BARRIERS TO REPEAT PARTICIPATION IN A WORKSITE
PEDOMETER PROGRAM
By
Matthew G. Barresi
Submitted to the
Faculty of the College of Arts and Sciences
of American University
in Partial Fulfillment of
the Requirements for the Degree
of Masters of Science
In
Health Promotion Management

Chair: o R
[ szr"'ia(fff b (/ Jbdeng-

%ia Snelling, Ph.D{/

! oy Vi 57
JoplathanBEard; PH.D.

. Amy Fdrr, M.T.

Dean of the College of Arts and Sciences

B 6 20

Date

2011
American University
Washington, D.C. 20016



© COPYRIGHT
by
Matthew G. Barresi
2011

ALL RIGHTS RESERVED



BARRIERS TO REPEAT PARTICIPATION IN A WORKSITE
PEDOMETER PROGRAM
BY
Matthew G. Barresi
ABSTRACT

Worksite pedometer programs are effective tools in promoting movement by
helping participants break down common barriers to physical activity and improve healt
outcomes. When practitioners implement these types of health promotion programs
multiple times, they may see an unexplained drop off in involvement in subsequent
iterations. The purpose of this study was to determine the barriers that pepeait r
participation. A sample of 344 employees at American University who ppetiscl in a
2009 worksite pedometer challenge were surveyed about barriers that gadethent
from also participating in 2010. This study examined the most common physicéy ac
and program-related barriers to repeat participation. Respondents disagtesaty of
the identified barriers prevented them from repeat participation exceptdadglbeing
physically active. It was concluded that practitioners should implement progng that
encourages repeat participation from individuals with health risks and those who are

already taking part in healthy activities.
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CHAPTER 1

INTRODUCTION

Physical Inactivity and Sedentary Lifestyle
in the United States

According to the United States Department of Health and Human Services
(DHHS), nearly one quarter of American adults do not participate in any |¢isgre
physical activity (Centers for Disease Control and Prevention, 2010). limoaddnore
than 80% of adults in the US fail to meet recommendations for aerobic exercise and
strength training (U.S. Department of Health and Human Services, 2009) tiimiated
that 400,000 deaths in the United States in 2000 were due to physical inactivity and poor
diet, marking them as the second leading cause of death in this country (Mokdad, Marks
Stroup, & Gerberding, 2004).

A sedentary lifestyle brings with it serious health risks and financiakbard
More active men and women have lower rates of all-cause mortality, cotwaaty
disease, high blood pressure, stroke, type 2 diabetes, metabolic syndrome, colon cancer,
breast cancer and depression compared to less active adults (Physical Gainelines
Advisory Committee, 2008). Both aerobic exercise and resistance trainingdmave
shown to reduce the risk of cardiovascular disease (CVD) (Bassuk & Manson, 2005) a
disease that has estimated yearly costs in America of $400 billion (Mensaiw&,Br

2007). Physical activity has also been proven to reduce the risk of other costbedise
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including type 2 diabetes, cancer, and osteoporosis (Albanes, Blair, & Taylor, 1989;
John, Horn-Ross, & Koo, 2003; Kemmler et al., 2004; Lee, Paffenbarger, & Hsieh, 1991;

Mayer-Davis & Costacou, 2001; Park et al., 2007).

Barriers to Participation in Physical
Activity Programs

Despite the wealth of research demonstrating the importance of livingias ac
lifestyle, the statistics on physical inactivity in America show thahy people struggle
to overcome barriers to physical activity. The most common obstacles pngvesple
from moving away from a sedentary lifestyle or incorporating more actntid their
routine include not having enough time, skills, knowledge, support, or resources to
exercise (Centers for Disease Control and Prevention, 2011b). Certaimtsleme
pertaining to the implementation of a physical activity program canraisemnce
people’s decisions to participate. People are more likely to participdtegioup and if
tangible incentives are made available (Phipps, Madison, Pomerantz, & Klein, 2010).
Additionally, factors like poor quality communication related to a program andt aflac

leadership may deter participation (Robinson, Driedger, Elliott, & Eyles, 2006).

Use of Worksite Pedometer Programs to
Promote Physical Activity

Worksite pedometer programs have proven to be successful in helping employees
break down barriers to physical activity. Health promotion programs in the \&o&kpl
can facilitate the improvement of health behaviors and bring about positive health
changes (Pohjonen & Ranta, 2001). Physical activity programs in the workmdgdead

to a reduction of risk factors for cardiovascular disease and improved fitnelssite
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participants (Anand Keller, Lehmann, & Milligan, 2009; Gebhardt & Crump, 1990). The
use of pedometers as a tool in wellness interventions has shown a moderate and positive
effect on physical activity levels in programs for various ages and intemméangths
(Kang, Marshall, Barreira, & Lee, 2009). Studies by Musto, Haines, and Crditeau a
found a significant increase in the average number of daily steps accumulated by
participants in employee pedometer programs in college and universitigsé@iroteau,
2004; Haines et al., 2007; Musto, Jacobs, Nash, DelRossi, & Perry, 2010). Musto and
Croteau were also able to demonstrate positive health status changes in ptaticipa
including decreases in BMI, decreases in blood pressure, and reduced blood glucose
levels. These results demonstrate the value that worksite pedometanpsagn have

on employee health.

Barriers to Repeat Participation

Despite the importance of continued engagement in physical activity anid healt
promotion programs for improving health status, little research has been performed t
examine barriers that prevent repeat participation, or the rejoining of anagedms. It
has been shown that repeat participants in an employer sponsored Health Risk
Assessment (HRA) have higher odds of maintaining or improving health stasus ver
those who only take the HRA once (Pai, Hagen, Bender, Shoemaker, & Edington, 2009).
Research also shows that healthier individuals are more likely to be uspeabf health
behavior change programs (Verheijden, Jans, Hildebrandt, & Hopman-Rock, 2007). This
means that current health condition may play a role as a perceivedrdateatalyst to

repeat participation in a program. Deterrents to repeat participatioalstagrise from
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the perceived quality of the original program. Studies show that perceptionsitf qual
service lead to customer satisfaction, and satisfied customers arbkelgrto refer
others to a program and be repeat participants themselves (Crawford, @renw

Andrew, 2007).

Significance of the Study

Physical activity programs exist to help prevent the rise of inactwitly
sedentary lifestyles in our society. However, barriers to participatidrc@ntinued or
repeat participation prevent many people from taking advantage of workssiegihy
activity programs. This study aims to identify the common barriers to rep#iatgadion
in a worksite physical activity program. In doing so, the study may aidtpyaets in

developing programs that facilitate overcoming such obstacles.

Purpose

The purpose of this study was to determine the barriers that prevented employees
from reenrolling in a worksite pedometer program. Specifically, this stwdsined the
most commonly cited barriers to participating in the 2010 Steps¢althy Pedometer
Challenge at American University (AU) by faculty and staff memberspaniicipated in

the 2009 Steps tolfealthyy Pedometer Challenge.

Primary Hypothesis

1. Relative to the programmatic barriers to participation, the commonlymzea
barriers to physical activity participation would be more strongly agupen as
obstacles to repeat participation in the worksite pedometer program across all

demographics.



Secondary Hypotheses

1. Relative to participants identified as faculty members, staff membikraove
strongly agree that the commonly recognized barriers to participationsicphy
activity prevented them from repeat participation in the worksite pedometer program
2. Relative to staff members, faculty members will more stronglyesidpat
programmatic barriers prevented them from repeat participation.
3. Relative to all other barriers, being already physically active wilhbdeast strongly
agreed upon reason for choosing to not participate in the pedometer challenge a

second time.

Definition of Terms

The following terms are used throughout this paper.
AhealthyU: the name of American University’s faculty and staff wellness program.
Faculty: employees at a university involved and responsible for teaching and/or hesearc
Pedometer: simple and inexpensive body-worn motion sensors that researchers and
practitioners use to assess and motivate physical activity behaviors @{ahg 2009).
Physical Activity Barrier: personal variables, including physiological, behavioral, and
psychological, that may affect a person’s plans to become more physataléy a
(Centers for Disease Control and Prevention, 2011b).
Programmatic Barrier/Program-related Barrier: elements related to the way that a
program is implemented that may affect a person’s plans to participaté pnageam.
Repeat Participation: reenrollment and/or recurrent exposure to the same or similar
physical activity or wellness related program.

Staff: university employees who are responsible for operations and support functions.



Worksite: place of employment.

Limitations
The survey for this study was sent to potential participants in March 2011, 10
months after they decided not to participate in the 2010 StepscmlitAyJ) Pedometer
Challenge (May 2010). Historically, American University faculty antf stembers have
a poor response rate to surveys. The descriptive study design eliminates tjhé&oabili
determine causality of responses. Additionally, for the purpose of data anatysal

numeric weight was given to each of the ordinal response options.

Delimitations

All subjects were selected for the study based on their participation in the 2009
Steps to AealthyJ Pedometer Challenge and non-patrticipation in the 2010 Steps to
Ahealthyd Pedometer Challenge at American University. All participants wenel@/e
years of age. All participants were at one time associated with éanéddniversity

through employment or a family member’s employment.

Assumptions

It was assumed that the barriers to repeat participation in the surveyeshallid
of those that would be mentioned, and that no other common barriers were recognized. It
was also assumed that participants would recall their reasons for not panticipahe
2010 Steps to BealthyJ Pedometer Challenge and would not draw on current life
circumstances for their responses. Finally, it was assumed that all resgqnodeided

honest answers.



CHAPTER 2
REVIEW OF LITERATURE
This chapter reviews literature related to the risk of physical ingcowithe
health of Americans. Additional literature on barriers to participation in pllyasativity

programs and methods of diminishing these obstacles will also be examined.

Physical Inactivity in the United States

The United States Department of Health and Human Services (DHHS)
highlighted physical activity as one of the most important things that Amerazauld do
to improve their health in the "2008 Physical Activity Guidelines for Americans.”
According to the Surgeon General’'s Report on Physical Activity and Heatth1f®96,
nearly one quarter of American adults do not participate in any leisurgtipsecal
activity. National averages from 2008 show that this number has held fairly stggady
25.4% of American adults over age 18 not participating in leisure-time physiisétya
(Centers for Disease Control and Prevention, 2010). The negative results of theeprobl
are evident as an estimated 400,000 deaths in the United States in the year 2G00 wer
result of physical inactivity and poor diet. This makes physical inactivitgdtond
leading cause of death in America and the fastest rising category (Mekadhd 2004).
Women are more likely to be classified as being inactive or having insoffpigsical
activity levels than men. Hispanic adults in the United States have the higyredstdf

inactivity compared to Whites, Blacks, and other racial groups. Statistocsteow that

7



the likelihood of achieving recommended levels of physical activity incredlse wi
education level. The lowest levels are found in adults who have not completed high
school (Centers for Disease Control and Prevention, 2010). In all, more than 80% of
American adults fail to meet guidelines for recommended levels of aenotistrength
training activity (U.S. Department of Health and Human Services, 2009).

The guidelines released by DHHS acknowledgegbatephysical activity is
better than none at all. The DHHS recommends that adults should be participating in at
least 150 minutes of moderate-intensity or 75 minutes of vigorous-intensity aerobic
activity each week. Bouts of exercise can be broken up into segments thalelast &0
minutes each to experience substantial health benefits. For more extenkivedresits
of physical activity, DHHS suggests 300 minutes of moderate aerobic aotiig0
minutes of vigorous aerobic activity each week. Also outlined is the need fordameri
adults to engage in strength training activities for the major muscle groups tmarer
days each week (U.S. Department of Health and Human Services, 2008). Sithiéarly
American College of Sports Medicine (ACSM) recommends that all headlinys age
18 to 65 years partake in moderate aerobic physical activity for a minimum ohGt&m
five days a week, or vigorous aerobic activity for 20 minutes three or mor@elays
week. ACSM concurs with DHHS by identifying strength training as asssry
component of physical activity that should be performed at least two times edch wee
(American College of Sports Medicine, 2010).

Examples of moderate aerobic activity include walking briskly, playing doubles
tennis, general gardening, and ballroom dancing. Jogging, running, bicycling more tha

ten miles per hour, heavy gardening, and hiking uphill are all considered ezahple



vigorous physical activity. According to DHHS, strength activities capdoformed

using specific exercise equipment like resistance bands and dumbbells, orgoyausi
own body weight as resistance. Additionally, carrying heavy loads and diggingscreate
resistance which the body responds to like strength training (U.S. Departnitedlthf

and Human Services, 2008).

Risk of Sedentary Lifestyle

Living an active lifestyle has been shown to lessen health risks, lower health ¢
costs, and improve longevity. The DHHS recognizes that more active men and women
have lower rates of all-cause mortality, coronary heart disease, high nésstie,
stroke, type 2 diabetes, metabolic syndrome, colon cancer, breast cancer asgiatepre
compared to less active adults. DHHS research also suggests that moracadts/e
exhibit a health profile that is favorable for preventing cardiovascular diseals

improving bone health (Physical Activity Guidelines Advisory Committee, 2008).

