectation of 

significant other, is proposed by Pender (I987) to influence 

an individual's health promoting behavior. In this study 

none of the subjects Identified an interpersonal influence 

as the determining factor for participating in the health 

promotion program. All 16 subjects cited a perceived 

benefit, such as losing weight or gaining knowledge, as the 

Influencing factor for participating In the program. 

Perceived benefits appeared to be a stronger Influencing 

factor than interpersonal influences for these subjects. 

Further testing of the conceptual framework relating 

InterpersonaI influences and perceived benefits is 
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warranted. 

Pender (1987) hypothesizes that previous experience 

with health promoting behaviors increases an Individual's 

ability to undertake various behaviors to promote well 

being. Findings in this study did not support this 

proposition. No significant difference was found between 

those subjects with previous acquired health promotion 

knowledge versus those who did not have previous acquired 

knowledge. However, this investigator suggests that the 

question which elicited Information about the behavioral 

factor was too narrowly focused. The question asked if 

subjects participated In the 1988 Eat Right Challenge. 

Subjects who responded with no were assumed to have no 

previous knowledge about health promotion when In fact they 

could have participated In a different health promoting 

program. 

The likelihood of engaging in health promoting 

behaviors is also Influenced by cues to action. In this 

study cues to action were in the context of health promotion 

programs at the worksite. Two educational strategies were 

used in the program to cue participants to activities 

directed toward Increasing their level of well being. Both 

written and verbal Information about low-fat nutrition were 

given to the subjects. A majority of the subjects had 

attended the lecture presentations and all of the 
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participants had purchased the written information. The 

overall Improvement In the subjects' nutrition habits 

support the use of these two combined mediums. In fact, 

subjects in this study suggested more written and verbal 

information be provided to Improve the health promotion 

program. Tullo, Enaker, Jepsen and Becker (1986) also found 

that written and verbal Information presented together 

Improved clients' knowledge more than verbal information 

a I one. 

Implications for Nursing Practice 

The goal of most health promotion education programs, 

In addition to Increasing knowledge, is to change behavior. 

In order for individuals to change lifestyle behaviors they 

must have knowledge. Because the majority of the subjects 

in this study Improved their nutrition habits after 

participating in the nutrition program an assumption can be 

made that the cues to action, the written and verbal 

Information, were successful in assisting the participants 

to increase their healthy eating behaviors. Therefore, the 

major nursing Implication from this study is support for the 

use of both written and verbal information to enhance the 

probability that important Information will be understood, 

accepted and retained. To enhance the effects of client 

education these two mediums should be used by health care 

profess IonaIs. 
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In this study perceived benefits appeared to be 

associated with a positive change in health behaviors. 

Therefore, health educators need to continue to provide 

information about the positive benefits of following a 

healthy lifestyle. For example, the positive benefits of 

eating a low-fat diet, such as losing weight, should be 

stressed and not the negative aspects of not adhering to a 

low fat regime such as the increased risks of cardiovascular 

disease. Hochbaum (I979) states that health professionals 

should focus less on the consequences of unhealthful 

behaviors. He postulates that too much emphasis is placed 

on the damage, disease and risk of death resulting from 

Improper nutrition, lack of exercise and tobacco use etc. 

Educational strategies should concentrate more on ways of 

making healthful practices easier and more enjoyable. 

L im itat i ons 

Sample size and the use of self-report questionnaires 

are limitations of this study. Results of the study cannot 

be generalized as the sample was limited to 16 subjects. 

Smaller samples tend to produce less accurate estimates than 

large samples and sampling error Is smaller with a larger 

samp Ie. 

The inability to observe subjects' receipt of verbal 

Information is also a limitation of this study. For future 

studies it is recommended that attendance of the lecture 
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presentations be confirmed by written documentation. 

A descriptive design cannot establish cause and effect 

relationships. Independent variables are not manipulated, 

allowing for the possibility of various interpretations of 

study results. 

Self-report questionnaires are limited in their 

validity and accuracy of Information, especially when used 

to gather data in which subjects may not want to reveal the 

truth, I.e. not following a prescribed diet regime. 

Recommendations for Further Study 

Based on the findings of this study, the following 

recommendations for further research are suggested: 

1. Replicate the study using a larger sample size. 

2. Conduct a study using a quasI-experimentaI design 

using Interpersonal Influences as the Independent variable. 

A nonequIvaIent control group design could be utilized to 

compare participants of the low fat nutrion program to those 

who did not participate. Cost as a factor influencing 

program participation should also be evaluated. 

3. Replicate the study and Incorporate work-site 

support groups into the educational strategies and written 

documentation of attendance at lecture presentations. 

Groups are effective when used properly. Participants 

profit by their Interactions with others who are facing the 

same problem and may find not only emotional support, but 
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Ideas and suggestions to make the new low-fat diet regime 

easier to manage. 

Summary 

This was a descriptive study designed to evaluate the 

effectiveness of a low-fat nutrition health promotion 

program. The two educational strategies used were verbal 

information and written Information. 

The conceptual framework was based on Pender's (1987) 

Health Promotion Model. The major concepts used In this 

study suggests that the likelihood of engaging in health 

promoting behaviors are associated with cues to actions, 

perceived benefits, behavioral and interpersonal influences 

and demographic characteristics. 

