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This study was to determine if the importance

assigned by health educators (judges) to components of

corporate health promotion programs is the same as or

different from program components most frequently offered

by corporations for employees. This involved establishing

a list of program components that judges felt were

important for wellness programs and comparing this list

with programs actually existing in polled corporations.

A literature review was used to establish an initial

list of program components. Thirty-eight judges returned

questionnaires incorporating the list. A Spearman's rho

and scattergram were used to test for correlations between

judges' opinions and corporate practices.

The report concludes that no correlation exists but

that there is agreement among the judges polled that cor-

porations should promote employee wellness programs.
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CHAPTER I

INTRODUCTION

The cost of health benefits for United States

businesses in the form of health insurance premiums

increased 100 percent from 1970 to 1978. That figure does

not include the cost of lost time due to illness or injury

and of retraining due to premature deaths. With such

escalating costs, industry, as a consumer/provider/

purchaser of health insurance and medical care, should

examine in greater detail the cost issues of medical care

assistance. The need for this examination of cost is

underscored by a dramatic increase in medical care

expenses without a corresponding improvement in the health

status of employees (4).

Since the early 1900s, deaths from what we can call

"lifestyle" diseases have largely replaced deaths from

infectious diseases. In the early part of the century,

the top three causes of death were: (1) pneumonia and

influenza, (2) tuberculosis, and (3) diarrhea. As shown

in Figure 1, ten of the twelve leading causes of death in

the United States today are totally unrelated to bacterial

or viral diseases. In other words, lifestyle diseases

1
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constitute 95 percent of the deaths listed on the chart

(1).

Infectious diseases respond to public health measures

and the use of antibiotics or vaccines (1). However, the

chronic disease of the 1980s do not respond to these

methods. Rather, they develop over a long period of time,

and may require a change in lifestyle to alter the course

of the disease. At the same time, medical care for these

chronic diseases costs dearly.

In one study of hospital records, for example,

researchers discovered that, on the average, 13 percent of

the patients studied consumed as many resources as the

remaining 87 percent. These high-cost patients were more

often characterized by repeated hospitalization and

harmful lifestyle habits, such as smoking and alcohol

consumption, than were the low-cost patients (11). Other

studies documented the relationship between harmful life-

style habits and the incidence of disease. Cigarette

smoking sustained over a number of years, for example,

raises the rate of pulmonary disease, including lung can-

cer, bronchitis, and emphysema, and contributes to an

increase in deaths from coronary heart disease (7).

Chronic, excessive consumption of alcohol, another harmful
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lifestyle habit, is associated with cirrhosis of the liver

as well as increased risk of accidental death (8).

If chronic diseases do not respond to traditional

modalities of treatment for infectious disease, then new

approaches to good health must be considered. The purpose

of modern health promotion and disease prevention is not

to eliminate death. Rather, it is to reduce premature,

painful, unnecessary, and expensive death through the

efforts of individuals to modify their personal health

habits (5).

In a non-agricultural, industrial society, the work

setting becomes a natural and effective focal point for

providing health education/health promotion programs.

Studies indicate that individuals tend to participate more

frequently in health programs offered at the worksite than

in similar programs offered in other settings. In

addition, although opportunities for job change are more

available today, a majority of the work force is very

stable. This stability permits long-term evaluation and

intervention for health promotion (7). If a proven

preventive technology is available, it would seem eco-

nomically inefficient to continue expanding curative

systems of health care for specific diseases (6). Since

chronic lifestyle illnesses can have long-term and

repeated negative effects on employees, changes in
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individual lifestyles could reduce hospital utilization

and its attendant cost.

Many companies have initiated health promotion pro-

grams on the conviction that health care assistance can be

made less costly. Executives also believe that healthy

employees will be absent less from work, will be more

alert on the job, will have increased confidence and self-

esteem, will be less likely to need disability benefits,

and, in general, will have higher morale and greater pro-

ductivity (7,9).

Statement of the Problem

A major Task Force Study of Health Education in the

United States conducted in 1979 stated the basic problem

in health education as "getting the message across to the

public in a way that will produce real and lasting changes

in behavior" (10, p. 426). Among the factors cited by the

task force report is a "lack of professional consensus on

major health issues" (10, p. 426).

The problem that the current study addressed was the

lack of information available to health education profes-

sionals in the Dallas/Fort Worth Metroplex concerning

which occupation health promotion programs have the

greatest value for workers in the local labor market.
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Purpose of the Study

The purpose of this study was to determine if the

importance assigned by health educators to certain com-

ponents of corporate health promotion programs is the same

or different from program components most frequently

offered by corporations for their employees.

Need for the Study

There are no reliable statistics that prove that

employee health promotion programs are cost-effective

[i.e., offer a reasonable return on the investment they

require (11)]. However, some businesses are willing to

commit themselves to health promotion programs for the

following reasons.

1. The ever-increasing costs of health benefits paid

by the employers are staggering.

2. There exists a high rate of premature deaths

among executives.

3. Employee interest in health, fitness, and illness

prevention is increasing.

4. American production efficiency lags behind other

industrial nations.

5. Employers fear expanded government regulation.

.,:a 49
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6. Convenience and social support related to work-

site health promotion programs provide advantages other-

wise missing.

7. Health promotion programs help build a positive

corporate image in the public mind (1,2,3,7,9).

