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ABSTRACT

Introduction
There is little research involving the US male gapan with regard to
weight-control and behavior that may affect thesight status. Gender-specific

weight-control programs for men aren’t the standard

Aims
The primary aim of this study was to survey dietamgl health habits of an
adult male employee population. The secondaryweasito determine if the

population would be interested in a male-specifght-control program.

M ethods
A 50-question web-based Qualtrics® survey was podetober ¥ — 30",
2014. A convenience sample was taken. Excluded wen who had not attempted

to diet in the past and those under age 18.

Results

Participants numbered 254 males. Sources of lmutkihowledge pertaining
to diets ranged from a high of web sites (n=1632%) to a low of registered
dietitians (n=24, 10.5%). Of those who reportestrieting at least one-macronutrient
(47%, n=119) restrictions were carbohydrates 77882, fats 40% (n=47) and
protein 19% (n=22).
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Data were collapsed into age groups for some aeslysch as dieting
methods. The over 30 age group was more likelyatehdecreased amount of food
intake 2 = 12.03, n=185 p= .001), reduced overall calajiés 3.95, n=163, p=
.047), skipped mealg2= 7.70, n=55, p= .006) or tried programs such asgi\l-
Watcherd“, Jenny Crai@V, etc. 2= 6.40, n=30 p=.011). There was nothing of
significance for those under 30.

Among all respondents, interest in a gender-spewgiéight-loss program was
compared with the following variables: satisfactwith current weightx2 = 6.89,
n=252, p=.032), education (three group&=9.76, n=251, p=.008), income
(x2=14.56, n=245, p=. 006) and BM{2=11.17, n=252, p=.004). Applying the
Mann-Whitney U test to compare weight satisfac{ibib) values between those
interested/not interested in a weight-loss progi@nmen, the two age groups gave
(5863.5, p=.019), weight satisfaction (5625, p85)) three levels of education
(5525.5, p=.002), BMI (5678.5, p= .005) and incai®99, p= .034).

Conclusion
Further research addressing dissatisfaction with Bisly lead to development
of gender-specific programs that could result fie sad effective weight-control

programs for men possibly decreasing prevalenceabé obesity.



Chapter 1

INTRODUCTION

Obesity is a health disparity that cuts acrosdehographics. Two-thirds of
adults and almost one-third of children in the Edittates (US) are overweight or
obese, with every age group, gender, urban or am@imajority-minority populations
being represented. This epidemic is associated with major causes afrib disease,
disability and death. Obesity is a complex and ifadéted problem in the US and
resources have been developed to bring awaren#ss psoblem at the community
and individual level.

A 2012 Institute of Medicine (IOM) report puts agt deal of emphasis on
“message environments” for obesity prevention wlachbroken down into four
components including school, food and beveragesiphlactivity, health care and
work environments’ Programs have been developed for communities, $chad
work environments as well as for women and childred the IOM report focuses
strongly on these componenY®t there is a missing link in these interventidang.
Very little research has been done on the dietaigth of men in the US and the effect
these habits have on their weight status.

Males make up 49% of the total population. Accogdio the US Census
Bureau, the male population has increased at latlligigher rate than females (9.9%
as opposed to 9.5% respectively between 1999 ah@) 70 Furthermore, much
research has been done to address behavioral amg dynamics associated with the

influence of diet habits among specific groups Miitte focus on male dieting habits.



Dietary choices of men may influence health arektifle outcomes that affect them as
individuals and collectively as a member of th@usehold, potentiating far reaching
long-term health affects.

Weight status and the dietary habits associatduwaight status have been
strongly implicated in research leading to develeptof chronic conditions such as
diabetes, stroke, hypercholesterolemia, heart sisezertain cancers and arthritis. The
following literature review will address the eatiagd dieting habits of men and the

effect such habits have on their health.



Chapter 2

LITERATURE REVIEW

2.1 Background

According to the National Health and Nutrition Exaation Survey
(NHANES) the prevalence of obesity has increaséaden 1976-1980 and 1988-
1994 and again between 1988-1994 and 1999-2018n analysis was done of height
and weight measurements on 5,555 adult men and waiged 20 years and older
obtained in 2007-2008 as part of an NHANES suraeayationally representative
sample of the US populatioh.Overweight is defined as a Body Mass Index (BMI)
between 25.0 and 29.9. Obesity is defined as a&NaD or higher. Estimates of the
overweight and obese population of this study riexethat over the 10-year period
between 1999 and 2008, obesity showed no signtficand among women, however,
there was a significant linear trend for men. Apke size of 2,750 men revealed a
prevalence of obesity in 32.2% of men greater 2@agears of age in years 2007-
2008; this was up from 27.5% in 1999-2000. Nosgdnic white men had a 31.9%
obesity rate and non-Hispanic black men had anitytrage of 37.3%. Thirty-one
percent of adult men aged 40-59 years were fouhe tmbese between 2011-2012,
which indicates increasing trends in obesity aceggsranges and further emphasizes
this linear trend.

Another NHANES study examined the trends in enémgpgke among US
adults from the 1999 through 20%0.Energy balance has been recognized as a key

influence for weight status. Trends in energykatasing data taken from nine



NHANES surveys included a total of 63,761 adults 29-74 years. The results
demonstrated an adjusted mean energy intake ttraaised from 1955 kcal/day in
years 1971-1975 to 2269 kcals/day in 2003-2010, theclined to 2195 kcals/day
during years 2009-2010. Analysis of data fromAWES suggest that the
prevalence of obesity may be leveling off among wonparticularly white women,
but continues to increase among men. In conteast,gy intake among men increased
similarly in relative terms as energy intake ameamgnen despite a continuing
increase in the prevalence of obesity in men. Ehadeof this is demonstrated by the
population of 4,903 men in 1971-1975 eating a ntetal of 2453.4 kcals per day as
opposed to the sample population of 2,456 men @9ZD10 eating a mean total of
2564 kcals per day. Obesity in men might be attet to the additional 108 kcals/day

taken by men combined with increased sedentarstyites.

2.2 Dieting Habits of the M ale Population and Related Health Disparities

As the baby-boomer population ages certain lifestyedictors such as
smoking, physical activity, sedentary lifestylesl ahcohol consumption in middle-
aged men can lead to higher disability rates cosgaetinto fewer years. Healthy
aging has no clear phenotype definition and maseaech is needed to establish the
impact on dietary and sedentary behaviors on heafjing men. A study of older
men included samples of men born prior to the Séatiorld War® It is thought that
in light of the obesity epidemic, future generaionay not age the same. The global
phenomenon of obesity is associated with environpsecial and personal factors,
such as urbanization and global change to foodabikiy, eating habits and
increasingly sedentary lifestyles. Current andreimpacts of obesity on health care

expenditures and human life expectancy may be emsiyimpacted®



The Pennington Center Longitudinal Study involvd¢3#3 adults ages 18-89
years and measured height, weight, waist to heaila (WHtR), waist to hip ratio
(WHR) and BMI.” These measures were compared to the vitaltatatef the
population after 120,637 person years. The vitdlus of the participants was
determined by linkage with the National Death Intlmough 2009. Associations of
anthropometry and all-cause mortality were stromgevhite adults than African
American (AA) adults; however, total male partidipa was lower (36.6%) than
female (63.4%) in this study. While the purposéhes study was to compare
anthropometric measures with mortality betweengaités important to note that the
sample size of men in the study was significanttaker than that of women thereby
leading to the need for further research on thecason between anthropometric
measures and race with attention to the male ptpalaThe strength of the
association between BMI and mortality in AA memiglear, as some studies have
reported a significant association in these menengthers have reported an absent or
reduced associatioh .

