ABSTRACT

GRAFF, Dawn. The Effects of a Wellness Education
Program and Wellness Locus of Control Upon Wellness
Behaviors of Middle School Students, M.S. in
School Health Education, 1981, 103 p, (Dr. Kemnmeth
Becker).

This study examined change in wellness behavior among middle
school students following a wellness education program. The Children's
Wellness Behavior Inventory (CWBI) was designed to measure this change.
Effects of wellness locus of control upon wellness behavior change were
also examined, The Children's Wellness Locus of Control Inventory
(CWLC) was developed to determine wellness locus of control orientation.
Subjects were 80 5th and 6th graders attending Onalaska Middle School,
Onalaska, Wisconsin, This study called for a pretest to posttest

design and three groups. The experimental group
(N = 23) participated in a six-week wellness education program between
pre and posttests. The nonrelevant treatment group (N = 26) participated
in a six-week first aid program between pre and posttests. The control
group (N = 31) received no treatment between pre and posttests. The
Mann-Whitney U-Test was used to determine significance of wellness
behavior change. Though significant (p < .05) results were obtained in
two of three group comparisons, it was concluded that the wellness
education program did mot influence wellness behavior change in this
study. Spearman's rho tested for an association between wellness locus
of control orientation and wellness behavior change. A significant
association (p < .05) was observed in the nonrelevant treatment group,
where externals were more likely to exhibit increase in CWBI change
scoxes. A significant association was not established for the other
two groups.
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In the preamble to the Constitution of the World Health Organization,
health is defined as:

A state of complete physical, mental and social well-being,
and not merely the absence of disease and infimmity (p. 1).

It is apparent, in view of the high incidence of chronic disease suffered
by the people in the United States that this goal of achieving health is
not being met.

Much has been done in terms of the treatment of disease in the
United States. Shealy (1977) points out that infectious diseases have
largely been brought under control and that we now have excellent systems
of sanitation aud immunization, However, according to Shealy (1977),

little is being done to ice p: d. or to mai

health,
Mortality statistics indicate that the top ten causes of death in
the United States in 1975 were diseases of the heart, malignant neoplasms,

r dise

y di diabetes, cirrhosis of the liver,
arteriosclerosis and suicide, A factor implicated in each of these causes
of death is lifestyle. In evaluating lifestyle, Ardell (1977) identified
five dimensions of wellness designed to promote the highest level of

health and well-being. According to Ardell (1977), these five dimensions

when applied to lifestyle result in high level wellness. They are made
up of self-responsibility. nutritional awareness, stress management ,

physical fitness, and environmental sensitivity.




The concept of wellness was first introduced by Dr. Halbert L. Dunn
in 1959. This concept was built around the World Health Organization
definition of health. Dunn explains it this way:

The concept of high level wellness -- in the individual,

the family, the community -- embodies the preventive aspects
of many of the things which we are now fighting in terms of
disease and disability and social breakdown, Patching

up is no longer sufficient, This is why high level wellne.
is important to you and to me, and to the larger group of
which we are a part (p. 7).

It is not enough to just present knowledge or to make facilities
available and expect people to reap their benefits., Zemke (1979) tells
of a corporate fitness program that had failed, Part of this failure was
attributed to the misconception that merely providing facilities would
bring about a barrage of participants eager to make behavior changes.
Without motivation to take part in a wellness activity, participation
will be at a minimum, "Exercise and positive health habits are learned.
And, as with other habit development, that learning requires time, incen-
tive and practice.” (Zemke, 1979 pp. 32-34).

A motivational factor that has been seen to influence health behavior
is an individual's locus of control. Julian Rotter (1966) developed the
idea that people's behaviors reflect their beliefs in terms of the

perceived control they have over their lives. Rotter (1966) designed a

scale to measure whether people p to be ly or

externally controlled. People to be 1y

controlled have a tendency to explain life events as the result of
external forces. They often look on life occurences as a matter of fate
or chance, or due to the influence of another. Internally controlled

People explain life events as a result of their own behavior. The degree




to which people perceive events as being internally or externally

controlled affects many aspects of their lives (Kleinke, 1978),

Statement of the Problem

The problem of the study was twofold. First, the study was to
determine the individual health promotive effects of a wellness education
program upon student wellness behaviors. Secondly, the problem was to
examine locus of comtrol internality and externality as factors that

influence changes in wellness behaviors.

Need for the Study
After Dunn first introduced wellness, little was dome to promote the

concept until 1977 when literature on wellness began to reappear. Recent

being ped for the of wellness are evidence of a
growth in interest in the topic, In light of the present health status
of Americans in general, a need exists to determine the impact of wellness
education upon the acquisition of behaviors for the pursuit of optimum
health,

Two recent studies (Willismson, 1978; and, Beier, 1979) looked at

the of an program on the wellness attitudes and

behaviors of specific subjects., Among recommendations following these
studies were: a call for similar studies involving additional populationms,
and the development of wellness education programs for differeat groups.
Many adolescent Americans are generally unhealthy as described by Wynne
(1978). An aim of the present study is to determine if a wellness educa-
tion pregram can in any way have a positive influence upon this trend of

declining adolescent health,




Factors motivating the acquisition of wellness behaviors are of

great to health A factor idered to influence

health behaviors of late is the locus of control of an individual.
Strickland (1973) and Wallston and Wallston (1978) found the relationship
between physical health or well-being of an individual and the belief in
internal control to be significant, Other studies, Seeley (1976) and
Wallston, Wallston, Kaplan and Maides (1976) found no significant

ived locus

difference between specific health bebavior changes and p

of control. Further studies are needed to clarify whether the locus of

control of an individual can influence the acquisition of health behaviors,
Although there are scales designed to measure children's locus of

control, Rotter (1975) emphasized the need to develop specific scales

foxr specific behaviors. Parcel developed a scale to measure children's

health locus of control (Parcel and Meyer, 1978)., Later this tool was

used to d i the ti hip between health locus of control
and health values (Parcel, Nader, and Rogers, 1980). In retrospect it
vas suggested that the study would have been stronger if an objective

measurement of a health behavior rather than a measurement to perceived

health status had been used, It was also suggested that similar locus

of control scales be developed to measure other components of the social

learning theory. Another was for the devel of
objective and reliable measurements of children's health behavior and

the value of of health beh

Purpo £ the study

The purpose of this study was to determine the effectiveness of a

specially designed educational program upon wellness behaviors of students




attending Onalaska Middle School. It further intended to examine locus
of control as an influence upon changes in wellness behaviors. To

accomplish this, inveantories were needed that th

stics

As a result, the purpose of this study also included the development of B
an instrument to measure wellness locus of control, In addition, an

inventory to assess children's wellness behaviors was revised from an

existing inventory designed for high school subjects.

Delimitation

The study involved the following delimitation:
1. The population for the study was selected from 5th and 6th

grade students attending Onalaska Middle School in Onalaska,

Wisconsin,

Limitations
The study had the following limitations:
1. The ssmple size for each group varied and was restricted W
based on the number of students in each class used (N = 23 for i

experimental group; N = 26 for non-relevant group; N = 31 for ¢

control group).

2. The possibility of i ion between and control

group subjects could not be controlled.
3. Post - posttest scores could not be obtained due to end of

school year for subjects. !

Hypotheses
To demonstrate the effectiveness of the wellness education program

the following null hypotheses were developed:




1. There will be no significant difference in pretest and posttest
change scores on the Children's Wellness Behavior Inventory
between the experimental and the control group.

2. There will be no significant ditference in pretest and posttest
change scores on the Children's Wellness Behavior Inventory
between the experimental and the nonrelevant treatment group.

3.  There will be no significant difference in pretest and posttest
change scores on the Children's Wellness Behavior Inventory
between the nonrelevant treatment and the control group.

The following null hypotheses were developed to show any association

of change in vellness between and external subjects:

4. There will be no significant association between the pretest

fi
and posttest change scores of internal and external subjects ’i
on the Children's Wellness Behavior Inventory in the experimental i
group.

5. There will be no significant association between the pretest
and posttest change scores of internal and external subjects i
on the Children's Wellness Behavior Inventory in the nonrelevant R
treatment group,

6. There will be no significant association between the pretest
and posttest change scores of internal and external subjects
on the Children's Wellness Behavior Inventory in the comtrol
group. i

Additional statistical tests were used to examine the following:

7. Association between original loci of control between all

groups involved in the study.




8. Comparison of welluess locus of contrel change between groups.

Definition of Terms

The following terms have been defined to clarify their use in the

study:

1. Children's Wellness Behavior Inventory (CWBI): The instrument
used to measure the degree to which the individual practices
wellness behaviors developed by Beier (1979) and modified for
use of middle school students,

2, Children's Welluess Locus of Control Iaventory (CWLC): The
by the used to measure the degree

to which the individual perceives control over wellness behaviors.

3. Comtwol group subjects: Fifth and sixth grade students attending

Onalaska Middle School that received no treatment,

4.  Experimental group subjects: Fifth and sixth grade students
attending Onalaska Middle School that took part in a wellness
education program.

5. External locus of control: The perception that outcomes are

determined by factors outside the control of an individual.

6. First Aid education program: A series of lessons on first

aid procedures,

7. Internal locus of control: The

rception that the individual

has some control over what happens to him or her.

8. Locus of control: The extemt to which people perceive relation-
ships between their actions and their outcomes.

9. Nourelevant treatment group subjects: Fifth and sixth grade
students attending Onalaska Middle School that took part in a

first aid education program.




Wellness: The process of learning about, developing attitudes

and identifying alternatives to act toward achieving an optimum -
level of physical, emotional, social, mental and intellectual
well-being,

Wellness behavior: The manner in which a person conducts one-

self in ways to change lifestyle in order to function at perceived
maximum capacity and satisfaction.