Cardiovascular Disease

Cardiovascular disease (CVD) is the term used to describe a wide scope of
conditions affecting the heart and blood vessels. The major conditions usuallytagsocia
with CVD include atherosclerosis, congestive heart failure, stroke, eypserh, atrial
fibrillation, and sudden cardiac death (Weisfeldt & Zieman, 2007). CVD is i
cause of death and lost productivity in the world. An estimated 71.3 million American
adults have one or more forms of CVD that carry with them estimated indirect aod dir
costs exceeding $400 billion (Mensah & Brown, 2007). The relationship between a

sedentary lifestyle and an increased risk of CVD has been examined irstudie.



10

Bassuk and Manson (2005) looked at the effect of physical activity on the risk for
CVD through various epidemiologic studies. They were able to determine that both
cardiovascular and resistance exercise were important tools in theasadfclivVD. One
study in their collaboration showed that men who patrticipated in resistamiedgifar at
least 30 minutes per week were less likely to develop CVD over an 8 year periad. Othe
prospective studies demonstrated that walking was predictive of reduced in@flence
CVD and of CVD mortality. The noted physiological benefits of regular phyaatality,
all of which reduce the risk of CVD, include regulated body weight, reduced blood
pressure, and reduced high-density lipoprotein (HDL) cholesterol levels. Bassuk and
Manson concluded that just 30 minutes a day of moderate level physical activity can
greatly reduce the incidence of cardiovascular problems. This reseaatly gupports
the importance of the physical activity and exercise guidelines publisHetlH$ and
ACSM.

Petrella, Lattanzio, Demeray, Varallo, and Blore (2005) studied the impact of
adopting an exercise routine later in life on the development of markers for heastedis
The study followed two cohorts of healthy adults aged 55-75 over 10 years in Canada.
The active cohort was comprised of adults who initiated participation in a sugaervis
physical activity program. The sedentary control cohort was comprisedadmly
selected subjects from the same geographic location as the active cobeliheBa
assessments of both groups were similar for age, sex, fitness levels, and argtrtopom
measures. At follow up, Patrella et al. determined that the active groupvad f
exercise induced cardiac abnormalities and a reduced level of risk flact@gD.

Additionally, the sedentary group showed a significantly higher prevalencetabatic
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syndrome after ten years. These findings suggest that even adoptirgicalphgctive
lifestyle later in life can be beneficial in preventing heart disease.

By demonstrating how a physically active lifestyle can serve as eciva
mechanism against CVD, these studies have highlighted the dangers edseitiaa
sedentary lifestyle. They have also shown the positive impact that shavhsexfs

moderate intensity exercise can have on heart health.

Type 2 Diabetes

The Centers for Disease Control and Prevention (CDC) estimates thaathe tot
cost of diabetes in the United States is $174 billion. This disease is the leadiog fier
kidney failure, non-traumatic leg amputations, and new cases of blindness in #a Unit
States. Diabetes is also a top cause of heart disease and stroke and inthéeseineg
cause of death in America (Centers for Disease Control and Prevention, 20Tr&agréhe
two major types of diabetes; type 1 and type 2. Type 2 diabetes, or non-insulin-dependent
diabetes mellitus, occurs when the pancreas loses its ability produce @msighin
response to meals (National Diabetes Information Clearinghouse). Augdodine
CDC, type 2 diabetes accounts for 90-95% of all diagnosed diabetes cases ingtie Uni
States. Many previous research studies have demonstrated the link betwtetyina
obesity, and the development of Type 2 diabetes.

Television (TV) watching may be the most easily identified sedentaimgty in
American households. In the study “Sedentary Lifestyle and Risk of Obesityype 2
Diabetes,” Frank Hu examined the association between time spent watchimgl Théa

risk of developing type 2 diabetes (2003). By using the data collected in ttib Heal
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Professionals’ Follow-up Study, a prospective cohort study, Hu was able tmideter
that a two-hour increment spent watching TV daily was associated with a2@8ase in
risk for diabetes. Additionally, men who spent over forty hours a week watching TV had
almost three times the likelihood of developing type 2 diabetes than men who watched
less than one-hour of TV. Hu's research strongly supports the notion that reducing
sedentary activities plays an important role in preventing type 2 diahdtessame way
that increasing physical activity levels does.

Mayer-Davis and Costacou (2001) compiled results from various studies as
supportive evidence that increased physical activity reduces the risk&o?2 tjiabetes.
The Nurses’ Health Study showed that the incidence level of diabetes overesight
was significantly reduced in women who participated in higher levels of @hygsitvity.
Mayer-Davis and Costacou also point to observational studies that demonstrate both
moderate and vigorous physical activity improves insulin sensitivity. Ttveglude that
the improved insulin sensitivity and incidence of type 2 diabetes associdbgohysical
activity is partially due to changes in body mass index (BMI) as a i&#sultreased
activity levels. A decline in body weight has not been determined to be theasxa re
that physical activity reduces the risk for type 2 diabetes. This supberitsportance of
focusing not just on weight reduction, but also on minimizing sedentary behaviors which

may be achieved through simple physical activity programs.

Cancer

One in 4 deaths, more than 1500 each day, is attributable to cancer in the United

States (Jemal, Siegel, Xu, & Ward, 2010). Cancer, a group of diseases in which &bnorma
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body tissues grow and multiply uncontrollably destroying healthy tisstieiprocess,
can impact various parts of the body in people of all ages (National Cancertéhsti
Men have a 44% probability of developing invasive cancer in their lifetime. Worwen ha
a slightly lower 38% lifetime probability, but due to higher rates of breasechave a
higher probability under age 60. Lung cancer, largely blamed on tobacco use, is the form
of cancer responsible for the highest number of deaths in the United States among both
men and women. For men specifically, prostate cancer accounts for the second highes
percentage of cancer related deaths at 11%. For women, breast cancer aaretdddyl
15% of cancer deaths. Colon cancer, the cause of 9% of deaths in both men and women,
falls third on the list of leading cancer related deaths (Jemal, et al., 20109.th¢hi
causes of cancer are not fully known, many studies have examined and confirmed links
between a lack of physical activity and cancer development.

Using data from the National Health and Nutrition Examination Survey, Albanes
et al. (1989) observed an increased risk of cancer for inactive adults comparediwath ac
adults. The researchers used self reported physical activity and hatépieent of
cancer from a cohort of American adults as information for their study. Foritwveas
concluded that there was nearly double the risk of getting any form of cangsadtive
individuals versus active individuals who did not participate in recreationalisser
Women demonstrated a similar trend, though the difference in risk was srall@ta
1.0 for inactive to active persons. The researchers also established a stomiatian
between levels of physical inactivity leading to a higher risk of lung amdezéal cancer

in men, breast cancer in post menopausal women, and cervical cancer in women.
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John et al. (2003) researched the relationship between lifetime physicalactivi
average and the risk of breast cancer in a case control study of adult womenreaim the S
Francisco Bay area. Women with breast cancer were identified throagicer cegistry.
A cancer free control group was established through random digit dialingtulye s
sample was made up of women of all ethnic backgrounds from ages 35 to 79. Lifetime
physical activity in the study was self reported and determined frosowites including
normal recreation and household activities, not just dedicated exercise. Premanopaus
women identified as accumulating the highest levels of physical actinotyesd a 40%
lower risk for breast cancer than premenopausal women with the lowest levels of
physical activity in the study. Similar results were found for postmenopaosatmy
though with less of a risk reduction. When stratified into age groups of over 50 and under
50, results showed a significantly reduced risk of breast cancer for the mnast ac
women compared to the least active women. Risk reduction was found to be similar in
women who participated in either moderate (<6 MET) or vigoraG3SMET) activity.
This shows that the type of physical activity did not have as great of an impact on the
reduced risk of breast cancer as the total amount of activity.
In a prospective study of Harvard alumni, Lee et al. (1991) also determined tha

consistently high levels of physical activity could protect against colocecaThe
research followed male graduates for either 11 or 15 years, trackingtti@iphysical
activity levels, their activity level at follow up, and their colon and rezaker status.
Men who were categorized as highly active at both measurements, equal to expending
greater than 2,500 kilocalories per week, had half the risk of developing colon cancer as

men inactive at both measurements. Men who were moderately active, expending
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between 1,000 and 2,500 kilocalories per week, also demonstrated a significantly lower
rate of colon cancer than inactive men. The relative risk of colon cancer foratabge
active and highly active men was very similar at .52 and .50 respectively when edmpar
to inactive subjects. Lee et al. also found that Harvard alumni who increased their
physical activity levels from first assessment to second assessatkatreduced risk for
developing colon cancer, though not at a significant level.

These studies support the need for programs that help individuals increase and
maintain moderate to high levels of physical activity. There is a demonstrateg st
connection between a reduction in risk of developing cancer and accumulated lifetime
activity minutes. And as demonstrated, exercise performed does not nécessario

be vigorous to gain the reduction in risk of developing many types of cancer.

Bone Health

Over 52 million adults in the United States live with osteoporosis or low bone
mass (National Osteoporosis Foundation). Osteoporosis is a skeletal diseesbanes
deteriorate and lose density. Those impacted experience higher incidence aridall
bone fractures, which can inhibit the ability to perform many day to day tasks ¢Divisi
of Nutrition & National Center for Chronic Disease Prevention and Health Piammot
2011). Estimates show that by the year 2020, there will be over 61 million Americans
suffering from osteoporosis or low bone mass. This figure includes half of al adult
the United States over age 50 (National Osteoporosis Foundation). Physiiigl aad
proper diet have shown to be very important in establishing and maintaining good bone

health and reducing the risk of osteoporosis later in life.
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Kemmler et al. (2004) conducted an experiment to determine the impact of
exercise on bone density, fithess, and blood lipids. The researchers provided calcium
supplements to everyone in their sample of postmenopausal women. The women self
selected into the experimental exercise group or the control group. Over RZSthee
exercise group participated in four sessions a week that included warm-up, jumping
exercises, strength training, and flexibility training. Bone dens@gsurements were
taken 3.5 months before the start of the exercise program and then again 26 weeks into
the program in the lumbar spine, forearm, and femur. There was a significarnaiéfer
in the amount of bone loss seen in the lumbar spine and femur between the exercise
group and control group. The control group lost substantial bone density in these areas
while the exercise group saw an increase of bone mass density in the spin¢ and jus
slight decrease in the femur. Additionally, the exercise group showed improvement i
self reported pain intensity and frequency in the spine further supporting theé benef
exercise on bone health.

In their study examining the relationship between walking and bone health in
Japan, Park et al. (2007) were similarly able to determine that phydivélaould
improve osteosonic index (OSI), a measure of bone stiffness in the calcaneuseOver
course of a year, OSI scores in men and women increased linearly witls@scirea
physical activity levels. Participants’ steps and exercise inyansre measured 24 hours
a day for one year using an accelerometer. Park et al. determined tretangomen
who met minimum activity requirements of between 6,800 and 6,900 steps per day and
maintained exercise intensity of at least 3 METs for between 16 and 18 neaakeday

had OSI measurements above those used for clinical diagnosis of osteoporosissd hey al
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found that men who walked fewer than 6,800 steps and exercised moderately for less
than 16 minutes a day were between 4.9 and 8.4 times more likely to sustain fractures
than men who walked at least 8,200 steps and performed at least 25 minutes of moderate
intensity exercise. Women in the same category for number of steps atideexer
intensity and duration were between 2.2 and 3.5 more likely to sustain fractures than
those who walked more and maintained longer bouts of moderate exercise. Park et al.’s
conclusions further support that walking can be a very effective means of impboviag
health through physical activity.

These studies show the benefits that physical activity can have on the baine heal
of at risk and healthy people. Increased bone density measures have beenrdedans
adults who accumulate larger amounts of exercise. Simple physicalyastivh as
walking, has been shown to provide the same benefits as more structured fitness and

exercise routines.

Barriers to Participation in Physical
Activity Programs

While there is overwhelming evidence to support the health benefits of living an
active lifestyle, many people still struggle to do so. The Centers foagageontrol and
Prevention (2011b) recognize ten barriers that are most likely to prevent people from
engaging in physical activity:

1. Do not have enough time to exercise

2. Find it inconvenient to exercise

3. Lack self-motivation

4. Do not find exercise enjoyable
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5. Find exercise boring
6. Lack confidence in their ability to be physically active (low self-effi)
7. Fear being injured or have been injured recently
8. Lack self-management skills, such as the ability to set personal goals, monitor
progress, or reward progress toward such goals
9. Lack encouragement, support, or companionship from family and friends
10.Do not have parks, sidewalks, bicycle trails, or safe and pleasant walking

paths convenient to their homes or offices

Researchers in the medical, health and fitness, and psychology fields have
demonstrated findings in agreement with the CDC’s assessment of the tofs barrie
physical activity. The CDC also developed a twenty one question “Barriersig B
Active Quiz” to aid people in recognizing their own barriers to participationysiphl
activity (2003). Many studies have also examined the best methods for overtbesag
obstacles.