Weight control is strongly related to other hediéits. In men these habits
may have a stronger correlation as demonstratesg\igral studies. A prospective
cohort study of 19,478 US male health professiowdls follow up from 1988-1992
was tracked and the effect of a change in four comhabits (exercise, smoking,
television viewing and eating) on body weight wasasured® This group of
middle-aged men, who were free of cancer, corohagyt disease and stroke, was
tracked to determine the association between a#gfeange in body weight and
common habits, after adjusting for baseline agpehgnsion and

hypercholesterolemia. The results revealed thgireus activity was associated with



weight reduction, while television and video viegiand eating between meals were
associated with weight gain. Quitting smoking artustory of voluntary weight loss
prior to the study period were consistently reldtedeight increase. Recently being
on a diet was more strongly related to weight boe®ng older men. Over the 4-year
period, middle-aged men who increased their exerdiscreased television viewing
and stopped eating between meals, lost an averaightvof 1.4 kg. Overall, this
population realized a 1.4 kg. increase in weighother study suggested the
prevalence of obesity among middle-aged men wasdbamong those who
maintained a higher level of vigorous physicalwtti ° These data suggested an
improvement in overall health habits with emphasisncreased physical activity and
decreased television use along with change ingatbits resulted in weight
maintenance or a modest weight loss over 4 yealssmmale population.

The FINRISK study using a population of 3995 Fihnisen and women aged
25 to 64 years aimed to find associations of edoicand income with BMI and to
study the mediating pathways through health belso A self-administered
guestionnaire assessed education, household indeiswee-time physical activity,
sitting behavior, dietary habits, smoking, and atdaonsumption. The results
indicated that most health behaviors mediated $keaation between socioeconomic
status and BMI. Health behaviors clustered stromglly each other. Among men, diet
had the strongest association with BMI, while tffect was of lower magnitude for
television time, physical activity and between mesting. Furthermore, education
and income had direct associations with BMI amoogwn only. There were several
gender differences noted in this study. In meet a@nd sitting, but not leisure-time

physical activity were systematic mediators betws@sioeconomic status and BMI.



In women, the mediators were income, diet, sittiaigure-time and physical activity,
and alcohol consumption. This may indicate thatesmonomic status, mostly high
income, fosters healthier behaviors and therdasger variance in these behaviors in
women as opposed to men. The data in this stugydfthat women used fruits and
vegetables more frequently suggesting an overalttier diet in women than in men.
In contrast, men more than women reported a higélérrated diet quality overall.
Therefore, there may be gender-specific perceptiohgalth behaviors. The data in
this study concluded that higher socioeconomictmospredicted lower BMI and its
effect was mediated by diet and sitting in men.

A study using NHANES data from 2001-2002 aimedrtalgze specific
practices by US adults who tried to lose weightried to not gain weight during the
past 12-month period? A total of 2,209 men aged 20 years and older wseg in
this study. Covariates of age, race/ethnicity, ation, smoking status and BMI were
included. Overall, 51% percent of US adults triea¢antrol their weight in the past 12
months of the study, including those who triedasel weight (34% of men and 48%
of women) and those who tried to maintain weighglvs. 10% respectively). Many
more women with a normal BMI reported trying todageight in the previous year
than men (29.8% vs. 9.9% respectively). The prexaef trying only not to gain
weight over the previous 12 months was similar leetwgenders (9.8% and 11%
respectively). Trying to lose weight varied by isedemographics but was most
strongly associated with increased BMI. Among ntkare was no association with
age and trying to lose weight. Gender-specific aufdsen trying to maintain weight
(not gain) were higher in those aged greater titayedrs. Sixty-four percent of both

genders ate less food as a means to lose weigiwever, men reported higher levels



of physical activity (180 minutes vs. 100 minutes week respectively). Among the
group trying to maintain weight, men and womenrhd differ significantly in rates
of calorie restriction (71.2% for men, 64.1% formen); however, men once again
reported higher levels of physical activity (210hoities per week as opposed to 113
minutes/week) and were more likely than women tetmecommendations
combining calorie restriction with physical activit

Another study was done to examine the associattmnden BMI and more
objective measures of prostate tumor aggressivenessr grade and sizé&
retrospective analysis of 2,302 patients treated veidical prostatectomy at the Duke
Prostate Center from 1988-2007 was performedAfter adjusting for multiple
clinical pre-operative characteristics, higher BMds associated with a greater percent
of the prostate involved with cancer, increasedaiumolume and high-grade disease.
Men with BMI >35 had nearly 40% larger mean tumolumes than normal-weight
men. There may be substantial evidence that ghiesihen may cause greater risk of
more aggressive prostate cancers if diagnosedtigtdisease.

Obesity may be associated with prostate canceirigad greater amount of
tumor involvement, a higher-grade tumor at diagnasid death. The Cancer
Prevention Study Il Nutrition Cohort examined thigllBand weight change in relation
to incident of prostate cancer by disease gradestu in 69,991 meli Participants
provided height and weight in 1982 and again ablenent in 1992. During follow-
up, documentation on 5,252 prostate cancers was. ddhll was found to be
inversely associated with risk of non- metastatig-grade prostate cancer, but BMI
was positively associated with risk of non-metastiaigh -grade prostate cancer.

Compared with weight maintenance, men who lostpdiinds between 1982 and



1992 were at decreased risk of more aggressiveégieasancer and may have

decreased further occurrence and diagnoses ohtggessive tumors.

2.3 Dieting Habits of Young Adult Males

Obesity is not only a concern for adult males. prevalence of obesity in the
US is higher among adolescents than children agegiéarsé Between years 2009-
2010, data also show that the prevalence of obissitigher among boys aged 2-19
than girls> Weight gains were found to be of greater incidearog magnitude in
college-aged males than femalesSeveral studies have shown this to be true. One
such study focused on fast-food eating habits ofarsity men and womeH. A two-
page questionnaire assessed subjects’ frequereatiafy meals and snacks at fast-
food restaurants, the predominant types of fast-f@staurants patronized, frequency
of meals and snacks eaten at such restaurantsffunehicing factors on choices.
Eighty-four percent of men as opposed to 58% of emmeported eating fast food for
lunch at least once day a week. Also, a signifigdrnigher percentage of men than
women (70% as opposed to 63%) reported choosinggeband French fries at this
meal. Forty-one percent of men as opposed to ZWemen choose a carbonated
beverage whereas the reverse was reported fosatiet (14% vs. 31%). Women
reported eating at fast-food restaurants with fgffniends more often than men as one
of two main reasons for eating at fast-food restats. Forty-four percent of men
reported eating everything served as opposed toenammo ate just until satisfied.
Thirty-seven percent of men and 51% of women reyglathey considered selecting
healthier options at fast-food restaurants.

A study done to examine differences in dieting diereating habits and

nutrition beliefs in a group of college studentsared men had significantly higher



height, weight and BMI value3 A significantly higher percentage of women reporte
trying a low-fat or low-carbohydrate diet than marsignificantly lower percentage of
men than women ever tried a diet, and women repattéaining nutrition knowledge
from family, newspapers, and magazines while mported gaining nutrition
knowledge primarily from classes, friends, instirtetevision and other means.
Women agreed there was too much sugar in thes died that it is important to
monitor carbohydrate and fat consumption in orddose weight. Ninety-four percent
of all subjects agreed that it is important toaaariety of foods to maintain healtf:.
Research on gender differences as a contributotgrféor weight gain during
the freshman year in college found that of the &1 ge students (60% male) who
participated in this weight assessment and lifersmperspective study (obtained in a
focus group setting) concluded that weight gainseveggnificantly higher and of
greater incidence in males than in females duriestiman first semestér. Eating a
healthy diet during this time was considered torfaee challenging than during senior
year of high school for both males and females.eMalidents were less concerned
about weight and used fewer strategies to contedjjiwt gain than females. Behaviors
established during this time could initiate lifexpweight struggles and associated
health problems and the college male populationghleaat increased risk for these

health disparities.