Wellness education program: A series of lessons covering the
five dimensions of wellness: (1) self-responsibility,

(2) nutritional s (3) stress (&) physical

fitness and, (5) environmental sensitivity,



CHAPTER 1T -
Review of Related Literature

Both the concept of wellness and the social learning theory, of
which locus of control is a part, are relatively new ideas, The
concept of wellness was first introduced by Halbert L. Dunn during a
series of talks in 1957. The locus of control construct, which was
derived from Rotter's social learning theory, was discussed in his
book Social Learning and Clinical Psychology in 1954,

In 1961 the scripts of Dunn's 29 talks were compiled into a small
book entitled, High Level Wellness. The concept of wellness remained
dormant for nearly twenty years, but it did not die. In 1977, Donald
Ardell brought it back into focus in his book High Level Wellness: An
Alternative to Doctors, Drugs and Disease. It appears that this publica-
tion sexrved as an impetus for the growing interest that has followed.

The locus of control construct was perpetuated through the develop-
ment of scales by two of Rotter's students (James, 1957; Phares, 1955).

It was James (1957) who named the construct "internal-external locus of
control"”., The wide range of generalizability of the construct was credited
by Robinson and Shaver (1973) for the further development of inventories
and the influx of literature that has followed and continues to grow,

This review focuses on literature that deals with the development and
application of both the concept of wellness and the locus of control con-
struct. It also looks at studies where the social learning theory has been

applied to health behavior. The review of literature is presented as follows:

10
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1. The Goncept of Wellness.

2, Infl Wellness in an Edu 1 1 Setting.
3. The Locus of Control Comstruct,

4. Health Prometion, Health Behavior and Locus of Control.

The Concept of Wellness
In the first chapter of High Level Wellness by Duan, the term
wellness was born and given meaning.

High level wellness for the individual is defined as an

d method of fi i which is orieated toward
maximizing the potential of which the individual maintains
a continuum of balance and purposeful direction within the
environment where he is functioning (p. 4-5).

Bruhn, Cordova, Williams, and Fuentes, (1977) viev wellness as a

1y g, process that is related to man's
developmental stages. Bruhn, et, al. (1977) differentiate wellness
from good health by saying that wellness is a measuresble process in
which people actively participate to become healthier.

Ardell (1979) a lifestyle appxoach

high level wellne:

to realizing one's best potentials for well-being. Ardell (1977)
describes five dimensions that constitute the framework for a wellness

lifestyle: Self bility, itional phy

fitness, stre

management and envirommental sensitivity. According
to Ardell (1977), "living a healthy lifestyle is a living response to
your environment (p. 264)". Ardell (1977) points out that while
avelving a better future -- by living at the top of one's powers and
experiencing an enlarged existence -- the individual cen also enjoy

the here and now,
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Active involvement in daily lifestyle improvement denotes wellness
according to Gilmore (1979). Gilmore (1979) carries this further in

saying that wellness is striving daily for better health through ongoing

8 and A person can use these
three steps immediately no matter what his or her present state of health.

Advocates of wellness feel good health should be on our minds all
of the time. Hassett (1978) points out that in the past a good patient
had yearly check ups to find out from the doctor if he was healthy.
Today, there is a nev emphasis on each person's responsibility for his
health, Rather than focusing on health whea ill, a healthy program of
diet, exercise, stress management and lifestyle should become a part of
a large picture that determines the quality and lemgth of life.

In defining wellness Moses (1979) says, "Wellness isn't something
you do for 15 minutes a day, It's something you become -- a harmonious,

integrated, 'whole' person (p. 30)."

Influencing W ss Behavior in an Educational ing
According to Wynne (1978) many adolescents are gemerally uohealthy,

Tobacco, marijuana and other illicit drug use among adolescents were
Teported to be on the rise. The sexual behavior of youth has resulted
in a steady increase in teen pregnancies, especially in the 11-13 age
category, Physiological immaturity contributes to health risks both
to mother and infant. In addition, the increase in sexval activity is
related to the spread of venereal disease among id;lucnn.

Au HEW report on alcoholism cited by Crase, Hamrick, and Rosato,

(1979), diaclosed that one in five high school students gets drunk at
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least once a month. Nineteen percent ot 14 to 19 year olds -- more than
three million young people -- have alcohol xelated problems.

Lack of fitness has also been identified as a problem area in
adolescents. According to a Mayo Medical School Study sponsored by the
National Institutes of Health it was reported that the major cause of
childhood obesity which affects nearly 20% of the nation's childrem, is
lack of exercise (Crase, et al., 1978).

The U.S, Surgeon General called for better preventive health in

a national policy report, Healthy People: The Surgeon General's Report

on Health Promotion and Disease Prevention. Former President Carter

also advocated expanded efforts at disease p , health

and promotion. Leonard (1977) cited Carter in a major address on the

subject of health promotion:

A vast smount of our ill health is caused by the way we
live, by the enviromment we've created and by the life-
style we've adopted. It is mot the role of the govern-
ment to dictate lifestyle. But it is the proper role
of the government to educate our citizens and to
aggressively stress the promotion of good health.

Knowledge is one of the most important factors in promotion of
health according to Shirreffs (1978). By educating Americans to choose
healthy lifestyles, dramatic changes in morbidity and mortality rates
can be brought about. This has been demonstrated by the decrease in

heart disease deaths brought on by high blood pressure following a

national education program on high blood pressure, Other studies have
shown the effectiveness of education upon health behaviers as well.

Small discussion groups were used by Green (1979) and his associates

to ely d i visits to a hospital emergency




department to less than half the number of visits by a control group,
Rosenberg (1971) used 100 patients who had congestive heart failure and
randomly assigned thea to a health education or control group. The
subjects in the health education group had one-third as many readmission
days and one-half as many readmissions. Education intervention in
controlling essential hypertension was tested by Levine and Green (1979).
They showed an increase in patient compliance with medication directions,

a greater proportion of weight loss and an increase in the number of

tients who kept s with the medical staff. There was also

a significant increase in the proportion of patients with blood pressure
under control.

Sheldon (1980) used an activity-centered, supplementary health
education program, the Health Activities Project (HAP), to determine
the effect it would have on student attitudes toward their own health
and to health related issues. Student inventory responses indicated
increases in family discussions about health, perceived control over their
own health, and a recognition that they learn about health in school and
from their family. There was also a slight increase in student interest
in body functions and concern about their future state of health,

In a study of personal health class students at Ohio University,
Bonguro (1979) showed that learning activities affect behavior either

by g health behavi to p or

positive one: Following an educational program designed to a

and change or modify behavior, significant results were seen in relation

to student's weight, exercise participation and smoking habits,
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Recent data on health ed ion in the setting ind

that fitness and wellness programs for employees are currently being
offered by over 3,000 businesses in the U.S, (Toohey and Shirreffs, 1980).
An example of such programs is that at Control Data Corp. whose "gelf-
health management program" is being phased in for all 59,000 corporate
enployees worldwide and their dependents. The program will stress personal
Tesponsibility and elements in health assessment, health promotion and
disease prevention,

Kimberly-Clark Corp. has invested $2.5 million in health-management
facilities in Neenah, Wisconsin, The program, which covers 1,400
salaried employees at a cost of $500 per employee annually, expects
ultimately significant annual savings in about 10 years. The primary
Teason for promoting wellness is to make some long-term reduction in the
extent of employee illness and its costs (Harris, 1979).

In a pilot study, the St. Paul Companies invited 92 employees to
attend a series of six ninety-minute health education sessions at no
cost and on company time. The objective of the fimal session was for
each person to agree on some type of behavior change, Six months after
the last session, 607% of the group had made some change in lifestyle in
a direction that could potentially reduce one or more health-risk factors
(Harxis, 1979).

The question of whether such programs will actually curtail health
care costs is yet to be -nw-r-;i. Fitness programs deal with changes in
lifestyle, and their physiological effects oftem don't register for years.

However, proponents of such programs insist the benefits run far deeper
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than the cost of health care (Nelson and Linnehan, 1978), The company's

objectives also include sm and ty
(Carpenter, 1980).

As with health behaviors, initial studies indicate that education
programs may influence wellness attitudes and behaviors. Williamson

(1978) assessed the effects of a wellness program on attitudes and

of Willismson (1978) concluded that

studen

attitudes toward wellness were enhanced by a wellness education
program, Using high school students as subjects, Beler (1979) developed

a wellness education program and a Wellness Behavior Inventory to

determine the effectiveness of the program in changing wellness attitudes
and behaviors, Beier (1979) concluded from the study that an educational
program was effective in enhancing positive attitudes and behaviors

toward wellness among tenth grade students.

The Locus of Control Construct

One of the key constructs in Rotter's social learning theory is

called - 1 control of Based on the social
learning theory, people acquire generalized expectencies to perceive
events either as dependent upon their own behavior or as being beyond ‘
their ovn control (Ryckman, 1978), People who are externally oriented
have a tendency to cx'pl.lin life events as the result of external forces

in society., Since the events that take place in society are unpredictable,

externals look on lite

a matter of luck, fate, chance, or powerful
others, Internally oriented people are inclined to explain events in

lite as the result of their own behaviors. Since they think they can
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influence their own actions they do not consider what happens to them

as a matter of luck (Kleinke, 1978). Rotter (1966) describes an internal
as one who "perceives that the event is contingent upon his own relatively
permanent characteristics."

Social learning theory relies on empirical law of effect. It focuses
on behavior change as a function of removing or stimulating events as its
criterion for reinforcement (Ryckman, 1978).

The occurrence of a behavior of a person is determined not only

by the nature or importance of goals of reinforcements but also

by the person’s anticipation or expectency that these goals

will occur. Such i are d ined

y i
perience and can be quantified. (Rotter, Chance and Phares,
1972, p. 10).

It is possible, with this understanding, to use knowledge of reinforcing
events to -ak-‘ predictions about behavior.

