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Abstract

Introduction: Mind-body awareness is often viewed as an outcomusiofjy complementary and
alternative medicine (@M). Emerging evidence suggests that mind-body awareness may be an
intermediate outcome that contributes #®NG related outcomed.he current studyaimedto test

a model of mindsody awareness as an intermediate outcomeéAM Gse via provider

autonomy suppothat facilitates quality of lifeand health behaviowhanges.

Methods: Undergraduate studentsd£243,M age=23.5, 84% female) screened for current CAM
use, completed an online survey including questions abouGAdir use, perceived outcomes
from use of @M, a measure of @M provider autonomygupport, and aew 8item measure of
Mind-body Awareness (MBA).

Results: Bivariate analyses confirmelat those witthigh MBA had higher scores quositive
CAM-related healttberaviour (diet, weight loss, exercise) agdality of life (sleep quality,

mood, energy levels, concentration) changes. Path analysis controlling for demographics and
health statusested the proposed model@AM use predicting provider autonomy support, and
in turn MBA and twoCAM-related outcomes. The model fit well to the data, CFI4 0TLI =
0.91, RMSEA = .03, supporting the hypotheses @it useis associated with high&BA via
increased autonomy support, and MBA contributegutlity of life and health behaviour
changes.

Discussion/ConclusionsFindings extend previous researchnoind-body awareness by linking
it to CAM-relatedquality of life and behavioural outcomes in a sample of young &Ail
consumers, and further suggest a route through which provider support may éWihce
outcomes.

KEYWORDS: complementanand alternative medicin@ody awareness; autonomy support;

provider support; health behaviour change



Introduction

Body awareness is a multifaceted concept that has been defiatenasng to, and
identifying, the inner sensations and overall state of the body and its changesnisedspo
emotional and environmental shifig. A number of complementagnd alternative medicine
modalities(CAM) such agroga and massag®cus on tuning into one’s body and learning to
better respond to the body’s ne¢2ls and making changes based on this awareiefss
respectCAM use may help promote adaptive awareness of the body, and facilitate an interactive
relationship between the body and mind. To highligbktihteractive dynamics dii¢ mind-body
relationship, and tdifferentiate this adaptive form of body awareness from other less adaptive
forms that reflect focusing and ovattending to unpleasant symptoms such as[Bhimve use
the termmind-body awareness.

The benefits o€AM use for mind-body awareness have been demonstrated in both
gualitative and quantitative studies. In a qualitative studyAi¥ practitioners and their
patientsengagement in mind-bodyAM practices was viewed as a means of resuntiag
disrupted processf selforganization and wholeneBY. In a comparative analysis of yoga
practitioners versus aerobic exercisers andyoma/aerobic practitioners, the yoga practitioners
reported higher levels ofind-body awareness compared to the other two gri]pSimilar
results were found in a prospective study of the effects of a yoga immersion programpveit
frequent yoga practice associated with higher levetsinf-body awareness over the course of
the progranj5].

In addition to highlightingCAM use as aantecedenbf mind-bodyawareness, research
suggestshatincreased mindbody awareness may be an intermediate outad@AM usethat

can have positive effects on meaningful health outcomes. For example, one study founerthat af



a 24week body awareness therapy program, patients with IBS reported significarasgescin
psychological distress and gastrointestinal symptoms, and improved biomarkegsxfagrwell
as normalised body tensi@#]. In a study of people with nagpecific musculdeeletal disorders
body awareness therapy yielded larger effects over time for reducing distressnacahmaared
to conventional treatmenfg]. Although this research examined specific programs designed to
raisemind-body awareness over a period of weeks, n@All are usedar delivered multiple
instance®ver time To the extent thafAM use can increasaind-body awarenes§AM use
may have similar effectda increasednind-body awarened®r improving physical and
psychologicahealthrelatedoutcomes. There is at least one study that supports this proposition.
In a study ofCAM consumers, increasesind-body awareness due @AM was associated with
self-reported positivelietary changef8].

Despite this promising research suggesting links bet@&év use, mind-body
awareness, and health outcomes, there has been little research investigating thbdaotayht
explain whyCAM usemay facilitate the development and enhancement of mind-body
awarenesddowever, theory and evidence suggest that provider support may be a key factor. In a
gualitative analysisf CAM consumersnd health behaviour change, empowerment and
encouragement fro @AM provides werenoted as helpintp facilitate both increased body
awareness and making important health behaviour chfi8igéss a quantitative analysis of this
same data, provider support was associated with symptom relief@Atleconsumer’s primary
presenting health probleff].

