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ABSTRACT 

There are large disparities in physical health within psychiatric population. These disparities are 

made greater by the poor health behaviors of the psychiatric population in general.  Change in 

health behaviors is aided by social support, a resource common within consumer run 

organizations (CROs).  This study both investigated the health of people with psychiatric 

disabilities in Kansas and examined CROs to determine their organizational and setting level 

support for physical activity and eating a healthy diet. 

Collection of data was primarily through semi-structured interviews. Interviews were conducted 

with two samples, attendees of the 2008 Recovery Conference, and members and staff of 16 

CROs in Kansas.   

Consistent with previous literature, the participants in this study were found to be in much poorer 

health than the general population. The dietary behaviors of participants included high 

consumption of foods with low nutritional value and low consumption of foods high in 

nutritional value. In general, the organization and setting characteristics of CROs provided little 

support for either healthy eating a healthy diet or physical activity. Discussion focused on the 

potential for CROs to enhance healthy eating and physical activity through setting changes.       
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CHAPTER 1 

INTRODUCTION 

People with psychiatric disabilities have significantly worse health than the population in 

general (Dickerson, Brown, Daumit, et al., 2006; Dixon, et al., 2004). A study from Medicaid 

records of New York found that nearly 75% of people with psychiatric disabilities suffered from 

at least one physical health issue, and two-thirds of those suffered with two or more problems 

with physical health (Jones, et al., 2004). Many of the physical health problems found in the 

psychiatric population can be prevented or remediated by improved nutrition and increased 

physical activity. However, changing health behaviors often requires that the behavior changes 

are supported and encouraged (Traywick & Schoenberg, 2008). People with psychiatric 

disabilities frequently have limited social networks, and most do not have access to supportive 

environments (Leas & McCabe, 2007). However, in Kansas, supportive environments for those 

with psychiatric disabilities do exist. One of the most supportive settings can be found in 

organizations run by people with psychiatric disabilities. These consumer run organizations 

provide social support and an opportunity for members to create and expand their social network.  

There are many labels for these organizations including consumer/survivor initiatives 

(Nelson, Lord, & Ochocka, 2001), self help agencies (Segal & Silverman, 2002), consumer-run 

drop-in centers (Mowbray, Robinson, & Holter, 2002), and consumer run organizations (Bargal, 

1993) . The core values of these organizations are mutual help, empowerment, and self-direction 

(Rogers, Chamberlin, Ellison, & Crean, 1997; Trainor, Shepherd, Boydell, Leff, & Crawford, 

1997). In this study, “consumer run organization” (CRO) will be used to describe these 

organizations. 
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The potential for CROs to create behavior change is great.  Some CROs may already 

provide health promotion activities for members.  However the quality, quantity, and frequency 

of such programs are unknown. The purpose of this research is to determine what CROs are 

currently doing to promote positive health behaviors. This research will also provide insight into 

what CROs may do to support healthy behaviors in members. The findings of this study will be 

used to (1) advance knowledge about CROs and (2) as a first step in understanding how CROs 

will be able to contribute to improved physical health in their members. 

Health Concerns 

In a review of literature on adults with psychiatric disabilities, Kelly (2003) found that 

the most common physical illnesses within this population were diabetes, cardiovascular illness, 

and respiratory illness. Diabetes, in people with psychiatric disabilities has been found to affect 

over 10% of those with mood disorders, and over 12% of those with schizophrenia. In 

comparison, diabetes affects 6.3% of the general population (Bartels, 2004). More concerning 

than the high prevalence of diabetes is the association between it and both cardiovascular issues 

and respiratory problems (Jolley, Kosky, & Holloway, 2004).  

Cardiovascular disease is a leading cause of death in people with psychiatric disabilities 

(Fahlman, Morgan, McNevin, Topp, & Boardley, 2007; Miller, et al., 2006). Recent studies have 

found that cardiovascular related health issues are disproportionately the cause of death in people 

with psychiatric disabilities (Carney, Jones, & Woolson, 2006; Miller, Paschall, & Svendsen, 

2006) and those between 18 and 49 years of age are three times more likely than the general 

population to die from cardiovascular related illnesses (Osborn et al., 2007).  



 

3 
 

Respiratory illness is another health concern for the psychiatric population. It affects over 

twice as many people with psychiatric disabilities than the general population (Filik, et al., 

2006). Respiratory related health issues result in decreased physical activity, and increased 

sedentary activity.  

Although not listed above as one of the major physical health issues, obesity is widely 

accepted as a contributor to poor health in people with psychiatric disabilities (Dickerson, 

Brown, Kreyenbuhl, et al., 2006). Obesity has been linked to each of the three health issues 

discussed previously (Pessayre, Mansouri, & Fromenty, 2002). The prevalence of obesity in the 

psychiatric population is over twice that of the general population (Dickerson, Brown, 

Kreyenbuhl, et al., 2006; Filik, et al., 2006). One study found that 50% of females, and 41% of 

male adults with psychiatric disabilities were obese compared to 27% and 20% of the general 

population respectively. The study also found that the prevalence of diabetes was seven times 

higher for obese people than non-obese people (Dickerson, Brown, Kreyenbuhl, et al., 2006).  

There are factors in addition to obesity that contribute to poor health. Each factor is 

different in the degree to which the factor can be changed. For example, socioeconomic status is 

a ubiquitous factor when examining the poor physical health of many disenfranchised groups. 

High levels of stigma, lack of access to education, and poor access to employment are some of 

the reasons that socioeconomic status is difficult to address within the psychiatric population.  

The use of psychotropic medications (Antai-Otong, 2004; Covell, et al., 2007; Dickerson, 

Brown, Daumit, et al., 2006; Tschoner, et al., 2007) has been directly associated with obesity as 

well as diabetes and cardiovascular disease. Some medications have been found to be related to 

increased sedentary behavior. Others have side effects such as dizziness, blurred vision, and 
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muscle spasms (National Institute of Mental Health, 2009) which make participation in physical 

activities potentially dangerous. Finding a medication that has acceptable results is difficult. It is 

for this reason, that medications are only marginally changeable.  

Similarly, smoking (which is also only marginally controllable) is highly prevalent in the 

population of people with psychiatric disabilities. The prevalence of smoking is much higher in 

the psychiatric population than in the general population (Dani & Harris, 2005; Kelley & 

McCreadie, 2000). It is estimated that people with psychiatric disabilities comprise 41% of all 

smokers in the US and are responsible for 44% of the tobacco sales in the nation. Smoking 

contributes to a large number of poor health outcomes including respiratory illness, 

cardiovascular disease, and diabetes (McCloughen, 2003). A result is low levels of positive 

health behaviors such as physical activity (Kaczynski, Manske, Mannell, & Grewal, 2008). 

The largest contributors to poor health in people with psychiatric disabilities are the 

negative health behaviors of low physical activity and poor eating habits. Poor eating habits lead 

to obesity, diabetes, and cardiovascular illness. In addition, poor eating habits can lead to 

decreased physical activity. Sedentary behavior, or lack of physical activity, leads to obesity, 

diminished lung capacity, and weakening of heart muscles (Pessayre, et al., 2002).  

A theme throughout the literature has been that the health concerns of people with 

psychiatric disabilities are interrelated. The relationship between obesity and other health issues 

such as cardiovascular disease and diabetes is exemplary of this interrelatedness. The unfortunate 

result of the relationships between health issues is the occurrence of comorbid physical health 

conditions. However, because of the high degree of interrelatedness between health issues, 
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actions (such as physical activity and healthy eating) that are able to decrease the severity of one 

health concern, will positively affect the other health concerns as well.  

Service Usage  

On an individual level, poor health not only decreases quality of life by negatively 

influencing participation in daily activities, but it also creates vulnerability to other physical and 

psychiatric problems (Palmer, 2005). Increase in negative health outcomes leads to a greater 

dependence on public health services, and a reduction in societal and economic contributions 

(Leveille, Guralnik, Ferrucci, & Langlois, 1999; Seongkum, Debra, Terry, Cheryl Hoyt, & 

Misook, 2007). This is cause for concern because social security and other publicly supported 

social programs are the primary source of  funding for medical expenses for a majority of those 

with psychiatric disabilities (Baicker, Brown, Holtz-Eakin, & Orszag, 2008). Even more 

concerning is that the psychiatric population, in general, uses health care services three times 

more frequently than those without psychiatric disabilities (Hansen, Fink, Frydenberg, & Oxhoj, 

2002; John, Meyer, Rumpf, & Hapke, 2005; Salsberry, Chipps, & Kennedy, 2005). The 

expenditures for inpatient physical health care services for the psychiatric population is 64% 

greater than that of the general population (Shen, Sambamoorthi, & Rust, 2008), with the 

estimated medical costs (not including psychotropic medications) of $1,700 dollars more per 

person annually for people with psychiatric disabilities.  

While those with access to health care may overuse services, annually, one-third of those 

with psychiatric disabilities do  not visit a physician (Hansen, et al., 2002), and many do not use 

any physical health care services (Dixon, et al., 2004). Preventive services such as mammograms 

and pap tests are also used much less frequently by the psychiatric population (Salsberry, et al., 

2005). Although no cost can be easily assigned for the lack of health care use, one of the 
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consequences is common use of emergency departments for non-emergency health issues 

(Hackman, et al., 2006; Salsberry, et al., 2005; Shen, et al., 2008). Adults with psychiatric 

disabilities use emergency services more frequently for non-emergency purposes than the 

general population (Hackman, et al., 2006). One study found that on average, across diagnosis, 

70% of people with psychiatric disabilities used emergency services (Salsberry, et al., 2005), 

compared to the 31% reported for Medicaid users representing the general population (Dorsky, 

Ramsini, & Holtzhauer, 2002).  

This pattern of service usage has been argued to be a result of the lack of access to health 

care (Dickerson, Brown, Daumit, et al., 2006; Shen, et al., 2008) common within the psychiatric 

population. Although access is no doubt a factor, research from Denmark, a country in which 

health care is provided to all citizens, has also shown excessive use of emergency departments 

for non emergency health problems (Hansen, et al., 2002). This suggests that access cannot be 

the only factor contributing to this pattern of service usage. As such, it is unclear as to what the 

perceived barriers are that contribute to current service usage (Hackman, et al., 2006). It is 

apparent however, that poor health is common within the psychiatric population. Such low levels 

of health are associated with increased personal expenses and costs to society. A comprehensive 

solution would be complex. It would involve federal and state level policy change, which despite 

consequences of poor health outcomes have been slow to emerge. 

Health Behaviors     

Fortunately, not all methods to address health disparities in adults with psychiatric 

disabilities rely on policy and governmental action. At least half of all deaths are related to health 

behaviors (Barondess, 2008; Knoops, et al., 2004; Mokdad, Marks, Stroup, & Gerberding, 2004). 

Health promoting activities such as improved nutrition and increased physical activity, aid in the 
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prevention of health problems such as diabetes and cardiovascular problems (Dixon, et al., 2004; 

Goldberg, et al., 2007; Knoops, et al., 2004), as well as promote psychological well-being 

(Faulkner & Carless, 2006; Fox, 1999; Leas & McCabe, 2007). Even small increases in health 

promoting activities such as physical activity can potentially result in substantial savings in 

expenditures on  health care and costs placed upon society (Leveille, et al., 1999). For example, 

increased physical exercise can reduce obesity, risk of cardiovascular disease, and the risk of 

diabetes. One reason that physical activity and healthy eating behaviors are powerful is because 

they are realistically modifiable and there are effective methods to prevent and manage many of 

the common physical health issues (Yusuf, et al., 2004). Additionally, physical exercise has been 

shown to have positive impact on psychiatric disabilities.  In one study, Blumenthal et al found 

physical activity was just as effective as antidepressants in the treatment of depression. Other 

studies have shown the inclusion of physical activity to be effective in the treatment of 

schizophrenia (Carless & Faulkner, 2003) and anxiety disorders (DiLorenzo, et al., 1999).  While 

physical exercise is not a panacea for mental health issues, it does appear to be beneficial in the 

reduction of symptoms. 

The success of behavior change is mediated by support from the environment as well as 

social processes (Addy, et al., 2004; Baranowski, Cullen, Nicklas, Thompson, & Baranowski, 

2005; Keller, Allan, & Tinkle, 2006) and is partially regulated by social norms and support for 

positive health behaviors (Klomegah, 2006). For example, if an organization (environment) 

provides fresh fruits for snacks, and does not provide snacks such as candy or chips, the people 

attending are likely to have improved nutrition. The pattern of eating healthy foods at the 

organization can spread to trying to eat healthy foods in places outside of the organization. The 

likelihood of adopting new health behaviors, such as eating a healthy diet or participation in 
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physical activity, is increased by having support from others who encourage the positive health 

behaviors (Traywick & Schoenberg, 2008).  

For those with psychiatric disabilities, encouragement is uncommon and social support is 

scarce (Chamberlin, 1978; McCubbin & Cohen, 2002; Anthony, 1993; Wahl, 1999). Frequently 

family relationships are strained or have deteriorated over time (Wahl, 1999). Often people with 

psychiatric disabilities have a small social network comprised of those within the psychiatric 

field; such as mental health providers (Leas & McCabe, 2007). While, mental health providers 

often focus on psychiatric issues, providing little support for physical health or behaviors related 

to positive physical outcomes (Lambert, Velakoulis, & Pantelis, 2003; Weiss, et al., 2006). As a 

result, poor eating habits and lack of physical activity are not often addressed and positive 

behavior change is an infrequent event.  

Preliminary Findings 

The development of the current study was driven in part by findings from research 

funded by Gridley Hoover Pilot Research Program, through the Wichita State University 

Regional Institute on Aging. The research focused on understanding the physical health and 

wellness of adults with psychiatric disabilities. Data were collected through personal interviews 

comprised of established measures including the RAND36 (Hays & Shapiro, 1992; Ware & 

Sherbourne, 1992), the Social Support Surveys for Diet and Exercise Behaviors (Sallis, 

Grossman, Pinski, Patterson, & Nader, 1987), STC-Diet (Ammerman, et al., 1991) as well as 

questions created specifically for the study   

Research participants were recruited at the 2008 Kansas Recovery Conference attended 

by approximately 750 persons with a psychiatric disability, almost all of whom are served by the 
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public mental health system. The survey instrument was administered using face to face 

interviews and proctored self-administration. By using both techniques, researchers were able to 

recruit 184 participants with psychiatric disabilities who were between the ages of 42 and 73. 

The mean age of participants was 52 years and 31% were males. One-fifth of participants were 

married, and 32% were employed part-time. The ethnic/racial composition of the participants 

was 69% Caucasian, 14% African American, and 12% American Indian.  

Findings from the RAND36, a survey instrument that measures health-related quality of 

life, helped to provide a deeper understanding of the health issues of people with psychiatric 

disabilities in Kansas. Data from the RAND36 are reported on a scale of 0-100 points, where 

higher means indicate more favorable health. For general health the mean for participants in this 

preliminary study was 53.67 (SD = 22.38) compared to 67.02 for those without psychiatric 

disabilities with minor health issues. In rating their physical health 54% of participants indicated 

that their health was poor or fair. The study also found that physical functioning of the 

participants was impaired with a mean score of 45.25 (SD=27.57). Similarly, when asked about 

their ability to perform daily tasks, such as climbing stairs, over 76% of participants indicated 

limitation in climbing several flights of stairs, (M = 60.33, SD = 40.18). Limitations in 

performing normal activities had a mean score of 63.72 (SD = 38.16) while limitations in social 

functioning had a mean score of 61.41 (SD=28.97). The preliminary study also found that nearly 

half of participants (47%) reported that physical health issues resulted in a reduction of time 

spent on work and other activities. Additionally, nearly 40% of participants indicated that their 

health was worse than it was one year ago. 

Scores from the Social Support Surveys for Diet and Exercise Behaviors suggest that 

participants’ friends do not support healthy behaviors. For example, 45% reported that their 
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friends did not exercise with them. However, only 23% reported that their friends did not 

encourage physical activity. Regarding healthy eating, 28% of participants reported that their 

friends did not discuss healthier foods with them, and nearly 20% reported no encouragement for 

healthy eating by friends. 

When asked about the type of beverages consumed, 34% of participants reported having 

3 or more sweet drinks, such as soda, per day. Similarly, 75% of participants reported that they 

consumed fast food at least once per week. Fast food consumption four or more times during a 

week was reported by 11% of participants. Consumption of high fat foods such as crackers and 

chips between two to four times per week was reported by 42% of participants. 

When asked about membership to CROs, over two-thirds of participants reported being a 

member of a CRO. Of these participants, 55% reported that their CRO offered classes and 

programs that promoted physical activity. Of the remaining participants, nearly 28% reported 

that their CRO had no physical activity classes or programs, and nearly 18% were unsure as to 

whether or not such classes and programs were offered at their CRO. For participants who 

attended CROs that offered physical activity classes and programs, 76% reported that they had 

participated in the classes and programs.  

Participants were also asked about how their CRO promoted physical health and 

wellness. Sixty percent of participants reported that their CRO offered classes or programs 

promoting healthy diets. No classes were reported to be offered at the CROs of 21% of 

participants. Over 19% of participants were unsure as to whether or not classes or programs that 

promoted healthy diets were offered at their CRO. For participants who attended CROs that 
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offered classes or programs that promoted healthy diets, 84% reported that they had participated 

in the classes and programs. 

The preliminary study found poor eating behaviors within a sample of the psychiatric 

population who attended the Recovery Conference and participated in interviews. This supports 

findings of research in the literature about the eating habits common to those with psychiatric 

disabilities (Dickerson, Brown, Daumit, et al., 2006; Dixon, et al., 2004). The findings of the 

preliminary study highlight the need to understand ways in which healthy food consumption and 

increased physical activity can be promoted to the psychiatric population in Kansas. They have 

provided a foundation for the current study. 
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CHAPTER 2 

CONSUMER RUN ORGANIZATIONS (CRO) 

There are two concepts that underpin the discussion of CROs: settings and social support. 

A “behavior setting” is a small-scale environment such as a classroom or a self-help group 

unique in its location and social norms (Scott, 2005). “Social support” describes assistance one 

person may provide to another such as giving encouragement, providing information, or listening 

to a person about an issue or concern (Cohen, Underwood, & Gottlieb, 2000). This chapter 

discusses CROs, both generally and as they exist in Kansas as behavior settings that offer social 

support. 

Since the 1960’s, people with psychiatric disabilities have worked to take control of their 

lives and their recovery. In the 1980’s, groups of people with psychiatric disabilities began to 

meet informally after recognizing the benefits of peer support. Emerging from these loosely 

organized  groups were organizations that not only provided an environment that promoted 

socialization, but also provided other services, such as activities and opportunities to build skills 

that lead to empowerment (Tomes, 2006). These organizations have matured into non-traditional 

providers of mental health services.  Today they serve an important role in the mental health 

system. According to members, consumer run organizations are more helpful than both 

community mental health centers and traditional self help groups (Trainor, et al., 1997). CROs 

are controlled by people with psychiatric disabilities, staffed by persons with psychiatric 

disabilities, and operated at a daily cost of eight (Holter & Mowbray, 2005) to twelve dollars 

(Brown et al, 2007) per person. Some CROs work closely with traditional mental health 

providers to ease the transition from in-patient living to community living. These CROs often 
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attempt to augment the programs offered by community mental health centers by operating 

during evening hours and on weekends. 

Organizational Description 

The location of CROs plays an important role in their functioning and provides a context 

in which it operates. As such, CROs are located in the community. Commonly single family 

dwellings in a residential neighborhood house the organizations. However, storefronts are also 

common as are a variety of donated (e.g. church basements) spaces. The important factor 

regarding a CRO’s location is that the organization is located within the community which it 

serves. 

Janzen (2007) described CROs as, "exemplars of alternative settings in which 

disadvantaged groups attempt to gain control of the supports they need...”  (p. 287). The 

proliferation of consumer operated groups, which includes CROs, has resulted in a ratio of nearly 

two consumer operated organizations for every traditional mental health organization 

(Goldstrom, et al., 2006). Government run mental health agencies have started to recognize the 

potential of these organizations by designating them as an “emerging best practice”; a practice 

with great potential for which research is encouraged (President's New Freedom Commission on 

Mental Health, 2003).  

The ability to create an environment that encourages the creation and maintenance of 

social networks is one of the great strengths of CROs (Hardiman, 2004). Through experiential 

learning, social networks within CROs provide an atmosphere conducive to peer support 

(Borkman, 1999; Kaufman, Ward-Colasante, & Farmer, 1993). Shared experiential knowledge 

fosters members’ ability to understand and empathize with others. This creates an environment 
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that promotes problem solving through vicarious experiences (Borkman, 1999). It is a process 

that provides alternative viewpoints and aids in building skills. This results in changes to 

interpersonal and coping behaviors.  

A setting conducive to experiential learning is not the totality of CROs’ benefit to their 

members, however (Brown, et al., 2007). The complexity of CROs surpasses that of centers in 

which people with psychiatric disabilities visit for a short period only to socialize. CROs create a 

community such that social networks of members become saturated by other members (Shagott, 

Vu, Reinhart, Wituk, & Meissen, 2009) and promotes learning and leadership. It empowers 

members to take ownership of both their own lives and the operation of the organization (Brown, 

Shepherd, Merkle, Wituk, & Meissen, 2008; Brown, Shepherd, Wituk, & Meissen, 2007; 

Shagott, et al., 2009). As a result, many CROs operate as legally recognized nonprofit 

organizations, fully staffed by people with psychiatric disabilities (Brown, et al., 2008; Brown, et 

al., 2007). The ability of CROs to create an environment that transforms formerly untrained 

members into members of a functioning board, suggests that CROs are settings that inspire and 

create changes in behaviors. The cornerstone of CROs is social support, which is key to 

promoting positive health behaviors (Bandura, 2004; Cochrane & Davey, 2008; Traywick & 

Schoenberg, 2008). It is a necessary element of any setting attempting to create change in 

behaviors (Leas & McCabe, 2007).  

The experiential nature of CROs results in organizations that are relationally focused. 

This focus encourages the creation and maintenance of supportive relationships between people 

with psychiatric disabilities (Brown, et al., 2007). These relationships teach the values of  

respect, shared responsibility, and mutual support (Hardiman, 2004). Although organizationally 

different from one another, CROs are guided by many of the same values including 
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empowerment, sense of community, promoting the strengths of the individual, acceptance of 

one’s self, and openness to others (Riessman & Carroll, 1995). All of these values are important 

to recovery.  

As it applies to psychiatric disabilities, recovery is conceptualized as both an outcome as 

well as a process  (Anthony, 1993). As an outcome, recovery is often viewed as living a life 

similar to those without psychiatric disabilities. This includes being able to experience the same 

opportunities as any other person (Anthony, 1993). The process of recovery involves reframing 

one’s self-view from a psychiatrically disabled patient to a person with the ability and the 

strength to develop skills necessary to cope effectively with the demands of life and the nuances 

of psychiatric disability (Brown, et al., 2008; Mead & Copeland, 2000). By providing an 

environment in which these skills can flourish, CROs offer opportunities and support for 

building leadership skills (Brown, et al., 2007). This allows members to engage actively in roles 

that directly affect the operation of the organization (Brown, et al., 2008). CROs have created a 

setting that supports the change of dysfunctional ideas and behaviors to those that are positive 

and promote health.  

Promoting Change 

Participation is the key to CROs’ ability to promote change (Keller, et al., 2006; Nelson, 

Ochocka, Janzen, & Trainor, 2006; Yanos, Primavera, & Knight, 2001) that has been reported as 

reduction of inpatient mental health services (Trainor, et al., 1997), and the manifestation of 

fewer psychiatric symptoms (Ochocka, Nelson, Janzen, & Trainor, 2006). For example, Trainor 

et al (1997) found visits to psychiatric hospitals dropped from on average 48 inpatient visits per 

year prior to involvement in CROs, to four after involvement. This is a 91% annual decrease in 

psychiatric inpatient usage. Involvement in CROs has also benefited members by providing 
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meaningful work (Nelson, et al., 2006), providing opportunities to serve as role models, and 

cultivating an organization that encourages advocacy; thus creating change in the mental health 

system (Salzer & Shear, 2002).  