The measure of the internal-external control dimension as a
personality variable in social learning theory was first attempted in
a doctoral dissertation by Phares in 1955, A 13-item scale was designed
to measure a general attitude or personality characteristic of attributing
the occurrence of reinforcements to chance rather than oneself (Lefcourt,
1966). James (1957) developed an inventory using a Likert Scale to

show both extreme i 1s and ls. Results ind: d that

people scoring at both extremes appeared less adjusted than these with
central scores (Rotter, 1966).
As different applications of the social learning theory became

apparent, additional inventories were developed. The Intellectual

Achievement Responsibility 1 ire (IARQ) 1, K Y

and Crandall, 1965) was designed to measure children's beliefs in their




control over and responsibility tor intellectual academic success and
failures. The Bialer-Cromwell Children's Locus ot Control Scale

(Bialer, 1960) was developed for retarded children, Specialized

dimensions of locus of control are using the Multi
IE Scale (Gurin, GCurin, Lao and Beattie, 1969)., The most widely used
scale is Rotter's Internal-External Locus of Control Scale (Rotter, 1966).
According to Ryckman (1978), a person's development is contingent
upon the standards, mores, goals, and techniques communicated to him by
his parents. Next to parents, school has the greatest influence on the
child's development, As the child gets older, this influence shifts from
the authority of parents and school, to the influence of peers.
Development of locus of control is contingent on the child's environmental

atmosphere and these influences cited. Shifts in locus of control have

been seen to correspond with changes in significant relationships in

the course of maturation, The home is the origin of healthy or unhealthy

behavior, This later transfers to the school situation (Rotter, 1954).
Beliefs in internal control are learned in families where parents

are warm and supportive of children, as well as consistent in discipline,

as indicated by Ryckman (1978). This atmosphere allows for children

to learn to accept success or blame failure upon themselves.

Parental influence changes in later childhood from supportive to

is not ed,
The child becomes more involved with his physical and social environment
where there is greater opportunity to observe the effect of his own
behavior and the contingency of his own actions (Ryckman, 1978). Milgram

(1971) has shown that children tend to become more intemnal with age.




It is common in research on locus of control to imply that

ity is an e y and i lity, le

(Janzen and Beeken, 1973). Robinson and Shaver, (1973), in a review of
literature explained "All of the research points to the same cmlt;;ionx
people are handicapped by extermal locus of control oriemtations
(Robinson and Shaver, p. 170)". Straits and Sechrest (1963) conducted

a study of the rel p of control to smoking. In

the study Straits and Sechrest (1963) found that non-smokers were signi-

ficantly more internal than smokers, s Woodruff and Werner
replicated that finding in 1965, In addition, Jeames, et al, (1965),
showed that following the Surgeon General's report, males who quit and
did not return to smoking in a specified period of time were more
internal than those who believed the report but did not quit ioklng.

Studies have shown that internals not only bclina they control
their outcomes, but also perform more effectively than externals.
Externals on the other hand, are more open to influence than internals.
Internals tend to make judgements independent of others demands while
externals were more compliant to those situations (Ryckman, 1978). As
early as 1899, as cited by Rotter (1966), Veblen implied that a belief
in luck oxr chance as a solution to one's problems was characterized by
less productivity. Rotter (1966) in turn drew a parallel to the

hypothesis that a belief in external control is related to gemeral

passivity,

Perhaps Rotter is ble for this i of

v. external locus of control. His views on their characteristics are

id d in these




A series of studies provides strong support for the
hypothesis that the individual who has strong belief
that he can control his own destiny is likely to

(a) be more alert to those aspects of the environment
which provide useful information for his future be-
havior; (b) take steps to improve his environmental
condition; (¢) place greater value on skill or achieve-
ment reinforcements and be generally more concerned with
his ability, particularly his failures; and (d) be
resistive to subtle attempts to influence him (Rotter,
1966 p. 25).

About externality, Rotter had this to say:

Clearly we need continuing study to reverse this trend
(toward externality). Our society has so many critical
problems that it desperately needs as mamy active,
p-ruclpaﬂu internal-minded members as po:ubh. 1f
feelings of contzol, ali 4

continue to grow, we may be heading for a mhty ot
drop-outs -- each person sitting back, watching the world
go by (Rotter, 1971 as cited by Janzen and Beeken, 1973).

The prevailing belief as recognized by Robinson and Shaver (1973)
is that it is desireable to change people, in the direction of
internality, Accordingly, researchers have begun to develop techniques
to implement such changes, to the extent that a review of this aspect
of locus of control has been carried out (MacDonald, 1972).

Janzen and Beeken (1973) argue that there are positive aspects of

externality. Janzen and Beeken (1973)’0“- liberating attitudes to

P rel h greater tol of e

situations, a more realistic appraisal of the nature of what influences

us, and a less overt desire for power as les of p
istics. However, a positive approach to external locus of control has
not been assumed with the same intensity and far less frequency that
it has been assumed for internality (Janzen and Beeken, 1973).

Thus far, much research has been earried out to change people in

an internal direction in order to effect a behavior change. Recently,



research has been carried out to see if behavior change can be affected

in externals without emphasis on locus of control change. Saltzer (1978)
showed this approach to be successful in evaluation of locus of comtrol
and application of weight loss techniques. The results of the study
showed success in modifying behavior of internals through self-control

interventions and utilizing social to fully

s. These may di ally the d
of behavior intentions. Success with self-control interventions on in-
ternals may be because they act on the personal attitude toward the

behavi The more 1 with s may

be due to the tact that it dealt with the external influence of social
pressures (Saltzer, 1978).

One more aspect ot locus of control deserves notice. The extent of
internality or externality is of importance. Rotter (1966) notes that
people at either extreme of internal or external control are likely to
be maladjusted. Even the seemingly positive attributes associated with
internality can interfere with a person's ability to function effectively.
The effects of either extreme upon subsequent behavior should be
investigated.

Thus far, the social learning theory has had little direct impact
on the solution to social problems. However, knowledge gained about
locus of control has potential applied value. It is suggested that
persuasive messages aulgnod to influence behavior change should consider
individual differences in control orientation if they are to be effective.
Research on locus of control has suggested kinds of messages which best

influence internals and externals in a variety of situations (Ryckman, 1978).
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Putting this knowledge to work may help people to be more effective at

changing behaviors as they choose.

Health Behavior and Locus of Comtrol

There is evidence that the locus of control construct is relevant
to prediction of health behaviors. Several studies have revealed that
internals are more likely to engage in behaviors that facilitate well-
being. Studies examining smoking behavior have shown internals to be
more successful at reducing, quitting and/or maintaining changes in
smoking behaviors (Straits and Sechrist, 1963; and Kaplan and Cowles,
1978). Similar studies have linked internality to contraceptive use
among sexually active individuals (McDonald, 1972; Balch and Ross, 1975;
and Wallston, Wallston, Kaplan and Maides, 1976). Internality was
found to be related to the practice of other health behaviors as well;
greater seat balt use (Williams, 1972); preventive dental health be-

havior (Williams, 1972); influenza innoculation among college students

(Dobbs and Kirscht, 1971); self d p health beh for
hypertensive patients (Lewis, Morisky, and Flynn, 1978) and ability to

withstand assault of stressors (Lefcourt, 1976).

As with locus of control research outs: the ltu' of health be-
havior, internality is not always seen as a consistent predictor of
positive practices. Johnson and Chamberlain (1978) showed that the
Rotter Scale was unable to predict which subjects would show the most
significant decrease in smoking rate and maintain this reduction. Goss
and Morosko (1970) found that alcoholics were internal, Studies have

also been conducted that examine locus control and the health behaviors

of children. Stone (1977) assessed the effects of the School Health




Curriculum Project on fifth grade students in five areas related to

bealth attitudes and behaviors, one of which was locus of control.

Using the Nowicki-Strickland Internal-External Locus of Control Scale
—ocxotyickland Internal-External Locus of Control Scale
for Children, Stome (1977) found that expectencies of illmess and

accidents did not change following educational treatment.
The interrelationship between the independent variables health
locus of contrel and health values and their effect on the dependent
variable of health status was examined in a study by Parcel, et al.
(1980). Locus of control was measured using the Children's Health Locus
of Control Scale developed by Parcel in 1978, Results showed that
children who placed a high value on health who have an internal locus
of control are less likely to report frequent illness or susceptibility

to illness. Parcel, et al, (1980) pointed out that the study would have

been stxonger with an objective of health b rather

than a measurement of perceived health status.

Schlegel and Crawford (1978) exsmined the relationship between
Reid and Ware's Multidimensional Measure of Internal-External Locus of
Control and licit and illicit drug use among 920 high school students
over a two-year period. Greater externality on the dimension of fatalism

vas significantly related to the use of a number of drugs. However,

ity on the of self and itical control

Were seen to have no consistent relationship to drug use.




CHAPTER III

Methods

The study vas designed to measure the effectiveness of a wellness
education program in changing wellness behaviors of fifth and sixth
grade students. It further intended to show whether locus of control
would influence velluess behavior change. To sccomplish this, it was
necessary to develop a welluess behavior inventery amd wellness locus of
control inventory for the subjects involved in the study. In addition,
a welluness education program was designed,

The research methods used in the study are presented in the four
phases as follow:

1. Inventory development,

2. program
3. Experimental design and procedures.

4. Statistical analysis of data.

Inveatory elopment

The study called for the use of two inventories, ome to

asure
wellness locus of control in children and another to messure wellness
behaviors in children. This section will first examine the development

of the Children's Wellness Locus of Control Invemtory (CWLC). It will
be followed by discussion of the revision of the Wellness Behavior

Inventory (Beier, 1979) to come up with the Children's Wellness Behavior

Inventory.
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Children's Wellness Locus of Control Inventory (CWLC)

Through the review of literature, it was discovered that locus of

control inventories do exist. More specifically, inventories have been
developed that measure health locus of control, These include the Health

Locus of Control Scale (Wallston, et al, 19/6), the Multidimensional

Health Locus of Control Scale (Wallston and Wallston, 1978), and the

Children's Health Locus of Control Scale (Parcel and Meyer, 1978).
Of these three inventories, only one, the Children's Health Locus of

Control Scale (CHLC), was applicable to the subjects in the study.