24 Temporal Eating and Weight

Research supports eating breakfast is one of tis¢ coommon habits that
facilitate a healthy BMI. Among adults, skippingats is associated with excess
body weight, hypertension, insulin resistance dadated fasting lipid

concentration$® The Health Professionals Follow-Up Study (HPFR®}spectively

10



researched breakfast eating habits and risk ofhemycheart disease (CHD) in 26,902
American men age 45-82. These men were free of cardiovascular diseaseamkc
at the time of study. The HPFS is an ongoing stifdpale health professionals who
were enrolled in 1986; about 97% were of white paan decent. Questionnaires
about medical history, lifestyle and health —reddbehaviors were mailed to
participants with baseline questions for eatingtsadf this population beginning in
1992. The HPFS used a 131-item food frequencytigmesire every 4 years to
assess dietary habits. Because some men repoipgpihgkbreakfast and then reported
eating before breakfast and in between breakfaktuarch, breakfast was defined as
eating before breakfast, after breakfast and befmreh. In this study late-night
eating was defined as eating after going to beelsuRs of this study found that men
who skipped breakfast had a 27% higher risk of Gidbpared with men who did
not. Compared with men who did not eat late ahtithose who ate late at night had
a 55% higher CHD risk. These associations wer@adtied by body mass index,
hypertension, hypercholesterolemia, and diabetdiguse Eating breakfast was
associated with significantly lower CHD risk inghdohort of male health
professionals. Skipping breakfast, and late-negtiing were associated with higher

BMI's, and late- night eating was associated wittréased calorie intake.

2.5 Emotional Eating

A number of research studies have been done ompkgehological influences
correlate with weight status. There is evideneg €dmotional eating (EmE) may
differ between genders. Using a three-factor eajungstionnaire, 8,589 men and
27,061 women participated in the Nutri-Net-Santecro *® The three factors

addressed in this study were: cognitive restrain¢ontrolled eating and EmE. Self-

11



reported height and weight were used as well as EtoEes from the 21-item
guestionnaire. The relationship between EmE andhwstatus was estimated and
interactions between EmE, gender and dieting hist@re assessed. Emotional eaters
were likely to overeat in response to emotionseaiathan respond to internal satiety
cues. This type of behavior is more frequent iasgbsubjects. Results of this study
indicate that EmE was greater in women than in amhin former or current dieters
than in subjects without a history of dieting. Thedification of gender and dieting on
the EmE score and on the association of the EmEe scwl weight status as well as
history of dieting should be further explored wlasldressing dieting and the male

population.

2.6 MaleObesity in Other Cultures

As obesity remains a public health challenge olobaj level, populations are
being studied to determine what can be done to fjdats and eating behavior
within communities. A study of London-based Irialen cites the number of men
rated as obese in England is estimated to haveased from around 4.3 million in
2003 to over 6.6 million by 201&° Similarly, a focus group study of Mexican
immigrant men’s perceptions of dietary choicestie¢pto lifestyle was done to
explore this population’s perspective on weighet dind physical activity as it relates
to the individual and familie¥. Immigration is happening on a global scale and
Latinos comprise the largest, fastest growing niipgroup in the United States.
Among the Mexican-American population 40.4% of #&slalged 20 years or older are
classified as obes&. The prevalence of obesity in Hispanic men iny@911-2012
is 40.1% (which includes all Hispanic men not jMeixicans)? These data correlate

with increasing risk for chronic diseases suchiabates. Using a Socio-Ecological

12



Model as a guide, research questions were developgain insight on immigrant
men’s perspective on weight and lifestyle as tledgte to the individual and family.
Mean age of the population was 41lyears. One- kginplercent were born in Mexico
and had lived in Alabama for a mean of 8 yeargcdteed benefits of a healthy
lifestyle included improved mobility and decreasearbidities. Perceived obstacles to
achieving a healthier weight included demandingkmsmhedules and an environment
not conducive to walking. These men also descritmeigration as having a negative
impact on family unity and established meal tim&ke difficulty in recruitment of
men for this study may be an indication of diffiguih involving men in family-based
programs and public health research more generdte focus on future health
programs should be family centered and designeddoess what Mexican men
perceive as important within their culture.

A gender-sensitized and healthy-living programtesdiFootball Fans in
Training (FFIT) was done through the Scottish Pegrheague football (soccer) clubs.
2L The study involved 747 men aged 35-65 yearsditinthe United Kingdom with a
BMI of >30 who, after being randomized into intamien and control groups,
completed a 12-month program. Primary outcome Wwasrtean difference in weight
loss between groups at 12 months; secondary outcame mean difference in
weight loss between groups at 12 weeks; and méfenetice at 12 weeks and 12
months in waist circumference, blood pressurersglbrted physical activity, diet,
psychological health and quality of life. At 12 ntbs, more men in the intervention
group achieved at least 5% weight loss. Seconalaigomes (weight at 12 weeks,
systolic and diastolic blood pressure at 12 weekls1®2 months) were significantly in

favor of the intervention group. Differences iff seported improvements in physical

13



activity, decreased consumption of fatty foods aledhol units and increased
consumption of fruits and vegetables, were repoffed

A review of randomized controlled trials of lifeltyweight-loss interventions
set out to investigate total and ethnic male pdjnnanclusion.?> Results revealed
samples were on average 27% male as opposed téen3dke. Trials recruiting a
diseased sample included a larger proportion oéslan those not targeting a
disease. About 5% were exclusively male samples stidies in the past 10 years
specifically targeted minority males. Despite pinevalence of obesity being similar
between men and women, males, including ethnicsnale unrepresented in lifestyle

intervention trials.

2.7 TheChallenge

Obesity presents a population-wide far-reachindtheaisis that contributes to
decreased quality of life and contributes an ecaadmrden on the health care
system. Both private sectors and the governnasatarch firmly support funding for
communities to work toward prevention of obesitgimldren, adolescents and
women but are less representative of men. An IBI8AV (International
Benchmarking of Information Society) report on tireight-loss industry identifies
men as a “large, untapped market” and predicteased efforts focused on weight
loss programs for mef?®

This literature review has shown that the male patpn, a large portion of
the community population, has been under-repredenteoth research and
prevention programs that stem from such researtie. male population in
communities may be a missing link in the fight agathe obesity epidemic. Clearly,

there are gender differences in dietary habitsmaoce studies should be done on
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eating and dieting habits of the male populatiothenUnited States. Furthermore,
family-centered programs should engage men andgisogoals related to wellness
for the communities they live in.

The prevention and treatment of overweight and ibpesa a population-wide
basis is challenging. Population-based strategiesién may need to be tailored for
specific behaviors that are measured and evidesmedo These efforts may reveal
environmental interventions that could lead to dased prevalence of obesity in
males and, in turn, may lead to healthier lifestylghich could positively influence
the households these men live in.

Before the dieting “market” begins to tap into thale population, it may be
prudent to do further research on male eating &tthd habits in an effort to drive
this market toward development of safe, effectiegght-control programs for men.
A rigorous program for men in a community settisgisafe effective way for men to
achieve sustained weight loss using a multidisegelf community- based gender-
sensitized approach. This study proposes to exadmtieg and health-related habits

of a community university-based male population.
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Chapter 3
PURPOSE

3.1 Statement of Problem

Obesity has become a population-wide health digpand a substantial
amount of research has been done on the femalehéldthdolescent population with
the goal of providing supportive intervention pragys. However, very little research
has been done using male populations and weightat@nd weight-loss programs
that are gender-specific for men are lacking. éntty, men make up about 49%
percent of the United States population. It wideg prudent if these programs aimed
to include and assist the male population. Dgeéind weight-control programs may
be better supported if the entire family and comityuthese programs are aimed to
assist were included as a more effective meangt@fviention. Gender-specific
programs for males may be another means of fightiagpbesity epidemic in our

society.