From the employees' point of view, a worksite health pro-

motion program offers the advantage of personal

convenience. Employees also presume greater quality if

the program is company-sponsored, and they tend to view

the program as a part of their compensation package.

Worksite programs also offer employees social support for

behavior change, acquisition of health-related data, and

application of long-term interventions. Voluntary parti-

cipation in worksite programs has run 90 to 95 percent in

several surveys. The average is only 30 percent for

similar programs offered in the community (1,7).

At the same time, all of those benefits and advan-

tages appear to be articles of faith. To date, it appears

that health educators have not delivered carefully

evaluated program components for health promotion pro-

grams. Industry needs these components to assist in

developing relevant, cost-effective health promotion pro-

grams. More research is necessary. Identified in this

study are program components that health educators think

oil 11111 MINI III III, I III III-,
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should comprise essential corporate health promotion pro-

grams.

Limitations of this Study

This study was limited to an evaluation of the

opinions and attitudes of a group of selected judges or

experts drawn from educators and practitioners in the

health promotion field, primarily located in the Dallas/

Fort Worth Metroplex. The time frame of the study

was confined to the summer, 1983. There being no accepted

definition of wellness programs, one judge may have inter-

preted an occasional lecture as constituting a program

while another may not. No attempt was made to evaluate

program effectiveness beyond the information supplied by

practitioners in companies or organizations that do, in

fact, offer such programs. The data supplied was used

merely for comparison with the opinions and attitudes of

respondents.

Hypothesis

The hypothesis for this study is there is no signi-

ficant difference between the components of wellness pro-

grams which are ranked as important by the judges and the

program components most frequently offered by corporations

for their employees.
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Definition of Terms

Important Terms that will be used in the study are

defined as follows.

1. Corporation (Company)--a business, or manufac-

turing firm that employees 100 or more employees.

2. Health--a state of physical, mental, emotional,

and social well-being; an ability to function, not merely

the absence of illness or infirmity (11).

3. Health Promotion Program (Wellness Program)--as

defined during the National Conference of Health Promotion

(1979):

A system of components (exercise, nutrition,
stress management, etc.) that attempts to inte-
grate the concepts of disease prevention and
lifestyle modification with the more traditional
practice of treating diseases after they
occur. Health promotion programs emphasize the
role of individuals in assuming responsibility
for their own health and improving lifestyles
(8, p. 32).

4. Judges (Experts)--individuals with a job related

or academic interest in the health promotion field.

5. Organization--an institution of education, a

social agency, or a governmental entity.

6. Program Component--activity (-ies) that provides

individuals with knowledge and understanding of disease

and risk, methods by which these risks may be avoided or

reduced (5). Its principal strategy is to motivate
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individuals to learn to practice lifelong positive health

behavior (2). Program components will be identified and

weighted by the experts in the study.

7. Risk Factors--characteristics found in apparently

healthy persons that influence the subsequent development

of diseases. The presence of risk factors does not guar-

antee that an individual has or will develop the disease,

just as the absence of risk factors does not guarantee

that the person will not develop the disease. The

presence of these factors increases the potential (hence,

"risk") of developing a specific condition, realizing that

there are individual differences (1).

III WORM
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CHAPTER II

REVIEW OF RELATED LITERATURE

Experts in the field of health have proposed that

certain elements of lifestyle such as diet, physical

activity, cigarette smoking, and consumption of alcohol

have a major influence on an individual's health (39).

Recent studies substantiate such proposals. Excessive

consumption of saturated fats and carbohydrates can raise

blood lipid levels which increase the risk of cardiovascu-

lar disease (37) and shorten life expectancy (32). A

sedentary lifestyle is also associated with the increased

risk of coronary artery disease (6). Cigarette smoking

over a number of years raises the rate of pulmonary

disease, including lung cancer, bronchitis, and emphysema

(39), plus contributes substantially to the increase in

death from coronary heart disease (22). Chronic excessive

consumption of alcohol is associated with cirrhosis of the

liver (40), as well as increased risk of accidental death

(19).

Three strategies to combat disease are utilized in

the health care field in the United States. The first,

medical care, which absorbs most of our resources, is the

13
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most visible. Concerned with sick people, medical care

attempts to keep them alive, cure their ailments , and

prevent permanent damage (8).

The second is disease prevention. This begins with a

threat to health. The goal, then, is to keep as many peo-

ple as possible from becoming victims of the threat (8).

The third strategy, the subject of this thesis, is

health promotion (8). Programs are developed within the

field of health education and are directed at healthy peo-

ple, directed at the learning process that affects their

behavior. Their behavior in turn affects their health and

can also affect their own and the environment of others.

If medical care absorbs the bulk of the resources, this

strategy receives the least. In 1976, less than 1 percent

of the $139.4 billion spent on health care went toward

health education programs (15).

It appears, however, that to deal effectively and

efficiently with the health problems of the future, a

change in these priorities has to take place, raising

health promotion to a position of primary importance (7,

15, 39). Since 75 percent of the total deaths in the

United States result from lifestyle disease; i.e., deaths

not associated with a single virus or bacterium, but rather

with environmental and lifestyle factors (heart disease,
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48.4 percent; cancer, 20.6 percent; and accidents, 5.5

percent), these diseases are logical targets for health

promotion (8, 21, 29). Miracle cures of the past will not

work with these contemporary killers because they cannot

compensate for the cumulative effects of smoking, breathing

polluted air, or eating an excess of saturated fats over a

period of time (21).