Although there are different ways of conceptualising provider support, in the context of
CAM use provider support has been previously viel8gffom the lens of SelDetermination

Theory (SDT)10]. According toSDT, intentionalbehaviour can be viewed as varying along a



continuum from being controlled anotivatedby external forcego being autonomous and
intrinsically motivated or selfletermined10]. The development of this seleterminabn can
be facilitated by others when they act in ways that support rathesupaness personal
autonomy. Provider autonomy support therefore can be described as the quality offsmpport
a healthcare providethat facilitates acting in more saletemined and intrinsically motivated
ways with respect to one’s healfor example, perceived autonomy support from hezlth-
practitioners has been linked to better coping, motivation, dietary behaviours, and glycemi
control in diabetes patientsl, 12]. With regpect to mind-body awarene&DT suggests that
provider autonomy suppocbuld potentially include encouragemémtune into or listen to
one’s own body and its needs and acting in accordance with those needs. From this perspective
it is possible that receiving autonomy support fl@AM providers may facilitate the
development of mind-body awareness.

The aim of the current studlyto further examinéhe role of minebody awareness in
CAM outcomes, and spedaiflly to test whether provider autonomy support was associated with
mind-body awareness, and subsequent changes in-ekdted outcomedVith respect tacCAM
outcomesye selected outcomes consistent with a whole systems persp&8iivehis
framewok suggests that a holistic sense of wellness that resultsAdvhcan be understood in
terms of four outcome domains: 1) physical outcomes including physical functiordng a
symptoms such as pain and fatigue; 2) psychological outcomes, including mentahiagcti
and well-being; 3) social outcomes, including social support and reakhatilisation; 4)
spiritual outcomes, including hope and relaxation. However, qualitative work has al#tedient
a fifth domain ofCAM outcomes, health behavioural cares[14], that can have important

implications for overall health and wdiking.



Given evidence suggesting tmind-body awareness is linked to changes in physical,
psychological, and health behaviour outcof@e8], we chose to examine specific outcomes
within theseCAM outcome domains. Physical and psychological outcomesGrdkh use are
closely linked, both from a whole systems research perspective [13], and from a quddty of
perspectivgl5]. Accordingly, wetestedthe associations between autonomy support and
changes in quality of life outcomes (sleep, mood, energy levels, concentration), and health
behaviour outcomes (diet changes, exercise changes, weight changes), and theimdkdbodiyn
awareness in explaining these associations. Much of the research on the effectsbafdyind
awareness has used clinical or chronic illness pati@iven that a significant proportioh
young adults are usifgAM andCAM providers [16] wetestedour model of mind-body
awareness as an intermediate outcom@Ai¥ use via provider autonomy supporia sample
of university students to gather preliminary supp@ased on the evidence presented,
hypothesised that perceived provider autonomy support would be significantly associated with
higher levels minébody awareness, which in turn would be associated witheyatited
positive changes in botlehlth behaviour outcomes as a resulEAM use, and psychological
and physical symptoms.

Methods
Participants and Procedure

Following clearance from the university research ethics bassdmple otindergraduate
students were recruited to participate in a study on probiasedCAM use. Only participants
who answered “yes” to the screening question regarding current Ggdvbtielivered by a
provider or practitioner were permittedgarticipate. Student participants were recruited from a

mid-sized university in Southwestern Ontario, Canthdaughnotices placed on a university



participant pool web page available only to university students. The study notices ¢ghavide
link to a dedicated web page which directed participants to the online survey housetwrea s
university server. Participants indicated their consent to participate ituthelsy clicking an I
agree” button on the online consent form. From those who met the inclusion crit8ria, 2
provided consent to participate in the study. Student participants were givea c@dis as an
incentive for their participation.
Measures

Thesamplecompleted an onlinsurveythat included demographic questions,
information and their CAM use in the previous six months, and measures of autonomy support,
mind-body awareness, physical and psychological symptoms, and health behaviour changes due
to CAM use.

CAM Use. Participants answered questions about the diffé€&M modalitiesthey had
used in the past six months by indicating “yes” or “no” in response to a checklist of eight
different CAM providers: chiropractor, homeopath, naturopath, massage therapist, acupuncturist,
reflexologist, Riki practitioner, or other CAM providerThey alsandicated who of these
practitioners they considered to be their primary CAM provider.