3.2 Purpose
The purpose of this study was to survey the eatigging and health habits of

adult male employees at the University of Delawaiag a Web based survey.
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3.3 Specific Aims
The primary aim of this study was to survey theénggand dieting and health

habits that may affect weight status of adult nesigloyees at the University of

Delaware

The secondary aim was to explore if gender-spewiight-control programs

may be an effective means of addressing obesityisrmale population.
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Chapter 4

METHODS

4.1 Study Design

The design of this study was a cross-sectional YWaded survey. The
researcher-developed survey consisted of 50 qusstichich were validated and pilot
tested. The survey was posted on Quafricsthe fall of 2014 for 6 weeks to recruit

volunteers to participate.

4.2 Number of Subjects
The University of Delaware male employee populati@s accessed
electronically for this Web-based survey. A minimgoal of 100 male participants

was set for the study.

4.3 Inclusion Criteria

The survey population included males ages 18 y@aiover.

4.4 Exclusion Criteria

Females and those under the age of 18 years weltedex.

45 Subject Recruitment
Subjects were recruited via email blasts. Theesyumcluded an introductory
paragraph and invitation to participate. The sadfministered survey included a

section for opt-in informed consent to be reviewgdhe potential subject before
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beginning the survey. The survey included contdormation of researcher, advisor
and graduate office and also stated that is hadl texéewed and approved by the
Institutional Review Board. Data were collectedtigh the Web page exclusively
and results were anonymous. There were no rightang answers to the survey. A
$100 gift card to Cabela’s was offered to those wpied in for an anonymous

drawing performed.

4.6 Statistical Analysis

The data collected were summarized using desceigtiatistics such as
frequencies, means and percentages. Chi-squaretesicstatistical assessments from
the Statistical Package for the Social Sciencesime 19.0.01 SPSS Inc. an IBM
company, 2010, Chicago, IL) were applied to tesbeigtions between survey
responses. Data were first summarized using geseristatistics. Some of the
answers were compiled into age patterns to showasinesults among participants.
This research study was approved/exempt by therditutional Review Board

(IRB).
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Chapter 5
RESULTS

5.1 Demographics

A convenience sample of 254 full-time male Univigrsif Delaware
employees participated in this survey. The oVel@inographic data can be found in
Table 1. The majority of respondents were age® ADtyears (n=81, 31.9%),
followed by those 51 to 64 years (n=68, 26.8%)o0sMespondents held a bachelor’s
degree or higher (n=79, 31.2%). Only 10 respotal@!.0%) had trade/technical
training with an equal number having a high scliploma or GED. One participant
reported a BMI of 18.5 and was excluded from thisigle, as he would not be
considered a candidate for a weight-loss diet regimlhe sample was predominantly
white Caucasian (n=216, 85.7%) and of non-Hispatiiaicity. Twenty-five percent
(n=63) had a household income greater than $91f6D6wed by those with income
of $51,000-70,000 (n=56, 22.7%) and those earnirtigd®0-30,000 (n=49, 19.8%).
Only 2.8% (n=7) were in the lowest reported incarategory of less than
$15,000/year.

For the purposes of this study, BMI was calculateitg NIH standards.
Most participants were either overweight (n= 114dbese (n=54%)) (see Table 2).
Based on self-reported height and weight, the nBdhwas 27.36 (SD 4.8) with a

minimum BMI of 19.37 and a maximum of 48.82.
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5.2 Dieting Habits

In the past year, men had changed their eatingshabiaverage one to two
times to control their weight (Table 3). The masight lost during these attempts
was reported to be > 21 pounds (n=79, 31.6%), €rdpllongest length of time
weight loss was maintained was > 6 months (n=16189%), (Table 5). The majority
of participants were unsatisfied or very unsatgfieth current weight (n=77, 70%,
n=29, 11.4% respectively). Only 19.3% were sacsfvith their current weight.
When grouped into NIH standards for BMI, Figureh®ws interest in gender-specific
weight-loss programs by BMI weight classificatioesire to go on a weight-loss
program for men was strongly indicated by BMI cifisation, those of normal BMI
(n=50, 59.5%within group), overweight (n=71, 62.84thin group) and obese (n=46,
85% within group) were interested in a weight-lpssgram for men.

Data were collapsed into two age groups thosenB@igears and those over
age 30, and methods of dieting were compared (T@bl&he four methods showing
most significance (p <. 05) for those over 30 ya@ese decrease the amount of food
(n=185,x2=12.03, p=.001), skip a meal (n=5%2=7.70, p= .006); commercial
programs such as Jenny Crdidn=30,x2= 6.40, p= .01); and reduce overall calories
(n=163,x2 = 3.95, p =. 047). Other methods chosen sucdastig and cutting out
sweets and junk showed no statistically signifieabetween those under age 30 and
those over age 30.

In the over age 40 group, dieting methods sucltaasgaway from home less
and programs such as Weight -Watciérgnd Jenny Craiy were statistically
significant (p=.007 and p= .049 respectively).

In the past year, men reported changing their gédtabits in an effort to lose

weight one to two times (n=154, 60%), zero times §id, 22%) and three to four
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times (n=26, 10%). In these attempts to lose garbohydrate foods were more
frequently restricted (n=92, 57%), followed by fadds (n=47, 29%) and protein
foods (n=22, or 13.7%).

There are a number of weight-loss aids marketedet@ublic. Weight-loss
aids most often chosen by this population were ¢aborie foods (n=106, 56%) and
least often were liquid diet supplements such as Bast™ (n=25, 13) (Table 7).
Thirty-three percent (n=104) of men took a basidtivitamin as opposed to those
who did not take any multivitamin or mineral suppénts (n=125,40%), (Table 8).

When BMI ranges were compared with desire for ayhigioss program for
men, the overweight BMI category of men had thegrst interest (Figure 1). The
amount of weight gain that would cause the paricio consider going on a diet
ranged from 5 pounds (n=100, 39%) to more thandkgs (n=9, 3.6%). Four
percent (n=10) would never consider going on a kteligss diet due to weight gain
(Figure 2).

When asked how satisfied with their current weidiD men (43%) reported
unsatisfied, followed by satisfied (n=49, 19%), axeditral (n= 46, 18%). Of those,
167 (66%) participants would consider a weightslpsogram specific for men
(Figure 3). When fitting the Mann-Whitney U testthmse who would consider going
on a weight-loss diet specifically for men thoséwiigher incomes (Mann-Whitney
5599, p = .034), education level (Mann-Whitney 5525. 002) and age (Mann-
Whitney 5863, p =. 019) were statistically sigraint. Weight satisfaction and desire
for a weight-loss program for men was also statdiiy significant (Mann-Whitney
5625, p = .005). The mean ranks for weight satigfa compared to men interested

in a weight-loss diet and men not interested a®6Bland 143.82. The two groups’
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medians are 2 and 3 respectively (Figure 4). Tsteiloutions of weight satisfaction in

the two groups differed significantly.

5.3 Behavioral Habits Relating to Weight

Eating take-out or restaurant food due to lackrétand ability to cook have
been noted as behavioral habits that may lead ighivgain due to hidden calories
and less healthful choices at mealtinf@s.The number of restaurant meals or take-
out meals eaten per week was broken down into émecuwith the majority of
respondents eating out one-two times per week @=4@hb), and equal frequencies
for those who eat out 3-4 times per week and ni@e four times per week (n=58,
22.7%). Of those who eat home-prepared mealsedim*147 or 58%) was the meal
most often chosen. Six (2.4%) of the participamdécated they currently smoke.
Only 4 respondents indicated they have ever smtikedntrol their weight (1.6%).