Twenty four subjects were recruited from a small 

business in southwest Tucson. Sixteen questionnaires were 

completed and returned. Data results were analyzed and 

program effectiveness was assessed by the degree to which 

client behavior coincided with the prescribed lifestyle 

change related to low-fat eating, cooking and shopping 

habits. Subjects Improved their eating habits by eating 

more low fat foods and avoiding too many snacks. More 

subjects were ordering low fat foods when dining out and 

requesting to have them prepared using low fat cooking 

methods. Shopping habits improved, indicating that more of 

the participants were buying a variety of low fat foods and 
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reading food labels to determine fat content. Analysis 

revealed that verbal and written information used In the 

low-fat nutrition health promotion program were conducive in 

assisting clients ameliorate their low-fat nutrition habits. 

In summary, health promotion programs can work. Health 

care providers and promoters need to incorporate both 

written and verbal information into teaching methods in 

order to be effective healthy lifestyle advocates. 
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i.D. Number 
(last four numbers of social 
security number) 

Evaluation of a Nutrition Program at the Workplace 

Directions: Please answer all questions by filling In the 
blank or by placing a check mark next to the 
appropriate response. 

00. Todays Date 

1. Sex: Male Female 

2. Race/Ethnic Origin White Black 
HI span Ic 
As I an 
Native American 
Other, specify 

3. Date of Birth (month, day, year) 

4. Current Marital Status 

Single (never married) 
Marr i ed 
Separated 
WIdowed 
Divorced 
Other 

5. Schooling Completed (check only one) 

Did not graduate from high school 
High school 
Some col lege 
College or professional degree 

6. Type of occupation 

Professional, Technical, Manager, Official, 
ProprIetor 
Clerical or sales 
Craftsman, Foreman or Operative 
Service or Laborer 
Other (please specify) 
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7. What was the one most Important factor that Influenced 
your decision to part IcI pate in the 1990 WELCOT Eat Lean 
Program? (Check only one) 

Employer expectation 
Spouse expectation 
Wanted to lose weight 
Wanted to improve my health 
Wanted to gain knowledge about a healthy Iifestyle 
Wanted to win prizes offered by WELCOT or my company 
Other (please specify) 

8. Were you a participant in the 1988 EatRight Challenge? 
Yes No 

Directions: Please indicate the response that most 
accurately reflects your current practices by placing a 

check mark by the appropriate category. 

Section I. Eating Habits 

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

AImost 
Always Usual ly Sometimes Occasional ly Never 

2. I limit the amount of fat, saturated fat, and cholesterol 
I eat (Including fat on meats, eggs, butter, cream, 
shortenings, and organ meats). 

A imost 
Always Usually Sometimes Occasionally Never 

3. I avoid eating too many snacks (especially candy, 

cook Ies, 
ice cream or pastries). 

AImost 
Always Usually Sometimes Occasionally Never 
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I.D.Number 

1. I choose low fat menu items when dining out such as baked 
chicken, fish, lean cuts of beef, fruits and vegetables. 

AImost 
Always Usual ly Sometimes Occasional ly Never 

2. When ordering food I ask for low fat preparation such as 
using margarine or vegetable oil when cooking or having 
sauces and gravies served on the side. 

AImost 
AIways UsuaI Iy SometImes Occas i onaI Iy Never 

3. I pack low fat foods when I bring a meal from home to 
work such as fruits and vegetables instead of chips and 

cook Ies. 

Almost 
Always Usual ly Sometimes Occasional ly Never 

Section III. Grocery shopping. 

1. I buy a variety of foods such as fruits and vegetables, 
whole grain breads, and cereals, lean meat, low fat dairy 
products, dry peas and beans, nuts and seeds. 

AImost 
Always Usually Sometimes Occasionally Never 

2. I limit the amount of snack foods I buy that are high in 
fat content such as chips, chocolate, nuts and Ice cream. 

AImost 
Always Usually Sometimes Occasionally Never 

3. I read food labels to determine the fat content. 

AImost 
Always Usually Sometimes Occasionally Never 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  

T U C S O N ,  A R I Z O N A  8 5 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TO: Debi DeMeyer - „, Aj 

f'/iUlU' /J 
FROM: Carolyn Murdaugh. PtuXTR-N. " 

Director of Clinical Research 

DATE: February 1. 1990 

SUBJECT: Human Subjects Review: 'Questionnaire About Eating and Shopping Habits' 

Your project has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee and the Director of Research. A consent form with subject 
signature is not required for projects exempt from full University review. Please use only a 
disclaimer format for subjects to read before giving their oral consent to the research The Human 
Subjects Project Approval Form is filed in the office of the Director of Resoarch II you need access 
to it. 

We wish you a valuable and stimulating experience with your research. 

CM:ch 
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DIscI aimer 

Title: Eat Lean Challenge 

The purpose of this questionnaire Is to Identify eating 
and grocery shopping habits. Filling out the questionnaire 
wiI I take approximately 7 minutes. On Apri I 30th you wl I I 
be given another copy of this questionnaire to fill out. 

You are being asked to voluntarily give your opinion on 
the statements In this questionnaire. By responding to the 
questionnaire, you will be giving your consent to have the 
information used in a thesis project, conducted In May 1990, 
that will measure compliance to the Eat Lean Challenge. Your 
name will not be used on the questionnaire; identity is by 
the last four numbers of your social security number only. 
You may choose not to answer some or all of the questions, 
If you so desire. You may withdraw from the study at any 
t i m e .  T h e r e  a r e  n o  k n o w n  r i s k s  a n d  a l l  I n f o r m a t i o n  w i l l  
remain confidential. You may ask questions about the use of 
t h e  q u e s t i o n n a i r e  a n d  a  c o p y  o f  t h e  d i s c l a i m e r  w i l l  b e  
available to you at any time. 

Investigators: Del Jones, Executive Director, WELCOT 
Deb I DeMeyer, RN, BSN, Graduate student 
College of Nursing 
University of Arizona 
Tucson, AZ. 85721 
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