CAM provider autonomy support. The HealthCare Climate QuestionnaifelCCQ)[17]
was used to measure perceiv@dM provider autonomy support. This itBm measure assesses
perceptions of the extent to which a particular hecdite proviler is autonomy supportive. The
scale authors recommendbstituting the word “physiciaith thetype of “provider”
referenced Accordingly, the word physician was change@#M provider throughout the
scale. Items such as “MyAM providerconveys coriflence in my ability to make changes” and

“| feel a lot of trusin my CAM provider” are scored on a 7-point scale ranging froi&rbitgly



disagree) to 7 &rongly agree). Two items are reversed scored before calculating the mean of the
scale, with highescores reflecting greater perception&M provider autonomy support. The
HCCQ has demonstrated good internal consistency in previous refedrand goodnternal
consistency in the current study (Cronbach’s alpt@/x

Mind-body awareness. The Mindbody Awareness (MBA) scale was developed in a
previous study with items based on qualitative responses from 36 focus group participants
concerning théenefits thg received fronCAM treatment$14]. The items were further refined
using expert input and cognitive interviews and then piloted tested on a sampleCAM16
consumers. The MBA scale includes eight items representing different compdmairtd-o
body awareness, such as “How aware are you of where you hold tension in your body?,” “How
aware are you of your breathing patsstyi and “How well are you able to see the connection
between your actions or habits and how you feel?”(see Appendix A). Response options range
from 1 (Extremely) to 5 (Not at all). ltems were revertseed and averaged to compute an
overall score with lgher values representing greater mipwdly awareness. The scale
demonstrated good internal consistency reliability in the previous Blidys well as in the
current study (Cronbach’s alpha=0.75).

Quiality of life and health behaviour change outcomes from CAM use. Participants were
asked if they had experienced any improvement or decline in each of the following ameas aft
treatment from their primar@ AM provider: (a) sleep, (b) mood, (c) energy level, and (d)
concentration or focus. Response options rangedIr@iMuch better than before) to 5 (“Much
worse than before”)ltems were reverseoded, so higher values indicated more
improvement.An overall quality of life change score was computed as the mean of the four

items.



In addition, participantarere asked whether they had changed specific hiealtthviours
as a result of going to theAM provider, including (a) improved diet, (b) achieved a healthier
weight, and (c) increased exercidgesponses included “yes,” “no,” and “not applicablia”
cases where tHeehaviourchange was applicable, responses were coded as 1 (changed the
behaviour) vs. 0 (did not change the behayiodihe total number of behaviowkanged was
also computed.
Data Analyses
To identify factors associated with minddy awareness, we fit a linear regression model
of MBA scale scores by autonomy support scale scores, demographic charactergstics (ag
gender, and chronic medical condition), &AM use (years o€AM use and wheth€ZAM is
used instead of or in addition to conventional medicine). Next, to examine the relationship
between mind-body awareness and positive changes, we compared outcomes amqrantsartici
with high vs. low mind-body awareness scores, defining the groups according to a metdian spli
T-tests were used to compare mean quality of life changes across the two MBA groups and chi
square tests were used to compare the number in each group making health behaviour changes.
Finally, we tested our conceptual model of the pathway fgéwl use to positive
outcomes with autonomy support and MBA as intervening variables (Figure 1), using path
analysis. We began by testing a path model with summary variables for the oweradir of
quality of life changes and overall number of health behawdbanges as the positive outcomes.
Based on those findings, we then fit a second path model, breaking out the changes into the
individual components (e.g., sleep, mood, diet, exercise). To have an acceptabletptbdel fi

comparate fit index (CFI) and Tucker-Lewis Index (TLI) for the path model should have
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values of 0.90 or higher and the Root Mean Square Error of Approximation (RMSEA) should be
less than 0.08.

Descriptive statistics and regression analyses were condu@édbinersion 9.3 and
path analyses were conducted in Mplus version 8. The distribution for the autonomy support
scale was skewed and a log transformation was applied to approximate normaley befor
including the scores in the regression and path analyses.