Web sites were indicated as the source most oftkred for gaining
knowledge for weight loss (n=164, 30%). Other nseafngaining nutrition
knowledge include advice from friends (n=121, 228%)l newspaper/magazine media
(n=80, 14.7%). Medical professionals such as migsis assistants, doctors and
nurses were accessed by 68 (12.5%) of the resptdeltowed by registered

licensed dietitians (n=24, 4.4%).
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Chapter 6

DISCUSSION

When considering the amount of weight gain that mayivate a participant to
go on a weight-loss diet, those who responded ta@ gain between 20-25 pounds
and desire to lose weight may suggest that thogegam 20 or more than 25 pounds
can be compared to the group that would never gangrdiet and therefore be at risk
for overweight/obesity. Those who indicated a5pbund gain also had greater
desire to diet than those who would consider digiithey gained more than 25
pounds. A research study done by Karkkaffiendicated that gender-specific factors
are associated with successful weight maintenamzkhighlights factors such as
baseline weight and education level to be spefafitors for men. The data in this
study show an inverse relationship between weight gnd consideration of a weight
-loss diet. It seems that those who gain loweounts of weight and have lower
baseline weights are more motivated to controktheight by dieting than those who
gain more weight. It may be that after this amafrweight gained motivation and
effort to lose becomes too difficult and the efflariose weight may seem
insurmountable. Body mass index is used to askesseight status of US males in
the NHANES 2011-2012 survéy. This survey indicates that 71% percent of white
men are overweight or obese in the US. Compaigtithe University of Delaware
population data reveal that 66% percent are egherweight or obese. The

demographics of this population may account fora%epercent difference between
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the NHANES population and this group but it islstb high. Research has shown
that people from higher socioeconomic groups seene iiikely to monitor their
weight and diet more frequently to lose weidfit.

According to Marketdata research, estimates otxBeveight -loss market
revenue grew 1.7% in 2012, with revenues being@billion in 2012 and $60.6
billion in 2011.%° In 2012, dieters shifted toward more frequeet afsfree or low-
cost —do-it-yourself diet plans including over-tt@anter diet pills, meal replacements
and diet books?® In this survey, weight-loss aids such as low-calésbds, and
appetite suppressants were chosen most frequemntltha overall 147% of cases
chose multiple weight-loss aids including herbgd@eaments and liquid diet products
being purchased for aid in weight loss. This gisgportive evidence to the
Marketdata estimates that diet aides are populthran in this study population
purchase such aid. There are many dietary regroeweight-loss marketed to the
US population but most target women. Untapped ntaiikelude men, teens, African
American and Hispanic markef§.

Research from the NIH Office of Dietary Supplemd@®S) has shown that
more than one-third of the US population takes ivitdimin mineral supplements’
Forty-five percent of men in this study use a basidtivitamin and vitamin D
supplement. Forty percent do not use any vitamimiaeral supplements. Because
this is an educated population, knowledge concgradequate diet and ODS
recommendations may have influence on frequencyaamlints of supplements used.

Historically, diets that restrict carbohydrates;lsas Atkins™, have been
popular with the male population because they &fe in animal protein and fat. This

study reflects that as 57% of males at UD haveicéstl carbohydrates in the past in
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an effort to lose weight. Despite the popularityoov-carbohydrate diets efficacy has
not been proverf®

When considering the dieting methods attempted &y grouped into those
over 30 years and those under 30 years there wigsificant statistical difference
between these age groups. Behaviors such as sggippneal and decreasing amount
of food can be categorized as reducing overallreslon the over 30-age group.
Programs such as Weight Watcli#rgvere also employed to facilitate weight-loss in
this group. Choices such a as decreasing alcehthg away form home less, cutting
out snacks and increasing fruits and vegetables natr statistically significant
between these age groups. However, when considiéxengver 40 age group eating
away from home less and programs such as Weighth&a™ and Jenny Craidf
were employed as dieting methods. This may bedaltie population’s higher
income ranges and possible age-related lifestyd@@bs. In research done with a
group of Irish men between the ages of 23 and arsystereotypical food included
burgers and steak. During this focus group reseame young man said “this is
manly food...anything that's big meaty and unhealttly. Programs such as Jenny
Craig™ and Weight Watchef¥ may not appeal to men, especially young men. In
this study, dieting methods including skipping nsedecreasing amount of food,
reducing overall calories and programs such as Ny&\atcher&” are more strongly
employed by the over 30 year population. Particjpain programs such as Weight
Watcher3" are methods used by the over 40 year populailaiyldue to increased
expendable income as well as a higher level matimab control weight due to age-

related health risks.
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We found a significant difference in interest igender-specific weight-loss
program when grouped into those who would conggdarg on a weight-loss
program specifically for men and those who wers &gisfied with weight. Those
with overweight and obese BMI ranges showed assizily significant difference
and higher interest in a gender-specific weighs-jmogram. Increased BMI may lead
to less satisfaction with weight and an increasesird for weight-loss programs.

Lifestyle intervention can be an effective treatiiatervention for obesity??
The effectiveness of these interventions may diffegender due to sex and cultural
differences in physiological response to activiydls, influence of stress hormones
on weight, associations between depression andtpl@si norms relating to body
image. Satisfaction with weight and interest indgr-specific weight-loss programs
for this population may act as a snapshot of thend population when considering

methods to most effectively manage the obesityespid in the male population.

6.1 Study Limitations

Web-based surveys are convenient and low cost.uBedhis study was
administered via campus e-mail it was assumedhiegbopulation had access to the
web to take the survey. The population was limitediversity. Future studies
should address a more geographically and ethnidalbrse population. The survey
itself could have been more inclusive in the nunmdfethoices about types of diet-
specifically for those who may be vegetarian or whwe tried the Paleo and gluten -
free diet as methods to lose weight which may i@ to this male population and
are current diet methods used to control weightdi®s based on a convenience
sample often do not produce representative regdtefore one cannot treat results as

representative of the target audieAiteBecause results may be hard to replicate, and
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differences in results can be hard to replicateags that confound, it is difficult to
draw concrete conclusions. The results of thidysare not generalizable to the male

population at large due to the nature of conver@esampling.

6.2 Conclusion

The US male population is an underrepresented ptpalin the area of
programs designed for prevention of obesity. FBhigsly has indicated a desire in men
over 30 years for a gender-specific program forgiveiloss and it is clear that those
in higher education and socioeconomic status andb®aanotivated to participate in
such programs. Weight-loss programs and dietintane popular as methods of
controlling weight and the dieting and weight-lasgustry continue to offer dieting
methods without regard for gender-specific needden in this study have attempted
to diet in the past and indicated they are dissadisvith their weight and have interest
in a male-specific program so this may be an indioahat there are ineffective and
unsuccessful weight-control programs available émheading to overweight and
obesity in this population. Offering a male-spexcdiet program may add incentive
and motivation to affect and empower men to leadthier lives that could affect
BMI ranges. Further research and development sferd interventions that include
safe, effective weight-control programs for menedeped by qualified professionals

should be offered in the future.

28



REFERENCES

Ogden CL. Prevalence of obesity among aduitsted States, 2011-2012.
www.cdc.gov/nchs/data/databriefs/db131.pdf Weh sitgpdated 2013.
Accessed January, 20, 2014.

U.S. Department of Health and Human SericewalFeview, Healthy People
2010: Nutrition and Overweight. Updated 2010.
www.cdc.gov/hchs/data/series/sr 10/sr10 252 pdéeased January 20, 2014.

Howden LM, Age and Sex Composition 2010. Issveg 2011,
www.cencsu.gov/prod/cen2010/briefs/c2010br. page@essed February 8,
2014

Flegal KM, Carroll MD, Kit BK, Ogden CL. Prewaice of obesity and trends
in the distribution of body mass index among USIt&d1999-2010JAMA-
Journal of the American Medical Association. 2012;307(5):491-497.