In a study researching potential barriers and incentives for usingait@drealth
promotion program, Kruger, Yore, Bauer, and Kohl (2007) found that a lack of time was
the most commonly reported barrier. This study used the 2004 HealthStyles &urvey,
volunteer mail survey, to gather information from 2337 adults who worked either full or
part-time outside of the home. Respondents chose which, if any, of six barriethavere
most likely to keep them from participating in a worksite health promotion program:
being too tired, having no interest, having no time during the workday, having no time

before or after work, already being involved in other programs, and not wanting to
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participate with coworkers. Respondents identified having no time during the workday
(42.5%) and having no time before or after work (39.4%) as the top two barriers to
participation.

Cerin, Leslie, Sugiyama, and Owen (2010) found similar results in their
examination of barriers to leisure time physical activity in adults. Thdysised data
from Physical Activity in Localities and Community Environments (PLAGHy in
Adelaide, Australia in which households were randomly surveyed in 2003 and 2004.
Survey respondents identified how often each of eight barriers prevented them from
getting regular physical activity: concerns about appearance, bagewgaior health,
lack of motivation, lack of social support, lack of skills’/knowledge, lack of fes|iand
time constraints. Self-reported leisure time physical activityisewere also collected in
the survey. Responses were analyzed to show correlations between perceigesitbarr
physical activity and actual physical activity levels. Cerin et aérdened that the
perceived barriers of lack of time and lack of motivation were the only signific
predictors of level of physical activity for respondents. They also found that thesveelrc
barriers of lack of motivation, poor health, and lack of access were associtieidewi
odds of people not participating in leisure time physical activity.

A less commonly discussed barrier to physical activity was identifidehipps et
al. (2010) in their research on apprehensions related to worksite physical activity
programs. Through their focus groups and surveys, the research team documented
concerns for personal safety as the most commonly discussed barrier. Phlpps et
determined this response was a result of the infrequently patrolled areds otitee

building and feelings of insecurity experienced by workers in low-traffigsaiacluding
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stairwells, inside of the building. Workload, lack of existing walking paths, antédm
break time or lack of time to exercise in general were also commonly brought up a
reasons for nonpatrticipation. They found that people who did not currently participate in
exercise, but intended to start doing so in the next month to six months were more likely
to identify lack of walking paths and personal safety as preventing them frymicgh
activity than people who were already active.

Zlot, Librett, Buchner, and Schmid (2006) looked to draw similar conclusions
about the impact of barriers to physical activity on level of physical actiMiteir data
was taken from the national Greenstyles survey that examined Ameratanides
towards health. Examining environmental, social, transportation, and time irgffjenc
Zlot et al. categorized respondents as having a high, medium, or low number of barriers
to physical activity. Environmental barriers included availability of patiossadewalks,
crime, traffic, safety, and weather. The respondent’s level of communiigijpation,
perceived community involvement, and satisfaction of government involvement in
community issues were considered social barriers. The time that people spentcarshe
and at the workplace was used to determine time barriers. Transportatiors lmenlger
took into account the reason people did or did not use public transportation to get to and
from the workplace. Those subjects in the high tertile had significant risk of belmg b
recommended levels for physical activity versus those in the low tefile same trend
was found when examined individually for environmental, social, transportation, and
time barriers. Zlot et al. also found that people in both the medium and high level of

barrier groups were at significant risk of being sedentary.
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Perceived barriers to participation in physical activity present areatyroblem
in moving a sedentary society towards becoming an active society. Marty healt
promotion professionals use research based best practices to design ptbgtdralp
break down these common barriers to physical activity. In creating and iergiam
interventions, alternate barriers can arise as a result of the progsemn ded
environment.

The research of Phipps et al. (2010) discussed earlier also examined various
aspects of health promotion programming specific to the program design that cowdd entic
or possibly deter people from participating. They found that 61% of their survey
respondents would be more likely to participate in a worksite physical actigiygm if
they were allowed to do so as part of a group or with a buddy. Phipps et al. also
discovered that 57% of those surveyed would be more likely to participate ifdelyice
tangible incentives. These results show that group options and incentives offered could
both present themselves as barriers to participation in physical actsaprs. Phipps
et al. also found that implementing physical activity programs in the workgdace
introduce batrriers related to a perception of how an employee feels thateveyuaed
by the company. A number of focus group and survey participants noted that timeg@rese
of a physical activity program at work signaled that the organizatiod edi@ut its
workers.

In their research examining health promotion programming, Robinson et al.
(2006) were also able to identify important aspects of program design tharesant
themselves as facilitators or barriers to participation. They gatherettpreports and

interviews from key informants from five of the eight provincial projects involagtie
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Canadian Heart Health Initiative (CHHI). Data collection yieldeditatale and
guantitative information about program processes, outcomes, activities, ditatdes or
barriers to increased participation and information dissemination. In accendéhc
previous research, competing priorities and/or a lack of interest was a tatgdybarrier
to participation having been mentioned in 49% of responses. Robinson et al. also
identified less commonly recognized program-related barriers. Poangoization (7%
of responses), unsupportive structure and/or poor coordination (16%), lack of leadership
(19%), and a lack of skilled and/or committed people (49%) all appeared to play a
substantial roles as barriers.

Both common barriers to physical activity and program-related tmapiesent
themselves as too large to overcome for the sedentary population in the UniésdIStat
is important that practitioners recognize these barriers as they work tolsuecessful

interventions.

Benefits of Implementing Health Promotion
Programs in the Worksite

Implementing wellness programs in a worksite setting has shown to aid in
bringing about positive health changes and improving overall employee health.
Employees typically spend 40 hours each week in the workplace, allowingrigraha
the common barriers to physical activity to be eliminated or diminished iretttiisgs A
lack of time and access are commonly addressed by the availability oo the
workplace during the workday. The issue of minimal social support may be overcome
through encouragement from coworkers and supervisors. With this information, the

worksite has become a valuable tool in promoting an active lifestyle.
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Pohjonen and Ranta (2001) examined the effects and constancy of a worksite
physical exercise program for female workers at the Social Seiegartment in
Helsinki, Finland. Workers were split into two groups. The first was an intervention
group, who took part in a nine month long supervised exercise program meeting twice
weekly for 60 minutes each session. The second was a control group who did not take
part in the exercise program. Employees took part in the exercise progtatheint
entire work unit, including the foreman, at a facility near their worksitgplByees were
allowed to participate during standard work hours and were not required to make up any
missed work time. Physical fitness, perceived health status, and work abilgy
recorded at baseline, one year after the beginning of the study, and fivafgeathe
start of the study. After one year, Pohjonen and Ranta observed a decreasdan body
and weight, along with an increase in muscular strength and endurance in the imerventi
group. The control group also demonstrated an increase in strength and endurance,
though the changes for the intervention group were larger and the differencesrbttes
groups were significant. These differences were consistent at theséivéollow up.
Additionally, the researchers found that the work ability index of the control group
declined nearly three times faster than that of the intervention group overdrge ye
These results support the usefulness of worksite physical exercisenpsagrianproving
fitness and work performance.

Anand Keller et al. (2009) were able to determine that worksite health poomoti
programs can significantly improve employee health when population make up and size
are taken into account. They found that many worksite programs were able to report

decreases in participant blood pressure and increases in participant éue¢ssBoth of
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these values were associated with a reduction in health care costs. Tiigcalgered
that fithess programs have a more positive impact on female employees. Afleanétke
al. concluded that worksite health promotion programs can be challenging to impleme
due to the multitude of target health issues and unique employee populations. When done
effectively though, these programs can bring about positive health status di@tges
may result in a reduction in health care costs.

Gebhardt and Crump (1990) identified that worksite fitness and wellness
programs can be implemented on three different levels, with each level resulting i
different degrees of health and behavior change in employees. Leveéimerghtion
consists of awareness and education campaigns. These programs do not yeessgaril
in positive health and behavior changes, but can increase awareness of health issues and
programs. Level Il implementation focuses on lifestyle modification progtasting a
minimum of 8 to 12 weeks. These programs may take the form of classes, tacce
fitness facilities, or even physical activity programs like a pedenahallenge. Level 11l
implementation entails creating an environment conducive to living a heiédistyle in
the workplace. This can be achieved through providing equipment and facilities for
exercise, and also by making changes to the food options available at the wiorksite.
their research, Gebhardt and Crump discovered that over a two-year periofiGasigni
percentage of nonexercising employees of companies who implemented eivet b L
program or a Level Il and Ill program began and continued regular vigoroussexerc
They also found that many employees for these companies improved their aerobic
capacity and that those who did had a significant decrease in body weight, body fat

percentage, and systolic blood pressure.
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This research shows the positive impact that health promotion programs in the
workplace can have on employee health. Worksite physical activity intewefave
successfully encouraged positive health behavior changes and have demohstrated t
ability to improve fitness and lower health risks. Many different tools and intesaent
options are available for wellness professionals to use in administerinveff@elliness

programs in corporate settings.

Use of Worksite Pedometer Programs to
Promote Physical Activity

Through research and practice health promotion professionals have identified
many tools to aid in overcoming barriers to physical activity. The pedometeajla sm
electronic tool that counts the number of steps taken by the wearer, has shown to be an
effective goal-setting instrument to increase physical activityde@ng et al. (2009)
found that the use of pedometers has a moderate and positive effect on physital acti
levels in intervention programs. This effect was equal to an average incf&a880
steps per day in participants in intervention groups across multiple studies.tkéng e
also concluded that similar positive effects of pedometer programs cowddiacoss
all age groups and intervention lengths. Thus, targeted pedometer programs inggement
in the workplace environment may provide beneficial outcomes and improved physical
activity among participants.

Musto et al. (2010) examined the outcomes of a 12-week pedometer program on
sedentary female university employees. Baseline metabolic mea&sisanere taken
from all of the study participants prior to their participation and again at the ¢ne of

program. Women who improved their average step total by 3,000 steps per day were
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assigned to the active group, while those who did not complete the program or did not
improve their step average by the determined level were placed in the comtiml gr
Musto et al. found that there was a significant improvement in the number of steps take
by members of both groups in the study. The active group also experienced significant
decreases in body weight, BMI, and resting heart rate. Additionally, tive gctup
experienced a significant decrease of 2.9% in fasting glucose levels. Makto et
concluded that the incremental approach to increasing steps in this pedometer program
allowed for sedentary participants to ease into increasing their phgstoaty levels and
experience positive health changes.

Similar conclusions were drawn by Haines et al. (2007) as a result of their pilot
pedometer intervention program for faculty and staff members at a differgptsityi.
This pedometer program also followed a 12-week plan that started and ended with
biometric screenings to collect data. The program included daily stemigacki
informational emails, and an educational computer program to assist inpgaauttici
behavior change. Over the course of the program, the average number of step-dimprove
by 27% for the entire study group. The researchers also noted a decreaae Biihe
from 29.06 to 28.76. Total cholesterol levels dropped from 184.68 to 178.81 for all
participants who completed the pedometer program. The program did see a 50% drop out
rate, which is noted as being consistent with other studies. Haines et al. helgréaqpss
with the people who did not complete the program and found that common barriers to
physical activity including time, motivation, job responsibilities and phisio#gations
were most often cited as the reason for stopping. They concluded that the pedomet

program did provide a sufficient means for overcoming many of the barriers fer thos
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who completed the program. Those participants experienced positive health outcomes
and also responded with increased perceptions of work productivity and health
awareness.

Croteau (2004) also sought to research the effectiveness of a worksite pedometer
program on a college campus. Her study tracked the impact of a pedometer ghagram
incorporated goal setting and self monitoring on 37 college employees.n@astelp
averages were collected using pedometers over a one week period with totads hidde
from the participants. Prior to the start of the 8-week intervention, participahktpart
in a counseling session where strategies to increase daily step totatBseessed. The
employees also set step goals for themselves in these sessions. Partiapant
responsible for monitoring their step totals daily and were reminded oncek dwtee
researchers about the program. The group demonstrated a 23% increase fepdaily s
totals at follow up. Overweight and obese participants showed the largest gaiihg in da
step totals at 24.0% and 34.3% respectively. From this study, Croteau was able to
conclude that a minimal contact, self-managed worksite pedometer pragmnere c
effective in increasing physical activity levels of participants.

These studies demonstrate the usefulness of implementing worksite pedometer
programs for faculty and staff members in a university setting. This stllddetermine
what barriers are most prevalent in preventing repeat participation in asityibased

worksite pedometer program.
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Barriers to Repeat Participation

While current research provides significant evidence of common barriers to
participation in physical activity programs and ways to overcome them, disiarch is
available that examines barriers to repeat participation. High initiaMerant numbers
are often followed by large drop offs in subsequent iterations of the samelar simi
programs. Programs that occur repeatedly or cyclically could benefitygrean
additional research in this area. This information is also important for corszarde
health promotion programs that must constantly target recurring health probkams w
programs and interventions.