Results
Descriptive results

A total of 243 curren€AM users (M age = 23.5, 84% female) completed the online
survey. About halfN=123; 51%) of the student sample reported having a chronic condition.
Forty-one percentN=98) have use@AM for 3 or more years and around a quam&ry7; 24%)
reported usinCAM instead of conventional medicing terms ofCAM use, nassage therapy
and chiropractic were the most frequently used providsedmnodalities, with acupuncture,
naturopathy, homeopathy, and otli&M (yoga, iridology, andraditional Chinese medicine)
being used less frequently (see Figure 2).

Relationship of MBA to model variables

Based on the regression model, demographicCaid factors were not significantly
related to MB\ scores | > 0.05) (Table 2). However, after controlling for other factors, there
was a positive relationship between autonomy support and MBA scores (coe(ttgn0d.41
(0.19),p = 0.034); those receiving more autonomy support reported having greatenody
awareness.

In the bivariate analyses, participants with high (vs. low) phiody awareness scores

had significantly (or marginally significantly) higher mean scores for each of thigyaquanges
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except for sleep: moog £ 0.051), energy lal (p = 0.002), and focus/concentration (p=0.005)
(Table 3). They were also more likely to make doet 0.059), weightg = 0.023), and exercise
(p =0.019) changes.
Path Analyses

The path model including overall quality of life changes and health behaWianges fit
well (CFI=0.94, TLI=0.91, RMSEA=0.03Figure 3. History of CAM use was positively
related to autonomy support; longerm users o0€AM had greater autonomy support than those
who had use@€AM less than one year (p < 0.001). More autonomy support was significantly
associated with greater muibdy awarenes® & 0.005), and MBA was in turn linked to more
positive changes in quality of lif@ & 0.001) and health behavisup = 0.002).

The results for the model examining individual types of changes were diRigare 4.
The model fit well (CFI=0.97, TLI=0.95, RMSEA=0.04). In addition to the relationship batwee
autonomy support and a longer historyC#M use found in the previous model, in this model
usingCAM insteal of rather than in addition to conventional medicine was also associated with
greater autonomy suppop € 0.017). Autonomy support was positively associated with mind-
body awarenesp (< 0.001). Participants with greater mibdedy awareness were mdileely to
experience positive changes in physical (sleep, energy level) and psychologicd) (
focus/concentration) components of quality of life, as well as each of the posditte he
behaviourchanges (diet, weight, and exercige¥(0.01)

Discussion

The aim of the current study was to test a model of oo awareness as an

intermediate outcome @AM provider autonomy support that facilitates improvements in self-

reported symptoms and health behavichangesln the regression analysiSAM autonomy
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support was the only significant predictor ofngibodyawareness, after accounting for the
contributionsof demographics, healgtatus andCAM use variableConsistent with our
hypotheses, the path analysis found graatemind-body awareassexplained the associations
of CAM provider autonomy suppontith reported quality of life changes and health behaviour
changess a result o£AM. An analysis of the components of quality of life and health
behaviour changes revealed that mind-bodyramess was significantly linked to improvements
in each of the four quality of life dimensions (sleep, mood, energy level, and
focus/concentration), and each of the three health behaviour improvements (diet, avel
exercise). These effects were fowaiter accounting for the contributions of demographics,
health status, andAM use variables, including length GAM use.

Characteristic®f our sample of young adu @AM users were very similar to those of
CAM users found imesearch witlgeneral adult populationas they were predominintemale
and usedCAM to supplement rather than replace conventional healtjX&&1]. The majority
had also use@AM for 3 or more years. Although the sample was younger, about half of the
sample reported having a chronic health condition. This is also consistent witly$irloat
CAM users tend to have a greater number of chronic health conditions thasergi8, 22],
and that those with a longer history@AM use tend to have a greater number of chronic health
issueq18]. Given these points, our sample could be considered similar to typical proaksi-
CAM users, asideadm their young age, and thus our findings might be expected to hold for
other adult populations. Nonetheless, further research with a more diverseogpdidition is
needed to confirm this speculation.

The test of the model found that historyGAM usewas a significant contributor to

CAM autonomy support. Those who had u€#dM for longer periods of time reported greater
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perceptons of autonomy support frotheir CAM provider. This finding could be explained by
the delivery of providebasedCAM as an agoing therapeutic treatment over time to deal with
health issues. With repeated practice and experienceéith, individuals can develop a more
stable relationship with a particul@AM provider, but also potentially witBAM providers

more generallylndeed trust irCAM providers has been proposed as having a reciprocal and
mutually reinforcing relationship wit6GAM use, promoting greater commitmenGAM, and
thus continued use over tirf@3]. As trust is an integral component of autonomy support {tL0],
seems reasonable that gre&&M use, and specifically greater commitment to usiddv (as
evidenced by a longer history GAM use), would be linked to higher autonomy support.