The member outcomes associated with prolonged CRO participation most relevant to the 

goals of this research are increased confidence, levels of hopefulness and coping skills (Ochocka, 

et al., 2006). These characteristics, along with social support, are supportive of behavior change 

(Schwarzer, 2008; Schwarzer & Renner, 2000). 

CROs in Kansas 

Since their beginnings, CROs in Kansas have grown both in complexity and number. 

Quarterly narrative reports indicate the number of Kansas CROs has increased from 12 in 2000 

to 25 at the end of 2007. There was 114% increase in membership between these years. The 

quarterly reports indicate there were over 1,500 members in CROs in 2007. During this time, 

each CRO had on average 55 members.  

All CROs in Kansas receive funding from the state but are unique in their hours of 

operation with times ranging from four to eight hours a day. The number of operating days 

ranges from two to seven with some operating exclusively weekends or during evening hours. As 

with CROs across the nation, there is great diversity in geographic location. Many of the Kansas 

CROs operate in rural areas (see Figure 1).  

Programmatically, each CRO offers a unique environment that provides experiences to 

members which may not be replicated in other CROs (Brown, et al., 2007). For instance, some 

CROs focus on educating the community about psychiatric disabilities and spend more time 

providing members with training on effectively sharing their stories with non-consumers and 
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learning techniques to answer questions in an effective, non-defensive manner. Other CROs may 

focus on skill building, providing experiences for members to learn life skills, but offer few 

experiences related to educating the public. Regardless of the specific focus or mission of a 

CRO, each provides members with opportunities to engage in leadership activities (Brown, et al., 

2008). These activities create opportunities for members. Also, they allow CROs to benefit from 

of each member’s unique contribution (Brown, et al., 2007). 

 

Figure 1. Map of CROs invited to participate 

The growth of Kansas CROs is a result of their focus on relationships. These 

relationships include local organizations, and state agencies, such as, Kansas Social and 

Rehabilitation Services (SRS). Through relationships CROs have been able to communicate the 

importance of their services. One result has been SRS granting funds to Kansas CROs (Brown, et 

al., 2007). These funds are used by CROs to cover the cost of their operation. In 2008, the 

average SRS grant amount was $58,631. SRS also contracted with the Center for Community 
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Support and Research (CCSR) to provide organizational capacity building to CROs. Capacity 

building includes board development, leadership training, and team building (Wituk, Vu, Brown, 

& Meissen, 2008). This has led to all CROs in Kansas becoming legally recognized nonprofit 

organizations with 501(c)3 status. As nonprofit organizations, CROs are required to operate with 

a formal organizational structure (Brown, et al., 2007) including the maintenance of an active 

consumer board and written by-laws that hold the organization accountable for its actions. This 

structure also includes an executive director and paid staff positions (e.g. transportation 

coordinator, activities coordinator, general staff). 

A result of Kansas CROs incorporating was the development of Mental Health CRO 

Network of Kansas (MHCRONK), an organizational membership association comprised of 

CROs in Kansas. The organization facilitates communication between CROs. It provides an 

environment in which representatives of CROs are able to give and receive support for issues in 

operating a CRO. MHCRONK representatives are frequently CRO directors, but can be any 

chosen member of a CRO. MHCRONK is important because many Kansas CROs are in rural 

areas and are isolated from other CROs. MHCRONK meets for one full day each quarter. 

Agenda items include knowledge development sessions and time for representatives to discuss 

current issues. The focus on support and skill building increases resources and allows CROs’ to 

better serve their members. 

CROs in Kansas continue to thrive. Not only is the number of CROs increasing, but their 

sophistication as community based nonprofits is as well. The formation of MHCRONK is an 

example of this advancement in sophistication indication that CROs are maturing. Increasing 

maturity allows CROs to address issues of greater complexity such as poor physical health which 

is common within the psychiatric population (Dickerson, Brown, Daumit, et al., 2006; Dixon, et 
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al., 2004). It is reasonable to believe that CROs have matured to be capable of addressing this 

issue through the promotion of positive health behaviors. 
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CHAPTER 3 

GUIDING CONCEPTS AND THEORIES 

Two important elements to effective behavior change are social support and an 

environment, or setting that is supportive of the change. The previous chapters discussed how the 

concepts of settings and social support are related to both CROs and health behaviors. The 

following sections discuss theories underlying the constructs of behavior settings and social 

support. 

Behavior Settings 

Behavior settings theory originated with Barker (1968). It was developed from 

observations that behaviors were often less guided by individual characteristics, than by the 

demands of the setting in which they were observed. Behavior settings are typically physical 

environments that are small in scope (e.g. CRO, church), in which behavior can be influenced by 

the characteristics of the setting and its behavioral norms (Barker, 1963; Barker, 1968). Behavior 

settings theory has been applied to youth education and communities in both physical and virtual 

settings (Blanchard, 2004). It has also been used in many other settings involving adults 

(Blanchard, 2004; Wicker, 1987), including CROs to explain member involvement and 

leadership roles (Brown, et al., 2007).  

Behavior settings are bounded physically and temporally (Barker, 1968). A CRO is 

bound physically by its geographical location and temporally by its hours of operation. Behavior 

settings are populated by two types of interacting components, human components or actors, and 

non-human components or behavior objects (Luke, Rappaport, & Seidman, 1991). Actors in a 

setting behave in two ways; either by reacting to other components, or by providing cues on 
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which other actors will react. Because behavior settings are ordered, there are “standing patterns 

of behavior.” These are formal and informal rules of the setting that dictate how components 

interact, and how those within the setting behave (Wicker, 1987). For example, in a CRO setting, 

a new person entering the building prompts an interaction that results in current members 

introducing themselves and welcoming the new attendee. The manner in which the new attendee 

is greeted is not random; it is influenced by the standing patterns of behaviors regarding the 

regularity by which people are greeted as they enter the organization.  

Behavior settings as conceptualized by Barker (1968) are self-regulating. They contain 

circuits that help to govern the rules of the setting. There are four types of circuits that help to 

regulate behavior: goal, program, deviation countering, and vetoing (Barker, 1968). Goal circuits 

alert people as to how congruent their goals are with the goals supported by the setting. This 

guides people to make the decision whether or not to become part of the setting. For example, 

the goals of CROs are centered on recovery, self empowerment, and responsibility for one’s own 

life. These goals help people decide whether or not to become part of a CRO.  

The second circuit is the program circuit. It dictates the types of goals that are supported 

by the setting (Barker, 1968). For instance, CROs are member operated as a result there are 

opportunities for members to volunteer and become involved in the functioning of the 

organization. Similarly, their status as self-help organizations offers opportunities to give and 

receive peer support. In contrast programs that focus on medication as a sole treatment for 

psychiatric illness would not be able to exist in a CRO, because the goals of the program would 

not be supported by the CRO setting.    
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The third component is the deviation countering circuit. This circuit attempts to correct 

components that deviate from standing patterns of behavior (Barker, 1968). For instance, if a 

CRO member became disruptive, there would be an attempt to eliminate the behavior and to 

prevent similar future behavior. This would be done through the established or informal “code of 

conduct” of the CRO.  

If correction is not possible, then the fourth circuit, the vetoing circuit is activated. It 

removes the component from the setting (Barker, 1968). In the case of CROs, a member who is 

constantly disruptive would be asked to leave. The person would lose their membership rights 

and not be allowed at the CRO.  

Because settings are structured, each actor has roles. These roles help to insure 

maintenance of the standing patterns of behavior and the operation of the setting (Barker, 1968; 

Brown, et al., 2007). When there are more roles than there are members, the setting is 

underpopulated. This requires members to have more than one role (Barker, 1968; Luke, et al., 

1991). Underpopulation in mutual help groups was found by Luke, Rappaport, and Seidman 

(1991) to have positive outcomes for members. Settings may also be overpopulated, having more 

members than roles. In CROs as in other settings, overpopulation has been found to be related to 

the opportunity for more competent, experienced and motivated leaders to emerge (Brown, et al., 

2007) . 

Two final components needed to understand contemporary behavior setting theory are 

genotypes and phenotypes (Luke, et al., 1991). Genotypes are settings that have high structural 

similarity to each other. The fundamental components of one setting can be exchanged with 

components of the other without impairing the setting’s operation (Barker, 1968). For example, 
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while there are differences between CROs in Kansas, it would be possible for a member of one 

Kansas CRO to be a member within another CRO. With minimal orientation, a member would 

be able to assume the roles of members in a new CRO.  

To better explain behaviors within similar settings, the concept of phenotypes was added 

to Barker’s (1968) conceptualization of behavior setting theory (Luke, et al., 1991). Phenotypes 

are characterized by different patterns of behavior within a genotype that take place multiple 

times, regardless of actors or behavior objects (Luke, et al., 1991). For example, all CROs, are 

based in peer support and the sharing of experiential knowledge (Nelson, Ochocka, Griffin, & 

Lord, 1998). However each CRO belongs to a different phenotype because each has unique 

patterns of behavior. There are three setting facets that are influential to phenotypes. These first 

is internal dynamics to the setting. This includes social processes and activities involved in the 

operation of the setting. The second is the environmental context in which the setting exists. The 

third is the resources of the setting such as knowledge (Luke, et al., 1991).  

A characteristic of phenotypes is that the settings share similarities in structure, but have 

a high enough degree of variance in behavior patterns. This variance results in the inability of the 

settings to share components (Luke, et al., 1991). For example, each CRO is a phenotype 

because the standing patterns of behaviors and goals are different between each organization. 

 Settings that are not supportive of positive health promotion and personal responsibility 

will make health promoting activities difficult. Actors in these settings who challenge the 

standing patterns of behavior will activate the settings maintenance circuits (Scott, 2005). 



 

24 
 

Conversely, settings with a standing pattern of behavior promoting positive health 

behaviors, empowerment and personal responsibility will enhance the likelihood of change in the 

behaviors of those who participate within the setting (Klomegah, 2006).  

Social Support 

Theories of social support have roots in sociology dating back to the early 1950’s. These 

theories were often in the area of social involvement (Aneshensel & Phelan, 1999). Some of 

these sociologically based theories were formed around the concept of social capital, or the 

resources one has available as a result of social connections (Sawaya, et al., 1996). Early 

psychological theories of social support originated with the study of social relationships (Barnes, 

1954). There were two types of theories regarding social relationships. The first was social 

facilitation theory. This theory suggested that social relationships alter behavior through 

perceived social pressure to perform (Zajonc, 1965). The second theory was social affiliation 

theory. This theory suggested that social relationships reduced anxiety (Epley, 1974; Wills, 

1981).   

Regardless of the specific theory, it is accepted that social support can have either 

positive influences (e.g. promoting physical activity) or negative influences (e.g. promoting 

sedentary behaviors) (Cohen, 1997). The focus of research in social support shifted from 

understanding its effects to understanding the processes which causes it to operate. Some 

theories focus on how social support is provided. This has been approached by examining the 

number of roles an individual holds (e.g. CRO member, parent, employee) (Cohen, 1997). Other 

theories examine characteristics of social networks (e.g. network size, number of networks) to 

help explain how social support is provided (Wasserman & Faust, 1994).  
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There are also theories that try to understand how social support works. Two ways in 

which social support has been conceptualized is through symbolic interactionist theories and 

social cognitive theories. Symbolic interactionist theories suggest that social support influences 

how people interpret life (Stryker, 1987; Thoits, 1982) and the formation of identity. Social 

cognitive theories suggest that perceived social support positively influences self-view leading to 

positive self assessments that increase self-esteem and promote health (Mankowski & Wyer Jr, 

1996; Pierce, Sarason, & Sarason, 1991; Sarason, Levine, Basham, & Sarason, 1983). There are 

many other theories regarding the exact process by which social support operates. Some theories 

such as stress buffering, postulate that social support buffers stress (Cohen & Willis, 1985; 

Thoits, 1982). Others, such as the main effect theory, postulate that social resources influence 

health irrespective of the presence of stress (Thoits, 1982; Wills, 1981).  

At a basic level, social support provides us with the perception others care about our 

wellbeing  (Sarason, et al., 1983). As early as infancy, basic social support can be seen in 

attachment (Bowlby, 1977). The term social support is a generic term used to describe several 

ways in which social processes strengthen individuals’ internal and external resources (Sarason, 

et al., 1983). Three types of support are emotional, instrumental, informational (Cohen & Willis, 

1985). Each compliments the other by supporting different resources. The first type is emotional 

support. This form of social support provides empathy, sympathy and acceptance (Cohen & 

Willis, 1985). In CROs, this could manifest as encouragement for members to create and 

maintain healthy eating habits and increased physical activity. Social support can also be 

conceptualized in terms of providing access to physical resources. This instrumental support 

involves support in providing tangible resources. In CROs, this would include providing 

members with transportation to the organization. The third type of social support is informational 
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support. It includes information regarding how and where to access resources. It also includes the 

provision of general information (Cohen, et al., 2000; Traywick & Schoenberg, 2008). For 

example, postings within CROs describing the health benefits and health concerns related to 

certain foods would a type of informational support. 

The discussion of behavior setting theory indicated social support as a key component of 

the behavior settings of a CRO. A setting influences the quality and quantity of social interaction 

between actors. The standing patterns of behavior within a setting are associated with its social 

norms (Tseng & Seidman, 2007). Norms regulate the setting by increasing or withdrawing social 

support for a given behavior. Promotion of social support by CROs is important for changing 

health behaviors (Bandura, 2004).  

 Creating change in health behaviors is enhanced by the existence of all forms of social 

support within a setting (Schwarzer, 2008). Social support enhances the experience of positive 

health behaviors. It was cited by Gardner & Hausenblas (2004) as one of the top three factors in 

determining whether a person would take part in increased physical activity. Traywick & 

Schoenberg (2008) found that those who exercised with a companion reported more enjoyment 

of the physical activity than those without a companion. More important, the study found that the 

exercise companions provided social support by means of motivation and encouragement. This 

led to participation in physical activities even during adverse conditions, such as poor weather or 

pain.  

Behavior change is not only influenced by the presence of social support but also its 

absence. The absence of social support for a behavior leads to a reduction of that behavior. A 

study of older women who had survived heart attacks found lack of social support had a negative 
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impact on exercise (Traywick & Schoenberg, 2008). The study determined that when social 

support for exercise was withdrawn, participation in physical activities declined. The absence of 

social support experienced by many people with psychiatric disabilities may in part explain the 

generally poor health behaviors, strengthening further the potential for CROs to actively promote 

positive health behaviors. 

Purpose 

The purpose of this study was to determine how organizational and setting characteristics 

affect Kansas CRO’s promotion of healthy behaviors. Organizational characteristics involve 

aspects of a CRO such as funding. Setting characteristics include standing patterns of behavior 

and the availability of health promoting activities. The high level of social support available in 

CROs gives the organizations the unique advantage of offering a setting that could improve 

health outcomes in members by supporting health promoting habits.  

Aim 1:  To understand physical health concerns & health behaviors of adults with 

psychiatric disabilities.  

Research Questions 

1. What are the primary health concerns of persons with a psychiatric illness in Kansas? 

2. What are the types and frequencies of healthy behaviors of adults with psychiatric 

illness in Kansas? 

3. What are the perceived levels of social support for engaging in healthy behaviors? 

Aim 2:  To understand how organizational and setting characteristics in CROs aid 

in the promotion of healthy behaviors  
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Research Questions 

1. What organizational and setting characteristics of CROs encourage the promotion of 

physical activity? 

2. What organizational and setting characteristics of CROs encourage the promotion of 

healthy eating habits? 

Aim 3:  To assess the organizational and setting characteristics that impede health 

promotion in CROs  

Research Questions 

1. What organizational and setting characteristics of CROs impede them in promoting 

physical activity? 

2. What organizational and setting characteristics of CROs impede them in promoting 

healthy eating habits? 
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CHAPTER 4 

METHODS 

There was a total of 354 people to whom researchers administered a semi-structured 

interview. There were two samples, the first comprised of 184 people with psychiatric 

disabilities from the 2008 Recover Conference whose interviews were focused on the health 

concerns of the psychiatric population (Aim 1) and the second containing 170 people who 

attended one of 15 CROs during a site visit whose interviews helped to established CRO setting 

characteristics (Aim 2 and Aim 3).  These two samples were broken into four subsamples. There 

were 122 CRO members who participated at the Recovery Conference that comprised the 

Recovery Conference Members subsample. The remaining 57 participants were Non-CRO 

Members from the Recovery Conference and made up the Non Members subsample). From the 

CRO site visits there were 48 employees of the CRO who comprised the Staff subsample and 

122 CRO members who comprised the Members subsample. The reason for not combining all 

CRO members (e.g. Recovery Conference Members and Members) into one group is because 

members came from different samples (e.g. Recovery Conference and CRO) and represent 

different levels of involvement in the CROs with Members likely being more involved in their 

CROs. 

Participants 

CROs 

There are 16 established CROs in Kansas who were asked to participate (see Table 1). 

One CRO declined to participate. To be considered an established CRO, it must be continuously 

funded by SRS for 1 fiscal year with no interruption in the provision of service (e.g. closing to 
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restructure or temporarily disbanding)  because newly formed or funded CROs or those that have 

undergone restructuring are still establishing standing patterns of behavior.  

TABLE 1   

AVERAGE DAILY ATTENDANCE OF ESTABLISHED CROS 

CRO Name 
Year 

Open 
Location Population

a
 

Average Daily 

Attendance 

Completed 

Interviews 

Bridge to Freedom 2002 Osawatomie 4,645 9 4 

Bright Horizons  2002 Great Bend 15,345 10 10 

Caring Place 1971 Newton 17,190 15 9 

Clear Skies 2001 Leavenworth 34,993
b
 10 5 

CRO's Nest 2000 Independence 9,846 12 10 

High Plains 

Independence 
1997 Hays 20,013 10 5 

Living, INC 1978 Olathe 114,662
b
 12 7 

Morning Star 2003 Manhattan 50,737
b
 9 11 

Nuts and Bolts 1994 Liberal 19,666 6 
Declined to 

participate 

The Open Door 1997 Arkansas City 11,963 11 8 

P.S. Club 1986 Wellington 8,674 16 19 

Project Independence 1992 Wichita 357,698
b
 31 23 

Recovery and Hope 

Network (RAHN) 
2004 Lawrence 88,605

b
 12 6 

Socialization, 

Independence, 

Development, and 

Empowerment (S.I.D.E.) 

1992 Kansas City 143,801
b
 23 18 

Sunshine Connection 1995 Topeka 122,113
b
 27 28 

Wings Upon the Prairie 1999 Colby 5,450 7 7 

TOTAL    220 170 

a 
From 2000 United States Census unless otherwise noted 

b 
From 2006 United States Census population update  

 

 



 

31 
 

Executive Directors and Staff  

Of CROs that participated, 12 had one person who served in the role of executive 

director. The remaining four CROs had shared executive leadership. Each co-director was 

invited to participate. The reason for including each co-director is because the division of duties 

between co-directors may have resulted in a division of knowledge regarding certain aspects of 

the CRO. Nineteen executive directors and co-directors participated. In addition to executive 

directors, paid staff members who were present on the day of the interview were invited to 

participate in the study. A total of 48 directors and staff agreed to participate. Males comprised 

33% (n=16) of the director and staff sample. Staff ages ranged from 33 to 77 years. The mean 

age for staff was 50.97 (SD=8.21).  

Members 

The number of members who participated from each CRO depended upon the number of 

members who were in attendance during the time of data collection. It was expected that the total 

number of potential participants for each CRO would be similar to the average total daily 

attendance (N ≈ 200) (see Table 1 for average daily attendance) and that approximately 50% of 

the participants would be male. It was also expected that approximately half of all of those who 

regularly attend (N ≈ 100), would be 42 years or older. The ethnic representation was expected to 

reflect that of the general and psychiatric population of the geographic area. A total of 122 

members were interviewed. There were twenty members who refused to participate. There were 

also 10 members who did not explicitly refuse to participate, but left prior to being interviewed. 

The gender distribution of the member sample was 51% (n=62) males.  

The age of members ranged from 22 to 75. The mean age was 47.61 (SD=11.65). The 

ethnicity of members and staff was similar. Caucasians comprised 73% (n=89) of the member 
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sample, African Americans made up 15% (n=18) and Native Americans were represented by 6% 

(n=7). Three percent (n=3) members refused to disclosed their ethnicity. Demographic 

information for both member and staff is in Table 2 

TABLE 2   

CRO STAFF AND MEMBER PARTICIPANT DEMOGRAPHIC SUMMARY 

    Staff  Members 
    Percent N  Percent N 

Marital Status      

 Married 27.66 13  11.48 14 

 Separated/Divorced 40.43 19  36.07 44 

 Widowed 4.26 2  4.92 6 

 Never married 21.28 10  45.08 55 

 Member of an unmarried couple 6.38 3  2.46 3 
       
Employment      

 Full time Employment 8.33 4  6.56 8 

 Part time Employment 89.58 43  17.21 21 

 Not Employed    76.23 93 
       
Supplemental      

 Disability 59.32 35  58.20 71 

 Social Security 58.33 14  50.82 62 

 Unemployment    1.64 2 

 Food Stamps 70.00 7  43.44 53 

 Retirement Income 17.65 3  6.56 8 
       
Annual Income      

 $5,000 to less than $10,000 29.17 14  41.80 51 

 $10,000 to less than $15,000 27.08 13  13.11 16 

 $15,000 to less than $20,000 10.42 5  7.38 9 

 $20,000 to less than $25,000 6.25 3  5.74 7 

 $25,000 or more 27.08 13  7.38 9 
  Don't Know    24.59 30 

 

 

 



 

33 
 

Instruments 

The instruments in this study were comprised of both established measures and measures 

that were created for this study. Many of the established measures had been modified to make 

them appropriate for people with psychiatric disabilities.  

Staff and Director Interview 

The staff and director interview was a structured interview developed for this study (see 

Appendix A). The interview contained twelve questions covering the areas of promotion of 

healthy eating behaviors and physical activity, barriers to health promotion, and future directions 

of health promotion. The interview also included items from the RAND36 and the STC-Diet.  

Healthy eating  

The healthy eating behaviors and nutrition section of the interview asked about the types 

of food available at the CRO. It used a checklist format and allowed for non-listed food 

categories to be added. There were two checklist questions: (1) food available for purchase at the 

CRO and (2) food that does not require purchase. Staff and directors were also asked about the 

programs offered on good nutrition as well as their own participation in healthy eating programs. 

Additionally, the STC-Diet was used to measure eating behaviors (e.g. “how many times a week 

to you eat fast food meals or snacks”,” how many servings of fruits and vegetables do you eat 

each day”). 

Physical activity 

The questions regarding promotion of physical activities inquired whether physical 

activity programs were offered at the CRO. If there were programs present, staff and directors 

were asked what classes were offered. There was a predefined list of classes that CROs are likely 
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to offer (e.g. walking, stretching). There were also spaces to allow the inclusion of program types 

not listed. The frequency of each physical activity program mentioned was also asked. Other 

questions asked if the staff member participated in any of the offered classes, and if the CRO had 

an arrangement with a health club. If the CRO had an arrangement with a health club, there were 

questions that asked about the type of arrangement. The answer was recorded in a predefined 

checklist that allowed non-listed arrangements to be added.  

Barriers 

Organizational and setting characteristics that impede health promotion or barriers were 

assessed by asking two questions. One question involved barriers to promoting physical activity 

(e.g. member interest, CRO is not a good place to exercise) and the other was related to barriers 

in promoting healthy eating (e.g. funding, education). Both questions were in the form of a 

checklist. They included both predefined categories, as well as space to add non-listed 

categories.  