However, further of the t revealed that

the inventory was not specific to the wellness dimensions that would be
tested.
An instrument designed for children to measure locus of control re-

lated to the five of well was for use in the

study. Since such an instrument did not exist, the Children's Welln

Locus of Control Inventory (CWLC) was developed. Upon Teview of litera-

ture concerning both wellness inventories (Ardell, 1977; Beier, 1979;
Travis, 1977; and Willismson, 1978) and locus of centrol inventories
(Parcel and Meyer, 1978; Robinson and Shaver, 19735 Wallston et at, 1976;
Wallston and Wallston, 1978) a preliminary inventory was constructed.
The preliminary CWLC Inventory was made up of 59 statemeats., To
assure readability and content validity of the statements, the inventory

was sent to eight jurors. Of these eight members, five were associated

with the Health at the ty of Wi -
LaCrosse; two were from the University of Wisconsin - LaCrosse Counseling

and Testing Center; and, one was visiting associate professor in the

Health at the U ty of Utah in Salt Lake City,
Utah.




Assistance in evaluation of the instrument was requested by mail.

The mailing included a letter of explanation (Appendix A), an evaluation
form (Appendix B) and the inventory statements. The evaluation form,

developed by Gilmore (1974), enabled jurors to respond to each statement

regarding effectiveness in a subject’s i 1 or 1
locus of control with regard to wellness behavior. A numerical rating
system of from 1 (not acceptable) to 5 (indispensable) was used to
evaluate each statement. Space was also provided to the right ot each
statement for additional comments. Analysis of the evaluations consisted

t. Consi

of calculation of the mean for each stat ation was also

given to comments the jurors had made,

With seven ot the eight L it vas that

seven jurors, one had

some major revisions were necessary. Of the:

chosen not to complete luation of the y. The six
juroxs had completed the evaluation but the comments were consistent in
citing weaknesses in the inveatory. Taking into consideration the
comments offered by these six jurors, a revised inventory consisting
of 48 statements was developed.

The revised inventory was sent to six of the eight original jurors.
A revised inventory was not sent to one of the original jurors because
the preliminary inventory had nmot been completed. Since time was a vital
factor, a revised inventory was also not semt to the juror in Salt Lake
City, Utah.

Along with the revised inventory, jurors received a letter explaining

need for revision, the Inventory Rating Scale (Gilmore, 1974), and




guidelines to ider in d lity, As with the prelim-

inary inventory, statements were rated from 1 (not acceptable) to 5
(indispensible) and space was provided for written comments to the right
of each statement, The date given for return of inventories was April 2,
1980, Of the five jurors meeting this deadline, four were associated

with the Health P of the of Wisconsin -

LaCrosse and one was a Counselor at the University of Wisconsin - LaCrosse
Counseling and Testing Center, (Appendix C).

Evaluation analysis of the revised inventory consisted of calcula-
tion of the mean score of each statement. Statements with a mean score
of 3.0 or above were considexed for inclusion in the final inventory.
Since a rating of 3.0 by the jurors indicated the statement was valuable
for measuring the subject's wellness locus of comtrol, it was selected
as an acceptance level. Upon examination of the mean scores, it was

found that all statements had at least a 3.0 value. Therefore, to reduce

the number of each was and on
the basis of mean score, juror comments and variation from other state-
ments, From each of the five wellness dimensions, five statements were
selected. Of these, the wording of three statements was changed as
suggested by jurors. For variation, one statement was added to the
physical fitness section on the basis of a 4.2 ranking on a similar item
in a different section, The final inventory consisted of 25 statements
and can be found in Appendix D. The reliability of the inventory was
determined by using the scores of a pilot group of fifth grade students
attending Lawrence Larsen School in Sparta, Wiscomsin, A Hoyt's Analysis
of Variance formula was used to calculate the reliability coefficient of

.2233,




Childzen's Wellness

avior Inventory (CWBI)

In the review of 1i it was di that on
wellness do exist. The Wellness Iaventory (Travis, 1977) was designed

as a tool for i and and not as a validated

measurement device according to Beier (1979). It was decided that this
device would not be acceptable for use in the preseant study on that basis.
Beier (1979) developed the Wellness Behavior Imventory for use among
tenth grade students, The Wellness Behavior Inventory was determined
to have a reliability coefficient of .8226, using Hoyt's Analysis of
Variance.
Scrutiny of Beier's instrument revealed that while many statements
were suitable for the population in the study, some were not. Those seen
not suitable were determined on the basis of readability and/or applicability
to the fifth and sixth grade subjects.

This observation led to a revision of Beier's Wellness Behavior

Inventory. The seventy from the were
Teduced to y-five. In i twelve vere to make them

more readable by the age group in the study. The CWBI is found in

Appendix E.

Educational Program Development

An educational program was developed for use in the present study.
The wellness education program was developed for use with the experimental
group. A nonrelevant education program consisting of first aid lessons
was presented to the nonrelevant treatment group. Discussion of the

wellness education program follows.




Wellness Education Progrem

A six-week wellness education program was designed to introduce

wellness and enhance behaviors of the experimental group., It was

ped after reviewing 1i and i existing wellness
pro;t-:x (Ardell, 1977; Bruhn et al, 1977; Travis, 1977; Willismson,
1978; Beier, 1979).

The program was developed as a special unit for the experimental
group. This program was incorporated into the health eoducation curri-
culum at Onalaska Middle School during the 1980-1981 school year. Time
allowed six 50-minute periods for implementation of the program.
Materials comprising the complete educatiomal program are found in
Appendix F.

The following outline summarizes the content of the educational
program, )

I. Introduction to Wellness Concept

A. Personal interest

B. Definitions of wellness

c. Difference between wellness and good health
I1I. The Wellness Process

A,  The wellness continuum

B. Finding a place on the wellness continuum
III. The ‘Hllh‘uu Dimensions

A. Self-Responsibility

B. Nutritional Awareness

C. Stress Management

D.. Physical Fitness

E,  Personal Health and Safety (Environmental Sensitivity)




IV. A Wellness Lifestyle

A Personal assessment
B. Committment to change
V.  Personsl Growth

A. Di of wellness

B. Sharing wellness promotion ideas
An introduction to the concept of wellness and exposure to the five
wellness dimensions described by Ardell (1977) made up the education pro-
gram. Ideas for incorporating the wellness concept into daily lives

were shared following of the five Personal

lifestyle a

ssment and committment to change toward higher levels of

welluess culminated the program.

Experimental Design and Procedures

Subject Selection. The population for the study was selected from
the twelve fifth and sixth grade homerooms at Onalaska Middle School.
Cluster sampling techniques were used to select the three homerooms that
would be included in the study., Each of the three participating home-

rooms were randomly assigned to a different treatment group by the

researcher, The three treatment groups consisted of 1) an experimental

group; 2) a nonrelevant treatment group; and, 3) a control group.

The to the 1 group took part in a
six-week wellness education program. The homeroom assigned to the non-
relevant treatment group took part in a six-week first aid unit, The

homeroom assigned as the contrel group no health

One week prior to the pretest, letters were sent home with students

participating in the study., The letter contained information about the




content and purpose of the study and included a parental consent form.

All of the subjects returned their parental consent forms before the

program started. (Appendix G.)

Procedures
The CWLC developed for this study, and the CWBL were administered
separately by the researcher to the three groups on the same day.
While pretesting, the subjects first completed the CWLC and then the CWBI.
Control group subjects were pretested at the beginning of a study
period. After eight weeks, control group subjects were posttested using

the CWLC and the CWBI. No interaction was made between the re: rcher

and the control group subjects between tests.

One week after being pretested using the CWLC and the CWBI, the
nonrelevant treatment group subjects began a six-week unit on basic first
aid procedures. Eight weeks following the pretests, nonrelevant treatment

group subjects vere posttested in the same manner as the control group.

The experimental group began a wellness education program one week
tollowing administration of the pretests. The educational program was
implemented during the six weeks between the pre and posttests, which
were administered eight weeks apart.

In summary, the control group received no treatment between pre and
posttests. The nonrelevant treatment group received a first aid unit as
a nonrelevant treatment between pre and posttests. The experimental
group received a wellness education program as intervening treatment

between pretests and posttests.




R h Design

The research design selected for the study was a pretest-posttest
control group design. Since the change score values were to be used in
statistical analysis, administration of a pretest and posttest were manda-
tory. The control group was needed to determine the extent of the pretest
influence upom posttest outcome,

According to Weirsma (1969), the pretest posttest control group
design can be extended to include additional groups. The nonrelevant
treatment group was added with this understanding to show that the well-
ness education program, and not the teacher administering the program

and other factors, were responsible for pre

t to posttest change scores.

Statistical Analysis of Data

Selection of T.

3. Non-parametric statistical tests were chosen

for analysis of data since the level of data collected was ordinal and
the subject population was relatively small and distribution free.
Downie and Heath (1974) call for the use of nonparametric statistics when
the criteria  described above are present.

According to Siegel (1956):

A nonparametric statistical test is a test whose model
does mot specify conditions about the parameters of the
population from which the sample w. rawn, Certain
assumptions are associated with most nonparametric
statistical tests, ie., that the observations are in-
dependent and that the variable under study has under-
lying contiouity, but these assumj

much weaker than those associated with parametric tests.
Moreover, nonparametric tests do not require m
s0 strong as that required for thc pnr-
most nonparametric tests apply ti
scale, and some apply also to dau Ln a nominal scale
(p. 31).
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In order to assess the effectiveness of the wellness education

program upon wellness behavior, the nonparametric statistical test

chosen for analysis of data was the Mann-Whitney U-

t. According to

Champion (1970):

The y U-Test is to perform a function
similar to the T-test, and it makes no assumptions con-
cerning the distributions involved. This test assumes that
the investigator has at least ordinal-level information at
his disposal, This means that he will be able to rank
elements according to some measureable dimension. (p. 176).