Rather than spend our resources on treatment alone, we

must begin to look at the underlying causes of illness. In

his book How Not to Die Young, Gomez (16) stated it is

"ludicrous" that this society spends so much on transplants

. . . "temporary patchups on already worn frames" . . . and

"so little on teaching people to live so that their own

hearts, arteries and other organs can serve through a rea-

sonable span" (p. 226).

He goes on to state that is seems unreasonable that

people would spend one-third to one-half of their lives

growing and learning to be contributing members of society

and then, due to poor health habits, have their lives

prematurely ended (16). Two possible explanations for this

destructive behavior can be related to the: 1) "lag time

between the conducts of destructive personal behaviors and

the consequences 2) that statistical probability when it is

bad applies only to others" (2, p. 105).

.. _. i L.vt.... . ::iNt."l. .. K .... .... ..... .a. .,..1. o.1'-r.::# : .- « u.unr , ri n1 .n .rYK. .il6AA iW]t'... nl. .s +. :p' - - _
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To raise the priority of health promotion to where it

probably should be, one essential goal must be achieved.

Health education must be accepted by the masses as one of

the most crucial aspects of health promotion (20).

The traditional methods of the physician dictating a

course of action the patient should follow will not be

effective when applied to such personal matters as the

patient's use of cigarettes, alcohol, the food they eat,

the amount and form of physical activity, and the way they

induce or cope with stress. These are value laden matters

that require people to make their own choices between com-

peting values and competing risks. Health education has

lasting impact on behavior and health because it not only

utilizes forces in knowledge and motivation, but it also

recognizes the importance of physical, social, economic,

and organizational forces on the individual (29).

For those individuals who spontaneously seize health

promotion opportunities, the role of the health educator

and/or clinicians is to be available for support and guid-

ance. For those individuals who do not take the

initiative to engage in health promotion activities, the

role of the health educator is twofold: (1) to utilize

screening strategies to determine the receptive group from

the totally disinterested group, and (2) to identify the

;.
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health opportunities for the receptive individuals and to

chart their course of action (29) .

Health education as a primary method of behavioral

influence assumes informal decision making and voluntary

choice on the part of those to be educated (29). At the

same time, inasmuch as health education as an applied

science bases its content on findings in many fields of

scientific endeavor (including medicine, public health,

anatomy, physiology, and bacteriology), the health educa-

tor assists in the decision and choice processes. This is

accomplished by relating scientific facts to the back-

ground needs and aspirations of individuals and groups and

by encouraging them to apply those facts (51).

When health promotion receives the recognition that

it needs, health care will be seen as a continuum. Indi-

viduals will move freely and knowledgeably in and through

various health care systems--from education to service--

taking responsibility for their own health (53).

Given the escalation of medical costs between 1970

and 1978 (a 100 percent increase in insurance premiums

with only a 20 percent increase in benefits), and the

nature of chronic lifestyle illnesses, individuals are

beginning to realize that they have to take more responsi-

bility for their own health in order to become less depen-

dent upon the medical care system.
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The association between behavior and ill health is

illustrated in figure 2 (15). As can be seen, the top

four leading causes of death in the United States are

included in this chart: heart disease, cancer (malignant

neoplasm), strokes (cerebrovascular disease), and acci-

dents. (Compare with figure 1, Chapter 1, p. 2). Due to

the relationship between risk factors and the lifestyle

diseases, Berry has called the risk factors "the bacteria

of the 1980s" (8). Of the risk factors for the top three

causes of death, only three are uncontrollable--age, sex,

and heredity.

Age--i.e., longevity--has come under more control in

recent years through dietary control, bypass surgery,

transplants, and other methods. However, increased longev-

ity simply allows the other risk factors a longer period

of time to work their ills (8).

To discover an individual's risk factors, multiphasic

health testing is often used as a screening tool. This is

a combination of a health history questionnaire and chemi-

cal analysis of blood, urine, and stool specimens. The

chemical analysis provides health care professionals not

only the tools to diagnose the individual's present state

of health, but also signals warning signs that might cause

future problems (46), e.g., elevated levels of blood

lipids. Along with health histories and chemical

-Jim
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analyses, other multiphasic health testing includes such

tests as hearing and vision tests, blood pressure, EKG,

pulmonary function, chest X-ray, Pap Smears, and tonometry

tests (8, 10, 12).

Screening can economically sort out nonsymptomatic

diseases or aid in determining risks of future disease

(8). Addressing himself to the business community,

Goldbeck (15) writes:

The health survey is not designed primarily with
the air of making startling discoveries of seri-
ous physical impairment, even though defects,
both major and minor, will be found. On the
average, only 65% of any population seems to
have "preferred" or standard health profiles,
meaning that they are free of minor or major
defects. The benefits of the health survey are
that it:

Preserves good health. This is the
primary objective.

Makes people health conscious.

Overcomes fear of examination.

Banishes false disease symptoms.

Reveals physical defects.

Reveals causes other than physical
defects for poor health, such as
poor living habits or emotional
problems.

Gives an opportunity for teaching
good health habits (p. 29) .