An important finding from the current study was t6&M provider autonomy support
explained significant variance in mind-body awareness, which in turn was linked to
improvements in quality of life and health behavicassa results d€AM use.This finding
provides new insights into possible ways to cultivate and foster greatebouycawareness
the context oCAM use and the associated downstream benefisistent with Self-
Determination Theory [10whenCAM providers are supportive and empowering, rather than
controlling, their clients may be therefore be more likely to more fully engagahveCAM
practice. Indeed, in one quantitative study of body awareness, participants notedréhftlly
engaging withCAM practice facilitated a shift in awareness to focusing more amvement,
breath, and bodily sensations, which led to learning to accept andwtbrthe limitations of
their body[4].

Our results also provide further support for the potential role of-Hmirdly awareness in
a number of important healtielated outcomes related@\M use. We found that those with

higher levels of mindbody awareness reported significant improvements across all of the quality
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of life (sleep, mood, energy levels, and focus/concentration) and health behaawrd)ht,
and exercise) outcomes measured. Importantly, these outcomes were measured witto respec
their primaryCAM used, that is, participants perceived as having improvement in these
outcomes as a result 6GAM use with their primanCAM provider, rather than simply as
general measures. Other research has examined the effects of body awareness with respect
decreases in negative symptoms aghoredical populations [6, 7]. Our findings further suggest
that among relatively healthy young adults, mbutly awareness may also be beneficial for
improving important health behaviours such as diet and exercise, as well as fanimynkteep,
concentration, mood, and energy levels. Given that these markers of quality ol lifeadtin
behaviours are often compromised among university students [24, 25], and can be mutually
reinforcing when compromisg@6], our findings provide good preliminary evidencevarrant
further investigation into ho®AM use via autonomy support and mind-b@lyareness may be
beneficial for improving the health and well-being of college and university students.

The types ofCAM used in this young adult samplere predominantiyhibse which
could be classified as midabdy practices. In this respect it is not surprising that rhiatly
awareness was found to be an intermediate outco@AMf use. However, research into the
effects of CAM use on mind-body awareness has predominantly focused on yO4#) a
practice which specifically highlights the importance of becoming aware of onethibgeand
movement [2, 5]. Our findings extend this research by providing supportive evidence that use of
other mind-body practices such as massage therapy may also contribute to therastadbp
greater minebody awarenessndeed, there has been at least one qualitative study that similarly
noted that participants in a massage therapy programme reported changes congonant wi

increased body awarend23].
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Limitations

The current findings should lm®nsidered in the context of several limitatiohise
sample used for this study coneis of students whare younger than a general adult population
and thereforenay not be representative ©AM users in the general populatidrhe cross
sectional design of the study precludes drawing any firm conclusions abcatiga directions
among the variablgwroposedy the modelDespite thisour model is consistent witelf
Determination Theory [10], and prior research demonstrating_thit usefacilitatesthe
development of mind-body awaren¢sSk thatCAM provider encouragement is linked to mind-
body awareness and health behaviour improvements [8, 9, 12], and thdiadindwareness
facilitates improvements in physical and mental health symptoms and health bediévid).
Nonetheless, longitudinal research testing the proposed model over time would-be well
positioned to confirm the order of variables suggested by the current findings.
Conclusions

The current study testethd found support fa model of minebody awareness as an
intermediate outcome @AM provider autonomy support that facilitates improvements in
guality of life and health behaviour changes in a sample of university students. These findings
extend previous research onnd-body awareness by linking it @AM-related symptom and
behavioual outcomes, and further suggestmd-body awareness asroute through which

CAM autonomy suppornay enhanc€AM outcomes.
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Appendix A: Mind -Body Awareness Scale
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EXTREMELY VERY SOMEWHAT | ALITTLE | NOTATALL
v v v v v

How aware are you of your body in general? [ [ ]2 [ s [ Ja [ s
How aware are you of where you hold
tension in your body? (]

1 e E [a LCls
How well are you able to release tension in

our body?
Y Y [ [ 12 [s [ s [s
How much do you notice how your emotions
affect your body? ! . (s (e (s
How aware are you of your breathing
atterns?