In additiom, Champion states:

The Mann-Whitney U-Test is a test for the significance of

difference between two samples where the elements have been

ranked according to some ordinal-level variable. Specific-

ally, it is designed to detemine whether the various

ranked values for any given variable are equally distributed

throughout both samples. (p. 1/6).

The Mann-Whitney U-Test was used to determine if the following
score gain values were statistically significant at the p < .05 level of
significance. All analyses were two-tailed:

1.  Chamge in pretest to posttest score values on the Children's

Wellness Behavior Inventory between the wellness experimental
group and the control group.

2, Change in pretest to posttest score values on the Children's
Wellness Behavior Inventory between the wellness experimental
group and the nonrelevant treatment group.

3. Change in pretest to posttest score values on the Children's
Wellness Behavior Invemtory between the nonrelevant treatment
group and the control group.

The statistical used to d the relati hip of

pretest to wellness change of and 1




subjects was the Spearman Coefficient of Rank Correlation. This test

measures the degree of between and can be con-

sidered a measure of association between the samples (Gibboms, 1971).
The Spearman Coefficient of Rank Correlation was used to detemmine
if the association between CWBI change scores and CWLC pretest scores
was significant at the p < .05 level of significance. All analyses
were one-tailed:
4.  Association between pretest and posttest wellness behavior

change scores of and 1] in the experi-

mental group.

5. Association between pretest and posttest wellness behavior

change scores of and 1 bj in the non-
Televant treatment group.
6.  Association between pretest and posttest wellness behavior

change score of and bj in the control

group,
Subjects were classified as either "internal" or "external"

according to their ordinally ranked pretest scores from the Children's

Wellness Locus of Control Inventory. The split mean was determined to
be 48. Those scoring above this mean were designated externals. Those

scoring om or below the mean were classified as internals. To check
that the mean values were not influenced by external scores, the median
was also determined. The median value was found to be 48, and showed
that no extreme score influences existed.

To establish whether there was an associatiom between original

locus of control, pretest CWLC scores of all groups were compared. The
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Spearman Coefficient of Rank Correlation was utilized to show this, To
determine whether wellness behavior change was due solely to the educa-
tional program, pretest to posttest CWLC change scores were compared
between the groups. The Mann-Whitney U-Test was the test selected to

demonstrate this.




CHAPTER IV

Results and Discussion

Introduction

The effectiveness of a wellness education program on the wellness
behavior of fifth and sixth grade students was investigated. Student
wellness behavior change was determined with the administration of the
Children's Wellness Behavior Inventory (CWBI). Effectiveness of the

wellness

program was d by pretest to post-
test change scores on the CWBI. Statistical significance of the change
in student wellness behavior scores was calculated using the Maun-Whitney
U-Test,

Influence of internality and externality upon wellness behavior
change was also examined. Wellness locus of control was assessed with

the Children's Wellness Locus of Control Imvemtoery (CWLC). Calculation

of the mean vas used to lity and ity. Correla-

tions between the wellness behavior changes of intermals and externals
were calculated for each group using Spearman's rho correlation coefficient
test.

Additional statistical tests were carried out beyond those that
tested the hypotheses. To determine whether an association existed be-
tween the pretest locus of control scores of all three groups, a test
for correlation was utilized. Spearman’'s rho correlation coefficient

test was selected to demonstrate this. A change in wellness locus of

control in esch group was looked at to determine possible influence on




wellness behavior change. Wellness locus of control chang s deter-

mined by calculating pretest to posttest change scores on the CWLC,
Statistical significance of the change in student wellness locus of

control scores was calculated using the Mann-Whitney U-Test.

Subjects

Fifth and sixth grade students at Onalaska Middle School were the
target population. Subjects taking part in the wellness education pro-
gram made up the experimental group. Those enrolled in a first aid class
served as a nonrelevant treatment group. The control group received no
treatment. Cluster sampling techniques were used to select the three
homerooms that would participate in the study. Each of these three home-

rooms Vas to the the 1

or the control group, A final total of 80 students took part in the study.

Comparison of the groups according to grade, age and sex is found on Table 1.

Table 1
Comparison of Population by Grade, Sex, and Age
Subject's
Grade sox sge Total_
Experimental 5th 14 Males 6 All members of the
Group Females 8 Experimental Group
were between the 23
6th 9 4  ages of 10-12
5
mean age = 11.17 years
Nonrelevant 5th 14 7 ALl bers of the
Treatment Females 7 nonrelevant treataent
Group population were 26
6th 12 Males 5 between the ages of
Females 7 10-12
mean age = 10,76 years
Control 5th 17 Males 9 ALl members of the
Group Femalea 8 control group were
between the ages 31
6th 14 Males 6 of 10-12
Females 8

mean _age = 11.12 years




Results

The results of this research are presented in three sections. The
tirst section compares the change in wellness behaviors between groups
to test null hypotheses 1, 2 and 3, The second section compares wellness
behavior change scores between internals and externals of each group to
test null nypotneses 4, 5 and o. ‘The third section looks at additional
factors that could intluence wellness benavior change. No hypotheses
were developed for testing in this section. Internal-external locus of
control orientation comparisons between groups are discussed. In addi-

tion, wellness locus of control change between groups are compared.

Wellness Behavior Change
The Mann-Whitney U-Test was used to determine the statistical signi-

ficance between group change scores. Since N > 20 in all groups, the
Z values were calculated from the U scores to determine critical values
(Chempion, 1970). The level of significance was set at p < .05, Table 2
displays the U and Z values for each group comparison.

Table 2

Results of Comparison of CWBI Change
by Mann-Whitney U-Test

Group

Comparison U_value Z value p_value
Experimental

VS, 312.0 ~.77% . 4354
Control

Experimental

vs. 188.5 -2.219% 20264 *
Nonrelevant Treatment

Control

vs. 229.5 -2,7842 .0052 *

Nonrelevant Treatment

* significant at the .05 level (two-tailed test)




The following null h were 1 to computations
of differences between pretest and Posttest scores on the Children's Well-

Dess Behavior Inventory:
1. Null Hypothesis: There will be no significant difference in

pretest and posttest change scores on the Children
Behavior Inventory between the experimental group and the con-
trol group.

A U value of 312,0 was obtained from experimental group
and control group change score comparison. From this a Z value
of -.779% was calculated. The value located on the Z-table
(Siegel, 1956) for a two-tailed test was p = ,4354. Since
the value was greater than ,05 the null hypothesis could not
be rejected. Thus, change scores of the experimental group om
the Children's Wellness Behavior loventory were not considered
to be significantly different than the change score values of
the control group,

2, Null Hypothesis: There will be no significant difference in
Pretest and posttest change scores in the Children's Wellness
Behavior Inventory between the experimental group and the non-
Televant treatment group.,

A U value of 188,5 was obtained from experimental group
and nonrelevant treatment group change score comparisons.

From this a Z value of -2,219% was calculated. The value
located on the Z table (Seigel, 1956) for a two-tailed test
vas p = ,0264. Since this value was less than <05, the null

hypothesis could be rejected. Thus, change scores of the ex-




perimental group on the Children's Wellness Behavior

Inventory were considered to be significantly different
from the change scores of the nonrelevant treatment
group.

3. Null Hypothesis: There will be no significant difference
in pretest and posttest change scores between the non-
Televant treatment group and the control group.,

A U value of 229.5 was obtained from the nonrelevant
treatment group and control group change score comparison.
From this a Z value of -2,7842 was calculated, The value
located on the Z-table (Seigel, 1956) for a two-tailed
test was p = .0052, Since this value was less than .05,
the null hypothesis could be rejected. As a Tesult,
scores of the nonrelevant treatment group on the Children's
Wellness Behavior Inventory were considered to be signi-
ficantly different from the change scores of the control

group,

Locus of Control and Welluness Behavior Change

The Spearman Rank Correlation Coefficient was used to correlate
wellness behavior change scores of the internal and external subjects
for all three groups. The level of significance for the two-tailed

tests was set at p .05, The results are presented in Table 3,




Table 3

Association of Internal-External Wellness Locus
of Control Orientation and Wellness Behavior Change
by Spearman's rho

Group I3 value p_value
Experimental 0799 +359
Nonrelevant

Treatment -.4235 .016 *
Control ~.1808 «165

* significant at the .05 level (two-tailed test)

The following null vere 1 d to i

of pretest to posttest changes on the Childrem'

toxy smong and

4.

Wellness Behavior Inven-

bi
2

Null Hypothesis: There will be no significant association

between the pretest and posttest change scores of internal

and external subjects on the CWBI im the experimental group.
Spearman's rho correlation was used to determine a

correlation between CWBI change scores among intermals and

ls in the 1 group. The wvas
applied to change scores from the CWBI and the pretest scores

on the CWLC. Extreme values of +1.00 and -1.00 represent a

pertect relationship between variables while a value of 0.00
Tepresents the absence of a relationship (Runyon and Haber,
1977). An ¥4 value of .0799 was obtained from this procedure.
This indicated a lack of correlation between CWBI change

scores of int ls and s in the al group.

The level of significance was determined to be p = .359 which

meant the null hypothesis could not be rejected.
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5.  Null Hypothesis: There will not be a significant association
between the pretest and posttest change scores of internal and
external subjects on the CWBI in the nonrelevant treatment
group,

Application of the Spearman's rho procedure to the data
resulted in a ry value of -.4235, This suggests evidence of
a correlation between CWBI change scores among internal and
external subjects, The level of significance was determined
to be p = ,016,which supported evidence of the correlation and
Tesulted in rejection of the null hypothesis.

6.  Null Hypothesis: There will not be a significant association
between the pretest and posttest change scores of internal and
external subjects on the CWBI in the control group,

The Spearman's rho procedure was applied to the data of
the control group to detemmine an Ty value of -,1808, This
value indicated an absence of a correlation, This was further
supported by a level of significance of p = ,165, which meant

the null hypothesis could mot be rejected.