In a longitudinal study (1965 and 1970), 6,928 non-

institutional adults in Alameda County were surveyed in

an attempt to determine the relationship of certain health

mom wo m III I w -mollo ON i I.-Iml,
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practices on mortality. The data revealed a strong

relationship between the following seven health habits and

the health status of the adult population in the sample:

1. Never smoking cigarettes;

2. Regular physical activity;

3. Moderate or non-use of alcohol;

4. Seven to eight hours of sleep on a regular

basis;

5. Maintenance of proper weight;

6. Eating breakfast;

7. Not eating between meals.

The physical health of those following all seven

health practices was comparable to individuals thirty years

younger who followed few or none of those practices. This

association was independent of age, sex, and income level

(6). In a five-and-one-half year follow-up, those same

seven health habits correlated with longevity (5).

Six Possible Health Promotion Progrms

Health Promotion Programs in just six areas of health

education concerns could significantly after the costs to

industry by the effects of lifestyle disease: smoking,

alcoholism and drug abuse, hypertension, stress, obesity,

and accidents. The extensive literature in these areas

tells the story.

.. ,-w . r.,..... .. _ - ... ,. -_.. .... _.. . .. - ... ,
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Smoking

Approximately 345,000 smoking-related deaths occur

each year from cardiovascular disease (the leading cause

of death among adults in the United States) and cancer

(the second leading cause of death in the United States)

(45, 54; figure 1, Chapter I, p. 2). According to the

Surgeon General's report on smoking and health, smoking

is now considered one of three major risk factors for

contracting heart disease. Additionally, evidence mounts

that smokers exposed to certain occupational hazards in

the asbestos, chemical, coal, rubber, and textile indus-

tries have even greater risks (7, 29).

Not only do smokers increase their risk of coronary

heart disease and lung cancer, but one-pack-a-day smokers

have a 50 percent greater rate of illness, hospitalization

and absenteeism. Two-pack-a-day smokers have double the

absence rate of nonsmokers (8, 24, 45). Cigarette

smokers, moreover, are far more susceptible to other

diseases than are nonsmokers; they have a 70 percent

greater rate of premature death from all possible causes

(48). Ultimately, tobacco is associated with 320,000

premature deaths annually (48).

Kannell, Castelli, and McNamara (22), commenting on

the Framingham Study, stated:

While the harmful effects of the cigarette habit
on the respiratory tract is considerable and

. _ ras, atiw s,' iiiiw.w.;,.._,-. sMi iw "w'MF +NUFa" Fy;' , r . .. .'.
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serious, its impact on cardiovascular disease
rates should be emphasized. Large scale prospec-
tive studies of death rate among male smokers have
consistently revealed that coronary heart disease
makes the major contribution to the excess mortal-
ity attributable to the smoking habit, with lung
cancer in second place. In spite of a more potent
effect of the cigarette habit in lung cancer, about
half the excess death in smokers is from coronary
heart disease and only one-sixth can be attributed
to lung cancer. This is because coronary heart
disease is such a frequent cause of death, exceed-
ing that from lung cancer by sevenfold (p. 18).

Still, others say that cigarette smoking plays only

a contributory rather than a primary role in the cause of

coronary heart disease. Gordon, Kannell, McGee, and

Dawbla (17) aver that:

The apparently prompt drop in the incidence of
coronary heart disease when men stop smoking
suggests that smoking has a non-cumulative,
transient, reversible triggering effect rather
than a direct influence on atherogenesis
(p. 1348).

Kannel, et al., also noted that there is little, if

any, increased risk associated with pipe and cigar smok-

ing, indicating that inhalation possibly affects the out-

come of coronary heart disease (17, 22). The fact that so

many women smokers do not inhale, rather than their bio-

logical makeup, may account for their apparent resistance

to coronary heart disease (22).

While coronary heart disease among smokers produces

the highest incidence of premature deaths in the United

States, other conditions equally as serious are directly

associated with smoking. Smoking contributes to 25
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percent of all deaths from cancer and to 40 percent of all

male cancer deaths. As noted on the chart in figure 1

(Chapter I, p. 2), accidents are the fourth leading cause

of death. Smoking is associated with accidental death by

fire which affects both the smoker and nonsmoker (8).

Farmer's Insurance Group offers nonsmoker discounts on

auto insurance because their records demonstrate a high

association between smoking and automobile accidents.

The eleventh leading cause of death in the United

States is emphysema, a condition linked directly with

smoking as a major contributor (8, 22). Other, less

serious diseases of the respiratory tract (sinus problems,

allegies, etc.) are aggravated by smoking, and these

problems help account for the increase in smoker absen-

teeism (8).

Given these data, it comes as no surprise that

several Surgeon Generals have castigated cigarette smok-

ing, among them Dr. Julius B. Richmond (29), who stated:

In 1979, cigarette smoking is the single-
most important, preventable environmental
factor contributing to illness, disability,
and death in the United States. . . . The
hazards of smoking have been established,
and the question has turned to what society's
response to those hazards should be (p. 21).

The cost of cigarette smoking is staggering: an

estimated $5 billion to $8 billion in direct health-care

expenses. The indirect costs incurred in lost
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productivity, wages, and absenteeism account for another

$12 billion to $18 billion (24).

Certainly, education alone regarding the negative

health consequences of smoking cannot respond to the prob-

lem. Studies indicate that nearly all students, by the

time they reach junior high school, fully understand the

dangers of cigarette smoking (9). In fact, health scares

have influenced research far more than they have changed

the smoking behaviors of the general public (7).