Future health promotion 

The CRO’s future direction of health promotion was assessed using two questions. The 

first question asked about the CRO’s plans in the next 6 months to promote physical activity (e.g. 

starting a new class, partnering with a local health club). The second question asked about the 

CRO’s plans in the next 6 months to promote healthy eating and nutrition (e.g. starting a new 

class, offering healthier food choices). Both questions were in the form a checklist and included 

predefined categories. The questions also provided space to add non-listed categories. In addition 

to the questions directly regarding health promotion, there were questions asking about the 

participant’s position at the CRO, the length of time they have held their position, and the length 

of time they have been a member of their CRO. 
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RA%D36   

The RAND36 is the same instrument as the MOS SF36 version 1, created by Ware and 

Sherbourne (1992), but is scored using a different method. The RAND36 contains 36 items and 

was developed for the Medical Health Outcome study. This instrument has been validated using 

samples from a variety of populations (Cronbach's alpha > 0.8). For this study an alpha of 0.92 

was calculated.  

The RAND36 assesses eight domains of health: physical functioning, bodily pain, social 

functioning, general health perceptions, role limitations resulting from health problems, energy 

and fatigue, role limitations resulting from emotional problems, and emotional well-being. 

Measures of five of the eight domains were used in this study. Energy and fatigue, role 

limitations resulting from emotional problems, and emotional well-being were omitted to remain 

consistent with the RAND36 items used in the preliminary study. The definitions of the 

RAND36 domains are presented in Table 3. 

TABLE 3   

DOMAINS OF THE RAND36 HEALTH SCALES  

Domain Definition 

Role Limitation Limitations in performing normal activities because of physical functioning. 

Social Functioning Limitations of social activities as a result of physical health 

General Health Perceptions of overall physical health 

Pain Interference in daily life as a result of pain 

Physical Functioning 
The ability to participate in physical activities (e.g. lifting groceries, climbing a 
flight of stairs) 
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The first domain, the physical functioning domain, was measured by questions that were 

rated on a three-point scale with anchors of; 'not limited at all', 'limited a little', and 'limited a lot'. 

This scale asked the about the limitation of performing certain physical activities ranging from 

low exertion daily activities such as “bathing or dressing yourself”, to more demanding activities 

such as, “vigorous activities, such as running, lifting heavy objects, participating in strenuous 

sports”.  

Two items using different scales and anchors measured the second domain, bodily pain. 

The first item, “How much physical pain have you had during the past 4 weeks?” was measured 

on a six-point scale ranging from none to extremely severe. The second item “During the past 4 

weeks, how much did pain interfere with your normal work (including both work outside the 

home and housework)?” measured the interference of pain in daily activities, and used a five-

point scale ranging from poor to excellent.  

The third domain, social functioning, was measured by one item, “During the past 4 

weeks, to what extent has your physical health interfered with your normal social activities with 

family, friends, neighbors or groups?” on a five point scale from ‘not at all’ to ‘extremely’.  

The fourth domain, general health perceptions, assessed individual’s perceptions of their 

current health. The measurement contained five items. One item asked about health in general on 

a five-point scale from ‘poor’ to ‘excellent’. The other four items such as, “I seem to get sick a 

little easier than other people”, were rated on a five-point scale with anchors of; ‘definitely 

false’, ‘mostly false’, ‘don't know’, ‘mostly true’, and ‘definitely true’.     

 The fifth and final domain, role limitations as a result of health, measured whether or not 

a person faced limitation in daily tasks because of health issues. This domain was measured on a 
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nominal scale of ‘yes’ and ‘no’. There were four items such as, “Had difficulty performing the 

work or other activities (for example, it took extra effort)”,  “Were limited in the kind of work or 

other activities”, “Accomplished less than you would have liked”, and “Cut down on the amount 

of time you spent on work or other activities” used to assess this domain.  

Rand36 scores were computed using the procedure explained in Goertz (1994). The 

computations involved converting raw scores into equal increments ranging from 0 to 100, where 

0 indicates the least favorable health, and 100 indicates more favorable health.  

STC-Diet 

Developed by Ammerman et al (1991), STC-Diet measures eating behaviors. The 

instrument is comprised of six items such as, “How many times a week do you eat fast food 

meals or snacks?” with each item rated on a three point scale. The anchors for each item are 

different, measuring either frequency, or amount of food consumed. Items from the STC-Diet 

were recoded (as described in Ammerman et. al., 1991) to assure the most healthy answer choice 

had a value of two and the least healthy choice had a value of zero. The recoded items were then 

summed to provide a total STC score. The internal consistency of this scale’s items was an alpha 

of 0.42. Although this suggests low scale cohesion, it is the individual items that are of most 

interest in the current study. The items provide a clear and simple way to inquire about health 

behaviors. 

Walk Through 

The instrument for the walk through was based on items from the Checklist of Health 

Promotion Environments at Worksites (CHEW) (Oldenburg, Sallis, Harris, & Owen, 2002). This 

measure was used as model because it provided comprehensive indicators of setting support for 
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health promotion. The instrument was adapted because it was designed for assessing the setting 

of worksites. As such, many of the indicators from this instrument (e.g. assessment of the 

lunchroom), are inappropriate for assessing CRO settings.  

The walk through instrument used in this study was comprised of five primary areas; 

general health promotion, physical activity, healthy eating, grounds assessment, and 

miscellaneous. Each area contained a number of questions. There were forty-eight items total 

used to measure how the CRO setting is observably promoting health behaviors. Items measured 

observable components by either providing an indication of their presence, “Are diet drinks 

available?” or by a count of components supporting health promotion such as, “number of 

healthy snacks offered."  See Appendix B for the Walkthrough Instrument.  

Member Questionnaire 

The member questionnaire contains four sections: social support, eating behaviors, 

physical activity and demographics. This instrument has been designed to understand how CROs 

promote positive health behaviors as perceived by members. The instrument included items from 

both established measures and measures constructed for this study.  

The questions regarding support for health behaviors were adapted from the Social 

Support Surveys for Diet and Exercise Behaviors developed by Sallis et al (1987). The 

instrument measured perceived social support for eating behaviors and exercise behaviors. The 

items were rated on a five-point scale, with anchors of; ‘None’, ‘Rarely’, ‘A few times’, ‘Often’, 

and ‘Very often’. Modifications were also made to the wording of the question to be specific to 

CROs. Specifically, instead of asking about support from family and friends, the question asked 

about support from other CRO members. Participants were asked, “How much do other CRO 
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members…Encourage you to be physically active?  Encourage you to eat healthy?  Tell you 

about healthier foods?  Tell you ways to increase physical activity?  Exercise with you?”  

Reliability for this scale was calculated at 0.83 for this study. 

The healthy eating section asked participants about foods available at the CRO, as well as 

their own eating habits. The first question asked participants the likelihood that items from a list 

of ten different types of food would be present on any given day at the CRO. The second 

question asked if there were any foods not mentioned that are likely to be present at the CRO. 

For each of the additional foods mentioned, participants were asked how likely it is that the food 

would be available at the CRO on any given day. For both questions, likelihood was measured 

on a four-point scale with anchors of ‘Not Likely at all’, ‘Somewhat Likely’, ‘Likely’, or ‘Very 

Likely’. The last questions in this section are comprised of the items from the STC-Diet. 

The physical activities section of this instrument measured both the availability of 

physical activities at the CRO, as well as the participants own participation in physical activities. 

The first nine questions of this section asked participants if they actively bicycle, walk, stretch, 

or train for strength. An answers of ‘yes’, led to a question about the frequency of the activity. 

This was measured using a four point scale with anchors of “Daily”, “A few times a week”, “At 

least once a week”, and “Less than weekly.”  An additional question was asked to determine if 

the activity was part of a program at the CRO.  

Four questions asked participants what programs they would participate in if they were to 

be offered at the CRO. There was a question for walking, stretching, strength training, and 

general exercising. For each of these physical activities, participants were asked how likely it is 

that they would participate in the activity. Likelihood was measured on a 4 point Likert type 
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scale with anchors of ‘Not Likely at all’, ‘Somewhat Likely’, ‘Likely’, or ‘Very Likely’. There 

were also two questions that asked participants if there are any other programs that they would 

participate in, if the programs were offered by the CRO. If the participant answered ‘yes’, then 

they were asked to name the programs, and to indicate how likely it is that they would participate 

in the class. The final questions for this section were comprised of items from the RAND36 and 

a brief check-list of health concerns common to the psychiatric population; cancer, diabetes, 

heart or cardiac problems, high blood pressure, high cholesterol, trouble breathing or other 

respiratory issues. 

The demographic section contained general demographic information about respondents. 

The first question asked participants how long they have been a member of the CRO. The second 

question asked participants to indicate the year in which they were born. Gender was determined 

by observation. Racial/ethnic identification was collected using a list of the nationally recognized 

racial groups, as well as an opportunity for the inclusion of racial or ethnic groups not mentioned 

in the list. Participants were asked to indicate all of the groups with which they identified. 

Participants were also asked if they were Hispanic or Latino. Marital status was identified by 

asking participants to select their marital status from a list. Participants smoking status was also 

asked. Data on employment were collected by asking if participants were employed full time, 

part time, or not at all. Supplemental income was assessed by asking participants to indicate all 

of the types of supplemental income received. Income types were read from a list of five types of 

supplemental income common within the psychiatric population (Disability (SSDI), Social 

Security (SSI), Unemployment, Food Stamps, and Retirement Income). The final demographic 

question asked participants their income. The question had eight categories of income. 
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Participants were asked to pick the income range that best described their income. See Appendix 

C for the Member Interview 

Procedure 

Prior to data collection, there was training for all researchers involved in this study. The 

training involved a review of the study’s instruments and the procedure for each instrument’s 

use. All researchers involved in the project had previous experience in collecting data from the 

psychiatric population. At least two researchers were present at every site visit. 

Executive Director Interview 

Data collection was through semi-structured interviews with executive directors and staff 

members of Kansas CROs. Face-to-face interviews were conducted in early 2009. Prior to 

conducting the interview, staff and executive directors were provided written consent for 

participation in the study, which they signed before participating in the study (see Appendix D 

for informed consent and IRB application). 

 

Walk Through 

The walk through portion of the study was scheduled during the same visit as the Staff 

and Director Interviews. Researchers walked through the interior of the CRO recording 

observable environmental supports for health behavior on the walk through instrument. The 

researchers also walked around the exterior, recording observations of the area surrounding the 

CRO. When necessary, the executive director or a knowledgeable staff member was asked to 

clarify information (e.g. asking if the shower in a bathroom is available for members to use after 

exercising). 
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Member Interview 

Interviews were conducted with CRO members during the same day in which the Walk 

Through and Staff and Director Interview are scheduled. All members who were at the CRO 

while the researchers were present were eligible to participate. Members who were interested in 

participation were asked to place their name on a list. Interviews were conducted until there were 

no longer members to interview. The number of interviews collected from each CRO was 

determined by the number of people present at the CRO. This method was used because the most 

active members attend the CRO most frequently. Random selection was not used because it 

would require scheduling individual times to meet with members. This was beyond the resources 

available for this study. Efforts were made to alert members of the opportunity to participate in 

the research prior to visiting CROs. Such notification was used to increase attendance and 

increase member representation in the study. Prior to the interviews, each member was asked to 

sign a consent form (see Appendix D for informed consent). All data collected were kept behind 

two locked doors, accessible only by members of the research team. Data containing identifiable 

information were password protected.
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CHAPTER 5 

RESULTS 

Aim 1: To understand physical health concerns & health behaviors of adults with 

psychiatric disabilities. 

This aim is addressed by three research questions. The first involves the health concerns 

of people with psychiatric disabilities. The second involves the frequency of healthy behaviors. 

The third focuses on perceived social support for healthy behaviors. Results for each research 

question are presented in different subsections below. 

Research Question 1: What are the primary health concerns of persons with a psychiatric 

illness in Kansas? 

Several methods were used to better understand the primary health concerns of adults 

with psychiatric illness living in Kansas. One method involved analysis of data from the 

RAND36. Items from this instrument were asked of both staff and general members. Data from 

the preliminary study at the Recovery Conference will be included in these analyses. The 

Recovery Conference sample was split into two groups: CRO members (n=127) and Non 

Members (n=57). Splitting the sample provided greater opportunities for comparison. Between 

the two studies there are four groups that will be discussed: CRO Staff (Staff), Members who 

participated at their CRO (Members), CRO members who participated at the Recovery 

Conference (Recovery Conference Members), and Non-CRO Members from the Recovery 

Conference (Non Members). The reason for not combining all CRO members into one group is 

because members came from different samples (e.g. Recovery Conference and CRO). 
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The results from these comparisons will be presented in subsections. The first will 

address the RAND36 data in general. Subsequent subsections will report on the results for each 

domain of the RAND36. Following the presentation of results for the last RAND36 dimension, 

results for lifetime health issues will be reported. 

The dimensions of the RAND36 are related to physical functioning. Functioning in this 

context involves the ability to take part in activities that are frequent in daily life. As such, high 

functioning indicates that there are few limitations in performing such activities while low 

functioning suggests great limitation in performing these activities. 

RA%D36 

Overall, the mean score for each RAND36 dimension varied considerably between 

groups. There was constancy between the groups in terms of the rank of the scores in each 

dimension (see Figure 2). For example, the Social Functioning dimension had the highest mean 

within each group. Likewise, Role Limitations had the lowest mean.  

 

Figure 2. Mean RAND Scores by Sample Type and RAND Dimention 
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Scores from a general population with minor medical issues, and scores from a national 

psychiatric population (McHorney, Ware, & Raczek, 1993) were used for comparison when 

examining the means for each dimensions score. The inclusion of these groups provides a 

broader context in which to understand the data. The mean score for each dimension of the 

RAND36 is reported in Table 4. Higher scores indicate greater functioning. A description of the 

data is presented following the table.  

TABLE 4 

MEANS AND (STANDARD ERROR) OF RAND36 SCORES 

 
Members 
(N=122)  

Staff 
(N=48)  

Recovery 
Conference 
Members 
(N=127)  

Non 
Member 
(N=57)  

Minor 
Medical

a
  

(N=576)  

Psychiatric 
Only

b
 

(N=153) 

 M  M  M  M  M  M 
Social 
Functioning 

75.00  77.08  63.78  56.14  91.62  64.54 

 (2.96)  (4.00)  (2.50)  (4.02)  (0.62)  (2.06) 

Physical  
Functioning 

68.92  67.71  55.73  52.56  80.53  80.62 

 (2.96)  (3.69)  (2.45)  (3.67)  (0.89)  (1.64) 

Pain 60.29  60.10  50.63  46.67  76.06  63.3 

 (2.89)  (4.34)  (2.50)  (3.91)  (0.91)  (1.91) 

General Health 59.78  56.51  50.49  43.97  67.02  57.91 

 (2.17)  (3.80)  (2.15)  (3.07)  (0.74)  (1.75) 

Role Limitations 53.89  55.73  37.86  32.75  70.27  55.56 

 (3.48)  (5.87)  (3.45)  (4.83)  (1.48)  (3.18) 
 

a
Findings from general population with minor medical issues(McHorney, Ware, & Raczek, 1993) 

b
Findings from psychiatric only population (McHorney, Ware, & Raczek, 1993) 

  
Note: Higher scores indicate greater social functioning 
 

 
 

The dimension with the highest mean score was social functioning. The mean was 

highest in the general population. The scores for the general population were between 15 and 35 
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points higher than for other groups. The largest difference was with Non Members. Both Staff 

and Members scored over 10 points higher than the psychiatric sample.  

The dimension with the lowest mean score was in Role Limitations. The general 

population had the highest mean. The scores were between 15 and 38 points higher than the 

other groups. Again, the largest difference was with Non Members. Scores for Staff and 

Members were similar to those from the psychiatric sample. These scores were nearly 20 points 

higher than the scores of Non Members.  

The dimension of General Health had smaller differences in scores than the other 

dimensions. However, the general population means were still higher. The range in differences 

between groups when compared with the general population was between 7 and 23. The largest 

difference was with Non Members. 

For all dimensions the highest means were found in the general population. These scores 

were generally 12 or more points higher than the closest group. Non Members consistently had 

the lowest scores. Their scores were often over 33% lower than the general population.  

Staff and Members scored much higher than the psychiatric sample in Social 

Functioning. Their scores were similar to the psychiatric population sample in three of the four 

remaining dimensions. Scores for Physical functioning were much lower for all groups from this 

study than for either comparison group.  

Examination of data from Table 4 revealed differences between the groups. To further 

understand the primary health concerns of people with psychiatric disabilities additional analysis 
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were conducted. The data available for the general population and the psychiatric sample were 

not available for further analysis.  

RA%D36 sample sub-group analyses 

Initial analysis revealed that the data were not normally distributed. Several 

transformation techniques (e.g. log transformations, square root transformations, inverse 

transformations) were used in an attempt to normalize the data. None of the techniques were able 

to establish normality in the data. For this reason Kruskal-Wallis tests were conducted. The 

Kruskal-Wallis test is a non-parametric analogue of a one way analysis of variance (ANOVA). 

Unlike ANVOA, Kruskal-Wallis Test does not assume a normal distribution.  

The results from this analysis found a significant difference between the groups on each 

dimension of the RAND36. Physical Functioning resulted in a statistic of H(3) = 22.79, p < .01. 

Analysis on Role Limitation resulted in an H (3) = 19.79, p < .01. The dimension of General 

Health revealed H (3) = 18.81, p < .01. The finding for Pain was H(3) = 12.27, p < .01. For 

Social Functioning the statistic was H(3) = 25.33, p < .01.  

Many of the dimensions are comprised of diverse items. Because of this diversity, an 

examination of the individual items allowed a better understanding of specific areas of 

functioning. The Kruskal-Wallis indicated a significant difference between the groups in general 

within dimensions. However, additional analysis was required to provide information about the 

nature of the differences across the sub-groups. Mann-Whitney U tests were conducted to 

compare each group on each dimension of the RAND36. Differences in these scores prompted 

analysis of each item in each dimension. Because multiple comparisons were made a 
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conservative level of significance was used (Cook & Campbell, 1979). A significance level of 

0.01 was used for all comparisons in this study. 

The results of these analyses will be presented in subsections. These subsections 

correspond with each RAND36 dimension. For each dimension, a table of means will be 

presented. Following the table an explanation and description of the data will be provided. The 

first dimension reported on is Physical Functioning. 

Physical Functioning 

The highest mean for the physical functioning score was from members. The score for 

staff was marginally lower. The mean scores for all items of this dimension are reported in Table 

5. Higher scores indicate greater physical functioning. Description of the data is presented after 

the table. 
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TABLE 5 

RAND36 PHYSICAL FUNCTIONING MEAN SCORES 

  Non Members   Members 

Recovery 
Conf. 

Members   Staff 

  M SD   M SD M SD   M SD 

PHYSICAL 
FUNCTIONING 

52.56 27.71  68.92* 24.58 55.73 27.56  67.71* 25.56 

Bathing or 
dressing yourself 

80.70 33.75  92.15* 24.16 85.83 26.65  97.92* 10.10 

Walking one 
block 

56.14 43.37  84.45* 31.72 76.00 33.96  89.58* 22.97 

Lifting or carrying 
groceries 

54.39 45.59  79.86* 34.79 62.99 36.85  77.08 29.10 

Climbing one 
flight of stairs 

64.04 38.68  79.34 31.40 57.54 39.02  69.79 36.81 

Walking several 
blocks 

56.14 43.47  73.97* 36.00 57.09 42.60  69.79 38.23 

Moderate 
activities, such as 
moving a table, 
pushing a 
vacuum cleaner, 
or playing golf 

49.12 39.52  68.49* 37.32 60.24 34.12  78.13* 32.46 

Bending, 
kneeling, or 
stooping 

43.86 37.88  61.16* 41.58 47.64 37.19  54.17 43.56 

Walking more 
than a mile 

45.61 43.59  57.50 41.33 46.46 41.87  56.25 44.51 

Climbing several 
flights of stairs 

45.61 40.40  56.97* 39.27 37.01 39.95  48.96 40.59 

Vigorous 
activities, such as 
running, lifting 
heavy objects, 
participating in 
strenuous sports 

17.54 27.53  38.93* 37.76 26.40 34.50  35.42 42.47 

*
p < .01 (based on Mann-Whitney U)      

Note: Higher scores indicate greater functioning 
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The overall Physical Functioning scores of Members and Staff were much higher than 

those of the other two groups. Members had significantly higher scores than Non Members, U(1) 

= 2270, Z = -3.74, p < 0.01. There were no significance differences when compared to Recovery 

Conference Members. Staff scores were also significantly greater than Non Members, U(1) = 

944, Z = -2.73, p < 0.01. Staff scores were not significantly greater than Recovery Conference 

Members.  

The Physical Limitations dimension is comprised of ten items. The item with the highest 

means was “bathing and dressing yourself.” There were three significant findings for this item. 

The first was between Members and Non Members, U(1) = 2860, Z = -2.86, p < 0.01. The scores 

for Members were significantly greater than those of Non Members. The second was between 

Staff and Non Members, U(1) = 1035, Z = -3.27, p < 0.01. Staff had significantly higher scores 

than Non Members. The final significance for these items was between Staff and Recovery 

Conference Members, U(1) = 2426, Z = -3.06, p < 0.01. Scores for Staff were significantly 

higher than those of Recovery Conference Members. 

 Staff had the highest mean for the item “walking one block”. There were two significant 

differences found. For the first, scores of Members were significantly higher than those of Non 

Members, U(1) = 2479.5, Z = -3.19, p < 0.01. Staff also had significantly higher scores than Non 

Members, U(1) = 920.5, Z = -3.17, p < 0.01.  

Members had the highest mean score for “lifting or carrying groceries.”  Significance was 

found between Members and Non Members, U(1) = 2546, Z = -3.19, p < 0.01. For the item, 

“walking several blocks”, Members again had the highest mean score. It was significantly higher 

than those of Non Members, U(1) = 2685, Z = -2.65, p < 0.01.  
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The mean score of Staff for the item “Moderate activities” was much higher than the 

other groups. There was a difference of 10 points between Staff and Member scores. This 

difference was not significant. Staff scores were significantly higher from Non Members scores,   

U(1) = 819.5, Z = -3.81, p < 0.01. They were also significantly greater than Recovery 

Conference Members, U(1) = 2162, Z = -3.24, p < 0.01. There was one other significant 

difference found for this item. It was between Members and Non Members, U(1) = 2483.5, Z = -

3.10, p < 0.01. Members had significantly higher scores than Non Members.  

The next item with significant differences was “Bending, kneeling, or stooping.”  

Members had a mean score that was somewhat higher than those of other groups. The only 

significant difference was between Members and Non Members, U(1) = 2634, Z = -2.70, p < 

0.01.  

Members also had the highest mean score for “climbing several flights of stairs.” Again, 

Members had significantly higher scores than Non Members, U(1) = 2711.5, Z = -2.64, p < 0.01. 

There were no significant differences involving Recovery Conference Members. 

For the item “vigorous activities,” the highest mean was that of Members. The difference 

between the score of Members and that of Non Members was significant, U(1) = 2406.5, Z = -

3.65, p < 0.01. There were no significant findings involving Recovery Conference Members. 

The analysis of the individual items of the Physical Functioning dimension revealed that 

there were no significant differences in the scores for limitation “walking more than a mile.”  

Overall, Physical Functioning was significantly higher in both Members and Staff 

compared to Non Members and Recovery Conference Members. Significant differences most 

often involved Members. Non Members consistently had significantly lower scores.  
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Role Limitations 

The highest mean for Role Limitations score was from Staff. Members scored marginally 

lower. The mean scores for all items of this dimension are reported in Table 6. Higher mean 

scores indicate greater Role Functioning. Description of the data is presented after the table. 

TABLE 6 

MEANS OF RAND36 ROLE LIMITATION SCORES 

  Non Member   Member   
Recovery Conf. 

Members   Staff 

  M SD   M SD   M SD   M SD 

Role Limitations 32.75 36.49  53.89* 38.44  37.86 38.93  55.73* 40.67 

Cut down on the 
amount of time you 
spent on work or other 
activities. 

45.61 50.25  65.57 47.71  48.41 50.17  66.67 47.64 

Accomplished less than 
you would have liked. 

31.58 46.90  49.18 50.20  30.95 46.41  50.00 50.53 

Were limited in the kind 
of work or other 
activities. 