Crawford et al. (2007) chose to examine the trend of decreased repeat
participation in physical activity programs by examining reenrolimenpliege and
university instructional classes. They surveyed 300 students at a public Mighweste
university who were enrolled in basic instructional programs for physicaltsciivie
guestions assessed students’ perceptions of the quality of the course alohgiwith t
motives for taking the course. Responses showed that 65.3% of the respondents were
repeat enrollers in basic instructional programs. Crawford et al. discohatgquragram
content and facilitators significantly influenced a student’s satisfautith the program.
With this information they were able to conclude that perceptions of qualitgsded to
customer satisfaction, and satisfied customers were more likely to takiersaldilasses
and refer others to the classes. This study highlights the role that poor progrant cont
and uninspiring leaders can play in creating barriers to repeat partinipaphysical

activity programs.
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In another study on barriers to repeat participation, Verheijden et al. (2007)
looked at the deterrents to reusing an online health behavior change program. The free
online program included a questionnaire with items related to anthropometrglst (hei
weight, and waist circumference), physical activity, dietary habddshal intake,
smoking, work, cardiorespiratory fitness, and muscle strength that provided ubers wi
customized feedback based on their responses. Participants were encouragsitl tieerevi
site three months after their initial visit to monitor their progress.résearchers found
mixed results when examining who was most likely to return to the websitevéght
and obese participants had higher odds of repeat participations (1.20, 1.54) compared
with healthy weight participants. While those participants who met physitsity
guidelines (moderate intensity 1.31, high intensity 1.23) and met guidelinesifor fr
(1.26) and vegetable (1.39) consumption had higher odds of returning than those who did
not. Smokers were also less likely to reuse the program than those people who used to
smoke or had never smoked. In all, the researchers saw repeat participatlynlid®o
of initial users. The researchers concluded that people who lived healthigtdgegere
more likely to be repeat participants, even if their weight possibly did nettref
healthy level. They were disappointed in the repeat usage levels and idertfikdba
interest in the type of information provided by the program as the most likely cause.

While few studies have been able to demonstrate actual barriers to repeat
participation in physical activity or other health related programs, Phi(2089) were
able to show the health benefits experienced by returners. Using resules yeary
Health Risk Assessment (HRA), they were able to track the changedtmdiatus of

employees who took the assessment more than once. The repeat participant&®i the H
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were compared with employees from the same company who only took the HRA one
time. Results showed that employees who took the HRA two to three times from 2002 to
2004 had increased odds (1.861) for maintaining or improving health status when
compared with one-time HRA participants during the same time period. Bodhehe
time and repeat HRA groups did see an increase in overall health status, wpipictis
the benefit of implementing a health promotion program, if only once. Pai et al. did find
that a higher percentage of people in the repeat participation group improvdueeditr
(41.4%) than in the one-time group (38.1%). It was also noted that a lower percentage of
people in the repeat group saw a decline in health status (26%) versus theeog@tim
(31%). Their research shows that there are added health benefits tezpeigation in

health promotion programs.

Summary

The continued increase in the sedentary population in the United States creates an
immense burden on society in the form of cost and disease. Many barrierbaxist t
prevent people from participating in physical activity and other healttedegtsogram
that could help improve their health status. Worksite pedometer programs have proven to
be a successful means of improving health for workers. While repeat paicitipa
these programs shows increased benefits over one-time participation, rievs inaay
be introduced or old barriers may be reintroduced that prevent people from reenrolling.
This study will attempt to identify the most common barriers to repeatipatian in a

worksite pedometer program.



CHAPTER 3

METHODOLOGY

Overview

This chapter will discuss the methodology for this study, including information
regarding the sample, study design, independent and dependent measures, study

procedure, and data analysis.

Steps to Aealthyy Pedometer Challenge

The Steps to Aealthyy Pedometer Challenge is an annual eight-week physical
activity intervention implemented byh&althyd, American University’s faculty and staff
wellness program. The goal of the program was to increase awarenegsicélctivity
levels among participants while also encouraging them to boost their timersgaity
walking and exercise. All full and part-time faculty and staff membefdJawvere
invited to participate in the program. The first iteration of the PedometeleGhaltook
place May 26, 2009 — July 20, 2009, for a total of eight weeks. The second year the
program lasted eight weeks and four days, from May 20, 2010 — July 18, 2010. The
campus-wide initiative offered many options to registrants including {petilcg as an
individual or on a team, and using various methods of physical activity to earn steps.

In 2009, participants signed up for the Pedometer Challenge by submitting a paper

registration form to AealthyJ. For the 2010 Challenge, electronic registration via the
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AhealthyJ website replaced the paper registration method. Registration cost $10.00 in
both the first and second years of the program. In 2009, registrants received atpedom
and a walking log book. In the 2010 Pedometer Challenge, participants were given a
choice between receiving a pedometer and log book, or walking socks and a grocery tote
upon registration. The registration fee was waived for captains of teamfowi or
more members.

Both the 2009 and 2010 Pedometer Challenges were marketed to the AU
community in very similar ways. Advertisements were published in Today@AWUhe
community’s daily electronic newsletter, as well as on electronic billlscarthe school.
An email postcard invitation was also sent to all AU faculty and staff members
Additionally, AhealthyJ staff members visited different department meetings across
campus to promote the Challenge. Two alternate means of marketing werd ptilize
to the 2009 Pedometer Challengd&ealthyJ hosted a luncheon for prospective team
captains and other allies on campus to encourage them to participate and to support them
in recruiting their colleagues to also participate. In addition to the elecfpostcard, a
physical postcard advertisement was sent to faculty and staff mewidoessnpus mail
in 2009.

The premise of the Pedometer Challenge was that faculty and staff member
would wear their pedometer daily, recording the daily number of steps that the
accumulated. For activities during which it was not possible to wear a pedpmet
participants were provided with a chart that allowed them to convert activesyiriim

steps. This included activities such as swimming and cycling. At the endhofvea&
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during the Challenge, step totals would be submitted in tohaalgyJ staff member.
Step totals were sent in via email using team or individual excel spread§rsats/as
then compiled by the RealthyJ staff and the top steppers could earn recognition and
prizes.

Faculty and staff members were able to participate as individuals or as member
of a team. Individual participants challenged themselves to reach ceefaigostls and
did not take part in competition against other walkers. Despite the lack of widluradli
competition, individual participants who earned the most steps were reabgnaeail
updates and on-line throughout the Challenge. Participating on a team introduced a
competitive aspect to the program with teams vying to be the top stepping group. The top
team each week in each of three categories, 4-6 team members, 7-10 teamsrardbe
11+ team members was rewarded with a free breakfast of bagels, fryuja@ndhe
teams with the highest step average at the end of the Challenge also earsed prize

All participants could also earn individual prizes for tallying a certain nuwiber
steps. In 2009, prizes were given when a person reached 80,000 steps, 160,000 steps, and
250,000 steps. People who reached these step goals were allowed to choosedrom sele
incentive options including: athletic socks, physical activity instruction booles;tins
repellent, water bottles, lunchboxes, lip balm, and safety wrist walletshé-@01.0
Challenge, prize levels were set at 240,000 steps and 480,000 steps. All participants who
totaled over 240,000 steps won a Pedometer Challenge t-shirt. The participants that
earned over 480,000 steps were allowed to choose their prize as walking socksr a plante

kit, or a stainless steel water bottle. As added incentive for higher achietees
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program, AealthyJ introduced the “Beat the Teanh@althyJ Challenge” in 2010.
Participants who beat the step total average of the tveahyJ staff members over the
course of eight weeks were entered into a raffle drawing for a Nike+s3pamt] at the
end of the program.

Program communication fromh&althyJ was consistent during both the 2009
and 2010 Pedometer Challenges. Participants were sent weekly emails rertheunfirig
send in their step totals tch@althyJ. Once step total data had been compiled, a weekly
update email was sent out highlighting the top stepping teams and individuals. These
update emails also highlighted various people throughout the Challenge formghievi
different goals and milestonesh@althyJ also posted team standings and other
accomplishments on their website.

The end of the 2009 and 2010 Pedometer Challenges were marked with
celebration luncheons for participants. Free sandwiches, snacks, and refrestenents
provided for attendees. At the luncheomealthyJ recognized the top stepping teams
and individuals. Participants were also able to pick up any prizes that theyhed ea
during the Challenge at these events.

As follow-up to both years of the Challenge, program participants were invited to
respond to a program evaluation survey. Results from both 2009 and 2010 were favorable
towards the program. In 2009, 89.3% of survey respondents indicated that they would
participate in another Pedometer Challenge. Additionally, 77.8% of survey takers
reported that the program added value to their employment at AU. In 2010, tallies

showed that 88.6% of respondents would participate in the same or similar program again
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and would recommend the program to a friend or colleague. Also in 2010, 78.4% of
people who took the survey responded that the Pedometer Challenge added value to their
employment at the University. Evaluation results for the 2009 StepisdalthyJ

Pedometer Challenge can be seen in Appendix D.

Subjects

American University employs over 2,300 full and part-time faculty arftl sta
members. A purposive sample of 420 of these employees was originally identified as
possible study participants. Subjects were identified from a list of Amedoaversity
faculty and staff members who participated in the 2009 Stepkdalihy) Pedometer
Challenge sponsored byhAalthyd, American University’s Faculty and Staff Wellness
Program, but did not participate in the 2010 StepsheafthyJ Pedometer Challenge. A
total of 630 faculty and staff members participated in the 2009 Pedometer Chalteihge
382 faculty and staff members participated in 2010. The combined participation for the
two years of the program totaled 1012 participants. The breakdown of participation
numbers saw 420 people participate only in the 2009 program, 172 people participate
only in the 2010 program, and 210 faculty and staff members participate in both 2009 and
2010. These participant totals can be seen in Table 1.

Of the 420 employees who only participated in the 2009 Pedometer Challenge, 37
had terminated employment at the University prior to the start of the 2010 Pedomete
Challenge. This left 383 potential study subjects. Twenty additional faanudtbystaff

members, who were still employed at the University at the start of the 201&&edo
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Challenge, left the University prior to the initiation of this study resultnpeir
inability to participate. One faculty member was unable to participateodaggrig on
sabbatical. Of the 362 remaining available participants, 17 had invalid or unknown email
addresses and one employee had participated under a different name. Asoé treessdt
adjustments, a sample of 344 American University faculty and staff menebeased

as the participant pool.

Table 1

Pedometer Challenge Participant Totals

Pedometer Challenge year Number of participants
2009 630

2010 382

Total Participants for 2009 and 2010 1012

2009 Only 420

2010 Only 172

Both 2009 and 2010 210

Total Unique Participants for 2009 and 2010 802

The subjects were made aware of the opportunity to participate in the study
through an electronic survey sent to the e-mail address that they provided to Ahealthy
when registering for the 2009 Steps to AhealthyU Pedometer Challengen&teegot

notified of the study prior to receiving this email.

Design

This was a non-experimental descriptive research study that attempdedtityi

the most common physical activity and program-related barriers ta pegodiaipation in



37
an annual worksite pedometer program. This study also attempted to detéspawfic
demographic groups, being a faculty or staff member, were more likely tdydeiti

certain barriers to repeat participation.

Procedure
Prior to Data Collection

This study received approval from the American University Institution Revie
Board (IB) under Exemption Category 2: research involving the use of educatsisal t

(cognitive, diagnostic, aptitude, achievement), survey procedures, intendaegdpres,

or observation of public behavior. The following steps were taken in the process toward

being granted this exemption:
1. The “Protecting Human Research Participants” National Institutegalthiweb-
based training course was successfully completed on 12/08/2011 as

acknowledged by certificate number 582652.

2. On 12/21/2010, the Human Subjects Research Determination Form was submitted

to the AU Institutional Review Board (IRB).
3. On 1/17/2011, notification was given from the AU IRB that the proposed study
gualified as human research and would need to be submitted for full IRB
approval.
4. On 2/11/2011, a Request for Exemption form was submitted to the AU IRB

asking for exemption based on Exemption Category 2 as outlined above. A

Request for Waiver of Written Documentation of Consent was also submitted to

the AU IRB at this time.
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5. On 3/3/2011, the AU IRB determined that the proposed research met the criteria

for exemption.

Survey Development

For the purpose of this study, a custom survey was developed to identify the most
common barriers, related to physical activity and program design, to pgyéaipation
in the Steps to RealthyJ Pedometer Challenge in 2010. The questionnaire was adopted
from the CDC’s online “Barriers to Being Active Quiz” (2003). Common program-
related barriers were determined through research and evidence-baseddbestspr
Questions pertaining to these programmatic barriers were written inlar Style to the
CDC quiz for inclusion in the custom survey. Appendix C contains a copy of the CDC
quiz. The online survey was hosted by www.surveygizmo.com.

The survey included three questions gathering basic demographic data: current
age, gender that you most closely identify with, and employment status atame
University. These were followed by 26 statements for which respondents wedet@as
rate their level of agreement on a six-level Likert scale (Stronigigdbee, Disagree,

Slightly Disagree, Slightly Agree, Agree, and Strongly Agree). Tatemients were

broken up into two questions. The first question asked respondents to rate why they did
not participate in the 2010 Steps thealthy Pedometer Challenge. The second

guestion asked for a reflection on their experience in the 2009 Pedometer Challenge and
how that impacted the decision to forgo participation in 2010. Thirteen of the 26

statements directly correlated to one of the ten most commonly recognizedstia
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physical activity. Three of these barriers were seen as compound ideadsjswhy they
required more than one statement for questioning. Twelve of the 26 statements pointed
directly to program-related barriers that were determined througércasand previous
program evaluations. Two of these barriers were identified as requiring sgcendaay
statements to cover the full scope of the barrier from responses. Thediaalestt in the
set of 26 asked survey respondents whether they agreed that already bsicelphy
active prior to the 2010 Pedometer Challenge prevented them from participating. These
statement questions were followed by an open-ended question to allow participants to
identify any other barriers that may have prevented them from participating 2010
Pedometer Challenge. The final two questions of the survey were focused on program
evaluation. Respondents were asked if they would recommend the Pedometeig€hallen
to friends and coworkers and if they planned on registering for the 2011 Steps to

Ahealthy Pedometer Challenge. Appendix A contains a copy of the survey.