Although no one disputes the dangers of smoking,

controversy exists as to whether or not smoking is an

addiction. Whereas the United States Office on Smoking

and Health says that cigaretts "are addictive because

nicotine reinforces and strengthens the desire to smoke

and causes users to keep on smoking" (50, p. 2), the World

Health Organization (WHO) considers smoking to be more of

a drug habituation rather than an addiction (7).

The United Nations group defined addiction as "a

state of periodic or chronic intoxication produced by

repeated consumption of a drug, accompanied by a compul-

sion to continue taking it (in increasing doses) and by

psychological and physical dependence" (7, p. 419). They

also associate addiction with consistent or reproducible

withdrawal symptoms (7).
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By this definition, cigarette smoking lacks two of

the properties of addiction. First, while smokers do

experience a strong desire to continue smoking, they do

not increase the dose of nicotine as is the case of the

morphine addict. Second, while a wide variety of somatic

complaints are noted as a consequence of abstinence, no

single withdrawal symptom occurs spontaneously and inevi-

tably (7).

Instead, the WHO (7) considers smoking to be a drug

habituation because it conforms more to its definition of

drug habituation:

A condition resulting from repeated drug use
involving a desire to continue taking the drug
(at a relatively constant dose) which results in
psychological but not physical dependence, that
is, no consistent or reproducible withdrawal
syndromes appear (p. 419).

With this in mind, then, to bring about a discontinuation

of smoking behavior, one would look at the psychological

factors that promote the smoking behavior and attempt to

change them rather than consider a pharmacological, nico-

tine replacement program. Learning theory would seem to

represent the most fruitful approach. Bernstein (7)

claimed that "cigarette smoking is discontinued when the

majority of the strongest reinforcers, which act to main-

tain it, lose effectiveness or when they are outnumbered

or overpowered by reinforcers which maintain incompatible

responses (not smoking)" (p. 421).

~h,.
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For smoking cessation programs to succeed, options

other than smoking are essential. Of the programs available

today, none even begins to approach a 100 percent success

rate. Most clinics produce an immediate quitting rate of

thirty percent to 85 percent, but this rate decreases as

soon as the formal meetings are terminated (7). The range

of programs available from cold turkey--which takes the

greatest amount of will power but has been said to be the

most effective--to those that assume nicotine addiction and

attempt to neutralize the addiction with ear and nose

injections of vitamin Bl, minerals, sodium bicarbonate and

procaine (8).

Behavior programs that have proven promising combine

aversive smoking and self-control measures. Combining the

two methods aids the smoker to stop through aversive smoking

experiences and encourages them to remain a nonsmoker

through self-control strategies (29).

The programs most often utilized by industry are (1)

physician counseling; (2) sponsoring of outside consultant

groups, e.g., SmokeEnders; and (3) in-house programs

(29,30). Physician counseling programs have the greatest

success among those smokers who have recently experienced a

heart attack (7,29). Some businesses pay part or all of the

expense to send employees to existing smoke cessation
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programs, while others invite consultants into the business

setting to conduct on-site programs (29).

McGill (29) outlined three types of in-house programs:

1. Group skills training and education

programming;

2. incentive programs;

3. programs involving the prohibition of
smoking (p.22).

As a final note, if smoking by itself were eradicated

in our society, it would bring about the largest single

decrease in premature death and disease (49).

Alcohol and Drug Abuse

As stated previously (see Chapter I), chronic or

excessive consumption of alcohol is associated with a

number of serious illnesses. The major two are cirrhosis

of the liver (40) and increased risk of accidental death

(19). Each year nearly 100,000 people die from causes

related to alcohol (30). Research also shows that 75

percent of employees involved in more than one industrial

accident have an alcohol problem (8). However, alcohol is

but only one drug of abuse.

Abusers of drugs in addition to alcohol have three

times the absentee rate of nonabusers, are less produc-

tive, have more accidents, are involved in more company
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theft, and have more turnover. A recent survey of 2,500

employees disclosed that 17 percent had had experience

with or were currently using illegal or nonprescription

drugs. Seven percent of them were currently using drugs,

with the most frequently cited substances being marijuana,

amphetamines, and barbituates. Nelson, who reported this

study, cited another one that reveals that the use of

illegal chemicals, such as marijuana, barbituates, major

tranquilizers, and heroin, was higher among workers than

in the general population (35).

At the same time, perhaps as a result of the fact

that the use of alcohol is socially acceptable, alcoholics

(serious alcohol abusers) comprise 2.5 to 3 million of the

work force (8). Yet, of the 10 million people reported to

have alcohol-related problems in 1978, only 1 million

received treatment (4). Additionally, the lives of four

other people were directly affected by each case of alco-

holism (3).

Alcoholism is extremely expensive. Estimates of

direct, indirect, and other costs associated with alcohol

abuse range from $33.6 billion (24) to $44.2 billion (30).

The cost of treating the alcoholic worker is $1,500 for

one year of treatment. At a success rate of 60 percent,

the annual net benefit of treatment equals $14 billion

=
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(24). Therefore, in economic and social terms, chemical

abuses, alcohol included, is an industrial concern.

Smith (35) of the Haight-Asbury Free Clinic, defined

drug abuse as "the use of a drug in such a manner that it

interferes with an individual's health, economic, or

social functioning" (p. 403). Industry's response to drug

abuse (including alcohol) has to be job-oriented. For

example, in some programs, the supervisor identifies prob-

lem employees who do not respond to ordinary management

techniques. He or she asks them to contact the medical

department and defines clearly what is expected of them.