Additional Findings
Internal-External Welluness Locus of Control: No hypothetical

were made the comparison of internals and externals

in each group., Statistical analyses were carried out to consider all
factors that could influence wellness behavior change. In order to
examine internal-external wellness locus of comtrol comparisons,

t scores. Table &

Spearman’s rho procedure vas applied to the CWLC pre

displays the results of this test.




Table &

Association of Pretest CWLC Scores
by Spearman's T

£, value

Experimental

s, ~-.1911 094
Nonrelevant

Experimental

vs. +1901 .084
Coatrol

Nonrelevant

s, -.0268 422
Control

In the al and 1 group, a ry

value of -.1911 was obtained. This value deternined to have a p = .094

level of significance. As a result, there is evidence that no significant
correlation existed between these two groups at the p _ .05 level.

The comparison of the experimental and control group resulted in an
Ty value of .1901. The level of significance was determined to be p = .084,
which indicated no significant correlation between the experimental and
control group at the p < .05 level.

The nonrelevant treatment group and control group comparison resulted
in an vy value of -.0268, A p = .422 level of significance was evideance
that no significant correlation existed between the groups at the p < .05
level.

Wellness Locus of Control Change: There were no hypotbetical
assumptions made in regard to locus of control change. In order to con-
sider the possibility of this influence upon wellness behavior change,

statistical analysis was carried out,




Wellness locus of control change Was determined by calculating

change in pretest and posttest scores. To detemmine statistical signifi-
cance of the wellness locus of contzrol change between groups, the Mann-

Whitney U-Test was utilized. Results are displayed in Table 5,

Table 5

Results of Comparison of Pretest to Posttest CWLC Change
by Mann-Whitney U-Test

Group

Comparison U _value Z value p_value
Experimental
vs. 298.0 -.0201 +4920
Nonrelevant Treatment
Experimental
va. 305.0 -.9023 .1788
Control
Nonrelevant Treatment

379.0 ~.3851 +3483

vs.
Control

Comparison of wellness locus of control scores between the experimental
and nonrelevant group resulted in a U score of 298.,0, From this a Z value
of -.0201 was calculated. The value located on the Z table (Siegel, 1956)
for a two-tailed test was p = ,4920. Since this value was greater than
.05, no significant difference was indicated in the wellness locus of
control change scores between the experimental and nonrelevant groups.

The experimental and control group compazison resulted in a U score
of 305.0. The Z score for this value was calculated to be -.9023, From
this it was determined that p = .1788. Since p > .05, no significant
difference existed between the experimental and control group welluness

locus of control change scores.




The U score from the nonrelevant treatment group and control group
comparison was 379.0. From this a Z value of -.3851 was calculated. The

Z table was p = ,3483, which was greater than the .05 level of significance.
As a result, there was evidence that no significant difference existed
between the nonrelevant treatment and control group change scores on the

CWLC.

Discussion
The present study sought to determine whether a wellness education
program would affect wellness behaviors of middle school students. The

results indicated that the wellness education program was effective in

wellness b ior when the 1 to the non-
Televant treatment group. However, the wellness education program did
not have a statistically significant effect upon wellness behavior change
in comparing the experimental to the control group. In additiom, the
control group and nonrelevant treatment group comparison showed a statisti-
cally significant ditference between wellness bebavior change scores.

In comparing the average change scores on the CWBI of all groups,
the effectiveness of the wellness education program must be questioned.
Table 6 displays CWBI pretest, posttest, and change scores. The group
to show the greatest average increase in change score was the control
group. Following that was the experimental group. The nonrelevant group
change score average was a negative value which suggests a general

decrease in wellness behavior score rather than an increase.



Table 6

Comparison of Iaventory Scores

CWBI CWBI CWBI VLC CWLC CWLC
Group Pretest Post Change st Posttest Change
Experimental Total 1958 1973 15 1063 1003 60
Mean 85.1 85.8 .65 4.2 43.6 2.61
N =23
Nonrelevant Total 2286 2160 -126 1328 1263 65
Treatment Mean 87.9 83.1 -4,84 51 48.6 2.5
N = 26
Control Total 2506 2610 104 1568 1548 20
Mean 80.8 84.2 3.35 50.5 49.9 «65
N = 31

A second purpose of this study vas to detemmine whether internality
or extemality would influence wellness behavior change, There was no
association seen between internality, externality and wellness behavior
change among both the experimental aud control groups. However, a
negative association was established through statistical analysis of
scores in the nonrelevant treatment group, Table 7 displays internal

end external CWBI change score increases and decre:

s for all groups.
Table 7 shows that externals in the nonrelevant group were more
likely to have an increase in wellness behaviors while internals had

& tendency to show a wellness behavior decrease.




Table 7

Comparison of CWBI Change Scores
Between Internals and Externals

Pre to Posttest Pre to Posttest Percent

Group Increase Decrease No Change Total of Group
Experimental

Internals 8 6 1 15 65%

Externals 3 5 o 8 357
Nonrelevant
Treatment

Internals 1 11 o 12 467

Externals 9 4 1 14 54%
Control

Internals 9 5 0 14 45%

Externals 11 6 o 17 55%

A comparison was made between the internals and externals in each
group to determine whether this factor could have influenced wellness
behavior scores. Statistical analysis showed no association between CWLC
pretest scores between all three groups. Percentage of internals and
externals in each group displayed in Table 7 shows another picture.

een in the percentages of in-

Though not signiticant, a similarity wa
ternals and externals in the nonrelevant treatment group-(46% internals,
547% externals) and control group (457 internals, 557 externals). The

1 group a greater of .internals than the

other groups (65% internals, 35% externals).
Wellness locus of control change was also statistically compared

between groups to a possible upon wellness behavior

change. Statistical analysis showed mo significant difference between

the CWLC change scores between the three groups involved in the study.




Summary

The purpose of this research was to assess the effectiveness of a

wellness education program on tic wellness behaviors of fifth and sixth
gTade students attending Onalaska Middle School ia Onalaska, Wisconsin,
In order to accomplish this, a wellness education program and a wellness
behavior inventory, The Children's Wellness Behavior Inventory (CWBI),
were designed by the researcher.

A total of 80 subjects were involved in the study. Subjects were
randomly assigned from three intact groups to participate in one of three
treatments, The experimental group (N = 23) took part in a six-week
vellness education progrsm. The nourelevant treatment group (N = 26)
took part in a six-week first aid program. The comtrol group (N = 31)
received no treatment.

Another purpose of the study was to determine the effect of wellness
locus of control upon wellness behavier change. The Children's Wellness
Locus of Control Inventory (CWLC) was designed to accomplish this.

The experimental design consisted of the administration of two

es as and eight weeks apart. In the weeks
between pretests and posttests, each group received a different treatment.

The group and 1 group took part in their respective

education programs, while the comtrol group subjects were assigned to a

study hall. The treatment groups met once a week for titty minutes.

48




Using the scores from both inventories wellness behavior change and

locus of control orientation were compared between the three groups.
The Mann-Whitney U-Test was used to determine statistical significance

of the wellness ed ion program in wellness behavior change.

Since N > 20 for all groups, U scores were converted to Z scores for

reason of comparison. To assess the effect of wellness locus of control
upon wellness behavior change, the Spearman Rank Correlation Coefficient
was utilized for statistical analysis. Additional statistical analyses

were applied to data to consider other factors that could influence

wellness change. The Rank Correlation Coefficient was
used to test for a significant association between pretest wellness locus
of control scores. To test for statistical difference between wellness
locus of control change scores, the Mann-Whitney U-Test was utilized.

U scores were converted to Z scores for reason of comparison since N> 20
for all groups. The level of significance for all statistical testing vas

set at p < ,05.

Findings
The following findings are presented as they relate to the six null-
hypotheses:

1. There was no significant difference in CWBI change scores

between the experimental and control group.
2. There was a significant difference in CWBI change scores be-

tween the and 1 t group.

3. There was a significant difference in CWBI change scores

between the nonrelevant treatment group and control group.




4. There was no significant association between internal-external

locus of control orientation and CWBI change scores of the
experimental group.

5.  There was a significant association between internal-external
locus of control oriemntation and CWBI change scores of the non-
Televant group,

6.  There was no significant association between internal-external
locus of control orientation and CWBI change scores of the
control group.

Additional findings are presented as they relate to those factors

previously mentioned:

1. No significant association existed between the pretest CWLC
scores of all three groups.

2.  There was no significant difference between the CWLC change

scores of all three groups.

Conclusions

Based upon the findings of the study, the following conclusions
were drawn:

Welloess Behavior Change: The wellness education program was mot
conclusively shown to affect wellness behavior change. The group to
show the greatest increase of CWBI change scores was the control group.

The experimental group, which received the wellne:

education program,

had the next greatest increase in CWBL change score. Statistical

analysis between these two groups showed the difference was not significant,
In this comparison, the wellness education program was not effective at

producing significantly greater wellness behavior change scores.




The CWBI change scores in the nonrelevant treatment group showed no

increase at all. Instead, a general decrease in wellness behavior was
Teported by the subjects. Statistical analysis showed a significant
difference in CWBI change scores between the experimental group and non-
relevant treatment group. Similarly, a significant difference was

observed in CWBI change scores between the control group and the nonrelevant
treatment group. Considering the scores of the three groups it is more
Teasonable to conclude that the significant difference was due to the
decrease in CWBI change scores of the nonrelevant treatment group, and not
to the wellness education program.

Since the wellness education program consisted of six sessions, this
factor must be considered in determining why the program was not effective
in changing wellness behaviors. Perhaps a grester number of sessions and
more frequent meetings would have produced more significant results.

The CWBI change scores of the three groups were surprising and
difficult to explain. Since the groups used in the study were intact,
this could have had an influence. In addition, the total number of
subjects involved was relatively small (N = 80). The trend for the de-
crease in scores among the nonrelevant treatment group, or the large in-
crease in scores among the control group may have been prevented had a
larger population or simple random sempling technique been used.