Data Collection

The 344 possible survey respondents were sent an email to the email address
provided during the 2009 Steps tbeealthyy Pedometer Challenge on Friday, March 11,
2011. The email was sent by Amy Farr, American University Health Promotioadés,
who oversaw the implementation of both the 2009 and 2010 Pedometer Challenges. The
email contained a brief description of the survey, information on anonymity and
confidentiality, and a link to the online survey. A reminder email was sent3d4ll

possible respondents on Monday, March 21, 2011. A final notice about the survey was
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emailed to all 344 people on Wednesday, March 30, 2011. The survey was closed to
responses at midnight on Thursday, March 31, 2011. These email notes can be seen in
Appendix B.

The SurveyGizmo website did not allow for multiple survey completions from
the same subject. This resulted in 110 unique survey respondents (32.0%) out of the
original 344 who were contacted. Of these respondents, 85 fully completed the survey.
Similar distributions for gender and employment status were seen bdtvee@adometer
Challenge participants, the sample population and the survey respondents. Table 2
provides the gender distribution of the study population. Table 3 provides employment
status distribution of the same group. The 25 partially completed surveys were not

utilized for the study.

Table 2

Gender Distribution in Study Population

Population Gender Gender count  Gender %
All 2009 Steps to AealthyJ M 171 27.1%
Pedometer Challenge F 405 64.3%
Participants Unknown 54 8.6%
Total 630
Sample Population M 126 30.0%
F 254 60.5%
Unknown 40 9.5%
Total 420
Completed Survey M 21 24.7%
Respondents F 64 75.3%
Unknown 0 0.0%

Total 85
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To ensure confidentiality and anonymity, the online survey did not collect names
or email addresses from survey takers. The only identifying information relooade

current age, gender, and employment status.

Table 3

Employment Status Distribution in Study Population

Population Employment status  Status count  Status %
All 2009 Steps to AealthyJ Faculty 61 9.7%
Pedometer Challenge Staff 393 62.4%
Participants Other 2 0.3%
Unknown 174 27.6%
Total 630
Sample Population Faculty 47 11.2%
Staff 254 60.5%
Other 2 0.5%
Unknown 117 27.9%
Total 420
Completed Survey Faculty 11 12.9%
Respondents Staff 72 84.7%
Other 2 2.4%
Unknown 0 0.0%
Total 85
Measures

Independent Variables

The independent variable, employment status, was self-reported for eaeh of t
survey respondents. They were able to identify as full time faculty,ipevadjunct

faculty, full time staff, part time staff, student worker, or other, where gporelent
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could type in their status. The “other” category was included as an option because in
special cases during the Pedometer Challenge family and friends einpldyees were

able to register and participate.

Dependent Variables

Three categories of dependent variables were used in this study. Thedfirst t
categories included physical activity barriers and program-cebaigiers. Responses to
the survey question about current physical activity level serving asierliamepeat
participation were utilized as the final dependent variable. Table 4 providg®adach
survey question along with the barrier category and specific barriezabhatquestion
corresponds to. The table is arranged using the order of questions as respondents
answered them in the survey. All dependent variables were operationalizepteses dx
agreement on a six-level Likert scale (Strongly Disagree, Disadiglet\5Disagree,

Slightly Agree, Agree, and Strongly Agree) according to survey respdinggsra

Physical Activity Barriers

Responses about the ten most common barriers to physical activity, gszedo
by the CDC, and how they impacted the decision to not participate in the 2010 Steps to
Ahealthyy Pedometer Challenge were utilized as one category of dependent variables in
this study. The ten barriers are listed in Table 4. Due to the compound nature of three
the recognized barriers, fear of being injured or have been injured retackipg self-
management skills, and lack of support, two questions were required to fully explore the

impact of these barriers.
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Programmatic Barriers

Responses regarding ten common program-related barriers and how they
influenced survey participants’ decision to forgo participation in the 2010 Steps to
Ahealthy Pedometer Challenge were also utilized as a category of dependent variables
The ten program-related barriers can be seen in Table 4. As with thegblgsivty
barriers, two questions were needed to fully analyze the impact of the quality of
communication during the program and difficulty or confusion surrounding the step

logging process.

Already Physically Active

The barrier of being already physically active was withdrawn fronsideration
in either of the two dependent variable categories. An already physictllg endividual
would not struggle with a barrier to physical activity because they wesradsir
physically active. In the same way, the implementation of the program could not be
determined to be the explanation for why that the person was already ginysitae.

For this reason, this response was analyzed as its own dependent vaisaifleatian.

Table 4

Barrier Category and Specific Barrier Targeted by Each Question in the Survey

Barrier

category
| did not participate in the 2010

Steps to AhealthyU Pedometer
Challenge because...

Question Specific barrier
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Question Barrier Specific barrier
category
| was already physically active. Already Already Physically Active
Active

| found it inconvenient as a meansCommon PA
for improving my physical

activity levels.

| did not feel motivated to improve Common PA
my level of physical activity.

| was not confident in my ability to Common PA
maintain a satisfactory level of

physical activity during the

program.

| was injured prior to the start of Common PA
the program.

| did not feel comfortable with my Common PA
ability to set personal step total

goals.

| was not comfortable in my ability Common PA
to monitor my progress towards
my step total goals.

Find it inconvenient to exercise

Lack self-motivation

Lack confidence in their ability
to be physically active (low
self-efficacy)

Fear being injured or have been
injured recently

Lack self-management skills,
such as the ability to set
personal goals, monitor
progress, or reward progress
toward such goals

Lack self-management skills,
such as the ability to set
personal goals, monitor
progress, or reward progress
toward such goals

The rewards for participation that Programmatic Unappealing incentives

were offered were not appealing
to me.

The registration fee was too high. Programmatonetary cost

The workplace environment and Programmatic Workplace not conducive to

culture at American University
was not conducive to
participation.

participation

| was not aware that the 2010 Stegarogrammatic Insufficient program marketing

to AhealthyU Pedometer
Challenge was taking place.

| did not participate in the 2010
Steps to AhealthyU Pedometer
Challenge because in 20009...
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Barrier

Specific barrier
category

Question

The Challenge required a large Common PA Do not have enough time to

time commitment. exercise

| did not find the Pedometer Common PA Do not find exercise enjoyable
Challenge to be enjoyable.

| thought that the Pedometer Common PA  Find exercise boring

Challenge was boring.

| got hurt or injured while Common PA  Fear being injured or have been
participating. injured recently

| felt a lack of encouragement, Common PA Lack encouragement, support, or

support and/or companionship companionship from family and
from my family and friends. friends

| felt a lack of encouragement, Common PA Lack encouragement, support, or
support and/or companionship companionship from family and
from my co-workers and friends

supervisor.

| did not have easy access to placéommon PA Do not have parks, sidewalks,
where | could walk or exercise. bicycle trails, or safe and

pleasant walking paths
convenient to their homes or
offices

The team competition created Programmatic Dislike team aspect
added stress and tension for me.

The value | received from Programmatic Low value received from the
participating in the Pedometer program for the cost
Challenge was low compared to
the cost of the program.

The Pedometer Challenge did not Programmatic Program did not enhance
enhance my employee experience employment
at American University.
| was displeased with the content Programmatic Low quality communication
of the weekly emails from during the program
AhealthyU during the Pedometer
Challenge.

The frequency of communication Programmatic Low quality communication
from AhealthyU during the during the program
Pedometer Challenge was too
high.

The step total logging process wasProgrammatic Difficulty or confusion with step
difficult and confusing. logging process
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: Barrier o .
Question category Specific barrier
The step total logging process wasProgrammatic Difficulty or confusion with step
time consuming. logging process
The registration process was Programmatic Registration process was
complicated. complicated

Data Analysis

For the purpose of analysis, all survey responses were assigned intenal value
(Strongly Disagree = 1, Disagree = 2, Slightly Disagree =3, Sliglghe&= 4, Agree =
5, and Strongly Agree = 6). A p-value of less than or equal to 0.05 was considered
significant for all tests. Data analyses were performed using S#88E or SAS.

A z-test was used to compare the difference between the total mean response
value for all common barriers to physical activity and all programelaarriers. The
value for all common barriers to physical activity was computed by catayllie mean
value of all responses to the thirteen questions relating to common barriers talphysic
activity. The value for all program-related barriers was computed bygt#kenmean
value of all responses to the twelve program-related barrier questions.

A multivariate analysis was used to compare the difference betwesn me
response values of faculty and staff members for all survey questionsgétatiommon
barriers to physical activity and program-related barriers. Post-fests were performed
to compare the differences in mean response values of faculty and staff membeach

individual survey question.
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To compare the mean response value for the question about already being
physically active with program-related barriers and common barriersg/soicphactivity

the overlap of the 95% confidence intervals for each was interpreted as anonditati

significance.



CHAPTER 4

DISCUSSION

Overview

This chapter reviews the results of the data analysis in associatiomevitut
hypotheses of the study. A review of the research hypotheses, findings toidy)easd

possible explanation for the results will also be discussed.

Results

Common Physical Activity Barriers versus
Programmatic Barriers

The primary hypothesis of the study stated that survey respondents would more
strongly agree that the common barriers to physical activity preventedrbmamepeat
participation in the 2010 Steps tdv@althyJ Pedometer Challenge relative to the
program-related barriers. For all respondents (n=85), there was no diéf&emeen the
average of programmatic barriers when compared to the average of physrdsl ac

barriers. Table 5 shows the means and 95% confidence intervals of each variable.

Table 5

Basic Confidence Limits Assuming Normality — Common Physical ActivityeBaamd
Programmatic Barriers

Variable Mean 95% Confidence limits
Common Physical Activity Barriers 2.23801 2.10252 2.37350
Programmatic Barriers 2.26569 2.11103 2.42035

48
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Faculty and Staff Perceptions of
Largest Barriers

The initial secondary hypothesis of the study stated that staff membdds wou
more strongly agree that the common barriers to physical activitgmedd them from
repeat participation in the Steps thealthyJ Pedometer Challenge relative to faculty
members. The next secondary hypothesis of the study stated that faculignm&rauld
more strongly agree that the program-related barriers preventedrtdremepeat
participation in the Steps toh&althyy Pedometer Challenge relative to staff members. A
multivariate analysis was used to simultaneously test the differencecloetwerage
programmatic and average physical barriers between faculty and stadtlingte
examining each individual variable in a pairwise fashion between the two groups. A
multivariate analysis was preformed because it was the most powerfufiairehefest
for finding a global effect across all of the variables. There was noaififfe between the
two variables between faculty and staff. Using Wilksas the criterion, the F-statistic
was not significant (F=.31, p=0.73). Since there were only two groups, \Wilksan
exact test. The Hotelling-Lawley trace (U) is provided for convenienaanect to the

exact T value using: T= (n + i, — 2)x U (Table 6) (Rencher, 2002).

Table 6

MANOVA Test Criteria and Exact F Statistics for the Hypothesis of No Overplbizee
Status Effect — Total Mean Values

Statistic Value F-value Num DF DenDF Pr>F

Wilks’ Lambda 0.99222122 0.31 2 80 0.7317
Hotelling-Lawley Trace  0.00783976 0.31 2 80 0.7317
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The same analysis was carried out using all the original variables (as@ppose
taking the average of physical and programmatic barriers). The Fwairot
significant for Wilks’ A=.6499 (F=1.23, p=.26) (Table 7). When considering all the
individual variables simultaneously, there was no difference betweenrsiatiaulty

mean vectors.

Table 7

MANOVA Test Criteria and Exact F Statistics for the Hypothesis of No Ovenalolee
Status Effect — All Original Variables

Statistic Value F-value Num DF DenDF Pr>F
Wilks’ Lambda 0.64986717 1.23 25 57 0.2564
Hotelling-Lawley Trace  0.53877599 1.23 25 57 0.2564

One post-hoc t-test came back significant for the variable PAUnENjofthble
mean response value for the question “I did not find the Pedometer Challenge to be
enjoyable.”) between faculty and staff (Table 8). It may be worth disgjdsowever,
with 25 variables available, the inflation of alpha results in the probabiliipadihf at

least one significant result: 1-(1-.6%5¥ .72.

Table 8

T-test for Mean Differences on PAUnEnNjoyable

Faculty Staff t p

Mean N Mean N

1.82 11 2.67 72 2.12 .04
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Considering all of the tests together, there is about a 75% probability that a
significant result would be found by chance. Post-hoc t-tests were performeditven w
the knowledge that alpha was inflated to provide an exploratory look at specifgdarr
to repeat participation. Some of these results may be very useful and insgyhitieshith
promotion practitioners during program design and implementation.