26.32 44.43  50.00* 50.21  35.43 48.02  50.00 50.53 

Had difficulty performing 
the work or other 
activities 

26.79 44.69  50.82* 50.20  36.80 48.42  56.25* 50.13 

*
p < .01 (based on Mann-Whitney U)  
Note: Higher scores indicate greater social functioning 

 

Staff and Members had much higher Role Limitation scores than did the other groups. 

Higher scores indicate greater functioning. Mann Whitney analyses revealed two significant 

differences. The first was between Staff and Non Members, U(1) = 933.5, Z = -2.89, p < 0.01. 

The second was between Members and Non Members, U(1) = 2375, Z = -3.50, p < 0.01. There 

were no significant differences involving Recovery Conference Members.  



 

53 
 

Of the four items that comprised the Role Limitations dimension, two had groups with 

significant differences in scores. For the first, “were limited in the kind of work or other 

activities”, the mean score of Members and Staff was equal. Statistical analysis indicated that the 

only significant difference was between the scores of Members and Staff and Non Members, 

U(1) = 2653.50, Z = -2.98, p < 0.01.  

Staff had the highest mean for the second item, “had difficulty performing the work or 

other activities.”  One of the two significant differences found for this item was between Staff 

and Non Members, U(1) = 948, Z = -3.04, p < 0.01. The other was between Members and Non 

Members, U(1) = 2595, Z = -3.00, p < 0.01. For both, Non Members had significantly lower 

scores. 

In general, Members and Staff had higher mean scores than the other two groups. Their 

scores were frequently significantly higher than those of Non Members. Comparisons with 

Recovery Conference Members usually did not reach statistical significance. Scores for all 

groups were similar concerning the item about having had to “Cut down on the amount of time 

you spent on work or other activities.” There was also no significance between scores for the 

item “accomplished less than you would have liked.” This suggests that limitations in these areas 

are similar across groups. 

Social Functioning 

Means are presented in Table 7. The significant differences are indicated with an asterisk. 

Higher scores indicate greater Social Functioning.  
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TABLE 7 

MEANS OF RAND36 SOCIAL FUNCTIONING SCORES 

  
Non 

Members   Members   

Recovery 
Conf. 

Members   Staff 

  M SD   M SD   M SD   M SD 

SOCIAL FUNCTIONING 56.14 30.36  75.00* 32.41  63.78 28.12  77.08* 27.69 

During the past 4 weeks, 
to what extent has your 
physical health interfered 
with your normal social 
activities  

           

*
p < .01 (based on Mann-Whitney U)                   
Note: Higher scores indicate greater social functioning 

The highest mean score for this dimension was for Staff. The scores of Members were 

slightly lower. The means for both Staff and Members were much higher than those of Non 

Members and Recovery Conference Members. As suggested by the means, there were significant 

differences between groups. One was between Staff and Non Members, U(1) = 835, Z = -3.55, p 

< 0.01. Another was between Staff and Recovery Conference Members, U(1) = 2234, Z = -2.82, 

p < 0.01. The final significant difference was between Members and Non Members, U(1) = 

2198, Z = -4.03, p < 0.01.  Members and Staff scores were significantly higher than Non 

Members indicating greater social functioning.  

Pain 

The overall mean score for this dimension was nearly the same for Members and Staff. 

Both scores were higher than those of the other groups (see Table 8). Higher scores indicate 

greater functioning. 
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TABLE 8 

MEANS OF RAND36 PAIN SCORES 

  
Non 

Members   Members   
Recovery Conf. 

Members   Staff 

  M SD   M SD   M SD   M SD 

PAIN 46.67 29.55  60.29* 31.89  50.63 28.17  60.10 30.05 

How much physical 
pain have you had 
during the past 4 
weeks 

45.96 29.02  55.37 34.33  47.72 28.85  52.50 31.32 

During the past 4 
weeks, how much did 
pain interfere with 
your normal work  

47.37 33.97   64.88* 34.70   53.54 31.14   67.71* 32.60 

*
p < .01 (based on Mann-Whitney U)        

  Note: Higher scores indicate greater social functioning 

There was only one significant difference found in the overall Pain score. Members 

scores were significantly higher than those of Non Members, U(1) = 2608.50, Z = -2.70, p < 

0.01. Although mean scores for Members and Staff were similar, variations between individual 

scores resulted in Mann Whitney scores that did not reach significance between Staff and Non 

Members. 

The Pain dimension is comprised of two items. The item, “during the past 4 weeks, how 

much did pain interfere with your normal work” was the only one where significant differences 

were found. There were three significant findings. The first was between Staff and Non 

Members, U(1) = 908.50, Z = -3.02, p < 0.01. Staff had significantly higher scores meaning that 

pain did not interfere with their daily work. The second was between Staff and Recovery 

Conference Members, 2276.50, Z = -2.65, p < 0.01. Staff again had significantly higher scores 

meaning that pain interfered significantly less with their normal work. The final significant 
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finding for this item was between Members and Non Members, 2452.50, Z = -3.19, p < 0.01. 

Members had significantly higher scores. 

The analyses indicate that the perceived amount of physical pain experienced was not 

significantly different between the groups. The interference of pain in daily functioning was 

significantly different between Non Members and Staff or Members. Staff and Members scores 

were significantly higher. 

General Health 

The largest mean for the General Health domain score was from Members (see Table 9). 

Higher scores indicate greater functioning. A description of the data is presented after the table. 

TABLE 9 

MEANS OF RAND36 GENERAL HEALTH SCORES 

  Non Member   Member   

Recovery 
Conf. 

Members   Staff 

 M SD  M SD  M SD  M SD 

GENERAL HEALTH 43.97 23.14   59.78* 23.96   50.49 24.24   56.51 26.29 

I seem to get sick a 
little easier than 
other people. 

54.82 30.78  64.55 35.91  56.10 33.14  70.31* 31.22 

I am as healthy as 
anybody I know 

34.65 30.16  55.74* 33.83  45.87 33.45  55.21* 37.88 

I expect my health 
to get worse. 

53.07 32.41  70.00* 30.33  62.01 31.79  56.25 34.40 

My health is 
excellent. 

33.33 31.10   48.77* 35.91   37.99 31.94   44.27 32.30 

*
p < .01 (based on Mann-Whitney U)          

 
Note: Higher scores indicate greater social functioning 
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There was one significant finding in for General Health dimension score. The 

significance was between Members and Non Members, U(1) = 2212, Z = -3.93, p < 0.01. Scores 

of Members were significantly higher indicating greater General Health. 

 Staff had the highest mean score for the item, “I seem to get sick a little easier than other 

people.”  There was a significant difference between the scores of Staff those of Non Members, 

U(1) = 974, Z = -2.61, p < 0.01. There was also a significant difference between the scores of 

Staff and Recovery Conference Members, U(1) = 2293.50, Z = -2.59, p < 0.01.  

For the item, “I am as healthy as anybody I know,” Staff and Members had the highest 

means. There were two significant differences for this item. The first was between Staff and Non 

Members, U(1) = 936, Z = -2.85, p < 0.01. The second was between Members and Non 

Members, U(1) = 936, Z = -2.85, p < 0.01. 

Members had the highest score for the item, “I expect my health to get worse.”  The only 

significant finding for this item was between Members and Non Members, U(1) = 2405, Z = -

3.29, p < 0.01.  

The final item for this dimension was “My health is excellent.” Members had the highest 

mean score. The only significance was between Members and Non Members, U(1) = 2622.50, Z 

= -2.72, p < 0.01. 

Overall, Members appear to have higher perceptions of General Health than the other 

groups. Perceptions of propensity for illness were significantly more positive for Members and 

Staff than for Non Members. In general, Non Members appeared to perceive their health as poor 

compared to Staff or Members.  
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Non Members consistently had significantly had lower RAND36 scores which suggest 

that they had lower perceived functioning in all RAND36 dimensions.  

Lifetime health issues 

In addition to using the RAND36, current health concerns were measured by asking 

participants to report if during their lifetime they had experienced cancer, diabetes, heart 

problems, high blood pressure, high cholesterol, or problems breathing. To help set the context 

of this data the means for health concerns will be examined for different groups based on 

demographic variables. This knowledge will help to inform further interpretation of lifetime 

health issues. The means for health issues by demographic group is presented in Table 10



 

 
 

TABLE 10 

MEANS AND PERCENTAGES OF HEALTH ISSUES BY DEMOGRAPHIC 

    Cancer   Diabetes   Heart Issues   
High Blood 
Pressure   

High 
Cholesterol   

Breathing 
Problems 

 N % N  % N  % N  % N  % N  % N 

Entire Sample 354 15.82 56   31.64  112   21.19 75   47.74 169   48.59 172   47.18 167 

Gender                         

Male 134 5.97 8  22.39  30  20.90 28  46.27 62  45.52 61  41.04 55 

Female 219 21.92* 48   37.44* 82  21.46 47  48.40 106  50.68 111  51.14 112 

Race/Ethnicity                         

Caucasian 251 15.94 40  29.88  75  19.12 48  43.03* 108  49.00 123  46.22 116 

People of Color 82 14.63 12  36.59  30  25.61 21  60.98 50  45.12 37  46.34 38 

Age                         

18-34 24 8.30 2  33.33 8  4.17 1  29.17 7  25.00 6  29.17 7 

35-44 41 12.20 5  26.83 11  12.20 5  39.02 16  51.22 21  34.15 14 

45-54 194 17.01 33  28.35 55  18.56 36  48.45 94  46.91 91  51.03 99 

55-64 77 15.58 12  38.96 30  37.66* 29  57.14 44  59.74 46  51.95 40 

65-74 17 17.65 2  41.18 16  17.65 3  41.18 7  47.06 8  35.29 6 
*
p < .01 (based on Mann-Whitney U) 
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 There were some differences between demographic groups. Females were much more 

likely than males to have cancer U(1) = 12333.00, Z = -3.97, p < 0.01. Females were also more 

likely to have diabetes, U(1) = 12464.00, Z = -2.95, p < 0.01. People of color were more likely to 

report high blood pressure, U(1) = 8444.00, Z = -2.82, p < 0.01.  

There were some variations between the different age groups regarding heart issues. 

There were significant differences between those 55-64 and each of younger age groups. For 

those 18-34 the statistic was U(1) =614.50, Z = -3.12, p<0.01. The statistic for those 35-44 was 

U(1) = 1176.50, Z = -2.90, p<0.01. For the age group 45-54 the statistic was, U(1) = 6042.00, Z 

= -3.32, p < 0.01. These statistics indicate that the frequency of heart issues was significantly 

higher in participants 55-64, than that of each of the younger age groups.  

To provide a better understanding of how people with psychiatric disabilities compare on 

health issues, data from the Center of Disease Control (CDC) will be included to clarify how the 

groups in this study compare to the general population. Table 11 contains percentage of health 

issues for each of the sample groups in this study. The explanation of the results from this data 

appears below the table. 
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TABLE 11 

PERCENTAGES OF HEALTH ISSUES BY GROUP 

  
Non 
Members   

Recovery 
Conference 
Members   Members   Staff   Total Sample   CDC 

  % 
N 
(57)  % 

N 
(127)  % 

N 
(122)  % 

N 
(48)  % N (354)  % 

Cancer 7.02 4  18.90 24  13.93 17  22.92 11  15.82 56  7.30 

Diabetes 36.84 21  33.07 42  28.69 35  29.17 14  31.64 112  10.00 

Heart 
Problems 

19.30 11  22.05 28  25.41 31  10.42 5  21.19 75  11.00 

High Blood 
Pressure 

36.84 21  55.12 70  46.72 57  43.75 21  47.74 169  25.00 

High 
Cholesterol 

56.14 32  48.82 62  46.72 57  43.75 21  48.59 172  16.90 

Breathing 
Problems 

49.12 28  55.91 71  38.52 47  43.75 21  47.18 167  -- 

As reported by the Center for Disease Control (CDC). http://www.cdc.gov/nchs/fastats/ 

 

Compared with the general population (as reported by the CDC), the participants in this 

study experienced more specific health issues. Data were not available to conduct significance 

testing with the CDC data. However, the difference in the prevalence between the general 

population and the total sample of this study for each health issue are large enough to aid in the 

understanding of health issues of this study’s participants.  

Both diabetes and high cholesterol were three times more likely to be reported by study 

participants, than the general population. Cancer was over twice as likely in the sample from the 

current study. Heart problems and high blood pressure were reported two times more frequently 

by participants of this study than the general population.  
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Frequently when compared with the general population, the subsamples of this study 

reported higher rates of illness. There were however two exceptions. The first was the 

comparison of the prevalence of cancer with Non Members. There was less than half of a 

percentage point difference between the two groups. The second exception was the comparison 

with Staff on heart problems. Staff was less likely to report heart problems by one percentage 

point. 

To understand differences within the groups of this study, comparisons were made 

between the subsamples. Comparisons for each of the health issues listed in Table 11 were made 

between the subsamples using chi square statistical analysis. As with previous comparisons, a 

significance level of 0.01 was used. There were no significant differences found among the 

subsamples for any of the health issues. However, there were two particularly interesting 

findings. The first was that Non Members were least likely and Staff were most likely to report 

cancer than any of the other groups from this study. The second, heart problems were much less 

frequent in Staff than in the other groups.   

Research Question 2: What are the types and frequencies of healthy behaviors of adults with 

psychiatric illness in Kansas? 

Physical Activity 

To understand the types and frequencies of healthy behaviors of adults with psychiatric 

disabilities in Kansas two areas were investigated. The first area was physical activity. The 

second was eating habits. Physical activity data was only collected from Members at the visits to 

the CROs. The data was not collected from the other groups because of the length it would have 

added to the interviews. There were 90% (n=110) of Members who reported regular participation 

in physical activities. Frequencies for physical activities are reported in Table 12.  
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TABLE 12   

CRO MEMBER PHYSICAL ACTIVITIES  

        
Minutes per 
session  

Twice a week 
or more  

Less than once per 
week 

  % N  M  Percent N  % N 

Walking 67.21 83  38  87.95 73    1.20 1 

Stretching 43.44 53  -  79.25 42   13.21 7 

Strength Building 24.59 30  -  56.67 17   20.00 6 

Bicycling 14.75 18  37  66.67 12   27.78 5 

Chores  5.74 7  -  71.43 5   28.57 2 

Basketball  4.10 5  -  20.00 1   80.00 4 

Football  4.10 5  -  40.00 2   60.00 3 

Stationary Bike  4.10 5  -  60.00 3   40.00 2 

Swimming  4.10 5  -  - -  100.00 5 

Treadmill  2.46 3  -  66.67 2   33.33 1 

Miscellaneous
1
 14.75 18  -  66.67 12   33.33 6 

1
Items in this category were mentioned by two or fewer participants. They include activities such as yoga, 
aerobics, and other forms of physical activity. 

 

 
Over two thirds of members reported walking for physical activity. Most of those who 

walked did so two or more times per week. Stretching was the second most frequent physical 

activity reported. Nearly 80% of those who stretched did so twice or more per week. Strength 

building was reported by one out of four Members. Bicycling was the fourth most popular way 

for Members to be physically active. Over two thirds of members reported bicycling at least 

twice per week. 

Chores such as mowing grass and yard work was reported more frequently than more 

traditional forms of physical activity such as swimming. It was also more frequently reported 

than traditional team sports such as football and basketball. One out of seven Members reported 
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physical activities that were mentioned infrequently. These items were grouped into a category 

of miscellaneous. It included activities such as yoga and aerobics.  

%utrition 

The STC-Diet interview was conducted with both Staff and Members. Data from the 

preliminary study at the Recovery Conference will be included in these analyses. As mentioned 

earlier, the Recovery Conference sample was split into two groups, Recovery Conference 

Members (n=127) and Non Members (n=57). Four groups will be compared and discussed: Staff, 

Members, Recovery Conference Members, and Non Members. The analysis of this data begins 

by examining means. It is continued by exploring comparisons between the different groups. The 

STC Diet is a short instrument that asks about eating habits. Raw scores for each item on the 

STC Diet range between 1 and 3. A score of 1 indicates the least healthy response. A score of 3 

indicates the one that is most healthy.  

The mean scores for the STC-Diet are reported in Table 13. The means marked with an 

asterisk indicate significance difference. The scores for each response are indicated in 

parentheses in the table’s headings. The table also contains the percentages for the responses for 

each of the STC-Diet questions. 
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TABLE 13   

RESPONSES (SCORES) FROM THE STC-DIET  

How many times a week do you eat 
beans, chicken, or fish?     (1)  (2) (3) 

    1 or less  2-3 4 or more 

   N M % N   % N   % N 

 Non Members 57 1.81 38.60 22  42.11 24  19.30 11 

 

Recovery Conference 
Members 

126 1.81 35.43 45  47.24 60  16.50 21 

 Staff 48 2.27* 37.50 18  33.33 16  29.20 14 

 Members 122 1.85 39.34 48  36.07 44  24.60 30 

            
 

How many servings of fruit or 
vegetables do you eat each day?   (1)  (2)  (3) 

    2 or less  3-4  5 or more 

   N M % N   % N   % N 

 Non Members 57 1.44 63.16 36  29.82 17  7.02 4 

 

Recovery Conference 
Members 

127 1.43 62.20 79  32.28 41  5.51 7 

 Staff 48 2.17* 20.80 10  41.70 20  37.50 18 

 Members 122 1.40 68.03 83  23.77 29  8.20 10 

            
 

How many times a week do you eat 
regular snack chips or crackers?   (1)  (2)  (3) 

    4 or more  2-3  1 or less 

   N M % N   % N   % N 

 Non Members 57 2.35 17.54 10  29.82 17  52.60 30 

 

Recovery Conference 
Members 

126 2.44 15.87 20  23.81 30  60.30 76 

 Staff 48 1.23 79.20 38  18.80 9  2.10 1 

 Members 122 2.25 22.13 27  30.33 37  47.50 58 
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Table 13 (continued) 

 

How many regular sodas or glasses 
of sweet drinks do you drink each 
day?   

(1)  (2)  (3) 

    3 or more  1-2  None 

   N M % N   % N   % N 

 Non Members 57 1.91 31.58 18  45.61 26  22.80 13 

 

Recovery Conference 
Members 

127 1.89 34.65 44  41.73 53  23.60 30 

 Staff 48 2.40 10.40 5  39.60 19  50.00 24 

 Members 121 1.93 35.54 43  36.36 44  28.10 34 

            
 

How many times a week do you eat 
fast food meals or snacks?   (1)  (2)  (3) 

    4 or more  1-3  None 

   N M % N   % N   % N 

 Non Members 57 2.19 10.53 6  59.65 34  29.80 17 

 

Recovery Conference 
Members 

126 2.11 11.11 14  66.67 84  22.20 28 

 Staff 48 2.00 16.67 8  66.67 32  16.70 8 

 Members 122 2.06 17.21 21  59.84 73  23.00 28 

            

How much margarine or butter do 
you use to season vegetables or put 
on potatoes, bread or corn?   (1)  (2)  (3) 

    A Lot  Some  Very Little 

  N M % N  % N  % N 

 Non Members 57 2.02 24.56 14  49.12 28  26.30 15 

 
Recovery Conference 
Members 

127 2.24 15.75 20  44.09 56  40.20 51 

 Staff 48 1.92 37.50 18  33.33 16  29.20 14 

  Members 122 2.24 19.67 24  36.89 45  43.40 53 

*p < .01 (based on Mann-Whitney U) 
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Consumption of healthy protein such as beans, chicken, or fish was most frequently 

reported by Staff. Staff also reported more frequently eating fruits and vegetables. Similarly, 

snack chips and crackers were more often consumed by Staff. Drinking soda or sweet drinks was 

equally high for Non Members and Recovery Conference Members. Fast food consumption was 

highest in Non Members. Staff overall consumed more healthy foods than the other groups. Non 

Members in general reported less healthy eating habits. All groups reported high frequencies of 

fast food consumption.  

To determine if there were significant differences in eating habits among these groups 

Kruskal-Wallis Tests were conducted for each item. The results showed a statistically significant 

difference between the groups H(3) = 32.85, p < .01. The statistic was also run on the individual 

items. Two showed significant differences. The first item was “how many servings of fruit or 

vegetables do you eat each day?” H(3) = 68.37, p < .01. The second was “how many times a 

week do you eat beans chicken or fish?” H(3) = 53.70, p < .01. Further analyses were conducted 

to better understand these differences. The Mann-Whitney U was used to compare each of the 

individual STC-Diet items between the groups. The only significant findings were between Staff 

and the other groups. The significant statistics are reported in Table 14. 
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TABLE 14   

COMPARISON TO STAFF ON STC-DIET ITEMS    

 

Mann-
Whitney 
U* df Z 

        
How many servings of fruit or vegetables do you eat each day?    

Members 976 1 -7.56 

Staff 493 1 -6.24 

Recovery Conference Members 1076.5 1 -7.30 

    
How many times a week do you eat beans, chicken, or fish?    

Members 1176 1 -6.36 

Staff 502 1 -5.85 

Recovery Conference Members 1127 1 -6.83 

*p < 0.01    

 

The significant difference in scores for the item “how many servings of fruit or 

vegetables do you eat each day” found that, Staff consumed significantly more fruit and 

vegetables than the other groups. Likewise, significant difference in scores for the item “how 

many times a week do you eat beans, chicken, or fish”  indicates that Staff consumed beans, 

chicken or fish with a significantly greater frequency than the other groups. 

As expected from the Kruskal-Wallis Test, the items “how many times a week do you eat 

fast food meals or snacks” and  “how many times a week do you eat regular snack chips or 

crackers” did not show statistical significant differences between any of the groups.  

 Scores from the STC-Diet showed overall, Staff ate healthier foods more frequently. 

However, there were no significant differences in the scores for the consumption of unhealthy 
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foods such as fast foods and sweet drinks. This suggests that eating behaviors around unhealthy 

foods are similar for all groups. 

 Understanding current health was the objective for this research question of Aim 1. The 

third and last objective for this aim involves understanding social support for healthy behaviors. 

The results for this research question are presented below.  

Research Question 3:  What are the perceived levels of social support for engaging in healthy 

behaviors? 

Data concerning perceived level of social support for healthy behaviors was collected for 

two types of healthy behaviors. The first was support for physical activity. The second was 

support for healthy eating. Table 15 and Table 16 contain the results for the measures of social 

support. In respective subsections following the tables, results regarding support for physical 

activity and healthy eating will be explained.  
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TABLE 15 

MEMBER SOCIAL SUPPORT FOR HEALTHY BEHAVIORS 

   None Rarely A few times Often Very often 

 N N % N % N % N % N % 
            

Encourage you to be 
physically active 

122 10 8.20 11 9.02 25 20.49 38 31.15 38 31.15 

Encourage you to eat 
healthy 

122 7 5.74 18 14.75 27 22.13 39 31.97 31 25.41 

Tell you about 
healthier foods 

122 15 12.30 19 15.57 26 21.31 32 26.23 30 24.59 

Tell you ways to 
increase physical 
activity 

121 12 9.84 26 21.31 27 22.13 35 28.69 21 17.21 

Exercise with you 122 41 33.61 19 15.57 25 20.49 16 13.11 21 17.21 

 

TABLE 16 

HEALTHY BEHAVIOR SUPPORT 

   
Not likely 
at all 

Somewhat 
likely Likely Very likely 

  N N % N % N % N % 

          

To be good role models for making 
healthy food choices 

120 12 10.00 42 35.00 31 25.83 35 29.17 

To encourage others if they adopted 
healthy eating habits 

120 18 15.00 29 24.17 37 30.83 36 30.00 

To encourage others if they adopted 
physical activity habits 

121 15 12.50 35 29.17 38 31.67 33 27.50 
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Physical activity 

Most Members indicated that other members “often” or “very often” encouraged them to 

be physically active (see Table 15). Slightly fewer Members reported that it was “likely” or 

“very likely” that other CRO members would encourage their peers who adopted physical 

activity habits (see Table 16). As the social support for physical activities became more 

instrumental, Members reported less perceived support. This is seen in the sharp decrease in 

perceived support for the other CRO members providing information about ways to increase 

physical activity. There is another sharp decrease in support when Members were asked about 

the frequency in which other CRO members exercised with them. When support for physical 

activities required a more active role, levels of support for physical activities greatly decreased.  