The attitude of the supervisor defines the response.

He or she must not consider alcoholism to be a stigma or a

moral issue. Rather, he or she has to see the alcoholic

as one who has a negative impact on the business as well as

on himself or herself (3).

Once the employee goes for help, the medical depart-

ment obtains a complete history and does a physical exami-

nation with the appropriate lab work on the referred

employee. A physician makes the diagnosis and directs

the treatment program.

Asma, Hilker, Shevlin, and Golden (3) clarified some

of the issues related to dealing with alcoholics:

Knowing the diagnosis of the type of drinker
is very important. Heavy drinkers (36%) may
not be true chronic alcoholics, but drink in
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a seriously damaging, recreational way. They are
able to control their drinking much more easily
than are the other types. Typical chronic alco-
holics (55%) are people in whom drinking is both
compulsive and self-destructive. Reactive
drinkers (4%) react to life situations by epi-
sodes of compulsive drinking, i.e., the "binge"
drinker. Symptomatic drinkers (5%) are suffering
from a predominant emotional illness of which
alcoholism is a secondary manifestation. It is
now known that different techniques of treatment
are required (p. 243).

From the foregoing descriptions, it follows that a

company or organization should adhere to four assumptions

in order to establish an alcohol/drug abuse program.

1. The most clearcut mechanism for identifying pro-

blems is the supervisor's awareness of impaired per-

formance.

2. Alcohol/drug misuse should be regarded as a med-

ical problem.

3. Regular disciplinary procedures for poor per-

formance should be suspended while an employee seeks

assistance.

4. Return to adequate job performance is the sole

criterion for success (3, 29, 35).

A Stanford Research Institute study of drug abuse

programs in fifteen companies found five basic elements.

1. Identification and outreach: This includes

training supervisors to recognize problems and to develop

a climate of confidentiality to increase self-referrals.
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2. Diagnosis and referral: After supervisor identi-

fication of problems, referral to appropriate counseling

or treatment resources are used.

3. Counseling and treatment: This involves coordi-

nation between the company and the community.

4. Follow-up: Reporting and support services after

treatment and counseling have been completed.

5. Record systems: Statistical data used to eval-

uate program effectiveness while protecting confiden-

tiality (35).

McGill (29) concluded from her studies that with

appropriate responses, "Problems resulting from alcohol

and drug abuse are among the most preventable of today's

problems. Early intervention can be effective and reduce

long-term effects on the family, job, and individual"

(p. 15). A glance at figures 1 and 2 will emphasize the

importance of her conclusion.

Hypertension

Inappropriate diet (especially too much sodium and

fried foods), insufficient exercise, and excessive stress

--three prevalent dynamics in contemporary life--all con-

tribute to or aggravate hypertension (see figure 2), a

lifestyle disease closely associated with coronary heart

disease, cerebrovascular disease, and renal failure.

Often called "the silent disease" because of its lack of

ra " - - -
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symptoms, hypertension, at the very least, interferes with

worker productivity (45, 47).

The World Health Organization defines hypertension as

a diastolic blood pressure of greater than 95 mm of mer-

cury (25). Clinical, epidemiological, pathological and

experimental evidence indicates that hypertension accele-

rates the development of artereosclerosis, especially in

the presence of hyperlipidemia. Additionally, a close

relationship has been found between the severity of hyper-

tension and the risk of developing coronary heart disease

(29, 47).

Estimates place the figure at 20 million persons in

the United States who suffer (largely unknowingly) from

hypertension, only 45 percent of whom are receiving proper

treatment. In terms of dollars and cents, the estimated

annual cost of hypertension, in 1975, was $15 billion.

With effective detection and treatment, at between $100

and $222 per case, that cost could be cut in half (24,

49).

One Veterans Administration study showed that treat-

ment of men with a diastolic blood pressure of 90-114 mm.

Hg. substantially reduced the risks of cardiac failure,

strokes, and renal failure (45, 47). After initiating a

follow-up program for hypertensive employees, New York

Telephone Company witnessed a 43 percent decline in

., -.
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hypertension-related absence, at an annual savings to the

company of about $325,000 (30).

Detection and treatment of hypertension in the work-

site has been proven to be both cost effective and produc-

tive of more favorable outcomes than treatment in the

conventional therapeutic settings (45). Enhanced patient

compliance to worksite treatment modalities is thought to

be due to organized treatment, peer support, increased

health care provider contact time with patients, and

patient participation in setting goals (1, 29, 41). Work-

site hypertension programs have resulted in a 10 percent

attrition rate compared to a 50 percent attrition rate

found in physician's offices. Additionally, three-fourths

of all worksite treated patients obtained satisfactory

blood pressure control compared to less than one-third

controlled in the traditional medical setting (1).

According to McGill (29), hypertension programs that

have proved most successful in industry are those "that

are more intensive, more involving of workers, and vigor-

ous in their continued contact with workers" (p. 15).

These programs identify the patients with elevated blood

pressure and offer various control techniques, from diet

and exercise through medication and biofeedback (8, 44,

47).
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Since hypertension responds readily to available

intervention, worksite programs can play a major role in

the identification and reduction of this risk factor (8).

Stress--Mental Wellbeing

Excessive stress is associated with nine of the nine-

teen diseases or other conditions listed in figure 2. No

other behavior occurs with such frequency. Stress reduc-

tion, therefore, could only contribute to the total well-

ness of all sufferers from this most prevalent lifestyle

condition.