The mean response value for staff was numerically higher than the espanse
value of faculty for a majority (nine out of thirteen) of the questions about common
barriers to physical activity, though only the PAUnEnNjoyable differeree significant
(as noted above).

A mean response value of 3.5 for an individual survey question would fall directly
in the middle of the rating scale between Agree and Disagree. It should be no&td tha
of the mean response values for common barriers to physical activity frony facdlt
staff members fell below this level, placing them all in the disagregeréslightly
Disagree, Disagree, Strongly Disagree) of responses, except for onaciile f
respondents mean response value for the question “I found it inconvenient as a means for
improving my physical activity levels” was 3.82, making it the only value tarfalie
agree range (Slightly Agree, Agree, Strongly Agree).

The mean response value for faculty members was numerically greatehé
mean response value of staff members for only three out of twelve proglatedr
barrier questions: “The rewards for participation that were offered marappealing to
me;” “The team competition added stress and tension for me;” and “The valegéverec
from participating in the Pedometer Challenge was low compared to thef tost

program.” Similar to the common barriers to physical activity, it should be rudied t
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neither faculty nor staff members’ mean response values for any of tiramproelated
barrier questions fell above the 3.5 value, placing them all in the disagree range of

responses.

Already Physically Active

The final secondary hypothesis of the study stated that already beincgtiiys
active will be the least strongly agreed upon barrier to repeat participatioa i
Pedometer Challenge relative to all other barriers. This was not suppoéé thes
presence of a significant difference between the mean response valueafdy aeing
physically active and the mean response values of all other barriers tb repea
participation. Descriptive statistics showed that the mean response value for
AlreadyActive §=3.96) did not fall within the 95% confidence interval for the means of
either the total programmati&€2.27) or total common barriers to physical activity
(X=2.24). The means and 95% confidence intervals of each variable are presented in

Table 9.

Table 9

Basic Confidence Limits Assuming Normality — Common Physical ActivitieBarr
Programmatic Barriers, and Already Physically Active

Variable Mean 95% Confidence limits

Mean of Common Physical Activity Barriers 2.24 2.10 2.37

Mean of Programmatic Barriers 2.27 211 2.42
Already Physically Active 3.96 3.58 4.35

Note Mean of Common Physical Activity Barriers was comprised of response values
from 13 survey questions. Mean of Programmatic Barriers was comprisespohse
values from 12 survey questions.
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Already being physically active was also the only barrier to fall abow&.5

value that is directly between the agree and disagree ranges.

Discussion

The four hypotheses of this study focused on determining the most common
barriers to repeat participation in a worksite pedometer program. Theeela@sof
support for the primary hypothesis, and all three secondary hypotheses. Noasigni
difference was found between barriers for faculty and staff membersiardre
program-related barriers and common barriers to physical act&igygnificant
difference did exist between being already physically active and theapnerelated
barriers and common barriers to physical activity. This differencecasatsary to what
was hypothesized, as being already physically active was more gtegnged upon than
the other barriers. The following discussion will cover possible explanatiortsefos t
results.

The subject population for this study was comprised entirely of participants from
the 2009 Steps tohealthyy Pedometer Challenge who did not participate in the 2010
Pedometer Challenge. The researcher wanted to examine barrierscipaianti, so
people who repeated participation in the program were excluded from the survey. The
participation in 2010 indicated that any barriers to repeat participatiothéyat
encountered did not fully deter them from registering for the 2010 prograntirigrtiie
subject population to non-repeat participants eliminated the ability to exarepunses

from a comparison group. The commonality of not being repeat participants may have
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contributed to the consistency in responses among all survey respondents and lack of
significant results.

This limited selection created a small sample population of 420 people. A low
survey response rate resulted in 85 completed surveys that were used foythé/bile
the low response rate was not ideal, proportions of faculty members to staff mamdber
males to females were fairly consistent among 2009 Pedometer Chétlemiggoants,
the total sample population, and the completed surveys (Table 1). Still, this sna# sa
size, particularly having only 11 faculty responses made it very difficaemonstrate
significant differences for mean response values within the sample.

The mean response value of the survey responses for all common physical activity
barriers and all programmatic barriers fell in the disagree rarggerding to these mean
values, all participants in the survey disagreed that any of the common phagsvig)
barriers or programmatic barriers prevented them from repeatingpatron in the
Pedometer Challenge. The lack of recognition from survey takers that or@eof
these barriers contributed to their decision to not participate in the Challemyegly
strongly influenced the non-significant results of the study. Theralsaghe possibility
that all barriers that may have influenced people to not repeat participatemoter
gueried about in the survey.

While none of the programmatic or common barriers to physical activity were
identified by respondents as having prevented them from repeat participagadyalr
being physically active had an average response value that fell in theaggee There
were 54 respondents (63.5%) who slightly agreed, agreed, or strongly agrebdythat

did not participate in the 2010 Steps thealthy Pedometer Challenge because they
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were already physically active. The high number of people who self replatethey
were already physically active may be attributed to a lack of explanatthe survey of
recommended levels of physical activity. This could be avoided in future studies by
gathering information regarding duration and type of exercise thiatresgondent
participates in. Having this information would eliminate self identiiocaas already
being physically active. Researchers would be able to sort participtmtfferent
categories based on level of physical activity.

In conclusion, the non-significant results of this study could be a result of many
factors. The small, uniform sample, as well as a misunderstanding or miscamoépt
the impact that certain barriers played on the decision to repeat participatjprsaible
explanations. There was also the possibility that the list of barrietglagatin the survey

was not an exhaustive list.

Are Common Barriers to Physical Activity
Stronger than Programmatic Barriers?

The first hypothesis of this study states that respondents would more strongly
agree that common barriers to physical activity prevented them from rep@apaaon
in the Steps to Aealthy Pedometer Challenge compared with programmatic barriers,
but was not supported. The researcher believed that American Univacsilly fand
staff members had a favorable opinion of the Pedometer Challenge prograrhdnom t
previous experience. This was based on the results of a program evaluation survey
(Appendix D) and supported by previous research that focused on barriers to initial

program participation. It was believed that this positive experience dtprogram
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would minimize the influence of program-related barriers and intersfintpact of
common barriers to physical activity.

A program evaluation survey was sent by the American University wsltieam
to all participants following the 2009 Steps to AhealthyU Pedometer Challenge. A
majority of respondents to the survey indicated that they were eithereshtisfrery
satisfied with the registration process (91.8%), program specific comationi¢96.3%),
and incentives for the program (74.6%). Additionally, 89.3% of respondents indicated
that they would participate in anothehéalthyJ pedometer program. This program
evaluation indicated that there would be a high number of repeat participatits 2010
Steps to AealthyJ Pedometer Challenge. The responses also appeared to indicate that if
people did not participate a second time, the program design and implementatioot may
be a major reason behind their decision.

The Steps to Aealthyy Pedometer Challenge was also designed and
implemented in both 2009 and 2010 using practice-based evidence to eliminate the
impact of program-related barriers. Phipps et al. (2010) found that employeesore
likely to participate in worksite physical activity programs if alloweddcd in a group.

The team participation option of the Pedometer Challenge was a highlight of thenprog
design. Only 12 out of 630 (1.9%) participants in the 2009 Challenge were not on teams.
For 2010, 34 out of 382 (8.9%) participants were individuals. In this study, 77.6% of
respondents for the question about team participation creating a barrier to repea
participation disagreed that having a team component created a barrpab re
participation. The results of this study do not allow for a claim that the team component

could increase repeat participation. Though, the results of this study coupled with the
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research of Phipps et al. shows that wellness professionals may benefitdhading
team participation in worksite pedometer programs because it does not appé&ar to de
repeat participation.

Tangible incentives were also included in the StepsheefhyJ Pedometer
Challenge as their inclusion has demonstrated the ability to make peoplekalyriol
participate in previous research. Phipps et al. found that 57% of employees &tuithei
were more likely to participate if incentives were involved. Both the 2009 and 2010
Pedometer Challenges offered a wide range of incentives in hopes of appealiagge
audience. Prizes included athletic socks, t-shirts, lunchboxes, water botlles, a
gardening kits. Social recognition in weekly emails for top achieveralsasised as an
incentive during the Challenge. Participants in the program responded favorably to the
incentives and respondents in this study seemed to as well with 70.6% answering that
they disagreed that the prizes offered served as a barrier to repegbataoh in the
program. These results also support that the inclusion of tangible incentivetnieswel
offerings may encourage participation or repeat participation in wernlitsical activity
programs.

A study by Robinson et al. (2006) introduced poor communication and poor
structure and coordination as possible program-related deterrents fappaticThese
were two areas of the Pedometer Challenge examined by this studyo@aiabbut
content of communication and frequency of communication creating barriers & repe
participation yielded mean response values of 1.85 and 1.96 respectively. While the study
by Robinson et al. identified poor communication as a possible barrier, these results s

that it was not a barrier to repeat participation in the Pedometer Chalersyevey
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takers. Additionally, responses to the study survey showed that the structure and
coordination of the program did not present themselves as barriers to repeat participa
The results showed that 81.2% of responses disagreed that they did not repeat
participation due to a difficult and confusion logging process. Also, 95.3% of respondents
disagreed that the registration process was a barrier to repeappditi

Results of this study relating to programmatic barriers to participatawe@rto
be fairly consistent with previous research. Responses indicate thatthoelalegy by
which the Pedometer Challenge was implemented using practice-based ewdgnc
have effectively managed possible program-related barriers toipatiba and repeat
participation. Yet, there was still a large drop off in number of participantsebat2009
and 2010.

The results of this study were unable to account for why common barriers to
physical activity were not more likely to be agreed upon as barriers tat gggréicipation
in the program. Further insight into how the common barriers to physical actayty m
have impacted the study population can be found in the discussion of the three secondary
hypotheses of this study. The similarity between the response valuestiwothe
categories of barriers leads to a conclusion that health promotion professionaksenaa
drop off in participation in subsequent years of a program despite best effortgeto ta
both common physical activity and program-related barriers in their pnoggaign. At
the same time, previous research shows that it is still important to focus onzmgimi

the possible impact of both barrier categories.
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Employment Status Impact on Barriers
to Repeat Participation

The first and second secondary hypotheses of the study examined the relationship
between employment status and barriers to repeat participation in thecdSttesIthyJ
Pedometer Challenge. The first hypothesis, that staff members woulorédikely to
agree that common barriers to physical activity prevented them from rep@apaaon
compared with faculty members, was not supported. The second hypothesis, that faculty
members would be more likely to agree that programmatic barriers preévkeeate from
repeat participation compared with staff members, was also not supportad. It w
believed that usual job functions and characteristics for faculty and stafbaers would
impact the type of barrier that most greatly influenced the decision to forggigzgtion
in the 2010 Pedometer Challenge.

Typical staff jobs at American University follow a 9:00am to 5:00pm schedule. A
majority of full time staff members work a 5-day, 35-hour work-week. Gdggetaése
positions require long hours seated at a desk and would be classified as sedestary rol
The education level of staff members may range from high school graduates to
individuals who hold advanced post-graduate degrees. As a contrast, faculty smember
mostly do not tend to follow a standard nine to five, 35-hour schedule. Though, they are
required to hold self-scheduled office hours each week during the acads=meng may
teach classes anytime between 8:30am and 8:10pm. Generally, faculty manthers
University are expected to hold advanced degrees. Also, faculty memibaised on

nine-month contracts and are not paid to work in the summer. These differences in job
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function were thought to increase susceptibility to varying barriers tipation
between faculty and staff at American University.

As demonstrated by the research of Kruger et al. (2007), a lack of timeris a ve
common, if not the most common, barrier to participation in physical activity. Not
having enough time is also recognized by the CDC as the number one barrierlisttheir
of the ten most common batrriers to physical activity (2011b). The 9:00am to 5:00pm
schedule of staff members at American University would appear to make them mor
vulnerable to this barrier than the flexible schedules of faculty. In this shelypean
response value of staff membeks=2.81) for the question on time as a barrier to repeat
participation was slightly, though not significantly, higher than the value oltyac
(X=2.36). This pattern of a higher, but not significant, mean value for staff wagedpe
in a majority of questions pertaining to common barriers to physical aq®vawyt of 13).

As mentioned above, including common program elements, like the ability to
participate as a group, has been shown to increase patrticipation in welfegag®f
(Phipps, et al., 2010). Staff members spend a large number of hours each week in the
workplace allowing them to forge strong relationships with other employeesniHyi
enhance their ability to find and create groups to participate in wellneasestvith.