Ogden CL, Carroll MD, Kit BK, Flegal KM. Preaice of obesity and trends
in body mass index among US children and adolesc&899-2010JAMA-
Journal of the American Medical Association. 2012;307(5):483-490.

Sjogren P, Cederholm T, Heimburger M, et ah@@e advice on lifestyle
habits and long-term changes in biomarkers of iftation and vascular
adhesion in healthy middle-aged menr J Clin Nutr. 2010;64(12):1450-
1456.

Katzmarzyk PT, Mire E, Bray GA, Greenway FL yHesfield SB, Bouchard
C. Anthropometric markers of obesity and mortalityvhite and african
american adults: The Pennington Center longituditady.Obesity.
2013;21(5):1070-1075.

Ford ES, Dietz WH. Trends in energy intake aghadults in the United
States: Findings from NHANE®3mJ Clin Nutr. 2013;97(4):848-853.

Flegal KM, Carroll MD, Ogden CL, Curtin LR. Redence and trends in
obesity among US adults, 1999-2008MA. 2010; 303(3):235-241.

29



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Coakley E, Rimm E, Colditz G, Kawachi |, Witl&V. Predictors of weight
change in men: Results from the health professsdioibw-up studylnt J
Obes. 1998;22(2):89-96.

Cluskey M, Grobe D. College weight gain andawor transitions: Male and
female differencesl Am Diet Assoc. 2009;109(2):325-329.

Borodulin K, Zimmer C, Sippola R, Makkinen TiEaatikainen T, Prattala, R
Health behaviors as mediating pathways betweemscahomic position and
body mass indexnt J Behav Med. 2012; 19(1):14-22.

Cabhill LE, Chiuve SE, Mekary RA, et al. Prosipee study of breakfast eating
and incident coronary heart disease in a cohartalé US health
professionalsCirculation. 2013;128(4):337-343.

Weiss EC, Galuska DA, Khan LK, Serdula MK. @fgicontrol practices
among U.S. adults, 2001-200%n J Prev Med. 2006; 31(1):18-24.

Freedland SJ, Banez LL, Sun LL, FitzsimonsNiidul JW. Obese men have
higher-grade and larger tumors: An analysis ofDh&e Prostate Center
databaseProstate Cancer Prostatic Dis. 2009; 12(3): 259-263.

Rodriguez C, Freedland SJ, Deka A, et al. Bodgs index, weight change,
and risk of prostate cancer in the cancer prevergiody Il nutrition cohort.
Cancer Epidemiol Biomarkers Prev. 2007; 16(1): 63-69.

Driskell JA, Meckna BR, Scales NE. Differeneasst in the eating habits of
university men and women at fast-food restauraihify. Res.
2006;26(10):524-530.

Peneau S, Menard E, Mejean C, Bellisle F, bengS. Sex and dieting
modify the association between emotional eatingvesight statusAm J Clin
Nutr. 2013;97(6):1307-1313.

Kelly A, Ciclitira K. Eating and drinking habiof young London-based irish
men: A qualitative studylournal of Gender Studies. 2011;20(3):223-235.

Martinez J, Powell J, Agne A, Scarinci |, Giregton A. A focus group study

of Mexican immigrant men's perceptions of weighd &festyle.Public Health
Nurs. 2012; 29(6):490-498.

30



21.

22.

23.

24,

25.

26.

27.

28.

29.

Hunt K, Wyke S, Gray CM, et al. A gender-sesad weight loss and healthy
living programme for overweight and obese men @eéd by Scottish premier
league football clubs (FFIT): A pragmatic randordisentrolled trial Lancet.
2014. doi: 10.1016/S0140-6736(13)62420-4; 10.100648-6736(13)62420-
4.

Pagoto SL, Schneider KL, Oleski JL, Luciani, B¥denlos JS, Whited MC.
Male inclusion in randomized controlled trials béstyle weight loss
interventionsObesity. 2012;20(6):1234-1239. doi: 10.1038/0by.2011.140.

Hill C. 10 things the weight loss industry Wwdell you. Wall Street Journal.
2014; www.marketwatch.com/story/10-things-the-weiglss-industry-won't-
tell-you-2014-01-10. Accessed January 18, 2014.

Karkkainen U. Successful weight maintenancefadighly gender-specific.
Endocrine Today- 2015- www.healio.com/endocrinologgsity/news/online-
2014-11-18. Accessed January 28, 2015.

Fryar CD, Carroll MD, Ogden CL. Prevalenc&wkrweight, Obesity, and
Extreme Obesity Among Adults: United States, 198621 Through 2011-
2012. www.cdc.gov/nchs/data/databriefs/db131.ab site. Updated
September 2014. Accessed February 8, 2015.

http://www.prweb.com. Weight Loss Market irSBUUp 1.7% to $61 Billion.
2013-04-16. Accessed February 9, 2015.

http://ods.od.nih.gov/factsheets/MVMS-Consumdultivitamin/mineral
supplements Reviewed January 07, 2013. Accesswdadrg 10, 2015.

Foster GD, Wyatt HR, Hill JO. A randomizeiéliof low-carbohydrate diet
for obesity. N Eng J of Med. 2003; 348(21): 2082-2090.

http://dissertation.laerd.com/convenienaegdang.php . Accessed March 12,
2015.

31



Appendix A

TABLESAND FIGURESUSED IN ANALYSIS

Tablel. Demographic characteristics of all 254 participants

n
All Subjects * 254
Age
18-20 5
21-30 81
31-40 58
41-50 32
51-64 68
65 years and over 10
Education Levels
High School/GED 10
Trade/technical/vocational 10
Associate's degree 10
Bachelor's degree 79
Master's degree 70
Doctoral or professional 74
Race
White Caucasian 216
Black or African American 7
Asian 18
American Indian or Alaska Native 2
Other 9
Ethnicity
Hispanic/Latino 17
Non-Hispanic 233

%
100

2.0
31.9
22.8
12.6
26.8

3.9

4.0
4.0
4.0
31.2
27.7
29.2

85.7
2.8
7.1
0.8
3.6

6.8
93.2
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Household Income (USS$)

Below $15,000 7 2.8
$15,000-30,000 49 19.8
$31,000-50,000 41 16.6
$51,000-70,000 56 22.7
71,000-90,000 31 12.6
91,000 or more 63 25.5
*All categories do not add up to 254 due to missing data
Table 2. BM1 based on NIH definitions

Frequency Percent
18.5<=BMI<25 (Normal) 86 33.9
25<=BMI<30 (Overweight) 114 44.9
30<=BMI (Obese) 54 21.3
Total 254 100
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Table 3. Past year eating habits have changed to control weight

Frequency Percent

Valid Percent

Cumulative Percent

0 times 57
1-2 times 154
3-4 times 26
More than 4 times 17
Total 254

22.4

60.6

10.2

6.7

100

22.4

60.6

10.2

6.7

100

22.4

83.1

93.3

100

Table4. M ost weight lost whiletrying to lose weight

Frequency Percent Valid Percent

Cumulative Percent

5 pounds or less 45
6-10 pounds 58
11-15 pounds 35
16-20 pounds 33
More than 21 pounds 79
Total 250
Missing 4

Total 254

17.7

22.8

13.8

13.0

31.1

98.4

1.6

100

18.0

23.2

14.0

13.2

31.6

100

18.0

41.2

55.2

68.4

100
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Tableb. Length of time weight loss was maintained