Seamonds (42) defined stress as "a recurring imbal-

ance resulting in the daily wear and tear on the body and

mind that leads to dysfunction and debilitation" (p. 393).

Workplace stressors include work overload, work stagna-

tion, role conflict, excessive amounts of responsibility,

egotism, management style, and competition (29); resource

inadequacy, insecurity, nonparticipation, role ambiguity,

and harassment are other stress-inducing conditions (14,

28). Marital and sexual problems, financial problems, and

career problems, while not a product of the workplace,

also impact on the employee's performance and contribute

to workplace stressors (42). Researchers in Holland dis-

covered that people having multiple accidents were also

absent more for reasons other than health (e.g., marital
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problems, financial problems, housing, etc.) than

accident-free employees (4).

Mental health problems are likewise associated with

stress. According to the President's Commission on

Health, 10 to 15 percent of the population requires some

form of mental health treatment. Seventeen billion dol-

lars, or 12 percent of the nation's health care dollars,

are spent for treatment of the mentally ill making mental

disorders the third most costly group of diseases (4).

Additional studies indicate that when mental health

services are offered to employees, many benefits to the

company follow:

A 52% improvement in work attendance.

A 55% decrease in hospital, medical and
surgical costs of those enrolled in the
program.

A nearly 75% reduction in the company's
weekly claims cost among the same partici-
pating employees.

Amount of an estimated savings of $5.78 for
every $1.00 spent (45, p. 3).

None of the above results come as a surprise.

Research shows that when total stress goes up or down in

a six-month period, illness is found to go up or down

correspondingly in the following six-month period. This

relationship supports the inference that stressful life

events have a causal influence on symptomology (23). Men-

tal health or stress reduction services will thus help
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reduce productivity problems related to a long list of

symptoms.

The symptoms associated with stress are insomnia,

lowered sex drive, irritability, gastrointestinal prob-

lems, suicidal ideation, headaches, crying spells, general

aches and pains, an increase in smoking, chest pains, and

shortness of breath (28). Stressful emotions can also

precipitate angina, myocardial infarction, dysrhythmia,

left ventricular failure, sudden death, and electrocardio-

graphic changes (47). However, the single best indicator

of stress is poor job performance, i.e., those employees

with poor achievement, high accident rates, or chronic

absentee problems (28).

A study at Kaiser Permanente revealed that of

1,250,000 members, 68 percent who came in for medical

treatment had no organic cause for their complaint (15).

Another study at Kaiser Permanente "concluded that psycho-

therapy patients . . . were initially high utilizers of

medical services, but after psychotherapy, the utilization

rate declined" (4, p. 7). Patients receiving one psycho-

therapy session were found to have the largest decline in

outpatient utilization (4).

The first step in stress reduction is always preven-

tion. Employees should be well trained and well oriented;

job descriptions and responsibilities should be clear;
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supervisors should give positive reinforcement and show

interest in what the employees are doing (28). Also,

employees should have some opportunities to participate in

decision making (26). The second step is training for the

supervisory staff in identifying the problem in terms of

job performance and referral for medical and/or psycho-

logical checkups (4, 28). Following this step, referrals

could be made to a wide range of programs, from exercise

to biofeedback to meditation techniques.

Stress management not only can be viewed as a means

of preventing illness, but also as a way of promoting

health (29).

Obesity

Inappropriate diet is associated with 7 of the 19

diseases or other conditions shown in figure 2. Insuffi-

cient exercise is correlated with 5 of those 7. And, both

inappropriate diet and insufficient exercise are linked

directly to obesity--a critical risk factor in cardiovas-

cular and cerebrovascular disease, hypertension, diabetes,

cirrhosis of the liver (11), gall bladder disease, and

degenerative arthritis (8). These diseases, taken

together, account for over one-half of all deaths each

year (29).

Belloc and Breslow (6) stated that "being overweight

is taken as an indicator of eating more than necessary to

,
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maintain desirable weight, given the physical exertion of

the individual" (p. 412). Overeating, or eating foods

high in calories, contributes to many employee problems

independent of age and sex.

A 1959 study indicated that 1 in 5 men 20 years of

age or older was at least 10 percent overweight and that

more than 1 in 10 were at least 20 percent overweight.

For women, the ratio was higher, with 1 in 4 10 percent

overweight, and 1 in 9 20 percent overweight (32, 33). A

more recent study revealed that men and women in 1972 and

1973 were on the average 4 pounds heavier than men were

10 years earlier (34). In the July 1982 issue of Health,

an article on dieting reported that 30 percent of the

adult population was overweight and that the women out-

numbered the men by almost 2 to 1 in this category (52).

Quoting Belloc and Breslow (6) again, "men with the

best physical health were those less than 5% underweight

up to 19.99% overweight; among women, those who were

underweight or less than 10% overweight were slightly more

healthy than the average" (p. 412).

Several components make weight reduction particularly

difficult to accomplish. Drugs, alcohol, and cigarettes

can be given up completely, and the stimuli associated

with them can be avoided; however, everyone must eat at

least 2 to 3 times per day, making it impossible to avoid
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the behavior. Eating also occurs in a variety of

situations, and often different stimuli other than the

physiological ones causing hunger control when and what

people eat. Two other factors are also involved; (1) the

immediate reinforcement gained from eating, and (2) the

delay for weeks or even years of the adverse consequences

of overeating (18).