Perhaps the trends in scores were not due to the groups or the
treatments but to the CWBI, For ease of scoring, many of the inventory
statements vere stated negatively. It was obvious to the researcher
during administration of the CWBI that subjects were confused. Changing

these st to exclude negative wording could have eliminated the

confusion and may have provided different results.




Locus of Controls Statistical analysis showed that

internal-external locus of control orientation was mot correlated to
CWBI change scores of the experimental or control groups. A correlatiom
Was observed in the nonrelevant treatment group. External subjects in

the nonrelevant treatment group were more likely to show increase in

wellness change. Ci Y subjects had a tendency
to display a decrease in wellness behavior change. Since a correlation
Was not observed in the other two groups the significance of the non-
Televant treatment group results must be questioned. It could be the
surprising CWBI change scores of the nonrelevant treatment group was
responsible for this correlation.

Another factor that must be considered in explaining the nonrelevant
treatment group inventory correlations is the nature of the treatment
they received. The nonrelevant treatment was a series of first aid
lessons. The aim ot the tirst aid program was to demonstrate that
students could eftectively treat a variety of injuries. It is remotely
possible that this approach motivated external subjects in the nonrelevant
treatment group to improve wellness behaviors.

Pretest CWLC scores of each subject were compared to determine

whether a difference of wellness locus of contzol scores between the

groups could have influenced wellness behavior change. No significant
associations were observed between the three groups in statistical
analysis. However, comparison of percentages of the numbers of internals
and externals in each group gave a different picture. The percentage of
internals and externals in the nonrelevant treatment group and the

control group were nearly identical. This factor didn't appear to
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= behavior change siace the statistical comparison of
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the comparison of welln
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the experimental OVBI change scores and the VBT change
scores of the cantrol group. It is recommended for this age
£70up that classes meet at least tvice s veck. Since maay
achosls operate on & quarter system, & nine-vesk wait is
suggested,

of {atact groups in this stody may have been responsible

for the extreme

sults. It Ls, therefors, suggested that o
simtler study be coaducted that lavolves simple random

assigmment of each subject to the thres trastment grow

The cumber of aubjects luvolved in the study was mall
(N = 80), This study could be replicated using a larger
population.

Several of the GiBI atatements ware stated egativaly for

Of scoring by the

earcher. After adainsterisg the tool to

each §Toup fa pratest and posttest it was apparemt that this

confusing to studemts. If this laveatory is uaed, changing

these atat

ents to exclude sagative wording vill make thes

more understandsble and, therefors, mere consisteat in

memring the respouses stademts wish to convey.
The nourelevant trestmest (a first aid wait) could have fa-

fluenced vellay

bebavior change. Therefore, s differeat
educational program should be adainistered to deteraine the

ffactiveness of o walloess behavior program upon vellnass

behavior change.

Reliabllity of the QVLC was .2233, This

lue fs extremely

Lo, Purther use of this iastrument may sstablish a reli-

ability that vas mot evideat lu that derived from the pilot.




Stace the relisbility of the GULC is questionsble, use of &
Tellable messure of locus of control could be used. Although
it doas not deal with the five dimensions of vellnass, Parcel's

Children's Heslth Locus of Control lnventory (1960) may prove
Children's Health Locus of Control lavemtory

to give more aigaificant results.
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INVENTORY RATING SCALE!

Directima: mcloed 1s 4 Lt of statements segarding vellsess locus
of control, Please read sach the scale below to in-
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o

WELLNESS 100US GF CO

nis is not a test. T am just trying to find out how kids your age

-""There are nb rignt or wrang answers to the
statenents ” For every statenent there are large muabers of b

D hether you agree or disagres

&

statement as foll
Girele s 4 you Stronely heres
£ You Aeree.
if Jou fEaeree.
Circle SD if you Strongly Disagree.

Please read each statenent carefully and teld which way iz closest to
the way that you feel. Do not skip any of the statement

cirele omy one

1. J nanage problens bester when I get 8 to 10
sa A D SO

hours of sle
2. Taxing time to rest each day helps s avold
i11ness. sa A D. S0
can avold nervous habits 1ike biting &y
Tingernail s A D s
4. People who don't have probless are lucky. sA A D s

5. 1 can manage many problens by myself.

PERSONAL HEALTH AND SAFETY

1. I can help prevent cavities by brushing sy
oth regularly.

2. 1 avold oncking so chances are I vill not
' get lung c:

3. ] do rot think people need drugs or alcohol

in order to feel goo A D s

b, There are things I can do to prevent accidents. SA A D SD
5. 1t $a the teacher's Job to keep me fros having

A D s

aceidents at sci

SELF RESPONSIBILITY

. 1. 1an more Likely to stay weld i€ X take care
of mysel.
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Appendix D (Page 2) 0
STRONGLY AGREE  ACREE  DISAGREE  STRONGLY DISACREE
sh A ) sp

2. Mo matter what I do, if I am going to get
sick, T will get sick. SA A D s

Only my doctor knows what is best for my health.SA A D SD

The ghing or porson moat responsivle for ay
health is SA A D s

5+ Mere is nothing I can do to keep fron getting
sick.

NUTRITIONAL AWARENESS

1. Eating a variety of nutritious foods helps me
to stay hesi tny! SA A D s
2. No matter how well I eat I still get sick. sA A D s

3. Just Pocause I eat well does not mean 1 will
| be healthy, s A D s

| 4. Sometimes I get sick because I do not eat
right.

5. Being the right weight is a matter of good
[ uck.

| PHYSICAL FITNESS

| 1. Setting physical activity each day helps e to
.

| build and mainain good n sa D s
2. Exercise helps me to be fit. A oa D s
‘ 3. People who are physically fit are just lucky. SA A D SD
b, There is nothing T can do to be physically fit. S\ A D SD
| 5 cher's Job to ses I get enough

It is my tea
| exercise each day. SA A D s
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Directions: Please read each of the following statenents. Tell whether

the statement is never true for you, usually true

for you, or alwavs

True for you by nai Ing o check (/) in one 3 e dhvee Spacen. “Fishse
nts.

do not skip any statem

188

ANA

1. At bedtine I fall aslecp easily.

2. I take 10 to 20 minites  ay for myself to
do whatever 1 wanf

3. 1make sure I take time each day to relax.
4. I rarely feel tired out (except after hard
physical activity).

5. 1amhappy with my life.

PERS(

L HEALTH AND SAFETY

1. T use dental .floss.
2. T do not smoke cigarettes.
3. 1 have fewer than three colds a year.

b 1 cotlect papers, cans, glass or other things
at can be

5. I wear a safety belt when I ride in a car.

1. I drink fewer than five soft drinks a week.

2.1 do not add salt to my food after it is on
my plate.

3. 1 rarely need medicine.
4, 1 do not eat sugared cereals for breakfast.

5. 1 avoid eating fried foods.

NEVER USUALLY ALWAYS



PEELINGS/SELF

1
2.
3.
s

Appemdix £ (page 2)

oNSIBILIT

Tt is easy for me to laugh.
T have at least Tive close friends.
T look forvard to the future.

I think it is o.k. to feel anger, fear,
Joy or saness.

would seok help fron parents, friends or
a teacher if I had a big problen

PHYSICAL ACRIVITY

1 often ride ay blke, run or walk for
exercis

I like to exercise.

I have enough energy to get through daily
activitie

I avoid riding in a car when I an going within
walking distance.

Physical activity is a part of my life.

5

USUALLY  ALWAYS
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APPENDIX F-1
WELLNESS EDUCATION PROGRAM

Introduction

The purpose of the wellness education program was to introduce the

concept of wallnass. Each of the five dimemsions of wellness (selt-

responsibility, outritional avareness, physical titness, stress
management, asd eavirommental seasitivity) are mecessary tor achieving
a Litestyle in vell-being. The population recelving the welless

education program was a group of titth and sixth graders attesdisg

Onalesks Niddle School. The format and couteat of the program vas

developed for weekly 50-minute lessons that vere presented over six weeks,

Program Content
The following outline provides the content of the wellness educa-

tlon program.

I Introduction to Welln
A, Personal fnterest:

interest in the wellness concept is based

The researcher
o exposure to resdings in literature as a health educator,

and later through worksbops and educationsl presentations

t at the

and additional Tesearch as a graduste st

University of Wisconsin - LaCrosse. Desire for an under-

standisg of factors motivating a positive approsch tovard

acquiring healthy habits of studeats encouraged further

study. Health benefits resulting from persoual application



Of the concept culminated in a true committment to pursuing

a wellness lifestyle.

Definitions of Wellness

1. AVellness slide presentation was presented.

2. Following the slife presemtation followed discussion of
these aspecta:

. What is wellness?

b,  What do these wor

--a concept
--a process
-2 value
--a lifestyle

€. How can wellness be all thes

things?

4, What are the five

mensions of welluess?

3. Welluess workbooks were handed eut. Each consisted of
the handouts and journal questions that would be used
over the six wesks.

4. On page one (Appendix F-2), studeats were instructed
to write dowa their idea of welluess.

5. On page two, (Appendix F-3) Dunn's Wellness Syabol was
wxplained and students were told te think about what
their sysbol might look 1ik

Difference between wellness and good health.

1. Using sn overhead projector, studeats were showa &

transparency master (Appendix P-4) statements that

conpared wellness and good heslth.




.

The Wellness Process

A

The vellness contiouum. On an overhead transparency the

vellness contiouem (Appendix F-5) wi

explained in the

following way:

1. At the ceater of the scale at O abseace of illness is
shova.,

2. Moving from the ceater to the left shows a worsening
state of health,

3. Hoving toward the right on the scale shows a more
Positive state of heslth, personal growth, and full-
fillmeat of persomal potential.

4. Traditional medicine has beea directed at curing
disease. Because of this, the patient is only brought
up to the sero point, to whers there is no disesse.

5.. In wellness people g0 beyond being patieats and cross
the 270 potnt. They do this through educating
themselves to an understanding of their basic
amotional and physical needs asd learning how to get
those needs met.