Frequency Percent Valid Percent

Cumulative Percent

Less than 1 month

1-3 months

3-6 months

Greater than 6 months
Total

Missing

Total

11

43

44

151

249

254

4.3

16.9

17.3

59.4

98.0

2.0

100

4.4

17.3

17.7

60.6

100

4.4

21.7

39.4

100

Table6. Comparison of dieting methods followed (18-30 yearsold vs. 31+

yearsold)

Q9: What methods of dieting haveyou followed? df n X2 p
Decr ease amount of food 1 185 12.03 0.001*
Skip a meal 1 55 7.70  0.006*
Other programssuch asWeight Watchers, etc. 1 30 6.40 0.011*
Reduceoverall calories 1 163 3.95 0.047*
Decr ease fatty foods 1 149 215 0.142
Fasting 1 32 2.35 0.125
Cut out sweets/junk food 1 190 0.51 0.477
Cut out snacking 1 130 0.29 0.593
Eat away from home less 1 105 0.02 0.904
Decrease or omit alcohol 1 97 0.002 0.966
Increase fruits and vegetables 1 181 0.04 0.834

*p<.05
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Table 7. Waeight-loss aids commonly used

Responses*
Low-calorie foods

Appetite suppressants

Liquid diet supplements such as Slim-Fast
Prescription drugs

Herbal supplements

Total

n Percent of Cases

106 82.2%
27 20.9%
25 19.4%

5 3.9%
26 20.2%
189 146.5%

* Participants could select mor e than one answer

Table8. Frequencies of vitamin and mineral supplements

Responses *
Basic multivitamin

Vitamin D

Antioxidants such as vitamin C, Eor A

Zing, iron, or selenium

| do not take vitamin or mineral supplements

Total

n
104

37

31

15

125

312

Percent of Cases
41.1%

14.6%

12.3%

5.9%

49.4%

123.3%

* Participants could select mor e than one answer
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Appendix B
ADDITIONAL TABLESAND FIGURES

Table9. Days/week eat home-prepared breakfast

Cumulative
Frequency | Percent | Valid Percent Percent

Valid 0 28 11.0 11.2 11.2
1-2 41 16.1 16.3 27.5
3-4 25 9.8 10.0 37.5
5-6 54 21.3 21.5 59.0
7 103 40.6 41.0 100.0
Total 251 98.8 100.0

Missing System 3 1.2

Total 254 100.0
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Table10. Days/week eat home-prepared lunch

Cumulative
Frequency | Percent | Valid Percent Percent

Valid 0 26 10.2 10.5 10.5
1-2 63 24.8 25.5 36.0
3-4 49 19.3 19.8 55.9
5-6 71 28.0 28.7 84.6
7 38 15.0 154 100.0
Total 247 97.2 100.0

Missing System 7 2.8

Otal 254 100.0

Table11. Days/week eat home-prepared dinner

Cumulative
Frequency | Percent | Valid Percent Percent

Valid 0 2 .8 .8 .8
1-2 9 3.5 3.6 4.4
3-4 58 22.8 23.0 27.4
5-6 147 57.9 58.3 85.7
7 36 14.2 14.3 100.0
Total 252 99.2 100.0

Missing System 2 .8

Total 254 100.0
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Table12. Meals per week eaten in a restaurant or take-out food

Valid Cumulative
Frequency [ Percent| Percent Percent
Valid  Rarely/never 36 14.1 14.2 14.2
1- 2 meals a week 102 40.0 40.2 54.3
3-4 meals a week 58 22.7 22.8 77.2
More than 4 meals 58 22.7 22.8 100.0
a week
Total 254 99.6 100.0
Missing System 1 4
Total * 255| 100.0

* Includes subject with 18.5 BMI

Table13. Times per day snacks are eaten between meals

Valid Cumulative
Frequency | Percent Percent Percent

Valid 0 times 42 16.5 16.5 16.5

1-2 times 172 67.5 67.5 83.9

3-4 times 28 11.0 11.0 94.9

More than 4 13 51 51 100.0

times

Total * 255 100.0 100.0

*Includes subject with 18.5 BMI
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Table14. Amount of times per day eat after the evening meal

Valid Cumulative
Frequency | Percent| Percent Percent
Valid | never eat after the 88 34.5 34.5 34.5
evening meal
Once per day 145 56.9 56.9 914
Two times per day 16 6.3 6.3 97.6
More than two times 6 2.4 2.4 100.0
per day
Total* 255 100.0 100.0
*Includes subject with 18.5 BMI
Table15. Number of times get up to eat after going to bed
Cumulative
Frequency | Percent | Valid Percent Percent
Valid Yes 22 8.6 8.7 8.7
No 231 90.6 91.3 100.0
Total 253 99.2 100.0
Missing System 2 .8
Total * 255 100.0

*Includes subject with 18.5 BMI
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Table 16.

Averagetime per day spent sitting

JCumuIative
Frequency|Percent |Valid PercenfPercent
\Valid Less than 2 hours per |11 4.3 4.3 4.3
day
2-4 hours per day 34 13.3 13.4 17.7
4-6 hours per day 76 29.8 29.9 47.6
6-8 hours per day 79 31.0 31.1 78.7
More than 8 hours per|54 21.2 21.3 100.0
day
Total 254 99.6 100.0
[Missing System 1 A4
Total * 255 100.0
*Includes subject with 18.5 BMI
Tablel17. Either of parents overweight
Cumulative
Frequency | Percent | Valid Percent Percent
Valid Mother 47 18.4 18.4 18.4
Father 50 19.6 19.6 38.0
Both parents 56 22.0 22.0 60.0
Neither parent 102 40.0 40.0 100.0
Total* 255 100.0 100.0

*Includes subject with 18.5 BMI
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Appendix C
IRB APPROVAL

If you only have one appendix, change the styléb@fprevious two

paragraphs téppendix - one andAPPENDIX TITLE - one, respectively.

SITY or
@ EIA\A]ARE RESEARCH OFFICE 210 Hullihen Hall
University of Delaware
Newark, are

DATE: July 10, 2014

TO: Virginia Vining, BS

FROM: University of Delaware IRB

STUDY TITLE: [624687-1] Eating Habits of Men
SUBMISSION TYPE: New Project

ACTION: DETERMINATION OF EXEMPT STATUS
DECISION DATE: July 10, 2014

REVIEW CATEGORY: Exemption category # (2)

Thank you for your submission of New Project materials for this research study. The University of
Delaware IRB has determined this project is EXEMPT FROM IRB REVIEW according to federal
regulations.

We will put a copy of this correspondence on file in our office. Please remember to notify us if you make
any substantial changes to the project.

If you have any questions, please contact Nicole Farnese-McFarlane at (302) 831-1119 or

nicolefm@udel.edu. Please include your study title and reference number in all correspondence with this
office.
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Appendix D

SURVEY

Consent

This research studies e ating habits that may be specific to men. Virginia Vining RDN, C50, LDN, a graduate
student at the University of Delaware, and Dr. Nancy Cotugna, DPH, RDM, LDN, an advisor and professor at the
University of Delaware are conducting this survey

The survey takes approximately 15 minutes to complete. On comple ion, you will qualify to enter a drawing
for a $100 gift card to Cabela's

To enter the drawing, you will be asked for your name and email address. This identifiable information will
not be revealed to the investigator and her advisor and will not be stored with your survey responses.

Your participation in this study in completely voluntary. Without loss or penalty of any kind you may choose
niot to take part in this study, not to answer a question on the guestionnaire, or withdraw from the study at any
time by closing your browser before pressing the final SUBMIT RESPONSES button.

You must be male and at least 18 years old to take the survey

Do you choose to participate in this study?

W lde.

) Ido not.

First, a few preliminary questions...

What is your gender?

O Male

/| Famale

Are you age 18 or above?

 Yes

L Ne

55



From age 18 to the pressnt, have you ever followed a diet or changed your eating habits o control your
weighi?