P s [ [ [ (s
How well are you able to breathe in a
relaxed way? [ [ (s [ (s
How well are you able to see the connection
between your actions or habits and how you ! . ] [ ]
feel? : :
How well are you able to change your
actions and responses to improve how you [ [ (s [ (s

feel?




CAM Use Autonomy Mind-Body Positive
Support Awareness Outcomes

Figure 1. Conceptual Model of Pathway from Complementary and Alternative Me({idi\) Use to Positive Outcomes
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Figure 2 Percentages dfifferentproviderbasedcomplementary and alternative medicine (CAM) used by participants.
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Demographics/

CAM Use

Male

Age

Use of CAM
instead of
conventional
medicine

Have a chronic
medical
condition

History of
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3+ years
(vs. < 1year)
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*»**p<0.001

Intervening Variables
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Support

0.23***
0.18**
Mind-Body
Awareness
0.22*
Model Fit Indices
CFl=0.94
TLI=0.91
RMSEA = 0.03

Positive Changes

Quality of Life
Changes

Health Behavior
Changes
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Figure 3. Path Model of Overall Changes in Quality & landHealth Behaviour Among Complementary and AlternativezlMine (CAM)Users
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CAM Use
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instead of
conventional
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Support

0.35%**
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CFl=0.97
TLI=0.95
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Figure 4. Path Model of Changes in Individual Components of Quality of Life and Health @ehamong Complementary and Alternative Medicine
(CAM) Users



Table 1. Demographic Characteristics, CAM Use, and Quality of Life and Health Behaviour Changes

Variable N (%)

Overall 243 (100)
Gender

Male 38 (16)

Female 204 (84)
Age...mean (SD) 23.46(6.58)
Have a chronic medical condition

Yes 123 (51)

No 119 (49)
Use GAM to treat health problems

Instead of conventional medicine 57 (24)

In addition to conventional medicine 180 (76)
History of CAM use

<1year 77 (32)

1<3 years 65 (27)

3+ years 98 (41)
Autonomy Support...mean (SD) 5.42(1.29)
Mind-body awareness...mean (SD) 3.44 (0.56)
Quality of Life Changes...mean (SD)

Sleep 356 (072)

Mood 3.67 (0.75)

Energy level 3.67 (0.72)

Focus/concentration 3.58 (0.76)
Health Behaviar Changes.N (%)

Diet 67 (43)

Weight 46 (33)

Exercise 92 (51)

Note: Percentages are computed out of the number of
participants with data for the applicable variable.
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Table 2. Regression Model of Mind-Body Awareness Scores

Variable Mind -Body Awareness
Mean (SD) Coeff. (SE) p-value
Gender
Male 3.39 (0.58) 0.00 (0.10) 0.986
Female 3.44 (0.55) REF
Age - 0.00 (0.01) 0.960
Have a chronic medical condition
Yes 3.46 (0.53) 0.01 (0.08) 0.914
No 3.41 (0.59) REF
Use GAM to treat health problems
Instead of conventional medicine 3.56(0.54) 0.15 (0.09) 0.098
In addition to conventional medicine 3.41 (0.54) REF
History of CAM use
3+ years 3.48 (0.59) 0.01 (0.10) 0.916
1<3 years 3.45 (0.44) -0.04 (0.10) 0.675
<1lyear 3.38 (0.60) REF
Autonomy support -- 0.41 (0.19) 0.034

REF=reference category
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Table 3. Quality of Life and Health Behaviour Changes by Level of Mind-Body Awareness

Variable Mind -Body Awareness
High Low p-value
(N=122 (N=121)
Quality of Life Changes...mean (SD)
Sleep 3.64 (0.7% 3.49(0.67) 0.115
Mood 3.77 (0.76) 3.57 (0.72) 0.051
Energy Level 3.82 (0.76) 3.52 (0.66) 0.002
Focus/Concentration 3.73(0.78) 3.44 (0.72) 0.005
Health Behaviaur Changes...N (%)
Diet
Yes 37 (51) 30 (36) 0.059
No 36 (49) 54 (64)
Weight
Yes 27 (43) 19 (25) 0.023
No 36 (57) 58 (75)
Exercise
Yes 51 (61) 41 (43) 0.019
No 33(39) 54 (57)

Note: Percentages for health behaviour changes are computed out of the participants for
whom the change was applicable.