Healthy eating 

Encouragement for healthy eating was most frequently reported to occur “often” or “very 

often” (see Table 15). Similar levels of encouragement from other CRO members were reported 

“likely” or “very likely” for members who adopted healthy eating habits (see Table 16). 

Frequency of support decreased as the support required more active involvement. Being “likely” 

or “very likely” to be told about healthier foods by other members or being good role models for 

making healthy food choices were less frequent than providing encouragement for such 

behavior. As with support for physical activities, the greater involvement required by other 

members to provide support, the less frequent or likely that they will provide support.  

Social support is only one type of support that encourages healthy behaviors. 

Characteristics of the CRO setting are also influential. The purpose of Aim 2 is to understand 

how these characteristics aid CROs in health promotion.  



 

72 
 

Aim 2:  To understand how organizational and setting characteristics in CROs aid in the 

promotion of healthy behaviors 

This aim is addressed by two research questions. The first is concerned with the 

promotion of physical activity. The second involves the promotion of healthy eating. Results for 

each research question are presented in different subsections below. 

Research Question 1:  What organizational and setting characteristics of CROs encourage the 

promotion of physical activity? 

The organizational and setting characteristics of CROs that encourage the promotion of 

physical activity were explored primarily through the examination of the future plans of CROs to 

promote physical activity. In addition to this, one item from the Walk Through instrument was 

identified as encouraging physical activity. The item was the presence of walking paths or 

sidewalks at the CRO. This only included those sidewalks and walking paths that were 

conducive to safe walking conditions. Observation found that 60% (n=9) of CROs had a walking 

path near their building. This suggests that many CROs have an outside area in which members 

can safely walk.  

Future plans to support physical activity 

 Another way in which CROs’ encouragement of physical activity was measured was 

by identifying the future plans for physical activity from CRO staff. Nearly all of the CRO staff 

reported plans for the next six months that involved physical activity. A detailed list of planned 

activities that promoted physical activity is presented in Table 17.  
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TABLE 17   

PLANS TO ENCOURAGE PHYSICAL ACTIVITY 

 Reported by CROs 

  % N(15) 

Start Class 53.33 8 

Provide Information 53.33 8 

Outdoors Activities 26.67 4 

Join health club 20.00 3 

Seated Exercises 13.33 2 

Exercise Video 13.33 2 

Walking 13.33 2 

Wii Fit 13.33 2 

Increase Frequency  13.33 2 

  

Over half of the CROs had staff who reported that there were plans to start a physical 

activity program or class. A similar number of CROs reported plans to provide information 

regarding physical activity to members. Plans for outdoor activities were specified by Staff from 

27% (n=4) of CROs.  

The data for this research question involved setting characteristics that promoted physical 

activity. The next and final research question for Aim 2 involves setting characteristics that 

encourage healthy eating.  

Research Question 2: What organizational and setting characteristics of CROs encourage the 

promotion of healthy eating habits? 

The organizational and setting characteristics of CROs that encourage the promotion of 

healthy eating habits were explored with two methods. The first examined questions about CROs 
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current activities. The second method involved questions about future plans for promoting 

healthy eating. Results for each of these methods are presented under its own subheading below. 

 

 

Current programs as reported by staff 

Current programs and classes on healthy eating and nutrition were used to measure CROs 

promotion of healthy eating habits. CROs frequently reported offering classes regarding healthy 

eating or nutrition (see Table 18).  

TABLE 18   

CRO PROGRAMS THAT SUPPORT HEALTHY EATING 

  Reported by CROs 

 % N(15) 

Cooking 33.33 5 

Nutrition 33.33 5 

Multiple method 33.33 5 

Speakers 26.67 4 

 

There was no dominant type of class offered. Those classes that provided information on 

nutrition were just as frequent as cooking classes. The same frequency was found for classes 

which utilized multiple methods (e.g. a combination of both cooking and nutrition education). 

Although slightly less common, some CROs invited speakers such as dietitians or nurses to 

speak about nutrition topics.  

Future plans to promote healthy eating 
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The final way in which the promotion of eating habits was measured was from Staff 

reports on future plans for promoting healthy eating. Nearly all of the CROs had Staff who 

reported plans to promote healthy eating within the next six months. Frequencies of planned 

activities that support healthy eating are reported in Table 19.  

TABLE 19   

FUTURE PLANS TO SUPPORT HEALTHY EATING 

  Reported by CROs 

  % N(15) 

Start a program or class 60.00 9 

Provide information to members 60.00 9 

Provide healthier food choices 53.33 8 

Nutrition education 20.00 3 
Increase the frequency of a current 
class 20.00 3 

Weight loss program 13.33 2 

 

There were two activities that were tied in rank of the most frequently reported planned 

activity. These were “starting a program or class” and “providing information to members.”  

Staff from a majority of CROs (53%) reported plans to provide healthier food choices. The data 

suggests that CROs are trying to respond to the nutrition of members by planning future 

activities that address healthy eating. 

Aim 3: To assess the organizational and setting characteristics that impede health 

promotion in CROs 

This aim is addressed by two research questions. The first is concerned with 

characteristics that impede physical activity. The second involves characteristics that impede 

healthy eating. Results for each research question are presented in different subsections below. 
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Research Question 1:  What organizational and setting characteristics of CROs impede CROs 

in promoting physical activity? 

The organizational and setting characteristics of CROs that impede the promotion of 

physical activity will be explained looking at data from the Walk Through instrument and data 

from Staff regarding barriers in promoting physical activity. Each of these will be discussed 

under the appropriate subheadings below. 

Walkthrough 

There were 18 items on the Walk Through instrument that measured support for physical 

activity. Environmental resources which promoted sedentary behavior (e.g. computers, gaming 

consoles, television) were assigned a negative value. Environmental resources that promoted 

physical activity (e.g. equipment, open areas) were assigned a positive value. The items are 

reported in Table 20. There were six items for this scale that were fill-in the blank. Because most 

of these items were unique to a single CRO, they were not listed in the table. 

TABLE 20   

WALK THROUGH ITEMS THAT MEASURE SUPPORT FOR PHYSICAL ACTIVITY 

Item Observed Score 

Number of signs/posters that encourage physical activity   1 

Number of signs/posters about exercise programs at the CRO    1 

Number of signs/posters about physical activity programs not at the CRO   1 

Area for physical activity (designated)  1 

Area for physical activity (non-designated, but can be used for physical)  1 

Bike  1 

TVs In CRO -1     

Number of bike rack spaces on grounds   1 

Number of bikes parked outside   1 

Basketball hoop   1 

Walking path or Sidewalks near CRO   1 

Open space/grassy area large enough for physical activity   1 
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The values for all of the environmental resources regarding physical activity were 

summed into a score representing observed environmental support for physical activities. The 

frequencies of values for this score are presented in Table 21. 

TABLE 21   

SCORES FOR OBSERVED ENVIRONMENTAL SUPPORT OF PHYSICAL ACTIVITY 

Score
a
 % N 

-1.00 13.33 2 

 0.00 20.00 3 

 1.00 26.67 4 

 2.00 13.33 2 

 4.00 20.00 3 

 5.00  6.67 1 
a
The lowest possible score was -3 
  The highest possible score was 18 
 

 

Larger scores indicate greater observed environmental support for physical activities. The 

smallest possible score was -3 and the largest possible score was 18. For this study the scores 

ranged from -1 to 5. The mean score was 1.69 (SD=1.96). A score of less than 1 was calculated 

for 33% (n=5) of the CROs. A score of 5 was calculated for 1 CRO. These findings suggest that 

support for physical activity was not frequently observed in CROs.  

The data suggest that the setting does not support physical activity in CROs. Looking at 

those supports which were absent in CROs helps to bring these findings into context. For 

example, from the Walk Through instrument it was observed that there were no CROs that had 

postings advertising their own physical activity classes. There was only one CRO that had any 

posters promoting any physical activity. This was also the only CRO that had a designated area 
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with physical activity equipment (e.g. treadmill, stationary bike). In general, CROs did not use 

postings to promote or encourage members to be physically active.  

Environmental support was also measured by items that were observed to be present in 

CROs. The frequency of items most commonly observed in CROS is presented in Table 22. 

Following the table is an explanation of the data.  

TABLE 22   

WALKTHROUGH PHYSICAL ACTIVITY INDICATORS 

  % N 

Television 93.67 14 

Billiards 73.33 11 

Walking path 66.67 10 

Computer 46.67 7 

Indoor area large enough for physical activities 46.67 7 

Outdoor open spaces large enough for physical activities 40.00 6 

Table tennis 33.33 5 

Darts 26.67 4 

Foosball 26.67 4 

 

Many CROs had recreational items that neither promoted physical activity nor actively 

support sedentary behaviors. Billiard tables were the most common of these items. Playing 

billiards is not completely sedentary, but it is not a physical activity. Additionally, the table uses 

space that could be used for physical activity. Items that promote sedentary behavior were also 

common in many of the CROs. Televisions were found in all but one CRO. Computers were 

present in nearly half of the organizations. The observation of these environmental 
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characteristics suggests that the activities and entertainment in CROs does not aid in the 

promotion of physical activity.  

The environmental characteristics include more than equipment and postings. The 

availability of a space in which physical activity can take place is also important. Fewer than half 

of the CROs had an indoor area large enough to be used for physical activity. Still fewer CROs 

had an outdoor open space large enough for physical activity. Space limitations were common in 

CROs and may prevent many from promoting physical activity. 

 Overall CROs provided few supports for physical activity. Most commonly observed 

resources were those that encouraged sedentary behavior. Often CROs had resources for 

recreational activities that neither encouraged nor directly impeded physical activity.  

Current programs as reported by staff 

Programs offered by CROs is another method of understanding setting characteristics that 

impede physical activities. A small number (n=5) of CROs reported having a physical activity 

program. Table 23 provides frequencies for the physical activity programs offered by CROs.  

TABLE 23   

FREQUENCIES AND MEANS OF PHYSICAL ACTIVITIES PROVIDED BY CROS 

Physical Activity 
% of 
CROS N  M* SD 

Walking 33.33 5  3.50 0.84 

Exercise 26.67 4  3.38 0.74 

Strength building 20.00 3  2.67 0.58 

Swimming 6.67 1  2.00 0.00 

Tai Chi 6.67 1  3.00 0.00 

Fitness group 6.67 1  3.00 1.41 

*On a four point scale where 1 is daily and 4 is less than weekly 
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One-third of CROs offered walking groups. This made walking the most common 

physical activity program available at CROs. Other activities were much less common. For 

example, tai chi and swimming were each only offered at one CRO. Staff participation in CRO 

sponsored programs was less than 50%. The low number of CROs with physical activity 

programs combined with the low levels of modeling the use of the programs is likely to impede 

the promotion of physical activities.  

 There was one other method used to understand the setting characteristics that impede 

physical activity. It involved perceived barriers.  

Barriers in promoting physical activity  

Another method used to understand the setting characteristics that impede physical 

activity was perceived barriers. The results for this method are presented below. Staff were asked 

to identify barriers in promoting physical activity at their CRO. Almost all of the CROs reported 

funding and low member interest as barriers to the promotion of physical activity. A detailed list 

of barriers to physical activities is presented in Table 24.  
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TABLE 24   

BARRIERS TO SUPPORTING PHYSICAL ACTIVITY 

  Reported by CRO 

 % N(15) 

Funding 93.33 14 

Member interest 93.33 14 

Access to facilities 60.00 9 

CRO is not a good place to exercise 53.33 8 

Poor member health 26.67 4 

Transportation 20.00 3 

Lack of expertise 20.00 3 

Limited operating hours 20.00 3 

Location 13.33 2 

Lack of space 13.33 2 

 

 Nearly one-third of the CROs found that access to facilities (e.g. such as health clubs) 

was a barrier. Over half reported that the “CRO is not a good place to exercise.”  Poor member 

health was a barrier for over one quarter of the CROs. 

Research Question 2: What organizational and setting characteristics of CROs impede CROs 

in promoting healthy eating? 

There were characteristics of the CROs that hindered the promotion of healthy eating 

habits. Exploration of these characteristics is at the core of Aim 3, research question 2.The 

organizational and setting characteristics of CROs that impede healthy eating were investigated 

through data from the Walk Through instrument, food questions from the member interview, 

reports from staff, and questions about barriers in promoting healthy eating. Each of these will be 

discussed under the appropriate subheadings below. 
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Walkthrough 

There were 16 items on the Walk Through instrument that measured support for healthy 

eating. Items that impede healthy eating (e.g. available sweet foods) were assigned a negative 

value. Items that promoted healthy eating (e.g. fruit, healthy snacks) were assigned a positive 

value. The Walk Through items that measured support for healthy eating are reported in Table 

25. There were six items for this scale that were fill-in the blank. Because most of these items 

were unique to a single CRO, they were not listed in the table. 

TABLE 25   

WALK THROUGH ITEMS THAT MEASURE SUPPORT FOR HEALTHY EATING 

Item Observed Score 

Is soda or sugar drinks available -1 

Are diet drinks available  1 

Is water available  1 

Is coffee available -1 

Number of healthy snacks available (vegetables, fruits, etc)  1 

Number of unhealthy snacks (cookies, chips, doughnuts) -1 

Number of signs/posters encouraging eating low fat foods  1 

Number of signs/posters encouraging eating more fruits and vegetables  1 

Number of signs/posters about general nutrition   1 

Number of signs/posters about weight loss   1 

 

The values for all of the items related to support of healthy eating behaviors were 

summed into a score representing observed environmental support for healthy eating. The 

frequencies of values for this score are presented in Table 26. 
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TABLE 26   

SCORES FOR OBSERVED ENVIRONMENTAL SUPPORT OF HEALTHY EATING 

Score
a
 % N 

-1.00 13.33 2 

 0.00 13.33 2 

 1.00 46.67 7 

 2.00 26.67 4 

a
The lowest possible score was -6 

 The highest possible score was 13 

 

Larger scores indicate greater observed environmental support for healthy eating. The 

smallest possible score was -6 and the largest possible score was 13. The actual scores ranged 

from -1 to 2. The mean score was 0.87 (SD=0.99). The most frequent scores were 1 and 2. These 

scores suggest that support for healthy eating was not frequently observed in CROs.  

Overall, foods that were low in nutrition were commonly found in CROs. Candy and 

other sweets was observed at 93% (n=14). Nearly three quarters (n=11) of CROs had sugar 

drinks such as soda. Coffee was found in 67% (n=10). Fewer than a quarter (n=3) of CROs had 

postings about healthy eating. Postings encouraging vegetable and fruit intake and posting about 

weight loss were each found in one CRO.  

Food availability as reported by members 

Members reported on the likelihood of various foods being available at CROs. 

Likelihood was measured on a scale from 1 to 4 from ‘Not likely at all” to “Very likely”. Data of 

Members’ report of the likelihood of food availability is provided in Table 27.  
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TABLE 27 

LIKELIHOOD OF FOODS AT CRO 

   
Not likely 
at all 

 
Somewhat 
likely 

 Likely  Very likely 

 N M N %  N %  N %  N % 

Water (bottled) 122 3.52 7  5.74  10  8.20  17 13.93  88 72.13 

Soft drinks 121 3.03 17 14.05  21 17.21  24 19.67  59 48.36 

Diet soft drinks 122 2.93 22 18.03  21 17.21  22 18.03  57 46.72 

Chips 122 2.89 18 14.75  23 18.85  35 28.69  46 37.70 

Cookies 122 2.71 12  9.84  42 34.43  37 30.33  31 25.41 

Salad 122 2.32 45 36.89  23 18.85  24 19.67  30 24.59 

Fresh vegetables 122 2.22 44 36.07  29 23.77  27 22.13  22 18.03 

Chili 122 2.20 41 33.61  38 31.15  20 16.39  23 18.85 

Pizza 121 2.18 31 25.62  52 42.62  23 18.85  15 12.30 

Fresh fruit 121 2.12 46 38.02  31 25.41  27 22.13  17 13.93 

Donuts 121 1.97 53 43.80  35 28.69  17 13.93  16 13.11 

 

According to members, the foods most likely to be available at CROs were beverages. 

Water was most reported as the most frequently available beverage. Regular soda was also likely 

to be found in CROs. Snack chips were the most likely non beverage food. The least likely was 

donuts.  

In addition to the foods listed in Table 27, members specified other foods that were 

available to CROs. A list of these foods is reported in Table 28.  
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TABLE 28   

OTHER FOODS REPORTED BY MEMBERS 

  Reported by CROs 

  % N(15) 

Popcorn 33.33 5 

Candy 26.67 4 

Bread 20.00 3 

Cake 20.00 3 

Casserole 20.00 3 

Hamburgers 20.00 3 

Hotdogs 20.00 3 

Misc meat 20.00 3 

Tea 20.00 3 

Baked beans 13.33 2 

Chicken  13.33 2 

Coffee 13.33 2 

Crackers 13.33 2 

Low calorie cookies 13.33 2 

Ramen 13.33 2 

 

The most frequent of these specified foods was popcorn. All of the other foods identified 

were present in fewer than 33% (n=5) of the CROs. Although there were 2 CROs that offered 

“low calorie cookies,” none of the foods specified by Members were healthy.  

The food available at CROs was also reported by Staff. They reported on two types of 

food. The first type of food was food that was available for purchase at the CRO. The second 

type of food was food that was provided to members free of charge. Many of the free foods were 

only available for meals or special events.  
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Food availability as reported by staff 

Some CROs had foods available for members to purchase. A list of these foods is 

reported in Table 29.  

TABLE 29 

FOODS AVAILABLE FOR MEMBER PURCHASE 

  
Reports from 
CROs 

 % N(15) 

Soda 73.33 11 

Diet Soda 73.33 11 

Candy 40.00 6 

Chips 40.00 6 

Water 33.33 5 

Coffee 33.33 5 

Sugar free candy 26.67 4 

Baked chips 20.00 3 

Fruit 20.00 3 

Nuts 20.00 3 

Pretzels 20.00 3 

Cookies 20.00 3 

Crackers 20.00 3 

Baked goods 13.33 2 

Popcorn 13.33 2 

Ramen noodles 13.33 2 

Vegetables  6.67 1 

 

Soda (both regular and diet) were commonly reported as an item that was sold at CROs. 

Candy and snack chips were sold less frequently. One-fifth of CROs sold fruit. This is half the 

number of CROs that sold candy and chips. This suggests that the foods most commonly sold at 

CROs are high calorie foods.  
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Although only some CROs sold food to members, all but 1 CRO provided food to 

members. Many of the foods were only provided during events. However common snack foods 

(e.g. chips, soda) were generally available daily. A list of the foods that were provided to 

members is presented in Table 30. An explanation of the data is presented after the table.  

TABLE 30 

FOOD PROVIDED TO CRO MEMBERS 

  
Reports from 
CROs 

  % N(15) 

Coffee 100.00 15 

Water 93.33 14 

Chips 86.67 13 

Pizza 80.00 12 

Vegetables 80.00 12 

Sandwiches 80.00 12 

Cheese 80.00 12 

Candy 73.33 11 

Fruit 73.33 11 

Salads 73.33 11 

Soda 73.33 11 

Pretzels 73.33 11 

Diet Soda 73.33 11 

Nuts 66.67 10 

Sugar free candy 60.00 9 

Fried food 53.33 8 

Baked chips 46.67 7 

Fast food 46.67 7 

Tea 40.00 6 

Meats 33.33 5 

Cakes 26.67 4 

Popcorn 20.00 3 

Chili 20.00 3 

Cookies 20.00 3 

Crackers 20.00 3 

Peanut butter and jelly 20.00 3 
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Coffee was provided at every CRO. Snack chips were also commonly provided to 

members. Three-fourths of CROs were reported to have provided fruit to members and only a 

few offered nuts. The report of healthy alternatives such as fruit and nuts should be interpreted 

with caution. Foods such as fruits and vegetables were often only offered during events. Data 

from both the walk through and from members suggest a low frequency of healthy foods in 

CROs.  

Coffee was the most common beverage provided at CROs, and was provided daily. 

Water was also frequently available. Many of the foods reported (e.g. fruits, vegetables, meat) 

were available only on certain occasions.  

 The type and frequency of activities that focus on healthy eating can also help provide a 

better understanding of the CRO setting. In CROs, these activities were often in the form of 

classes and programs. The results for such activities are described under the subheading below.  

Classes and programs 

There were no established healthy eating programs reported for 3 CROs. There were four 

methods of presenting healthy eating: nutrition, cooking, multiple method and speakers. The 

label of “multiple method” refers to classes or programs that addressed healthy eating using more 

than one method. A typical example would be a CRO that had nutrition education during some 

weeks and cooking activities during others. Staff reported on the frequency of activities 

addressing healthy eating. Frequency was measured on a scale from 1 to 4. A score of 1 

indicated the activity was offered “Daily”. A score of 4 indicated the activity was offered “Less 

than weekly”. The mean score for each class type and its frequency are reported in Table 31.  
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TABLE 31 

TYPES OF CLASSES THAT PROMOTE HEALTHY EATING AS REPORTED BY STAFF 

 

Nutrition classes were most common type of class offered. Activities that used multiple 

methods were most frequent. Cooking classes were the second most commonly offered type of 

class addressing healthy eating. However, this type of class was held with the least frequency.  

There was one other method used to understand the setting characteristics that impede 

healthy eating. It involved perceived barriers. The results for this method are presented below. 

Barriers to promoting healthy eating 

Staff of CROs were asked to identify barriers in promoting healthy eating. Data from 

their responses is reported in Table 32.  

 

 

 

 

    Daily   
A few times 
a week   

At least once a 
week   

Less than 
weekly 

  N N %   N %   N %   N % 

Cooking 9 - -  - -  2 28.69  7 37.70 

Nutrition 7 - -  1 31.15  3 16.39  3 18.85 

Multiple methods 7 1 9.84  - -  2 30.33  4 25.41 

Speakers 4 - -  - -  1 18.03  3 46.72 
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TABLE 32   

BARRIERS TO SUPPORTING HEALTHY EATING 

  
Reports from 
CROs  Reports from Staff 

  % N(15)  % N(48) 

Funding 80.00 12  62.50 30 

Education 80.00 12  52.08 25 

Lack of member interest 73.33 11  45.83 22 

Expertise 20.00 3  6.25 3 

No professionals to instruct 20.00 3  6.25 3 

Facilities 13.33 2  8.33 4 

Spoilage of fresh food 13.33 2  4.17 2 

 

Funding was a commonly identified in CROs as a barrier to promoting healthy eating. An 

equally common barrier was education about healthy eating and the creation of a healthy eating 

program. Although slightly less common, lack of member interest was reported by 73% (n=11) 

of CROs as impeding the promotion of healthy eating habits. 

Summary 

In general, the health of the study’s participants was considerably lower than the general 

population. However, Staff and Members reported fewer limitations than Non Members. Staff 

most frequently reported regular consumption of healthy foods. However, eating unhealthy foods 

was common within all groups. In general CROs had few supports for healthy behaviors. 

However, almost all CROs were planning to be more active in positive health promotion. 
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CHAPTER 6 

DISCUSSION 

General Health 

The health of the participants of this study was much poorer than that of the general 

population. I found the disparity in health was most evident in the scores from the RAND36 

Physical Functioning dimension. Consistent with past research, the participants of this study had 

greater limitations in their physical functioning than did those in the general population (Chafetz, 

White, Collins-Bride, Nickens, & Cooper, 2006). The difference in scores likely related to the 

high percentage of the psychiatric population that is overweight. Obesity is associated with many 

different health issues, such as increased cardiac and respiratory issues, and limits physical 

functioning (Pessayre, Mansouri, & Fromenty, 2002). Additionally, the stress that obesity places 

on legs and knees likely makes activities such as climbing or walking more difficult and even 

painful.   .     