Finding a place on the velluess continamm, The vellness

continuum was also Teproduced ou page thres of the studemt

workbooks (Appendix F-6), Studeats were instructed:

1. Vrite words, drav, oF cut out things that contribute
to worseness and put them oo the left side of the page.

Write, draw, or cut out things that contribute to

welluess and put them oa the right side of the page.

3. Show where you are on this wellness contivuum.




ur

The Wellness Dimensions

A

Self-Responsibility

1.

Peer pressure activity. The activity was conducted
a3 follovar
4. Ask for five velunteers from class and have thew

it avound a table,

Distribute index cards with instructions. Tell

them not to show the instrections to anyone el

--three of the students will receive imstructions
that read, “Take one welloess cookie, eat it
slovly, and try to persuade everyone else to."

--oae student will receive a card that states "wait

tvo minstes, then take a cooki

--the last student's imstructioas will say, "

not. take a cooki

o matter what,"
c. Discussion:
--(to last student) how did you fesl being persuaded
to 20 something you were told mot to do?
~=(to studeat 4) bov 4

you feel giving in?

—(to

et 5) how did you feel when that person
gave a2

~~(to others) hew d1d you feel persusding evaryone?
~(evaryoue) does this ever happen in resl life?
How can you deal with this? Who makes your
dectsions?

Showed fila: Trylsg Times.




3. Assignment: On the continuum of Self-Responsibility
(Appendix F-7): -
4. Placed the mumber of each trait next to where they
wvere on the continwam,

b Ask s

enta bow they felt about thes

Tesponses.
Display this as follows:
--place a atar next to those you feel good about.

Lace an 0 next to those you'd like to change.

--underline the one you'd most like to change.
©.  Ask whet kinds of things could be done to improve
Placeent o this contivuom.
B.  Nutritional Avareness
. Nutritional Assessment. Students were asked to keep
treck of what they ate for ome week (Appendix P-8).

a.  Review of four food groups

b, Students used colored peas or crayons to identify
foods eaten sccording to their food group:
Green = fruit and vegetable
Brown = bread and cereal
Yellow = milk
Red = meat
Blue = empty calorie foods
€. Studests wrote the sumber of foods saten from each

group in a total to

teraine if nutritional needs

wete met according to the following daily guidelines:




4 servings from fruit and vegetable
& servings from bread and cereal
3 to 4 servings from milk
2 servings from meat
d. Discussion was based on the following questions:
1. On an average, bow close do you come to meeting
your nutritional needs daily?
3. Demonstrated biofeedback equipment, Explained physiological
changes associated with stress.

a.  This w

demoustrated by tensing frontalis muscle:
while attached to a biofesdback monitoring device.

b.  Relaxation techniques were demonstrated to decrease
suscle tension,

4. Practiced Benson's relaxation technique. Directions were

given as followss
s, Find a comfortable position sitting in your chair
with your feet on the floor and hands in your lap
or lying on your back on the floor.

Close eyes (not tightly).

c. Exhale. Each time you exhale, say the word “one".
4. Inhale slowly.
e Repest.

5. Brainstormed and discussed other relaxation techniques.

Physical Fitness

1. Value Votisg. Students were asked to raise their hands

to certatn questions:




8

s How maay of you:
“~got eaough sleep Last night?

everyday?

--thlak Jopging s dumb?

--get some exercis

--thiok being able to move quickly and easily is
taportant to being Fit?

--would rather play thas vatch a sport on TV

--plen on exexcisiog today?

Students drew large pictures of themselves on a plece of

Paper. They labeled the folloving as they saw bt tor
themselves. Follovisg this, they shared their dravisg
it another persen.

o ol

b ubacreeval projects

¢ Power plants

4. population center

o uncharted L

£, recreation sreas
g what to show tourists
b, matural reseurces
Practice taking pulse

a.  Write down restisg pulse rate.

Jog in place for one mimute,
. Take pulse and write it down,

4. Compare end discus

--big differeaces in resting and active hesrt rate

may be dus to poor fitaess level or high rate of
energy expenditure.




4. How do I Like Me Continuum?

Basic principles of safe and effective exercise progrem:

for well-being were discussed.

6. Film: Physical Fitness: It Can Save Your Life
Personal Health and Safety

1. The class was divided {n half aad was told to form two
circles, one within the other, students facing one
another. The following questions were read for the
students to answer. (After each question the imner
cizcle moved one person to the left.)

a.  What would you do if your friend got drunk oftem --
about once a week?

b, What are some of your concerns about marijuana?

€. What can we do to get people to stop smoking
cigarettes?

d. Wby do you think saoking snd drinking rates are
increasing smong teeas?

e What would you say to a friend vho vanted to try
angel dust?

2. Students vere then instructed to get into four grou

a  One

s told to discuss and list adjectives and
adverbds that describe personal health habits that
contribute to vellness.

b.  Group two vas instructed to discuss and list
adjectives and advarbs that described safaty

habits that contribute to vellness.



Group three was told to discuss and list adjectives
404 adverds that describe personsl health habits
that contribute to vorsmess.

4. Group four was lustructed to discuss and list
adjectives and adverbs that duscribed safety

habits that contribute to vorsen

10 A Vellness Lifestyle
A Pevsonal Assessaent
1. Studeats kept a waekly log. They were imstructed to
weite don sli the well

s behaviors they practiced
mmong_each of

‘@ Five vellness dimensicns.

Each veek, students completed a Wellness Evaluation
Sheet according to their journsl entries (Appeadix F-10).
B. Comittmet to Change

0On the Welluess Evaluation Sheat, students vere asked

what behavior they would like to change (Appendix F-10).

Personal Growth

A Students discussed their persomal wellness defisitions.

B.  Students shared ideas for promoting welluess in their lives.
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STUDENT'S DEFINITION OF WELLNESS




APPENDIX F-2

What do you think wellness 1s?

WELLNESS 15t

What is esch dimension all about:

Stress Nutritional
Avareness

Self-
Managemeat Responsibility

Eavirommental Semsitivity




HIGH LEVEL WELLNESS SYMBOL



APPRVDIX F-3 &

A :

L

High Level Vellness Syabol

The three interlocking clreles stand for the body, mind, and

L1t of man a3

toterrelated vhol

The daxt 15 a syabol of
the 1ife cycle of the person as he works to achieve his purpose 1o

Liviog and grous in vboleness towsrd reaching his goals.
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WELLNESS VS, GOOD HEALTH




Hell

A never-ending process

APPENDIX P-d
vs. Good Health

the vay you fesl at & certain
Cine

souathiag you always work

Covard

something you try to get back
hea you don't feel vell

Tavolves the vhole person:

physical
“ctional

intellactual
apr

Sk hie tae Loveien
iy mnnu vm. el
Physical
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OVERHEAD TRANSPARENCY -- WELLNESS CONTINUUM
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APPENDIX Po6.

WELLNESS CONTINUU




'
Additional tnstructions: try to fnclude one

for wellness and

Eo—=WORSENESS =~

example from each

WELLNESS

Write or draw or cut out
things that promote worse~
ness on this stde of the
pege.

Write or draw or cut out
things that promote well-
aess on this side of the
pege.

HiGh
LEVEL
WELLNESS

ddv

94
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CONTINUUM OF SELF-RESPONSIBILITY




APPENDIX F-7
Continuum of Self-Responsibility

Place the number of each trait next to the position that best applies

to your

‘ .
.
| B

1

1

fael good sbout myself.
get slong wich people.
Like ay looks.

= yrelt.

w considerate of others.
= » tollover.

- hoest.

= s good perscn.

can be trusted.

nave s lot of wmergy.
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1y Mutrition Log
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Appendix F-8

‘TUESDAY

[WEDNESDAY

THURSDAY

FRIDAY

SATURDAY

SUNDAY

MONDAY

7]
2
E
£
3|
z
3

3

g g

z =

n &

5 a

5

2

%

9

* 2
2|
&

TOTAL

Fruit & Veg

Bread & Cereal]

Milk

Meat
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WOW DO I LIKE ME?
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APPENDIX

HOW DO I LIKE ME?

LEGS

HEART HEALTH

z
]
g @
4] 2
S =
& N AMOUNT OF SLEEP > “
&
= <
P 4
E o
3
2
A B WAIST <
< N
- HAIR 7
N\
< TEETH g

< OVERALL PHYSICAL FITNESS LEVEL ?
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WELLNESS EVALUATION SHEET




101

APPENDIX F-10

Wellness Evaluation Sheet

What vas my major goal last week?

What feelings was I aware of last week?

Something about myself that I found I really liked was:
A behavior of mine I would like to change is:

Something that caused my stress was:

One way that I handled stress vas:

Something I read about a healthy lifestyle this week was:
One way that my diet improved was:

In what ways did I choose to exercise?

How did I choose to relax?

Something that I did just for me vas:
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APPENDIX G

April 2, 1980

Dear Parents:

One of the fifth and sixth grade classes at Onalaska Middle School has
been selected to participate in a special program in health education
cl The program will be involved with learning about healthy life-
styles and will be taught by Dawn Graff, a health teacher and graduate
student in health education.

Participation in the program will involve meeting once a week for

eight weeks as a part of regualrly scheduled health class. Students
will be tested at the beginning and end of the unit to determine any
changes in knowledge and attitude about health. The program will begin
Tuesday, April 8, 1980 and will run through May 27, 1980,

Enclosed is a parent consent form. Please fill it in and return with
your child by Tuesday, April 8, 1980, If you have any questions, please
feel free to contact Mr. Pollack at 783-5366.

Sincerely,

Dawn Gratf
Health Teacher

Dr. Robert Weber Mr. John Pollack
Principal Health Teacher

PLEASE RETURN THE BOTTOM PORTION WITH YOUR CHILD BY APRIL 8, 1980

1 hereby give my consent for to participate
in the "Healthy Lifestyle" program.

Parent’s signature