L Yes

) Mo

Ineligible message

Your respomnse indicates that you are not interested in taking the survey at this time.

If you decide to take it at 2 later time,
you may return fo the survey link sent fo you in your survey-invitation email message.

Thank you for your inferest in taking the survey.

However, your response indicates that do not meet the survey's
eligibility requirements {males of age 18 or over]

If you mistyped your responses, you may restart the survey.
Just use the survey link sent fo you in your survey-invitation email message.

Thank you for your interest in taking the survey but you are not an appropriate candidafe for this study.
The survey is targeted strictly for men who have already engaged in dieting for weighf-control purposes,

IF you mistyped your responses, you may reastart the survey.
Just use the survey link sant fo you in your sunvey-invitation email message.

Main

This section explores some of your eating habits and weightloss strategies. Tr'lere are no right or wrong
answers. Your answers will remain anonymous to the researchers.

What methods of dieting have youw followed? Choose zil that apply.

[l Decrease amount of food [ Skip a meal

|| Decrease fatty foods I Fasting
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L] Reduce overall calories | Decrease or omit alcchol
| | Increase fruits and vegetables | Eat away from home less

Other programs such as Weight Watchers,

| Cut out sweetsijunk food ke
e - Niﬂ:riﬁ-]’EtEmR ar Jenny GmiqR

[ Cut out snacking

Hawe you ever followed any dietary eating pattern that restricts any specific foods or food groups?

i Yes

1 Mo

What food group did you restrict or exclude? Choose all that apply.
| Carbohydrates (pasta, bread, potatoes, cereal)
| Fais (butter. margarine, oil)

] Proteins (besf chicken, eggs, dainy products)

What types of vitamin and/or mineral supplements do you use? Choose all that apply.
| Basic multivitamin
) Witamin D
|| Antioxidants such as vitamin C, Eor A
| Zinc, iron, or selenium

] I do not take vitamin or mineral supplements

Have you ever used any of the following to lose weight? Choose all that apply.
[ Low-calorie foods
| Appetite suppressants
2 Liguid diet supplements such as Slim-Fas

.| Prescrption drugs
|| Herbal supplements

How often in the past year have you changed your eating habits in an effort to control your weight?

. [ times

L 1-2 times
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) 34 times

%) More than 4 times

What is the most weight you have lost when trying to lose weight?

) & pounds or less
) 8-10 pounds

) 11-15 pounds:
) 16-20 pounds.

) More than 271 pounds

How long did you maintain this weight loss?

) Less than 1 month
&) 1-3 months
i) 3-8 months

) Greater than & months

This section focuses on what, where and when you eat

How many days per week do you eat a home-prepared meal for

L] 1-2 34 56 T
breakfast (=] (3] & G
lunch © Q [} @ (0
dinner Lo =) [, W h

How many meals per week do you eat in a restaurant or as take-out food? (Include breakfast, lunch and
dinners.}

" Rarely/mever
2 1- 2 meals a week
) 34 meals a week

) More than 4 meals a week
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How many fimes per day do you eat snacks between meals?

) 0 times
1-2 times
1 34 times

! More than 4 times

How many times per day do you eat after the evening meal?

) | never eat after the evening meal
- Once per day
. Two times per day

| More than two times per day

Do you ever get up to eat after going to bed?

L Yes

! Mo

Where have you obtained nutrition knowledge pertaining to weight loss diets? Choose all that apply.

] Mewspapermagazine

£l Websites

[l Advice from friends or relatives
) Popular media-based books
|| Health-club trainer

| Media-based health programs
|| Registered licensed distitian

|2l Other medical professicnals {e.g.. physician's assistant, nurse, doctor

This section gathers some basic history about you

What is your current height?

| [ ]

o Feat {0 Inches
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What is your current weight?

|a Pounds

Since turming 18 years old, what is the most you have ever weighed?

|E Pounds

Since tuming 18 years old, what is the least you have ever weighed?

E Pounds

This seotion focuses on your motivations to sat differently to change your weight

How satisfied are you with your current weight?

\ery Unsatisfied Unsatisfied Meutral Satisfied Very Satisfed

=) = (5] B ]

What amount of weight gain would cause you to consider going on a diet to lose weight?

) & pounds

=) 10 pounds

! 15 pounds

) 20 pounds

) More than 25 pounds

! I would not consider going on a diet due to weight gain

Would you ever consider going on a weight-loss program designed specially for menT

O Yes

U Mo
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What is your Body Mass Index {EMI) range?

. I'dont know my Body Mass Index

) Less than 24
O 2429

O 30-30

) Ovwer40

This section focuses on your level and types of physical activity. Since this may vary greatly from week to
week, please try to give an average value when responding to these guestions.

On average, how much fime per day do you engage in physical activity? {hclude exercise at a gym,
recreafional exercise, bicycling to work, waiking on campus housefyard worl, efc.)

Hours Minutes

Awerage total time per 1 [
] -

What fraction of your physical activity is vigorous (weight training, running, jogging, biking greater than 10
MPH, swimming laps, etc.)?

. Mone ofit

) About a quarier

) About a half

() About three quarters

) AR ofit

How much time per day do you spend sithng?
! Less than 2 hours per day
) 2-4 hours per day
_/ 4-8 hours per day
‘. B-8 hours perday

) More than 8 hours per day

This section investigates other health-related factors that are related to eafing habits.
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Do you currently smoke ¥
0 ¥es

) No

Hawe you ever smoked as a way to control your weight?
0 ¥es

) MNo

How many servings of alcohol do you drink in 3 week? A serving is one 12-ounce beer, § ounces of wine, or
1.5 ounces of liguor.

) D senings
) 1 sening
0 2-3 senings
) 4-5 senings
) 8-8 senings

) More than & senings

On average, how long do you take to eat dinner?
) 5-10 minutes
) 15-20 minutes
) 25-30 minutes

) More than 30 minutes

Were either of your parents overweight?

) Mother
) Father
) Both parents

) Meither parent

Finally, some demographic questions.
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Do you currently smoke ¥
0 Yes

2 Ne

Hawe you ever smoked as a way to control your weight?
O Yes

) No

How many servings of alcohol do you drink in 3 week? A serving is one 12-ounce beer, § ounces of wine, or
1.5 ounces of liguor.

) D senings
) 1 sening
) 2-3 senings
) 4-5 senings
) 8-8 senings.

) More than & senings

On average, how long do you take to eat dinner?
) 510 minutes
) 15-20 minutes
) 25-30 minutes

) More than 30 minutes

Were either of your parents overweight?

) Mother
O Father
() Both parents

) Meither parent

Finally, some demographic questions.
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What is your age?

) 18-20 years old
() 21-30 years old
() 31-40 years old
() 41-50 years old
) 51-84 years old

() B5 years ald and ower

What is the highest level of education you have completed?

() 8th grade orless

) Less than high school

) High school f GED

) Trade/technical/vocaticnal training
) Associate's degres

() Bachelor's degree

() Masters degree

) Doctoral or professional degree (JD. MD)

What is your race ?

() White or Caucasian

‘) Black or African American

() Asian

) American Indian or Alaska Native

() Wative Hawaiian and Other Pacific Islander

) Other

Do you consider yourself to be of Hispanic or Latino origin?

() *es, | am of Hispanic or Latino origin.

) Mo, 1.am not of Hispanic or Latino crigin.
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What is your employment status?

o
Full time

() Part time

) Retired

What is your annual income range?

) Below 515,000 per year
) $15.000 - $30,000

() 531,000 - 50,000

) 51,000-70,000

) 71,000-00,000

() 581,000 or more

What is your current marital status?
) Single
) Married
) Separated
O Divorced

O Widowed

Wrapup

Flease pressthe SUBMIT RESPONSES button below to complete the survey.
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