It was unexpected to find that compared to another psychiatric sample the current sample 

reported lower physical functioning. Lower physical function may also be a result of other 

characteristics related to the comparison sample. For example, the comparison sample was taken 

from HMOs and small practices.  This suggests that medical insurance was available for most, if 

not all of the comparison sample. In contrast, the participants of this study were predominantly 

from the public mental health system.  Those within the psychiatric comparison sample may 

have had a higher level and frequency of health care than the participants from this study.  As 

such findings from other studies suggest that sample characteristics may help explain some of the 

differences in physical functioning.  Specifically, Chafetz et al. (2006) found Physical 
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Functioning scores of a sample from psychiatric residential program that were similar to those 

found in this study. The reason for the similarity is that those in residential program are also 

likely to be consumers of the public mental health system.  

The lower functioning found in the current study may be in part mediated by geographic 

differences in the samples. Specifically, the comparison sample was drawn from large 

metropolitan populations. The systemic differences of geographic settings influence behaviors. 

For example, many Kansas CROs are located in rural towns and cities that promote driving as 

the common method of transportation. However, the comparison sample was from large cities in 

which walking is requisite to daily travel.  Because these areas rely on a public transit system 

which inherently requires a certain amount of walking, residents of such metropolitan areas walk 

twice as much as those in rural areas (Zhu, Cummings, Chu, & Xiang, 2008).  

I also found other RAND dimensions such as Pain, Role Limitations and General Health 

showed a large difference between the scores of this sample and those of the general population. 

Those with psychiatric disabilities in general tend to have greater health issues than the general 

population (Bartels, 2004; Dickerson, Brown, Kreyenbuhl, et al., 2006; Filik, et al., 2006).  As 

such they are also more likely to experience greater amounts of pain, have greater limitations in 

their roles, and often report poorer general health. This is in part because the psychiatric 

population is more likely to have multiple illnesses than the general population. The impact of 

comorbid illness is often greater than the symptoms of the individual illnesses.  Consequently, 

general health is likely to be negatively affected.  Additionally, pain caused by one illness is 

likely to exacerbate pain caused by other illnesses. Both poorer general health and pain may 

make it difficult to perform routine tasks leading to increased Role Limitation. For these 
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dimensions the differences in scores between the psychiatric sample and the sample of this study 

were similar.  

In the final dimension, Social Functioning, I found scores that indicated much lower in 

this sample than within the general population. In comparison to the psychiatric sample, Non-

Members had much lower scores while Staff and Members had much higher scores. In addition 

to self selection into CRO membership, I think that characteristics of the CRO likely play a large 

role in higher levels of social functioning. This is because most of the organizations’ activities 

are social and CROs are inherently focused on increasing social functioning. On an everyday 

basis, CROs have a variety of social opportunities ranging from organized activities such as 

holiday parties to simply watching movies together. On occasion, when a member faces 

difficulties other members reach out, provide support, and maintain social ties.  With setting 

characteristics that encourage social integration, it is not surprising that those who attended 

CROs reported higher levels of Social Functioning. I believe it is likely that the social nature of 

CROs attracts individuals who are more social and are less restricted in their social functioning.    

I also found that poor health was not only revealed in the scores from the RAND36, but 

also in higher levels of chronic illnesses. Major health issues such as cancer, diabetes, heart 

problems, high blood pressure, and high cholesterol were more common for this sample than 

reported in a general population study. Consistent with other studies (Carney, et al., 2006; 

Osborn, Nazareth, & King, 2006) the prevalence of diabetes in CRO members was triple that of 

the general population. This is in part attributed to health behaviors. Frequently, members of the 

psychiatric population are more sedentary than the general population (Kilbourne, et al., 2007; 

Richardson, et al., 2005).  They also more frequently consume high calorie foods (Dickerson, 

Brown, Daumit, et al., 2006; Dixon, et al., 2004). The combination of poor eating habits and low 
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physical activity contributes in the development of diabetes and other major health issues 

(Dixon, et al., 2004; Goldberg, et al., 2007; Knoops, et al., 2004).  In addition, psychotropic 

medications contribute to the development of health issues such as diabetes and weight gain 

(Antai-Otong, 2004; Covell, et al., 2007; Dickerson, Brown, Daumit, et al., 2006; Tschoner, et 

al., 2007).  Both of these health issues increase sedentary behavior.     

Limitation caused by Pain I found to be significantly higher in Non Members than in 

Members and Staff. This is consistent with past research in that increased attendance of support 

groups was associated with fewer limitations resulting from pain (Schulz, et al., 2008).  I think 

this may be explained by the greater level of social integration experienced by members of 

support groups and CROs as research has found that the increased contact with close friends 

helps with pain management (Peat, Thomas, Handy, & Croft, 2004). The social interactions are 

thought to help to distract individuals lessening the all encompassing nature of coping with 

chronic pain. Additionally, interactions with others who have experienced some of the same 

illnesses and symptoms may result in a greater repertoire of techniques to manage pain and other 

symptoms (Schulz, et al., 2008) including the knowledge and access to treatment or better 

treatment of pain.  While it is possible that this difference in limitation is because Members and 

Staff actually had less pain, this study found no statistical difference between subsamples in 

levels of reported pain only in perceived limitations resulting from pain.  

Non Members were less likely to report cancer than either the general population or the 

other subgroups. These findings are not supported by the literature which has found breast cancer 

(Perese & Perese, 2003) and respiratory cancer (Osborn, et al., 2007) to be higher within 

members of the psychiatric population. The reason for this finding is unknown and likely an 

anomaly in the sample in that those with cancer and cancer survivors were not at the recovery 
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conference and likely less present at CROs.  It is also possible that there are fewer cancer 

survivors among those with mental illness. 

Severe physical health issues are abundant within this study’s participants. However the 

excess of poor health is not unique.  The literature consistently reports gross health disparities 

found in the psychiatric population. With levels of health problems drastically higher than the 

general population, the health disparities of the psychiatric population may be the largest 

disparity in health within the United States (Osborn, 2001). 

Health Behaviors 

One of the goals of this study was to try to understand healthy behaviors (e.g. physical 

activity and healthy eating) in terms of behavior setting theory. Behavior setting theory 

postulates behaviors are often guided more by a setting’s (e.g. CROs) characteristics than by the 

characteristics of the individual (e.g. CRO members). A setting’s characteristics helps to define 

and enforce behavior norms known as standing patterns of behavior. Characteristics of behavior 

settings are composed of components. There are two types of components found in behavior 

settings, human components or actors (e.g. members, staff), and non-human components or 

behavior objects (e.g. food, equipment) (Luke, et al., 1991).  These components and their 

interactions help to create and maintain functioning of the behavior setting.  

Physical Activity 

One way in which standing patterns of behavior in a CRO are “enforced” is through the 

cues provided by other members.  For example, only two thirds of Members reported frequent 

encouragement of physical activity and less than one-third reported that other CRO members had 

exercised with them. These findings demonstrate that Members are not providing cues associated 
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with standing patterns of behavior that support physical activity. Reports from Staff indicate that 

the reason that there are few CROs (33%) with a physical activity program is because Members 

have little interest in participating in physical activities. The logic is that because CROs are 

member driven, classes that are not supported by the members (e.g. physical activity) are 

difficult to implement. It is true that as components of the CRO setting, members help to 

determine and enforce the standing patterns of behaviors.  However, because members are only 

one component of the CRO behavior setting and standing patterns of behaviors require support 

from many setting characteristics, member alone cannot be the sole reason that there are few 

opportunities at CROs for physical activity. After all, behavior setting theory states that it is the 

setting characteristics which guide behavior, not individual characteristics.  

Characteristics of CROs in this research do not support physical activity.  This is evident 

in that only one CRO promoted physical activity of any kind, and it was not related to programs 

offered by the organization. Failure to support physical activity programs or provide pertinent 

information about them cues members that standing patterns of behavior do not encourage 

physical activity.  

This is perhaps most obvious in the CROs’ characteristics that promote sedentary 

behavior. For example, while only one CRO had a dedicated exercise area, all but one had a 

television viewing area.  Often these viewing areas were filled with comfortable seating (e.g. 

recliners and couches) and occupied their own room.  These characteristics cue members that the 

acceptable behavior is to sit for long periods of time and be inactive.  In addition, some CROs 

advertised movie night on their bulletin boards. This not only provides the cue that sedentary 

behavior is expected, but it encourages people to attend the CRO to be sedentary. 
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Because the characteristics of CROs support sedentary behavior, it should be expected 

that members would be sedentary.  According to behavior setting theory, components in 

behavior setting must be supported by the setting and adhere to its standing patterns of behavior. 

It is thus logical that people with psychiatric disabilities have routinely been found to be less 

physically active than the general population (Kilbourne, et al., 2007; Richardson, et al., 2005).  

As such, it was surprising to find that participation in a physical activity was reported by 90% of 

Members. Especially when only 75% of the general population participates in regular physical 

activity (Centers for Disease Control and Prevention, 2007). The reason for this finding is not 

that Members are in opposition with the standing patterns of behavior at their CRO, but because 

their conceptualization of physical activity and exercise is likely different than that 

conceptualized by past research on physical activity.  One example of this is that when asked the 

types of physical activities they participated in, some participants responded with “shopping” 

and “gardening”. It is believed that when asked a question such as, “Do you regularly walk as a 

form of exercise?” participants considered all walking (e.g. checking the mail, going to the car) 

as providing exercise. This likely led to over reporting of physical activity by Members. 

Not all setting characteristics of CROs impede physical activity. Two-thirds of CROs 

were located near sidewalks and walking paths that were suitable for walking safely. Even those 

CROs that do not have suitable sidewalks and paths could easily find a place to walk. This has 

much potential as walking is the most common form of physical activity among adults (Owen, 

Humpel, Leslie, Bauman, & Sallis, 2004) and the most common activity reported by Members. 

Additionally, walking can be integrated into the social centric framework found in CROs as 

walking can be a very social activity. It requires low energy output and allows conversation to 

easily occur. As such, Members could enjoy both socialization and physical activity while 
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walking.  Another advantage of walking is that it is an activity that requires little structure and no 

special equipment. Members could easily go on an impromptu walk around the block in pairs or 

as a group. Past research has found that the social aspect of walking also increases the likelihood 

that people will walk more regularly (Traywick & Schoenberg, 2008).  

Healthy Eating 

Consistent with other research on persons with psychiatric illness (Dickerson, Brown, 

Daumit, et al., 2006; Kilbourne, et al., 2007), the eating habits of the participants from this study 

involved frequent consumption of high calorie foods. For example, one or more soft drinks were 

consumed daily by 77% of participants as compared to 63% in the general population (Bleich, 

Wang, Wang, & Gortmaker, 2009). Seventy percent of participants reported eating fast food one 

or more times per week. A study in Minnesota found that 51% of the population reported fast 

food consumption at that frequency (Jeffery, Baxter, McGuire, & Linde, 2006).  

The poor eating habits of Members also included infrequent consumption of healthy 

foods such as fruits and vegetables. For proper nutrition, it is recommended that at least five 

servings of fruits and vegetables are consumed per day (U.S. Department of Health and Human 

Services, 2005). Similar to findings from other studies (Kilbourne, et al., 2007; McCreadie, et al., 

2005), 54% of participants reported consumption of two or fewer servings of fruits and 

vegetables per day. Only 37% of the general population reported this infrequent pattern of fruits 

and vegetable consumption (Centers for Disease Control and Prevention, 2007).  Similarly, 

consumption of five or more vegetables per day was reported by only 11% of participants; less 

than half of that reported by the general population (Centers for Disease Control and Prevention, 

2007).   
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Given the low levels of consumption of fruits and vegetables, it is not surprising that only  

25% of Members reported that they were “very often” encouraged to eat healthy by others at 

their CRO.  Although low support for healthy eating behaviors may be influenced by individual 

eating behaviors, it is also an indication of the standing patterns of behaviors in CROs. Food is a 

part of the CRO setting.  Most CROs provide food to members on a regular basis.  Many also 

make food items available for purchase. As a component of the CRO setting, the types of foods 

available to members will be those foods that support the standing patterns of behavior.  Drinks 

were more frequently made available to members than food items.  Coffee was provided to 

members at all CROs and most CROs (75%) had soda available for purchase. This is concerning 

because soft drinks are a source of high calories but have little nutritional value and are 

correlated with the development of diabetes (Vartanian, Schwartz, & Brownell, 2007).  Sodas 

that are cola drinks have also been associated with decreased bone density in women (Tucker, et 

al., 2006).  The food item that was most frequently provided to members was chips. Candy was 

the most common food available for purchase. Both chips and candy are high in calories and 

provide few nutrients.  The ready availability of these foods indicates that the standing patterns 

of behavior at CROs support the consumption of unhealthy foods.   

There were some CRO setting characteristics that may indicate some support for healthy 

eating behaviors.  One example of this is that 87% of CROs reported having an established 

healthy eating or nutrition program. Although this may suggest some support for healthy eating, 

the frequency of classes was commonly less than weekly. The infrequency of program is not 

surprising considering the unhealthy foods commonly found in CROs.  Changing standing 

patterns of behavior is often a slow process. The presence of these classes combined with the 
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intention of 60% of CROs to start new healthy eating classes may signal the beginning of a shift 

to standing patterns of behavior that support healthy eating and nutrition.   

It is important to remember that CROs were created to provide support for mental health 

issues, not physical health issues.  The fact that CROs have initiated support for health 

promotion activities is a testament to their maturity and their abilities to address the issues that 

most affect their membership.  

Limitations 

There were three major limitations of this study; sampling, social desirability and recall. 

The first sampling issue that arose was that interviews were conducted under two different 

circumstances; Recovery Conference and CRO site visits. One problem associated with having 

collected data from these two venues is the possibility of overlapping participants. In other 

words, it is possible that some of the people who were interviewed at the Recovery Conference 

that make up the sub-sample Recovery Conference Member were also interviewed during the 

CRO site visits and included in either the Member or Staff sub-samples. The size of overlap is 

likely small. The Recovery Conference Member sub-sample contained many more members who 

had irregular patterns of CRO attendance. In contrast, those who were interviewed at a CRO 

were most likely members who were active in their CRO and attend on regularly and consistent 

basis.  

The Recovery Conference sample also suffered from self-selection. In other words, the 

sample from the Recovery Conference only included those who knew about the conference and 

were willing and able to attend. Further, those interviewed were willing to participate once at the 

conference. 
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The CRO site visit sample also suffered from self selection bias in that those interviewed 

were likely to be highly involved members. Past experience with CROs suggests that the people 

in attendance at a CRO who go to the CRO daily for many hours are those who comprise the 

active membership. This was demonstrated at a local CRO during the current study. Several data 

collection attempts were made on different days and at different times over the course of two 

weeks and we found the same active members there every time we went. Like any membership 

organization there are those who are very involved and other members who do not attend daily 

but instead participated based upon CRO activity. There were only half a dozen interviews (less 

than one fifth of the quota) conducted after the initial data collection date. In other words, there 

were only six people observed attending the CRO during the two weeks following the initial data 

collection who were not present on the researcher’s first visit. This indicates that the members 

found at a CRO on any given day are generally the members who are most active in the 

organization. 

Another sampling issue was related to the subsample from the CRO site visits. The 

participation of members was lower at some CROs than expected. This is believed to be the 

result of two factors. First, the expected number of interviews was based upon reports of average 

daily attendance. For many CROs the calculation of daily attendance includes anyone who enters 

the CRO. This includes case managers, family members and others who are not members of the 

organization. Simply, reports of daily attendance are inflated. The second factor was some staff 

at some CROs failed to inform their members about the site visit and the research. As such, 

researchers walked into an organization of unsuspecting people who were also those who 

regularly attend the CRO. Often participants quickly became willing to participate as they knew 
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the researchers or had past experience with CCSR. However for some members, this was not 

sufficient time or advanced notice to gain their participation. 

The second major limitation was social desirability. Some of the findings are very 

inconsistent with past literature. For example, Members reported rates of physical activity much 

higher than the general population. The literature is clear that the psychiatric population is in 

general sedentary (Kilbourne, et al., 2007; Richardson, et al., 2005). Similarly, Staff reported 

consuming fruits and vegetables with a much greater frequency than the general population. The 

literature suggests low consumption of fruits and vegetables within the psychiatric population 

(Kilbourne, et al., 2007; McCreadie, et al., 2005).  We believe that the high frequency of obesity 

and overeating resulted in socially desirable responses to some of the questions.  

The sample of this study was one of convenience. Researchers spoke only with members 

of the psychiatric population who were available during the data collection activities. For this 

particular study, this sampling technique was necessary because it allowed researchers to 

interview a large number of people within certain time constraints. In addition, it adhered to the 

project’s budgetary constraints. This sampling technique allowed researchers to gain access to a 

large number of potential participants who would have been otherwise difficult to interview. The 

context of the recovery conference made the use of other sampling methods unrealistic. 

Convenience sampling also allowed researchers to visit CROs and interview the members who 

were most active within the CRO.  

It is recognized that there stronger sampling techniques would have provided greater 

generalizability of the findings.  Such techniques include randomly selecting members from a 

CRO.  While it may have been possible to secure the membership list from every CRO and then 
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randomly select participants. However, many of the people who are classified as members 

infrequently attend the CRO.  These members with infrequent attendance would not have been 

able to accurately describe the setting characteristics of their CRO.         

The nature and experiences of the psychiatric population places restrictions upon the 

sampling techniques used. Those with psychiatric disabilities are often untrusting of people they 

do not know. Additionally many within the psychiatric population are transient and difficult to 

contact. Access through mental health centers is also not straight forward.  Mental health centers 

are not only skeptical of outsiders, but are legally bound to protect the privacy of those whom 

they serve. These barriers make conducting research with the psychiatric population 

complicated.  

The primary reason that the current study was possible because CCSR has a close 

relationship with both CAC and CROs. These relationships were developed over many years. 

Many of those CAC members who organized the Recovery Conference previously had direct 

contact with most of the research team through other projects.  Similarly, executive directors of 

CROs frequently knew the researchers by name because of past collaborations and research. 

The third limitation is that some of the questions regarding food required participants to 

remember, or recall information from the past. The risk of using this method is that people often 

have poor recall of dietary information (Sawaya, et al., 1996).  For example, Briefel et al. (1997) 

found that nearly 25% of participants underreported foods consumed within 24 hours.  The rate 

of underreporting was increased with the weight of participants.  
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Implications for Practice 

CROs are behavior settings with great potential to promote healthy behaviors. The 

strength of CROs is in their abundant social resources. Emotional support and encouragement is 

only one aspect of CROs. These organizations have the ability to provide informational and 

instrumental resources as well. CRO settings radiate with determination, passion, and creativity. 

These characteristics which have allowed CROs to emerge and develop can enable CROs to 

create settings that aid increasing healthy behaviors in members. 

Although frequently ignored by mental health professionals (Lambert, et al., 2003; 

Weiss, et al., 2006), physical health is a critical issue within the psychiatric population. It is the 

high rates of obesity, diabetes and other chronic illnesses (Carney, et al., 2006; Miller, et al., 

2006) that lead to premature mortality in the psychiatric population.  Poor physical health can 

also increase the severity of psychiatric symptoms which may lead to behaviors that further 

exacerbate physical health issues (Palmer, 2005). Poor health is also associated with greater use 

of public health services and lower economic and societal contributions (Leveille, et al., 1999; 

Seongkum, et al., 2007).   

For decades CRO leaders and members have inherently understood how to harness the 

power of settings to promote positive mental health. The promotion of physical health has not 

been a focus as understandably CROs are focused on mental health. The lack of connection and 

exchange between the mental and physical health practitioners and programs has not illuminated 

the importance of physical health concerns within the psychiatric population. Too often poor 

physical health is attributed to the use of psychotropic medications. As a result, information 

about positive health behaviors is not often disseminated to the psychiatric population. As part of 

the psychiatric population, Staff in this study may not clearly understand positive health 
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behaviors such as physical activity and healthy eating behaviors.  This lack of understanding 

likely contributed to why Staff felt unqualified to provide education for healthy behaviors.  

Many CROs perceived funding as a barrier to promoting healthy behaviors. Health 

promotion may be thought of as being difficult or complex and requiring a large number of 

resources. However, some of the most successful health promotion ideas are simple and low 

cost. Walking provides many ways to promote physical activity. Walking is non competitive and 

low impact. It allows many people at different levels fitness to participate at individual levels of 

intensity, duration and distance.  Equally important, walking is free.  In requires no specialized 

equipment and no membership and can be done almost anywhere. CROs could obtain 

pedometers to provide to members.  Members could track their walking and receive incentives or 

rewards for hitting certain walking milestones (e.g. 25 miles, 50 miles). Further, walking 

supports social interaction.  Socializing can easily take place while walking.  Because of the 

flexibility it provides, walking can easily be promoted by CROs.  

For example, CROs could form a walking group.  This could be done by Staff 

announcing and posting that a group is going to go walking at a predetermined time (or after 

meals) several days per week . Staff will only need make sure people were aware of the group, 

and routinely go for walks at the predetermined times. As members begin to see walking as 

another way to socialize, they will likely walk more frequently.  More importantly, by modeling 

walking and providing the opportunity to others, staff members are creating a change in the 

standing patterns of behavior.  This change would increase the acceptance and likelihood of 

other physical activities at the CRO. 
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Staff could provide other opportunities for physical activity by having stretching, 

callisthenic exercises, yoga, or a number of routine group activities shortly after opening or at 

certain times during the day.  These sessions would not have to last long and the cumulative 

effect would be increase flexibility and movement in members. 

In addition to providing opportunities for physical activities, staff could provide 

information to members about different physical activities and their effects on health. This 

information could be disseminated by placing posters and postings at the CRO. Additionally, 

instructions on how to do simple exercises could be available for members to take home. 

Whatever programs that CROs try to implement should be an enjoyable experience in which 

members will be eager to participate.   

While itself a complex issue, promoting healthy eating can be addressed in simple and 

inexpensive ways.  CROs can begin to raise awareness about healthy eating by posting 

information and facts about food choices and nutrition at the CRO. Information is a necessary 

though often not sufficient condition to promoting healthy eating (Shepherd, et al., 2006).  

Health promotion ideas and materials can be easily accessed on the internet. There are 

many websites sponsored by government and educational intuitions that supply information free 

of charge (see Appendix E for a brief listing). Some of the websites have activities that teach 

about healthy behaviors.  

The standing patterns of behavior in CROs currently promote unhealthy eating habits. 

The patterns of behavior could be modified if staff made some simple changes. One such change 

is increasing the amount of healthy food available.  CROs could provide chips and cookies less 

frequently and carrots or celery more often. This would provide members with the opportunity to 
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eat vegetables more frequently. Similarly instead of only ordering pizzas for parties, CROs could 

also provide fruits and vegetables. Not only would this encourage members to eat something 

healthy, but it will provide them the opportunity to obtain fiber and nutrients they are not likely 

consuming elsewhere.   

For drinks, water could be provided to members for free and soft drinks could be made 

available only for purchase at a premium price. Charging a premium for soft drinks provides 

members with a choice, but encourages them to drink water. Making healthy choices available 

and convenient communicates that the CRO setting is supportive of healthy eating behaviors. 

CROs could also set up a member driven committee on healthy eating which is a typical 

way that CROs operate.  This committee could be in charge of assuring that the information 

available to members is updated on a regular basis.  They could also help to organize walking 

and other physical activity groups. The development of a committee would provide another 

component of the CRO that supports healthy eating which would provide cues to members that 

the CRO supports healthy eating. Additionally, those who are members of the committee will be 

more likely to take ownership of the health promotion efforts and find new and creative ways to 

promote healthy eating.  

Promoting healthy behaviors is not something that CROs must do in isolation. CROs can 

work together to find and implement health promoting activities. MHCRONK could be asked to 

provide information, resources, best practices and support to CROs on a statewide basis. 

MHCRONK could play an important role in helping to provide a forum in which health 

promotion ideas can be discussed and disseminated. It could also help to organize health related 

challenges between CROs. MHCRONK issuing a health challenges to CROs would provide 
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CROs with a sense of unified support for health promotion. A belief that the CRO movement in 

Kansas is becoming more health conscious could result in CROs becoming more proactive about 

promoting healthy behaviors. 