The nature of faculty members’ job roles may lead them away from fornmmigusi
relationships and groups due to their limited time spent on campus and the personal
nature of their work. The work of the American University faculty is evaluated on a
individual basis. The belief is that this would make faculty members dgaethe team
aspect, and possibly other program-related barriers, were more likegvenpthem

from repeat participation than common barriers to physical activity. Tdssnat
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supported in this study as staff members actually rated 9 out of 12 questiodsega
program-related barriers higher, but not at significant values, than faculty

Anecdotally it seemed that faculty members would be more susceptible to
program-related barriers while staff members would be more vulneratentmon
barriers to physical activity. The results of this study showed that this did wiotrhel
for the study population. Faculty and staff members combined did not identify any
program-related or common barriers to physical activity as the rdasotiéy did not
participate in the 2010 Pedometer Challenge. In fact, “I found [the Pedometemgkall
inconvenient as a means for improving my physical activity levels”, was tke onl
guestion that resulted in a mean response value in the agree range by eitlyeorfacult
staff (faculty,X=3.82). These findings, as with those above, are unable to account for
why there was a large decline in the number of participants between 2009 and 2010. The
results of this study support the need for further exploration into the differes aad

barriers of faculty and staff members.

Already Physically Active

The final secondary hypothesis of this study, that being already plhysictive
would be the least agreed upon barrier to repeat participation in the Stepeattdnp
Pedometer Challenge, was also not supported. It was believed that partiwipamisre
already physically active would not be hindered by the common barriers toglhysic
activity, as they had already overcome them. Also, previous studies supportedehe beli
that people who were already engaging in physical activity were lesgtikekperience

barriers to participation in worksite programs.
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A study by Smith, Chen and McKyer (2009) supported the hypothesis that being
physically active would not present itself as a barrier to participatiomiksie
programs. Their study examined the physical activity levels of facultyb®enat a
university and how those levels correlated with the preference to emghigber levels
of physical activity and the number of recognized barriers to physitvatyacSmith et
al. determined that faculty members who did not meet the Surgeon General’sgsidel
for physical activity were more likely to desire increasing theirllef’physical activity
as well as more likely to identify more barriers to physical actihién the faculty
members who met the Surgeon General’s guidelines.

In this study, the most strongly agreed upon barrier to repeat participation in the
pedometer program was already being physically active; a resulaigotd the findings
of Smith et al. Being already physically active was the only question imutheysthat
had a total mean response value that fell in the agree r8rge6).

Previous research fails to fully explain or support this outcome. One possible
explanation for these results could be the central focus of the StepsatiAU
Pedometer Challenge; the pedometer. Kang et al. (2009), Musto et al. (2010), and
Croteau (2004) all identified the pedometer and pedometer programs as baeitigeeffe
tools for helping people increase their physical activity levels. If tlearels of Smith et
al. (2009) holds true that people who are already physically active ariédgs$d desire
increasing their level of physical activity, physically activegle may have avoided
joining the program and using the pedometer as a tool to do so. The results of this study

support the need for developing worksite physical activity programs, including those
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using the pedometer, that appeal to and encourage participation from both sedentary and

physically active employees.

Summary

This study produced non-significant findings when trying to identify the stronges
barriers to repeat participation in a worksite pedometer program. None of thsuidyr
hypotheses was supported. Several factors may have contributed to these results
including the small sample size and varying interpretations of surveyansesthe
intent was that using an anonymous survey would allow respondents to be more honest
with their responses. The trade-off was that survey takers were left toratsweling
to their own interpretation of each question. Additionally, there was a langegap
between when the respondents participated in the Pedometer Challengeilyjviay-J
2009), when they decided not to repeat participation (May-July, 2010) and when they
took the survey (March 2011). Recall bias may have been introduced as a result of this
gap.

Although the results of the study did not provide any significant findings, they
may still be used to guide future worksite physical activity prograngae$his study
showed that programmatic and common barriers to physical activity maylsavdar
impact on repeat participation. These barriers also may affect botlyfandlstaff
members in similar fashions. Health promotion professionals can use this inforhoati
help design programs that minimize barriers to participation and repeaipzdion
across both categories with the hope of increasing physical activity fevéheir target

population and improving health risk factors in the process.



CHAPTER 5

SUMMARY AND RECOMMENDATIONS

Summary

The purpose of this study was to determine the most significant barriers for
university faculty and staff members that prevented them from repeat paiditijpea
worksite pedometer program. There were 85 American University facultyafhd st
members who had participated in the 2009 StepshealthyJ Pedometer Challenge that
completed the online survey with questions about what kept them from taking part in the
2010 Challenge. Participants rated how strongly they felt that certain commniensb®
physical activity or program-related barriers served as obstaxcteregistering for the
program. There was one primary and three secondary hypotheses in this study:

e Relative to the programmatic barriers to participation, the commonlymzea
barriers to physical activity participation would be more strongly agupen as
obstacles to repeat participation in the worksite pedometer program across all
demographics

e Relative to participants identified as faculty members, staff membkraove
strongly agree that the commonly recognized barriers to participationsicphgctivity

prevented them from repeat participation in the worksite pedometer program.
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e Relative to staff members, faculty members will more stronglyesitpat
programmatic barriers prevented them from repeat participation
e Relative to all other barriers, being already physically active wilhbdeast
strongly agreed upon reason for choosing to not participate in the pedometer challenge a
second time
None of the four hypotheses were supported by the results of the study. However,
being already physically active was found to be the only barrier thatitheys
respondents agreed had prevented them from repeat participation in the pedomete
program. There were many limitations that may have contributed to these inognclusi
results.
It is important to note that respondents rated common physical activity barriers
and programmatic barriers very similarly. This may indicate that lgp#stof barriers
carry the same weight in influencing the decision to repeat partaipatia worksite
physical activity program. Because of this, it appears that both typesief®¥ahould be
addressed equally by wellness professionals during program design whgndry

improve the number of repeat participants in a program.

Recommendations

Based on the results of this study, there are several recommendatioas that c
made for future studies that examine barriers to repeat participation in iwavkdness
programs:

e Future studies may include participants who did participate in the program in the

second or subsequent years. This is suggested because it would provide insight into why
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people chose to participate, as opposed to not participate, a second time. This would also
provide a comparison group for analysis.

e Requesting additional demographics data in the survey and analysis may identify
larger barriers to repeat participation among certain groups. Catelpatiesay be
considered include department on campus, physical location at the Universityydage, a
gender. Both gender and age information were collected in this survey but netutiliz
data analysis.

e An update to this study may be done to examine changing perceptions and
attitudes in the population each year that the Pedometer Challenge is helthayhis
provide insight into how slight program modifications impact perceived baroiers t
participation and repeat participation.

e This program did not perform an impact evaluation of physiological changes in
participants as a result of participating in the StepshteaithyJ Pedometer Challenge.

More people may have been encouraged to repeat participation had an evaluatiis like t
been performed with similar positive results to what other programs and studies have
demonstrated. Future studies may examine the influence of tracking phgisadl

changes on repeat participation.



APPENDIX A
ONLINE SURVEY
2009 Steps to AhealthyU Pedometer Challenge Evaluation
As part of our continued efforts to improve the quality of wellness programs prowided b
AhealthyU, AU's Faculty & Staff Wellness Program, we kindly ask tbattgke few

minutes to complete the following survey.

You were identified as a potential participant in this survey as a resultiof yo

participation in the 2009 Steps to AhealthyU Pedometer Challenge, and decisigoto for
participating the following year. In this survey, we would like to ask a fewtignss

about the reasons you may have chosen to participate in the pedometer challeige, whic
could have an influence on the success of this and other wellness programs at AU. The

survey will take about 5 minutes to complete.

While the primary purpose for this evaluation is for the improvement of wellness
program efforts at AU, aggregate data will also be used as part of ahegegect
conducted by Matthew Barresi, Health Promotion Program Assistant and atgradua

student in the Health Promotion Management Program.

This survey is anonymous. No one, including members of the AhealthyU team, will be
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able to associate your responses with your identity. Your participation is aglu¥bu

may choose not to take the survey or to stop responding at any time. You must be at least
18 years of age to participate in this study. Your completion of the survey sepms as
voluntary agreement to participate in this research project and yaiicagan that you

are 18 or older.

All responses will be kept confidential and will only be reported at the group Y¥wet

individual responses will never be shared publicly.

Questions regarding the purpose or procedures of the research should be directed to Am
Farr at 202-885-3589 or farr@american.edu or Matthew Barresi at 202-885-3742 or
barresi@american.edu. This study has been exempted from Institutional Beasiv

(IRB) review in accordance with Federal regulations. The IRB, a wiiy@ommittee
established by Federal law, is responsible for protecting the rights #adewsd research
participants. If you have concerns or questions about your rights as aihgsadicipant,

you may contact the IRB Administrator at 202-885-3447 or irbo@american.edu.

Thank you for taking the time to participate in this important evaluation.
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Page One

1.) Current Age

2.) Gender that you most closely identify with
() Male

() Female

3.) Employment status

() Full time faculty

() Part time / adjunct faculty
() Full time staff

() Part time staff

() Student Worker

() Other

Page Two
Please rate how closely you agree with the following statements megsodir

participation in the Steps to AhealthyU Pedometer Challenge.

4.) 1 did not participate in the 2010 Steps to AhealthyU Pedometer Challenge because...
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Strongly
Disagree

Disagree

Slightly
Disagree

Slightly
Agree

Agree

Strongly
Agree

| was already
physically active.

()

0)

()

()

0)

()

| found it
inconvenient as 3
means for
improving my
physical activity
levels.

1

0)

0)

0)

()

0)

()

| did not feel
motivated to
improve my level
of physical
activity.

0)

0)

0)

0)

0)

0)

| was not
confident in my
ability to
maintain a
satisfactory level
of physical
activity during
the program.

()

0)

()

()

()

()

| was injured prior
to the start of the
program.

()

0)

()

()

0)

()

| did not feel
comfortable with
my ability to set
personal step
total goals.

0)

0)

()

()

0)

()

| was not
comfortable in
my ability to
monitor my
progress towards
my step total
goals.

()

0)

0)

()

0)

()

The rewards for
participation that
were offered
were not
appealing to me.

0)

0)

0)

0)

0)

()
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Strongly
Disagree

Disagree

Slightly
Disagree

Slightly
Agree

Agree

Strongly
Agree

The registration

fee was too high.

()

0)

()

()

0)

()

The workplace
environment and
culture at
American
University was
not conducive to
participation.

0)

0)

0)

()

0)

()

| was not aware
that the 2010
Steps to
AhealthyU
Pedometer
Challenge was
taking place.

()

0)

()

()

()

()

Page Three

Please rate how closely you agree with the following statementsimegsour

participation in the Steps to AhealthyU Pedometer Challenge.

5.) 1 did not participate in the 2010 Steps to AhealthyU Pedometer Challenge because i

20009...
Strongly | Disagree| Slightly| Slightly | Agree | Strongly
Disagree Disagree| Agree Agree
The Challenge () () () () () ()
required a large
time commitment
| did not find the () () () () () ()
Pedometer
Challenge to be
enjoyable.
| thought that the () () @) @) () O
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Strongly
Disagree

Disagree

Slightly
Disagree

Slightly
Agree

Agree

Strongly
Agree

Pedometer
Challenge was
boring.

| got hurt or
injured while
participating.

()

()

()

0)

()

0)

| felt a lack of
encouragement,
support and/or
companionship
from my family
and friends.

0)

()

()

0)

()

0)

| felt a lack of
encouragement,
support and/or
companionship
from my co-
workers and
supervisor.

0)

()

()

0)

()

0)

| did not have easy
access to places
where | could

walk or exercise.

()

()

()

0)

()

0)

The team
competition
created added
stress and tensiol
for me.

L

()

()

()

0)

()

0)

The value |
received from
participating in
the Pedometer
Challenge was
low compared to
the cost of the
program.

0)

()

()

0)

()

0)

The Pedometer

Challenge did not|

()

()

()

()

()

()
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Strongly | Disagree| Slightly| Slightly | Agree | Strongly
Disagree Disagree| Agree Agree

enhance my
employee
experience at
American
University.

| was displeased () () () () () ()
with the content
of the weekly
emails from
AhealthyU during
the Pedometer
Challenge.

The frequency of () () () () () ()
communication
from AhealthyU
during the
Pedometer
Challenge was
too high.

The step total () () () () () ()
logging process
was difficult and
confusing.

The step total () () () () () ()
logging process
was time
consuming.

The registration 0) 0) 0 0) () ()
process was
complicated.

Page Four
6.) Please indicate any additional circumstances that prevented you ftanpaing in

the 2010 Steps to AhealthyU Pedometer Challenge
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7.) Would you recommend the Steps to AhealthyU Pedometer Challenge to a co-worker
or friend?
() Yes
() No

() Maybe

8.) Do you plan on participating in the 2011 Steps to AhealthyU Pedometer Challenge,
starting in May 2011?

() Yes

() No

() Maybe

Thank You!

A study report will be made available at the request of survey participayptsi Would
like to view the report at the completion of the study, please contact MatthessiBsrr
202-885-3742 or barresi@american.edu.

We appreciate you taking the time to complete our survey.




APPENDIX B

EMAILS

March 11, 2011 Email

Good Afternoon!

As part of our continued efforts to improve the quality of wellness programs prowided b
AhealthyU, AU's Faculty & Staff Wellness Program, we kindly ask tbattgke few
minutes to complete the following survey.