In addition, the CAC could extend the health promotion efforts of CROs and 

MHCRONK. Specifically, the CAC could use the annual Recovery Conference as a vehicle to 

increase education and awareness throughout much of the consumer population. Such promotion 

by the CAC would help to direct the consumer movement within Kansas to be more purposeful 

about addressing physical health issues. MHCRONK and the CAC could advocate to agencies 

such as SRS, Kansas Department of Health and Environment (KDHE), and the legislature which 

could lead to additional funding or research for health promotion within the psychiatric 

population. Such health promotion could save the state a substantial amount of money over time 

but more importantly enhance the quality and quantity of life for those with psychiatric 

disabilities.   

Future Research 

Future research should include more scientific sampling of the psychiatric population in 

Kansas. Through such sampling techniques more accurate information about the health of the 

psychiatric population in Kansas can be understood, particularly those not engaged with the 

Recovery Movement like those at the Recovery Conference and at CROs. Future research on 

how to address the health concerns and poor health behaviors of those with psychiatric 

disabilities is critically needed. This would include understanding the role that mental health 

providers play in the promotion of healthy behaviors. Understanding how the mental health 

system perceives and addresses health behaviors and how to change those misconceptions is 

critical to better integrate treatment and prevention of mental and physical issues. While it might 
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be assumed that a “whole person” approach is taken in mental health, it is simply not the case 

(Lambert, et al., 2003; Weiss, et al., 2006). 

In addition future research should employ a qualitative approach for data collection.  

Such an approach would allow researchers to better understand how those within the psychiatric 

system conceptualize physical activity and healthy diet. Future research should consider using 

models such as “stages of change” to better understand where people in the psychiatric system 

are in terms of their readiness to alter their health behaviors. The information from such stage 

based models will be important in helping to identify where those within the psychiatric 

population are in the process of change. This will help lead to the development of interventions 

that are effective in creating change in health behaviors. 

Some granting agencies such as the Robert Wood Johnson Foundation (RWJF) have 

started to fund research to inform the creation and maintenance of health promotion activities 

that are most suitable for people with psychiatric disabilities.  One of their current grantees is 

evaluating a training curriculum that utilizes fitness coaches to help people with psychiatric 

disability become physical active while gaining knowledge and self efficacy. Future research 

could be informed by the work currently funded by RWJF when attempting to identify methods 

of health promotion that most utilize the strong social setting characteristics of CROs.  

To be most successful, future research should utilize experiences and knowledge of the 

psychiatric population. Their insight will guide the creation, planning and implementation of the 

research and successful intervention. The participation of MHCRONK and the CAC would be 

vital to gaining access to many with psychiatric disabilities. Additionally, cooperation from 

community mental health centers is necessary to gain access to certain members of the 
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psychiatric population. By involving all segments, the psychiatric system could take greater 

ownership in reducing health disparities among those with psychiatric disabilities. Cultivating a 

trusting relationship with key people within the psychiatric community will be important to the 

success of any future research or intervention efforts. 

Future research is also needed to understand older members of the psychiatric population 

because life expectancy of this population is about 20 years less than the general population 

(Parks, Svendsen, Singer, Foti, & Mauer, 2006). It is possible that the same behaviors which 

have helped them to survive also promote health. The knowledge and experiences of these older 

adults may indicate that they have the potential to be natural leaders who could help guide 

changes in health behaviors within the psychiatric population. 

Conclusions 

The consequences of a paradigm which views mental and physical health as unrelated is 

apparent in the physical health disparities found within the psychiatric population. Poor health 

behaviors have contributed to this health crisis. Providing the psychiatric population with the 

resources to adopt and maintain healthy behaviors such as physical activity and healthy eating is 

imperative to increasing the length and quality of their lives. Funding agencies such as RWJF 

have realized the gravity of physical health problems in people with psychiatric disabilities and 

have begun to search for interventions to address these health issues. However, their dedication 

alone is not sufficient. Efforts from other agencies would create a greater awareness of the 

necessity to disseminate healthy behaviors throughout the psychiatric population. However, large 

scale lasting change can only take place when all of the stakeholders in the psychiatric system 

realize the consequences of inaction and begins to play a leading role in the promotion of healthy 

behaviors. The most powerful stakeholders in advocating for such sweeping change are be 
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mental health consumers organized by national, state and local consumer run advocacy 

organizations. 
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APPENDIX A 

WALKTHROUGH INSTRUMENT 

Please be sure to walk through the interior of the CRO, as well as walking around the 

premises of the CRO.  Please record the presence of any of the below in the spaces provided 

to the right. 

**Each interviewer should conduct walk through independently**  

  

[INTERVIEWER – CHECK THAT INTERVIEW ORDER IS PRESENT]  

  

CRO:______________________________________________                      

 

Number of people present_____________________ 

  

PHYSICAL ACTIVITY  

Physical Activity Announcements:  Number 

1. Number of signs/posters that encourage physical activity    

2. Number of signs/posters about exercise programs at the CRO    

3. Number of signs/posters about physical activity programs not at the 

CRO    

4. Other:______________________________________________________   

5. Other:______________________________________________________   

  

Physical Activity Equipment: Number 

6. Area for physical activity (designated)   

7. Area for physical activity (non-designated, but can be used for physical)   

8. Bikes  

9. Other:____________________________________________________   

10. Other:____________________________________________________   

  

Other Facilities:  Number 

11. Table Tennis (“ping-pong”)   

12. Billiard Tables (“pool”)    

13. TVs In CRO *    

14. Other:___________________________________________________   

15. Other:___________________________________________________   
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APPENDIX A (continued) 

SMOKING  

16. No smoking signs posted   

17. Smoking in indoor common areas   

18. Designated smoking area (indoors)   

19. Designated smoking area (outdoors)   

20. Smoking allowed at entrances  

  

  

 

HEALTHY EATING  

Healthy Eating Advertisement:  Number 

21. Number of signs/posters encouraging eating low fat foods   

22. Number of signs/posters encouraging eating more fruits and vegetables   

23. Number of signs/posters about general nutrition    

24. Number of signs/posters about weight loss    

25. Other:___________________________________________________   

26. Other:___________________________________________________   

  

Food: Number 

27. Number of healthy snacks available (vegetables, fruits, etc)  

28. Number of unhealthy snacks (cookies, chips, doughnuts)*  

29. Other:______________________________________________   

30. Other:______________________________________________   

31. Other:______________________________________________   

32. Other:______________________________________________   

  

 Check 

33. Is soda or sugar drinks (e.g. kool-aide, lemon-aide, etc) available*  

34. Are diet drinks available  

35. Is water available  

36. Is coffee available*   

37. Other:_______________________________________________   

38. Other:_______________________________________________  
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APPENDIX A (continued) 

GROUNDS  

Parking Assessment  Number 

39. Number of bike rack spaces on grounds    

40. Number of bikes parked outside    

41. Other:______________________________________________   

42. Other:______________________________________________   

  

Grounds Assessment  Number 

43. Basketball hoop    

44. Walking path or Sidewalks near CRO    

45. Open space/grassy area large enough for physical activity    

46. Other:___________________________   

47. Other:___________________________   

48. Other:___________________________   
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APPENDIX B 
 

STAFF AND DIRECTOR INTERVIEW 

CRO 5ame_______________________________________________ 

 

Date_______________________________ 

 
I am going to ask you some questions about the types of food and classes available at your CRO.  There are 

no right or wrong answers.  

 

1. What is your position at the CRO______________________________? 
 

2. How long have you been in this position________________________? (Do not accept ranges) 
 

3. How long have you been a member of the CRO___________________? (Do not accept ranges) 
 

 

Healthy Eating 

4. Can members buy food or drinks at the CRO? 
Yes (ASK A) .................................................................... 1 
No (SKIP TO 5) .............................................................. 2 

 
 

A. What types of food are available for purchase (DO 5OT READ LIST) 
(Check all mentions) 
 
 

 Candy  Soda 

 Candy (SUGAR-FREE)  Soda (DIET) 

 Chips   Vegetables 

 Chips (BAKED)  Water 

 Coffee  Other________________________ 

 Fruit  Other________________________ 

 Nuts  Other________________________ 

 Pretzels  Other________________________ 

 
B. (For each option not mentioned ask) 

a. Can members purchase... <unchecked item above> (Check if mentioned) 
 

C. Are there any other foods that are provided for meals/snacks? (Write in ‘Other’ above) 
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APPENDIX B (continued) 

EVERYONE 
ANSWERS 

5. Does the CRO provide meals/snacks to members? 
Yes (ASK A)...................................................................... 1 
No (SKIP TO 6) ................................................................ 2 

 
D. What types of food are provided for meals/snacks (DO 5OT READ LIST) 

(Check all mentions) 
 

 Candy   Pretzels 

 Candy (SUGAR-FREE)  Salads 

 Cheese  Sandwiches 

 Chips (BAKED)  Soda (DIET) 

 Chips (regular)  Soda (regular) 

 Coffee  Vegetables 

 Fast food (e.g. McDonalds)  Water 

 Fried food   Other__________________________ 

 Fruit  Other__________________________ 

 Nuts  Other__________________________ 

 Pizza  Other__________________________ 

 
E. (For each option not mentioned ask) 

For meals/snacks, does the CRO provide... <unchecked item above> (Check if mentioned) 
 

F. Are there any other foods that are provided for meals/snacks? (Write in ‘Other’ above) 
 
 

EVERYONE 
ANSWERS 

 

6. Does the CRO offer classes or programs for education about healthy eating/nutrition? 
Yes (ASK A)...................................................................... 1 
No (SKIP TO 7) ................................................................ 2 

 
 [HA5D PARTICIPA5T “SCALE CARD 2”] 

 
 (Ask frequency for each class mentioned) 

     A.  What are those classes 
Daily 

A few times a 

Week 

At least once a 

Week 

Less than 

Weekly 

   (1)  1 2 3 4 

   (2) 1 2 3 4 

   (3) 1 2 3 4 



 

130 
 

APPENDIX B (continued) 

      B. Do you participate in any of these classes/programs? 
Yes ............................................................................................ 1 
No ............................................................................................. 2 
 
 
 

Now think about the foods you usually eat, regardless to whether you are at the CRO or not.  For each of the 
following questions, please tell me which answer choice best describes your eating habits. 

7. How many times a week do you eat fast food meals or snacks? None 1-3 4 or more 

8. How many servings of fruit or vegetables do you eat each day? 2 or less 3-4 5 or more 

9. 
How many regular sodas or glasses of sweet drinks do you drink 
each day? 

None 1-2 3 or more 

10. 
How many times a week do you eat beans (like pinto or black 
beans), or chicken, or fish? 

1 or less 2-3 4 or more 

11. 
How many times a week do you eat regular snack chips or crackers 
(not the low fat)? 

1 or less 2-3 4 or more 

12. 
How much margarine or butter do you use to season vegetables or 
put on potatoes, bread or corn? 

Very Little 
Som
e 

A lot 

 

 

Physical Activities  
 

The next questions are going to ask about physical activity. 

 

EVERYONE 
ANSWERS 

 

13.  Does the CRO offer physical activity classes or programs? 
Yes (ASK A) .................................................................... 1 
No (SKIP TO 15) ............................................................ 2 
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APPENDIX B (continued) 

[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 2”] 

 
A.  What are those activities? (DO 5OT READ LIST) 

(Check all mentions and ask for frequency of each) 
 

 (Ask frequency for each class mentioned) 

 

 

 

 

 

Daily  
A few times 

a Week 

At least 

once a 

Week 

Less than 

Weekly 

  Walking club/group 1 2 3 4 

  Biking group 1 2 3 4 

  Exercise group 1 2 3 4 

  Strength building program/group/class 1 2 3 4 

   1 2 3 4 

   1 2 3 4 

   1 2 3 4 

 

 

 

 
B. (For each option not mentioned ask) 

a. Does your CRO offer... <unchecked item above> (Check if mentioned and ask for 
frequency) 
 

C. Are there any activities not listed? (Write each mention in a space above.  Ask for frequency) 
 
 

14. Do you participate in any of these classes? 
Yes ..................................................................................... 1 
No....................................................................................... 2 

 

EVERYONE 
ANSWERS 

 
 

15. Does your CRO have an arrangement with a local health club? 
Yes (ASK A) ..................................................................... 1 
No (SKIP TO 16) .............................................................. 2 
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APPENDIX B (continued) 

A. What types of arrangement does your CRO have? (DO 5OT READ LIST) 
(Check all mentions) 
 

 Free usage as a group  Free individual usage  

 Discounted group usage   Discounted individual usage  

  Free group training (classes)   Free individual training 

  Discounted group training (classes)   Discounted individual training 

 Other_________________  Other_________________ 

 Other_________________  Other_________________ 

 
B. (For each option not mentioned ask)  

a. Does your CRO have an arrangement with a local health club for... <unchecked item 
above> (Check if mentioned) 

 
C. Does your CRO have any other agreements with a local health club? (Write in ‘Other’ above) 
 

 
The following questions are about activities that you might do during a typical day.  Does your physical health now 
limit you in the following activities?  Please answer using the scale 4ot at all, a Little, or A lot.  (Please circle one 
number on each line.) 
  

Extent to which physical health limits your activities… 

5O 

5ot 

Limited at 

All 

YES  

Limited a 

little 

YES  

Limited a lot 

16. Vigorous activities, such as running, lifting heavy 
objects, participating in strenuous sports. 1 2 3 

17. Moderate activities, such as moving a table, pushing a 
vacuum cleaner, or playing golf. 

1 2 3 

18. Lifting or carrying groceries. 1 2 3 

19. Climbing several flights of stairs. 1 2 3 

20. Climbing one flight of stairs. 1 2 3 

21. Bending, kneeling, or stooping. 1 2 3 

22. Walking more than a mile. 1 2 3 

23. Walking several blocks. 1 2 3 

24. Walking one block. 1 2 3 

25. Bathing or dressing yourself. 1 2 3 
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APPENDIX B (continued) 

During the past 4 weeks, have you had any of the following problems with your work or your other regular daily 
activities as a result of your physical health (Please circle one number on each line.) 

 

30. During the past 4 weeks, to what extent has your physical health interfered with your normal social 
activities with family, friends, neighbors or groups? (please circle one). 

Not at all ........................................................................... 1 
Slightly ............................................................................. 2 
Moderately ....................................................................... 3 
Quite a bit ......................................................................... 4 
Extremely ......................................................................... 5 

31. How much physical pain have you had during the past 4 weeks? (mark only one). 
None ................................................................................. 1 
Very Mild ......................................................................... 2 
Mild .................................................................................. 3 
Moderate........................................................................... 4 
Severe ............................................................................... 5 
Very Severe ...................................................................... 6 

 
 
 

32. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside 
the home and housework)?  

Not at all ........................................................................... 1 
Slightly ............................................................................. 2 
Moderately ....................................................................... 3 
Quite a bit ......................................................................... 4 
Extremely ......................................................................... 5 

 
 

 [HA5D PARTICIPA5T “SCALE CARD 3”] 

 
How TRUE or FALSE is each of the following statements for you?  Pleases answer using the scale Definitely 
FALSE, Mostly FALSE, Don’t know, Mostly TRUE, or Definitely TRUE.   

 
 

Definitely 
FALSE 

Mostly 
FALSE 

Don’t 
know 

Mostly 
TRUE 

Definitely 
TRUE 

33. 
I seem to get sick a little easier than other 
people. 

1 2 3 4 5 

34. I am as healthy as anybody I know. 1 2 3 4 5 

35. I expect my health to get worse. 1 2 3 4 5 

36. My health is excellent. 1 2 3 4 5 
 
 

  5O YES 

26. Cut down on the amount of time you spent on work or other activities. 1 2 

27. Accomplished less than you would have liked. 1 2 

28. Were limited in the kind of work or other activities. 1 2 

29. Had difficulty performing the work or other activities (for example, it took extra effort) 1 2 
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APPENDIX B (continued) 

Barriers 

 

EVERYONE 
ANSWERS 

 

37. What types of barriers does your CRO face in providing increased opportunities for physical activity? (DO 
5OT READ LIST) 

(Check all mentions) 
 

 Funding 

 Facilities 

 Member interest 

 CRO is not a good place to exercise  

 Other_________________ 

 Other_________________ 

 Other_________________ 

 Other_________________ 

 
A. (For each option not mentioned ask)  

a. Do you consider a barrier to your CRO providing increased opportunities for physical 
activity to be... <unchecked item above>? (Check if mentioned) 
 
 

B. Are there any other barriers that your CRO faces in providing increased opportunities for physical 
activity? (Write in ‘Other’ above) 

 
 

 

EVERYONE 
ANSWERS 

 

38. What types of barriers does your CRO face in providing increased opportunities for healthy 
eating/nutrition? (DO 5OT READ LIST)  

(Check all mentions) 

 
 Funding 

 Education (don’t know how) 

 Member interest 

 Other_________________ 

 Other_________________ 

 Other_________________ 

 Other_________________ 
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APPENDIX B (continued) 

A. (For each option not mentioned ask)  
a. Do you consider a barrier to your CRO providing increased opportunities for healthy 

eating/nutrition to be... <unchecked item above>? (Check if mentioned) 
 

B. Are there any other barriers that your CRO faces in providing increased opportunities for healthy 
eating/nutrition? (Write in ‘Other’ above) 

 

EVERYONE 
ANSWERS 

 

Future Direction 

 

39. Do you have any plans in the next 6 months involving physical activity at the CRO?  
Yes (ASK A) ............................................................... 1 
No (SKIP TO 40)......................................................... 2 

 
A. What plans does your CRO have in the next 6 months involving physical activity? (DO 5OT 

READ LIST)  
(Check all mentions) 
 

 Start a program/class 

 Increase frequency of program/class 

 Provide information to members (e.g. pamphlets, brochures) 

 Buy equipment 

 Other______________________________________________________ 

 Other______________________________________________________ 

 Other______________________________________________________ 

 

 

 

B. (For each option not mentioned ask)  
a. In the next 6 months, as it relates to physical activity does your CRO plan to... 

<unchecked item above>? (Check if mentioned) 
 

C. Are there any other plans that your CRO has in the next 6 months related to physical activity? 
(Write in ‘Other’ above) 

 

EVERYONE 
ANSWERS 

40. Do you have any plans in the next 6 months involving healthy eating/nutrition?  
Yes (ASK A) ............................................................... 1 
No (SKIP TO DEMOGRAPHICS) ........................... 2 
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APPENDIX B (continued) 

A. What plan does your CRO have in the next 6 months involving healthy eating/nutrition? (DO 
5OT READ LIST)  

(Check all mentions) 
 

 Start a program/class 

 Increase frequency of program/class 

 Provide information to members (e.g. pamphlets, brochures) 

 Provide healthier food choices 

 Other______________________________________________________ 

 Other______________________________________________________ 

 Other______________________________________________________ 

 Other______________________________________________________ 

 

B. (For each option not mentioned ask)  
a. In the next 6 months, as it relates to healthy eating/nutrition, does your CRO plan to... 

<unchecked item above>? (Check if mentioned) 
APPENDIX B (continued) 

C. Are there any other plans that your CRO has in the next 6 months related to healthy 
eating/nutrition? (Write in ‘Other’ above) 

Demographics 

 

I have only a few more questions to ask you before we are finished 

 

EVERYONE 
ANSWERS 

 

41. In what year were you born?_________________ 
 

42.  Gender (DO 5OT ASK) 
Male........................................................................................... 1 
Female ....................................................................................... 2 
 

43. Are you Hispanic or Latino?  

Yes ............................................................................................ 1 

No ............................................................................................. 2 
(DO NOT READ) 

Don’t know / Not sure .............................................................. 3 

Refused...................................................................................... 4 
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APPENDIX B (continued) 

44. Which one of these groups would you say best represents your race? 
White ......................................................................................... 1 
Black or African American ....................................................... 2 
Asian ......................................................................................... 3 
Native Hawaiian or Other Pacific Islander................................ 4 
American Indian or Alaska Native ............................................ 5 
Other [specify] __________________...................................... 6 
(DO 5OT READ) 

Don’t know / Not sure ............................................................... 7 
Refused...................................................................................... 8 
 

45. Which of the below best describe you? 
regular smoker? ......................................................................... 1 
occasional smoker? ................................................................... 2 
ex-smoker (don’t smoke anymore, but used to)? ...................... 3 
non-smoker (don’t smoke and never did)? ................................ 4 
(DO 5OT READ) 

Refused...................................................................................... 5 
 
 

46. Please indicate health concerns you have experienced at any time in your life.  
(Please check all that apply) 

 Cancer 
 Diabetes 
 Heart or Cardiac Problems 
 High Blood Pressure 
 High Cholesterol 
 Trouble Breathing or other Respiratory Issues 
 

47. What is your marital status 
Married ..................................................................................... 1 

Divorced ................................................................................... 2 

Widowed .................................................................................. 3 

Separated ................................................................................. 4 

Never married............................................................................ 5 
A member of an unmarried couple............................................ 6 
(DO 5OT READ) 

Refused...................................................................................... 7 
 

48. Please indicate your current employment status (Select one): 
Full time Employment (36 or more hours a week) ................... 1 
Part time Employment............................................................... 2 
Not Employed ........................................................................... 3 
(DO 5OT READ) 

Refused...................................................................................... 4 
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APPENDIX B (continued) 

49. Please indicate if you receive any of the following (READ LIST)  
    (Mark all that apply) 
 Disability (SSDI) 
 Social Security (SSI) 
 Unemployment 
 Food Stamps 
 Retirement Income 
(DO 5OT READ) 

  Refused 
 

50. Is your annual household income from all sources— 
$5,000 to less than $10,000 ....................................................... 1 
$10,000 to less than $15,000 ..................................................... 2 
$15,000 to less than $20,000 ..................................................... 3 
$20,000 to less than $25,000 ..................................................... 4 
$25,000 to less than $35,000 ..................................................... 5 
$35,000 to less than $50,000 ..................................................... 6 
$50,000 to less than $75,000 ..................................................... 7 
$75,000 or more ........................................................................ 8 
(DO 5OT READ) 

Don’t know / Not sure .............................................................. 9 

Refused...................................................................................... 10 
Thank you for your participation!  
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APPENDIX C 

MEMBER INTERVIEW 

 

CRO:___________________________________________________ 

 

DATE______________________________ 

 

I am going to ask you some questions about eating habits, physical activity, and your CRO; there are no right 

or wrong answers.  If you do not understand something I say, please let me know, and I will repeat it. 

  

 

Social Support 
 

EVERYONE 
ANSWERS 

 
[HA5D PARTICIPA5T “SCALE CARD 1”] 

 
I am going to read some statements about how members of your CRO might support you in being healthy.  For 
each statement on a scale of 4one, Rarely, Often, A few times, or Very often, please indicate how much you can 
count on members of your CRO to support the actions in the statement. 

 

How much you can count on members 

of your CRO to … 
5one Rarely A few times Often Very often 

1.  Encourage you to be physically active. 1 2 3 4 5 

2.  Encourage you to eat healthy. 1 2 3 4 5 

3.  Tell you about healthier foods 1 2 3 4 5 

4.  Tell you ways to increase physical 
activity. 

1 2 3 4 5 

5.  Exercise with you. 1 2 3 4 5 
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APPENDIX C (continued) 

EVERYONE 
ANSWERS 

 

[HA5D PARTICIPA5T “SCALE CARD 2”] 

 

For each statement in the next question, please answer on a scale of  4ot likely at all, Somewhat likely, Likely or 
Very likely  to indicate how likely members of your CRO would support the behaviors in the statement . 