You were identified as a potential participant in this survey as a resutiof y
participation in the 2009 Steps to AhealthyU Pedometer Challenge and youordémisi
forgo participation the following year. In this survey, we would like to aga f
guestions about your participation in the pedometer challenge, which could have an
influence on the success of this and other wellness programs at AU. The sulvalewil
about 5 minutes to complete.

While the primary purpose for this evaluation is for the improvement of wellness
program efforts at AU, aggregate data will also be used as part of ahegegect
conducted by Matthew Barresi, Health Promotion Program Assistant and atgradua
student in the Health Promotion Management Program.

This survey is anonymous. No one, including members of the AhealthyU team, will be
able to associate your responses with your identity. Your participation is aglu¥bu

may choose not to take the survey or to stop responding at any time. You must be at least
18 years of age to participate in this study. Your completion of the survey sepms as
voluntary agreement to participate in this research project and yatficagon that you

are 18 or older.

All responses will be kept confidential and will only be reported at the group Y¥ewet
individual responses will never be shared publicly. Questions regarding the purpose or
procedures of the research should be directed to Amy Farr at 202-885-3589 or
farr@american.edu or Matthew Barresi at 202-885-3742 or barresi@ameticarhes
study has been exempted from Institutional Review Board (IRB) review anderoce

with Federal regulations. The IRB, a university committee establish&ddral law, is
responsible for protecting the rights and welfare of research partgipaydu have
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concerns or questions about your rights as a research participant, you naay tbent
IRB Administrator at 202-885-3447 sb@american.edu

Thank you for taking the time to participate in this important evaluation.

Survey Link: http://edu.surveygizmo.com/s3/484769/Participation-in-a-Worksite
Pedometer-Program

In health,
Amy

Amy Farr, MT

Health Promotion Manager

Office of Human Resources

American University

Mailing Address: 4400 Massachusetts Ave. NW Washington, DC 20016-8054
Office Location: 3201 New Mexico Ave. NW - Suite 350

phone: 202.885.3589

fax: 202.885.2558

farr@american.edu

www.american.edu/hr/wellness.cfm
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March 21, 2011 Emaill

Good Afternoon!

A little over a week ago you received an email inviting you to participate amkne
survey to help AhealthyU, AU's Faculty & Staff Wellness Program, improveuakty
of our wellness programs.

We appreciate that many of you have already taken the time to fill ouhtnts s

evaluation about the Steps to AhealthyU Pedometer Challenge. For those dfojou w

have yet to finish the survey, we would like you to know that we truly value your
responses. The anonymous questionnaire takes about 5 minutes to complete. The survey
is only available until April 1, so we ask that you respond as quickly as possible.

As a reminder, while the primary purpose for this evaluation is for the improvement of
wellness program efforts at AU, aggregate data will also be usedtad pdhesis

project conducted by Matthew Barresi, Health Promotion Program Assistant and a
graduate student in the Health Promotion Management Program.

Thank you for taking the time to participate in this important evaluation.

Survey Link: http://edu.surveygizmo.com/s3/484769/Par ticipation-in-a-Worksite-
Pedometer-Program

Questions regarding the purpose or procedures of this survey should be directed to Amy
Farr at 202-885-3589 or farr@american.edu or Matthew Barresi at 202-885-3742 or
barresi@american.edu.

In health,
Amy

Amy Farr, MT

Health Promotion Manager

Office of Human Resources

American University

Mailing Address: 4400 Massachusetts Ave. NW Washington, DC 20016-8054
Office Location: 3201 New Mexico Ave. NW - Suite 350

phone: 202.885.3589

fax: 202.885.2558

farr@american.edu

www.american.edu/hr/wellness.cfm
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March 30, 2011 Emaill
Hello,

This is the final reminder to complete the Steps to AhealthyU Pedometéerigieal
online evaluation. This evaluation will close on April 1.

If you have not yet had the opportunity to complete the survey, we ask that you do so
right away. Each person's responses hold great value to AhealthyU aweviostr
provide AU faculty and staff with the highest qualitywellness programming.

The survey can be access by clicking on the following link:
http://edu.sur veygizmo.com/s3/484769/Par ticipation-in-a-Wor ksite-Pedometer -

Program

Due to the anonymous nature of the survey, we are unable to determine which
participants have already finished the questionnaire. If you have alréadytihe time to
complete the Steps to AhealthyU Pedometer Challenge online evaluation, wedbhank y
for your time and efforts.

As a reminder, the primary purpose for this evaluation is for the improvement

of wellness program efforts at AU. Aggregate data will also be usedtas pathesis
project conducted by Matthew Barresi, Health Promotion Program Assistant and a
graduate student in the Health Promotion Management Program.

Thank you for taking the time to participate in this important evaluation.

Questions regarding the purpose or procedures of this survey should be directed to
Amy Farr at 202-885-3589 farr@american.edar Matthew Barresi at 202-885-3742 or
barresi@american.edu

In health,

Amy

Amy Farr, MT

Health Promotion Manager

Human Resources

American University

Mailing Address: 4400 Massachusetts Avenue NW, Washington, DC 20016-8054
202.885.3589



APPENDIX C

CDC BARRIERS TO BEING ACTIVE QUIZ

What keeps you from being more active?
Directions: Listed below are reasons that people give to describe why they do not get as
much physical activity as they think they should. Please read each statethigwlicate

how likely you are to say each of the following statements:

How likely are you to say? Very| Somewhat| Somewhat| Very
likely likely unlikely | unlikely
1. My day is so busy now, | justdont 3 2 1 0

think | can make the time to include
physical activity in my regular
schedule.

2. None of my family members or 3 2 1 0
friends like to do anything active, sq
don’t have a chance to exercise.

3. I'm just too tired after work to get 3 2 1 0
any exercise.
4. I've been thinking about getting 3 2 1 0

more exercise, but | just can’t seem|to
get started

5. I'm getting older so exercise can be 3 2 1 0
risky.

6. | don’'t get enough exercise because 3 2 1 0
| have never learned the skills for any

sport.

7. 1 don’'t have access to jogging trails, 3 2 1 0
swimming pools, bike paths, etc.

8. Physical activity takes too much 3 2 1 0

time away from other
commitments—time, work, family,
etc.
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How likely are you to say? Very| Somewhat| Somewhat| Very
likely likely unlikely | unlikely
9. I'm embarrassed about how | will 3 2 1 0
look when | exercise with others.
10. I don’t get enough sleep asitis.| 3 2 1 0

just couldn’t get up early or stay up
late to get some exercise.

11. It's easier for me to find excuses| 3 2 1 0
not to exercise than to go out to do

something.

12. 1 know of too many people who 3 2 1 0

have hurt themselves by overdoing |it
with exercise.

13. I really can’t see learning a new 3 2 1 0
sport at my age.
14. It's just too expensive. You have|, 3 2 1 0

to take a class or join a club or buy
the right equipment.

15. My free times during the day are 3 2 1 0
too short to include exercise.
16. My usual social activities with 3 2 1 0

family or friends to not include
physical activity.

17. I'm too tired during the week and | 3 2 1 0
need the weekend to catch up on my

rest.

18. I want to get more exercise, but 3 2 1 0
just can’t seem to make myself stick

to anything.

19. I'm afraid | might injure myself o~ 3 2 1 0
have a heart attack.

20. I'm not good enough at any 3 2 1 0
physical activity to make it fun.

21. If we had exercise facilities and 3 2 1 0

showers at work, then | would be
more likely to exercise.

Follow these instructions to score yourself:
* Enter the circled number in the spaces provided, putting together the number for

statement 1 on line 1, statement 2 on line 2, and so on.
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» Add the three scores on each line. Your barriers to physical activitptialbne

or more of seven categories: lack of time, social influences, lack of etherk\pf

willpower, fear of injury, lack of skill, and lack of resources. A score of 5 or aboveyin an

category shows that this is an important barrier for you to overcome.

15

Lack of time

16

Social influence

17

Lack of energy

18

Lack of willpower

19

Fear of injury

+
1 8

+

2 9
+

3 10
+

4 11
+

5 12
+

6 13
+

20

Lack of skill

21

Lack of resources



APPENDIX D

2009 PEDOMETER CHALLENGE

EVALUATION RESULTS

Question Response option  Respongtesponse % N for
value question

Please select your status at

AU
Faculty 29 11.9% 243
Staff 214 88.1%
Gender
Female 187 77.0% 243
Male 56 23.0%
How did you find out
about the program?
Check all that apply.
Web site 19 5.1% 376
Today@AU 124 33.0%
Post card via 57 15.2%
campus mail
Co-worker 136 36.2%
Manager 11 2.9%
Steps to AhealthyU 17 4.5%
informational
luncheon
Other, please 12 3.2%
specify
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Question Response option  Respongtesponse % N for
value question

What were your favorite
aspects of the program?
Check all that apply.

Incentives 135 13.2% 1025
Informational 11 1.1%
Luncheon
Grand Finale Picnic 30 2.9%
Improved 145 14.1%

awareness of
physical activity

Increased physical 140 13.7%
activity
Motivation 133 13.0%
Goal setting 92 9.0%
Office morale 125 12.2%
Team building 114 11.1%
Competition 85 8.3%
Other, List 15 1.5%

How satisfied were you

with the registration

process?
Very Satisfied 113 47.3% 239
Satisfied 105 43.9%
Neither Satisfied 18 7.5%
nor Dissatisfied
Dissatisfied 3 1.3%
Very Dissatisfied 0 0.0%

How would you rate

program specific

communication

throughout the 8 week

pedometer challenge?
Very Satisfied 141 58.3% 242
Satisfied 92 38.0%
Neither Satisfied 6 2.5%
nor Dissatisfied
Dissatisfied 2 0.8%
Very Dissatisfied 1 0.4%
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Question Response option  Respongtesponse % N for
value question

How satisfied were you
with the incentives
provided for the
pedometer challenge?

Very Satisfied 71 29.6% 240
Satisfied 108 45.0%

Neither Satisfied 49 20.4%

nor Dissatisfied

Dissatisfied 9 3.8%

Very Dissatisfied 3 1.3%

| feel that the program

was a good value for my

money ($10 registration).
Agree, what | 144 59.8% 241
received for my
money exceeded
my expectations
Agree, what | 74 30.7%
received for my
money met my
expectations
Neutral 22 9.1%
Disagree, what | 1 0.4%
received for my
money did not
meet my
expectations

Would you participate in

another pedometer

challenge sponsored by

AhealthyU?
Yes 216 89.3% 242
No 4 1.7%
Undecided 22 9.1%

Did this program provide

an added value to your

employment at AU?
Yes 186 77.8% 239
No 27 11.3%

Undesided 26 10.9%
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Question Response option Respong&esponse % N for
value question
How many days did you
typically participate in 30
minutes or more of
moderate intensity
physical activity before
the pedometer challenge
(ex. brisk walking,
gardening, recreational
cycling)?
0 days per week 19 7.9% 242
1-2 days per week 69 28.5%
3 days per week 53 21.9%
4-5 days per week 67 27.7%
6-7 days per week 34 14.0%
How many days did you
typically participate in 30
minutes or more of
moderate intensity
physical activity during
the pedometer challenge -
June 1 through July 26
(ex. brisk walking,
gardening, recreational
cycling)?
0 days per week 2 0.8% 243
1-2 days per week 18 7.4%
3 days per week 37 15.2%
4-5 days per week 99 40.7%
6-7 days per week 87 35.8%
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Question Response option Respong&esponse % N for
value question
At the end of the 8 week
pedometer challenge,
which statement would
best describe your change,
if any, in level of physical
activity?
There was an 42 17.3% 243
increase in the
number of days per
week that | was
physically active.
There was an 60 24.7%
increase in the
amount of time per
day that | was
physically active.
There was an 95 39.1%
increase in both
the number of days
AND amount of
time per day that |
was physically
active.
No change in 45 18.5%
amount of physical
activity
Decrease in amount 1 0.4%
of physical activity
If your level of physical
activity increased
between the beginning
and end of the program,
what is the likelihood that
you will continue to
remain active at the
current level?
Very Likely 93 42.9% 217
Likely 112 51.6%
Not Likely 2 0.9%
Not Sure 10 4.6%



87

Question Response option Respong&esponse % N for
value question
Do you feel an
improvement in your
overall health as a result
of the program?
Yes 134 55.6% 241
No 48 19.9%
Not Sure 59 24.5%
Do you feel that the
pedometer challenge had
an effect on your stress
level?
Yes, it decreased 86 39.8% 216
my stress level
Yes, It increased 4 1.9%
my stress level
No, it had no 108 50.0%
impact on my
stress level
Not sure 18 8.3%
Did you notice an
improvement in office
morale or work
environment after the
program began?
Yes, | noticed an 77 32.1% 240
improvement in
office morale and
work environment
Yes, | noticed an 49 20.4%
improvement in
office morale only
Yes, | noticed an 7 2.9%
improvement in
work environment
only
No, | did not notice 54 22.5%
an improvement in
office morale or
work environment
Not sure 53 22.1%
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Question Response option  Respongtesponse % N for
value question

Did you notice a change

in the level of physical

activity of your family as

a result of your

participation in the

program?
Yes 65 26.7% 243
No 88 36.2%
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