  
How likely are people at your CRO … 5ot likely at all Somewhat likely Likel

y 

Very likely 

6. To be good role models for making 
healthy food choices?   

1 2 3 4 

7. To encourage others if they adopted 
healthy eating habits  

1 2 3 4 

8. To encourage others if they adopted 
physical activity habits 

1 2 3 4 

 
Healthy Eating 

 

EVERYONE 
ANSWERS 

 
[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 2”] 

 
I am now going to ask you about the food that is available at your CRO.  For each food item I read, please tell me 
how likely it is that the item will be available at you CRO on any given day.  Please use the scale of 4ot likely at all, 
Somewhat likely, Likely or Very likely  to tell me how likely it is that each item will be available. 
    How likely is it that there will be... 5ot likely 

at all 

Somewhat 

likely 

Likely Very likely 

9. Chips 1 2 3 4 

10. Pizza 1 2 3 4 

11. Fresh fruit 1 2 3 4 

12. Cookies 1 2 3 4 

13. Fresh vegetables 1 2 3 4 

14. Donuts 1 2 3 4 

15. Salad 1 2 3 4 

16. Chili 1 2 3 4 

17. Regular soft drinks 1 2 3 4 

18. Diet soft drinks 1 2 3 4 

19. Water 1 2 3 4 
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APPENDIX C (continued) 

EVERYONE 
ANSWERS 

 
 

20.  Are there any other foods that are likely to be at the CRO? 
Yes (Ask A) .............................................................................. 1 
No (SKIP TO 21) ..................................................................... 2 
 

[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 2”] 

  
 (Ask likelihood of each food being present) 

A. What are those foods? 
    (Ask likelihood for each food) 

5ot likely at all Somewhat likely Likely Very likely 

   1)  1 2 3 4 

   2) 1 2 3 4 

   3) 1 2 3 4 

 

EVERYONE 
ANSWERS 

 
Think about the foods you usually eat, regardless to whether you are at the CRO or not.  For each question, please 
tell me which answer choice best describes your eating habits.  

How many times a week do you eat fast food meals or snacks? 5one 1-3 4 or more 

How many servings of fruit or vegetables do you eat each day? 2 or less 3-4 5 or more 

How many regular sodas or glasses of sweet drinks do you drink 
each day? 

5one 1-2 3 or more 

How many times a week do you eat beans (like pinto or black 
beans), or chicken, or fish? 

1 or less 2-3 4 or more 

How many times a week do you eat regular snack chips or 
crackers (not the low fat)? 1 or less 2-3 4 or more 

How much margarine or butter do you use to season vegetables or 
put on potatoes, bread or corn? 

Very Little Some A lot 
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APPENDIX C (continued) 

Physical Activity 
 

The next questions are going to ask about physical activity. 

 

EVERYONE 
ANSWERS 

 

27.  Do you regularly Walk as a form of exercise?    
Yes (Ask A) ....................................................................... 1 
No (SKIP TO 28) .............................................................. 2 

 
[HA5D PARTICIPA5T “SCALE CARD 3”] 

 
G. How frequently do you walk as a regular way to get exercise? 

 
Daily................................................................... 1 
A few times a Week ........................................... 2 
At least once a Week.......................................... 3 
Less than Weekly ............................................... 4 

 
H. On average, how many minutes do you spend walking per session__________? 

 
I. Is your walking part of a program at the CRO? 

Yes ..................................................................... 1 
No ...................................................................... 2 

 

EVERYONE 
ANSWERS 

 

28. . Do you regularly Bicycle as a regular way to get exercise?    
Yes (Ask A).................................................................... 1 
No (SKIP TO 29)........................................................... 2 

 [ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 3”] 

 
A. How frequently do you ride a bicycle? 

Daily .................................................................... 1 
A few times a Week............................................. 2 
At least once a Week............................................ 3 
Less than Weekly................................................. 4 

 
B. On average, how many minutes do you bike per session__________? 

 
C. Is your biking part of a program at the CRO? 

Yes ....................................................................... 1 
No ....................................................................... 2 
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APPENDIX C (continued) 

EVERYONE 
ANSWERS 

 

29. Do you regularly do Stretching exercises?    
Yes ............................................................................................ 1 
No ............................................................................................. 2 

 
 

[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 3”] 

 
A. How frequently do you do stretching exercises? 

Daily .................................................................. 1 
A few times a Week ........................................... 2 
At least once a Week.......................................... 3 
Less than Weekly ............................................... 4 

 
B. Is your stretching exercise part of a program at the CRO? 

Yes ..................................................................... 1 
No ...................................................................... 2  

 

EVERYONE 
ANSWERS 

 

30.  Do you regularly do Strength Building exercises (e.g lift weights)?    
Yes (Ask A) ....................................................................... 1 
No (SKIP TO 31) .............................................................. 2 

 
[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 3”] 

 
A. How frequently do you do strength building exercises? 

Daily ................................................................... 1 
A few times a Week............................................. 2 
At least once a Week............................................ 3 
Less than Weekly................................................. 4 

 
B. Is your strength building exercise part of a program at the CRO? 

Yes ....................................................................... 1 
No ....................................................................... 2 

EVERYONE 
ANSWERS 

 

31.  Do you take part in other physical activities? 
Yes (Ask A) ....................................................................... 1 
No (SKIP TO 32) .............................................................. 2 

 
 
 
 
 
 



 

144 
 

APPENDIX C (continued) 

[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 3”] 

 
 (Ask for each activity) 

A. What are those activities 
(Ask frequency for each mention) 

Daily  
A few times a 

Week 

At least once a 

Week 

Less than 

Weekly 

   1)  1 2 3 4 

   2) 1 2 3 4 

   3) 1 2 3 4 

  

EVERYONE 
ANSWERS 

 

[HA5D PARTICIPA5T “SCALE CARD 2”] 

 

32.   If there was a Walking group at your CRO how likely would you be to participate? 
  Not likely at all ........................................................................ 1 
  Somewhat likely ...................................................................... 2 
  Likely ...................................................................................... 3 
  Very likely............................................................................... 4 

33.  If there was a stretching program/group at your CRO how likely would you be to participate? 
  Not likely at all ........................................................................ 1 
  Somewhat likely ...................................................................... 2 
  Likely ...................................................................................... 3 
  Very likely............................................................................... 4 
 

34.  If there was an exercise program/group at your CRO how likely would you be to participate? 
  Not likely at all ........................................................................ 1 
  Somewhat likely ...................................................................... 2 
  Likely ........................................................................... 3 
  Very likely ........................................................................... 4 
 

35. If there was a Strength Building exercise program/group at your CRO how likely would you be to participate? 
  Not likely at all ........................................................................ 1 
  Somewhat likely ...................................................................... 2 
  Likely ........................................................................... 3 
  Very likely ........................................................................... 4 
 

36.  Are there other programs/groups you would participate in if they were offered at your CRO?  
Yes (Ask A) ........................................................................... 1 
No (SKIP TO 37).................................................................. 2 
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APPENDIX C (continued) 

[ASK PARTICIPA5T TO REFERE5CE “SCALE CARD 2”] 

  

A. What other programs/groups would 
you participate in if available? 
(Write in each additional program/class) 

(Ask likelihood of participation for each) 

5ot likely 

at all 

Somewhat 

likely 
Likely 

Very 

likely 

   1)  1 2 3 4 

   2) 1 2 3 4 

   3) 1 2 3 4 

 
[HA5D PARTICIPA5T “SCALE CARD 4”] 

 
The following questions are about activities that you might do during a typical day.  Does your physical health now 
limit you in the following activities?  Please answer using the scale 4ot at all, a Little, or A lot.  (Please circle one 
number on each line.) 

 

Extent to which physical health limits your activities… 

5O 

5ot Limited 

at All 

YES  

Limited a 

little 

YES  

Limited 

a lot 

37. Vigorous activities, such as running, lifting heavy objects, 
participating in strenuous sports. 1 2 3 

38.  Moderate activities, such as moving a table, pushing a 
vacuum cleaner, or playing golf. 

1 2 3 

39.  Lifting or carrying groceries. 1 2 3 

40.  Climbing several flights of stairs. 1 2 3 

41.  Climbing one flight of stairs. 1 2 3 

42.  Bending, kneeling, or stooping. 1 2 3 

43.  Walking more than a mile. 1 2 3 

44.  Walking several blocks. 1 2 3 

45.  Walking one block. 1 2 3 

46.  Bathing or dressing yourself. 1 2 3 

 

 

During the past 4 weeks, have you had any of the following problems with your work or other regular daily 
activities as a result of your physical health (Please circle one number on each line.) 

 

 

 

 

  5O YES 

47.  Cut down on the amount of time you spent on work or other activities. 1 2 

48. Accomplished less than you would have liked. 1 2 

49.  Were limited in the kind of work or other activities. 1 2 

50.  Had difficulty performing the work or other activities (for example, it took extra effort) 1 2 
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APPENDIX C (continued) 

51. During the past 4 weeks, to what extent has your physical health interfered with your normal social activities 
with family, friends, neighbors or groups? (please circle one). 

 Not at all..................................................................... 1 
Slightly........................................................................ 2 
Moderately .................................................................. 3 
Quite a bit.................................................................... 4 
Extremely.................................................................... 5 

 

52. How much physical pain have you had during the past 4 weeks? (please circle one). 
None............................................................................ 1 
Very Mild.................................................................... 2 
Mild............................................................................. 3 
Moderate ..................................................................... 4 
Severe.......................................................................... 5 
Very Severe................................................................. 6 
 

 
 

53. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the 
home and housework)?  

 
Not at all .................................................................................... 1 

Slightly........................................................................ 2 
Moderately .................................................................. 3 
Quite a bit.................................................................... 4 
Extremely.................................................................... 5 

 

 

 

How TRUE or FALSE is each of the following statements for you?  Pleases answer using the scale Definitely 
FALSE, Mostly FALSE, Don’t know, Mostly TRUE, or Definitely TRUE. 

 

 

Definitely 

FALSE 

Mostly 

FALSE 

Don’t 

know 

Mostly 

TRUE 

Definitely 

TRUE 

54. 
I seem to get sick a little easier than other 
people. 

1 2 3 4 5 

55. I am as healthy as anybody I know. 1 2 3 4 5 

56. I expect my health to get worse. 1 2 3 4 5 

57. My health is excellent. 1 2 3 4 5 

 

58. Please indicate health concerns you have experienced at any time in your life.  
(Please check all that apply) 

 Cancer 
 Diabetes 
 Heart or Cardiac Problems 
 High Blood Pressure 
 High Cholesterol 
 Trouble Breathing or other Respiratory Issues 
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APPENDIX C (continued) 

Demographics 

 

I have only a few more questions to ask you before we are finished 

 

EVERYONE 
ANSWERS 

 

59. How long have you been a member of this CRO?________________ 

60. In what year were you born?_________________ 
 
 
 

61.  Gender (DO 5OT ASK) 
Male........................................................................................... 1 
Female ....................................................................................... 2 
 

62.  Are you Hispanic or Latino?  
Yes ............................................................................................ 1 
No ............................................................................................. 2 
(DO 5OT READ) 
Don’t know / Not sure .............................................................. 3 
Refused...................................................................................... 4 
 

63. Which one of these groups would you say best represents your race? 
White ......................................................................................... 1 
Black or African American ....................................................... 2 
Asian ......................................................................................... 3 
Native Hawaiian or Other Pacific Islander................................ 4 
American Indian or Alaska Native ............................................ 5 
Other [specify] __________________...................................... 6 
(DO 5OT READ) 

Don’t know / Not sure ............................................................... 7 
Refused...................................................................................... 8 
 

64. Which of the below best describe you? 
regular smoker? ......................................................................... 1 
occasional smoker? ................................................................... 2 
ex-smoker (don’t smoke anymore, but used to)? ...................... 3 
non-smoker (don’t smoke and never did)? ................................ 4 
(DO 5OT READ) 

Refused...................................................................................... 5 
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APPENDIX C (continued)  

65. What is your marital status 
Married ..................................................................................... 1 
Divorced ................................................................................... 2 
Widowed .................................................................................. 3 
Separated .................................................................................. 4 
Never married............................................................................ 5 
A member of an unmarried couple............................................ 6 
(DO 5OT READ) 

Refused...................................................................................... 7 
 

66. Please indicate your current employment status (Check one): 
Full time Employment (36 or more hours a week) ................... 1 
Part time Employment............................................................... 2 
Not Employed ........................................................................... 3 
(DO 5OT READ) 

Refused...................................................................................... 4 
 

67. Please indicate if you receive any of the following (READ LIST)  
    (Mark all that apply) 
 Disability (SSDI) 
 Social Security (SSI) 
 Unemployment 
 Food Stamps 
 Retirement Income 
(DO 5OT READ) 

  Refused 
 
 

68. Is your annual household income from all sources— 
  $5,000 to less than $10,000 ..................................................... 1 
  $10,000 to less than $15,000 ................................................... 2 
  $15,000 to less than $20,000 ................................................... 3 
  $20,000 to less than $25,000 ................................................... 4 
  $25,000 to less than $35,000 ................................................... 5 
  $35,000 to less than $50,000 ................................................... 6 
  $50,000 to less than $75,000 ................................................... 7 
  $75,000 or more ...................................................................... 8 
(DO 5OT READ) 

  Don’t know / Not sure ............................................................ 9 
  Refused.................................................................................... 10 
 
Thank you for taking the time to talk with me.
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APPENDIX D 

IRB APPLICATION AND INFORMED CONSENT 
 
 
 

Wichita State University Institutional Review Board 

for the Protection of Human Subjects  (IRB) 

  

  

 APPLICATIO5 FOR APPROVAL OF RESEARCH I5VOLVI5G HUMA5 SUBJECTS 

  
 
Double click gray boxes to enter information. 

 
Name of Principal Investigator(s):  Greg Meissen, PhD 
(For a student project, Principal Investigator must be a WSU faculty member; student is listed as 

Co-Investigator.) 
Departmental/Program 
Affiliation: Psychology  Campus Box:  201  Phone  (316) 978-3843 

 
  
Name(s) of Co-Investigator(s):        
 
Co-Investigator(s) is/are:    Faculty Member     Graduate Student    Undergraduate      

Student 
 
Type of Project:     Class Project    Capstone Project     Thesis or Dissertation  

       Funded Research    Unfunded Research 
 
If student project, address of student:        
 
Title of Project/Proposal:  Assessment of Physical Health Concerns of Older Adults with 

Psychiatric Disabilities 
 
Expected Completion Date: 05/31/2009  Funding Agency (if applicable):  Gridley-Hoover – 

Regional Institute on Aging. 
 
Please attach additional sheets, if necessary,  with numbers of responses corresponding to those 

listed below. 
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APPENDIX D (continued) 

Describe the research in non-technical language: 
The Center for Community Support and Research will be investigating the health concerns of 

older adult mental health consumers.  The research will consist of gathering information from older adult 
mental health consumers (55+) (n=100), mental health professionals (n=48), and executive directors of 
mental health consumer run organizations (n=20).  Data collection will include: 1) asking mental health 
consumers questions regarding their health and health related behaviors (e.g. frequency and amount of 
exercise, types of food consumed), 2) asking mental health professionals about the types of services and 
the barriers they encounter in providing support to mental health consumers regarding physical health, 
and 3) interviewing executive directors of consumer run organizations (CRO) to better understand the 
specifics supports and barriers provided to CRO members in the area of physical health.      

 
2. Describe the benefits of the research to the human subjects, if any, and of the benefits to human or 

scientific knowledge: 
The research will benefit consumer run organizations by providing an understanding of their role 

in health disparities among older adult mental health consumers. The information provided by this 
research will help inform consumer run organizations of the barriers and the strategies other organizations 
use to address the health disparities of older adult mental health consumers. This research will benefit 
mental health providers by providing a dialogue in which barriers and supports can be discussed.   This 
research will benefit scientific knowledge by building upon current research on health disparities and 
contributing to scientific knowledge and health disparities of older adult mental health consumers.  

 
3. Describe the subjects, how the subjects are to be selected, how many are to be used, and indicate 

explicitly whether any are minors (under age 18 per Kansas law) or otherwise members of "vulnerable" 
populations, including, but not limited to, pregnant women, prisoners, psychiatric patients, etc. 

There will be two groups of participants, mental health consumers, and the mental health 
providers. Approximately 120 mental health consumers will participate in the study, with approximately 
20 of those being Executive Directors of consumer run organizations.  There will be approximately 48 
mental health providers recruited to participate in the study. All participants will be recruited at 2008 
Recovery Conference. Opportunities to participate in the study will be announced at the conference and 
include a variety of methods (e.g. posters, researcher recruiting, conference officials making public 
announcements) to recruit participants. 

 
4. Describe each procedure step-by-step, including the frequency, duration, and location of each procedure. 

There will be three distinct data collection methods: (1) surveys with mental health consumers, 
(2) focus groups with mental health professionals, and (3) interviews with executive directors of CROs 
(who are also consumers).   

1.  Surveys will be administered to mental health consumers throughout the duration of the 
Recovery Conference and will take approximately 20 minutes to complete.  The surveys will be 
administered in a private room. See Survey Guide for more details. 

2.  Four focus groups will be held with mental health professionals during the Recovery 
Conference. Each focus group will last approximately 90 minutes and have 12 participants each. Focus 
groups will take place in private rooms.  CCSR Research Associates will facilitate and take notes during 
the focus groups.  There will be NO audio or video recording.  See Facilitation Guide for more details.   

3.  Interviews will be conducted of executive directors during the Recovery Conference at 
specified times arranged by the directors and researchers from the Center for Community Support and 
Research.  These interviews will take place in private rooms and will take about 15 minutes.  Each 
participant will only take part in one data collection procedure.  See Interview Guide for more details.  
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5. Describe any risks or discomforts ( physical, psychological, or social) and how they will be minimized. 
The only risk or discomfort is that mental health consumers are surveyed about their physical 

health concerns.  Asking these types of questions may cause discomfort as participants will recognize and 
share some of the health issues they face.  This potential discomfort will be minimized by allowing 
participants to discontinue at any time or not answer any questions they are not comfortable with.  In 
addition, researchers will be trained on research interview protocol to ensure safety and respect of 
participants.  These risks will also be explained in the consent form.  There are no risks for the 2nd and 3rd 
phases of the research (i.e., focus groups and interviews with executive directors). 

 
6. Describe how the subject’s personal privacy is to be protected and confidentiality of information 

guaranteed (e.g. disposition of questionnaires, interview notes, recorded audio or videotapes, etc.). 
The principal investigator will maintain the original participant lists and all completed 

surveys/interviews and focus group notes from all research data collection methods in a locked 
confidential file to which only members of the research team will have access.  In addition all 
investigators will be instructed on guidelines and rules for maintaining confidential information of 
research subjects.  To maintain subjects’ confidentiality of information in the research databases, only 
subjects’ unique identification number will be recorded on the database itself.  Only research associates 
from the Center for Community Support and Research will review recorded focus group sessions for data 
analysis purposes 

 
7. Describe the informed consent process and attach a copy of all consent and/or assent documents.  These 

documents must be retained for three years beyond completion of the study.  Any waiver of written 
informed consent must be justified. 

Obtaining Informed Consent:  
Informed consent will be obtained based on the research phase being implemented (See Appendix for Informed Consent for 

each research phase).   
(1) Surveys of Mental Health Consumers - At the start of survey, participants will be read and asked to give consent to 

participate, the confidentiality of the information obtained and their rights as a research participant.  They will be 
informed of the who, what, when, where, and how of the study so that they can be fully informed of the potential 
benefits and risks prior to providing informed consent .  It will be emphasized that participation is strictly voluntary 
and that subjects’ relationship with the Recovery Conference or the CCSR is not affected by their decision. A 
research associate will respond to any questions or concerns. 

 
(2) Focus Groups - Informed consent for the focus groups will be included in the introduction given by CCSR research staff 

who will remind them that their participation is voluntary and that their relationship with the CCSR or Recovery 
Conference will not affected by their input. They will also be informed of the who, what, when, where, and how of 
the study so that they can be fully informed of the potential benefits and risks prior to providing informed consent. 
Participants will sign a consent form prior to the interview.  The CCSR research associate will answer any questions 
or concerns.  Participants will be asked to not use any names during focus group sessions. 

  
3) Interview with Executive Directors -  Consent for the in-person interviews will be obtained by CCSR research staff during 

the Recovery Conference.  They will explain that their participation is voluntary and that their relationship with the 
CCSR or the Recovery Conference will not be affected by their input.  They will also be informed of the who, what, 
when, where, and how of the study so that they can be fully informed of the potential benefits and risks prior to 
providing informed consent. Participants will sign a consent form prior to the interview.  
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8. Attach all supporting material, including, but not limited to, questionnaire or survey forms and letters of 
approval from cooperating institutions. 

 
The Principal Investigator agrees to abide by the federal regulations for the protection of 

human subjects and to retain consent forms for a minimum of three (3) years beyond the 

completion of the study.  If the data collection or testing of subjects is to be performed by student 

assistants, the Principal Investigator will assume full responsibility for supervising the students to 

ensure that human subjects are adequately protected. 
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CO5SE5T TO PARTICIPATE I5 THE KA5SAS CO5SUMER HEALTH A5D WELL5ESS 

PROJECT 

 

The Center for Community Support and Research in collaboration Gridley Hoover Pilot Research 
Program, Regional Institute on Aging, Wichita State University is conducting an investigation on the 
health and wellness of mental health consumers in Kansas.  As a member of a CRO that has been in 
operation for at least 1 year, you are invited to participate.  The purpose of the research is to understand 
health and wellness in Kansas consumers. 

 
This project involves interviewing you one time.  If you agree to participate we would like to 

interview you now.  This interview includes questions about your CRO, as well as your own health 
related behaviors, employment and educational history, and social support.  This interview will take about 
20 minutes to complete.  

 
The information from this research will be kept at the Wichita State University Center for 

Community Support and Research.  One year after the project has ended, all forms will be destroyed (by 
shredding) and all information (such as your name) that might identify you will be destroyed.   

 
The risks associated with your participation in this study are: being asked personal questions, and 

being inconvenienced by the time spent in the interviews.  The benefits associated with your participation 
in this study are: learning about yourself from the interviews, receiving a “Nothing about us without us” 
wrist band, and helping us learn about the health and wellness of consumers in Kansas. 

 
 
I understand that as a participant in this project: 
- My participation is voluntary.  I am not required to participate; I can choose to quit at any 

time. 
 
- My participation in my CRO will not be affected in any way by my answers to the 

interview questions. 
 
- My identity will not be revealed in any publication or document resulting from this study, 

or to anyone outside of the evaluation study without my written permission. 
 
Authorization for Participation: I have read or had read to me the above, and I have decided that I 

will participate in the project described above.  Its general purposes, the particulars of involvement, and 
possible risks and benefits have been explained to my satisfaction.  My signature also indicates that I have 
received a copy of this consent form. 

 
Participant’s 5ame (print):_______________________________________________________ 

 

Participant's Signature:      _______________________________________________________ 

 

Date:                                  _____________________ 

 
Investigator's Signature: _________________________________________________________ 



 

 

APPENDIX E 

HEALTH PROMOTION RESOURCES 

Healthy Eating 

http://www.nyc.gov/html/doh/downloads/pdf/public/dohmhnews5-08.pdf 

http://www.cdc.gov/nutrition/index.html 

http://www.cdc.gov/nutrition/everyone/index.html 

http://www.fruitsandveggiesmatter.gov/ 

http://fnic.nal.usda.gov/nal_display/index.php?info_center=4&tax_level=3&tax_subject=358&to

pic_id=1612&level3_id=5954&level4_id=0&level5_id=0&placement_default=0 

http://www.mypyramid.gov/ 

http://www.eatright.org/ada/files/Nutrition_Fact_vs_Fiction.pdf 

http://teamnutrition.usda.gov/Resources/enjoymovingflyer.html 

http://extfcs.sdstate.edu/fnp/network/index.cfm?page=NEWS 

 

Weight Loss 

http://www.cdc.gov/healthyweight/index.html 

http://www.cdc.gov/healthyweight/physical_activity/index.html 

http://www.nyc.gov/html/doh/downloads/pdf/public/dohmhnews6-05.pdf 



 

 

APPENDIX E (continued) 

Physical Activity 

http://www.heart.org/presenter.jhtml?identifier=3053031 

http://www.americanheart.org/presenter.jhtml?identifier=2155 

http://www.cdc.gov/nccdphp/sgr/disab.htm 

http://www.cdc.gov/nccdphp/sgr/olderad.htm 

http://www.cdc.gov/physicalactivity/everyone/guidelines/index.html 

http://www.cdc.gov/physicalactivity/growingstronger/index.html 