Due to the complexity of the variables associated with

overeatng, the more successful programs instruct individ-

uals to adhere to a particular behavior on a long-term

basis followed by long-term follow-up (8, 27, 29, 38).

These programs have reported significantly higher success

rates, over longer periods of time, than the self-help

groups that do not use behavior modification techniques

(27).

Behavior modification programs involve four general

principles:

1. Description of the behavior to be con-
trolled;

2. Modification and control of the discrim-
inatory stimuli governing eating;

3. Development of techniques which control the
act of eating;

4. Prompt reinforcement of behaviors which
delay or control eating (38, p. 50; 43, p.
392).

ALong with offering behavior modification programs

for obese employees, industry is beginning to make

Q
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available more healthy food choices in vending machines

and in the cafeteria lines. Following the publication, in

December 1977, of the "Dietary Goals of the United

States," changes have been made in some industrial

settings to meet the goals listed below:

1. Increase consumption of fruits, vegetables,
and whole grains;

2. Decrease consumption of refined and other
processed sugar and of foods high is such
sugars;

3. Decrease consumption of foods high in total
fat and particularly replace saturated
fats, whether obtained from animal or
vegetable sources, with polyunsaturated
fats;

4. Decrease consumption of animal fat; and
choose meats, poultry, and fish which will
reduce saturated fat intake;

5. (S)ubstitute low-fat and nonfat milk for
whole milk and low-fat dairy products for
high-fat dairy products;

6. Decrease consumption of butterfat, eggs,
and other high cholesterol sources. Some
consideration should be given to easing the
cholesterol limitation for premenopausal
women, young children and the elderly in
order to obtain the nutritional benefits of
eggs in the diet;

7. Decrease consumption of salt in foods high
in salt content (11, p. 274).

Since most employees eat at least one meal while working,

if everyone made these their own dietary goals, the

changes would yield significant results in improving the

health of the American worker.
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Accidents

The fourth leading cause of death in the United

States in 1978 was accidents which accounted for 5.5 per-

cent of the deaths (8). For individuals between the ages

of 15 and 35, automobile accidents account for nearly half

of the deaths (19). Gallagher (13) reported that "Nation-

ally one injury occurs every three minutes. Each year

nearly $18 billion is spent to compensate these work

injuries, in addition to Social Security and welfare bene-

fits that must be supplied to the worker" (p. 46). As

noted earlier in this paper, alcoholism, drug abuse, and

smoking all contribute to the increased incidence of acci-

dents both at home and at the worksite.

In 1970, with the passage of the Occupational Safety

and Health Act, the first concerted effort was made to

reduce work-related injury. Two approaches have been used

to reduce work-related injury. The direct approach, which

is training, begins by establishing safe work habits aimed

at preventing injury. The second, or indirect approach,

involves communication techniques of telling and selling

self-protection needs; incentive plans offer rewards of

money and/or recognition as reinforcement for practicing

self-protection in the work setting (29).

Motor vehicle accidents, the major killer of the

young, can be substantially reduced with the elimination

:
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of drunk drivers and the compulsory use of seat belts.

An article in the Canadian Medical Journal predicted that

if compulsory seat belt use were legislated, Canada could

expect to prevent 800 deaths and experience a sharp reduc-

tion in injuries to the head, chest, and spine (19).

Industry, in addition to ofering educational programs on

safety and the benefits of using seat belts and the

hazards associated with excessive drinking, could support

legislation for stricter penalties for drunk drivers and

for compulsory seat belt use (31).

Evaluating the Economic Feasibility
of a Health Promotion Program

People can control the lifestyles that put their

health at risk. The controllability constitutes the

essence of health promotion. On the other hand, for

people to change their lifestyles involves a matter of

personal values and an effort of will. Lifestyle change

often requires therapy, of a sort, and several major

obstacles associated with a health promotion program for

asymptomatic individuals stand in the way of such change:

The need for therapy is not reinforced by
clinical symptoms.

Therapy is required over a long period of
time.

Therapy requires significant changes in
strongly ingrained habits.

9
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Therapy produces undesirable side effects.

Therapy is very time consuming.

The patient lacks future orientation.

The patient does not understand the need
for therapy and the consequences of non-
adherence or has strong self-destructive
feelings (49, p. 294).

Studies indicate that symptomless patients may fail

to keep follow-up appointments up to 50 percent of the

time. Additionally, adherence to a treatment regimen may

be as low as 40 percent in asymptomatic individuals.

Possible approaches to improving adherence include:

(1) utilization of allied health professionals, (2) pro-

viding practitioners with patient education strategies,

and (3) changes in the cultural environment that would

reward healthful behavior rather than risk-taking (49).

The United States Department of Health, Education,

and Welfare, in 1979, contrasted the costs and benefits

for a prevention program. They found that the greatest

benefits occur under these conditions:

For serious diseases with (1) a well-known
natural history, (2) a clear-cut effect of
intervention on subsequent health status,
(3) serious consequences of nonintervention
in terms of reduced function, (4) easily
discerned costs of screening and treatment,
(5) known specificity and sensitivity of
the test employed to diagnose the condition,
and (6) established probabilities for adverse
effects of treatment and nonadherence (49,
p. 289).
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Therefore, if an expenditure for a prevention service

reduces morbidity and mortality, there is a benefit.

After all the relevant costs are determined, if the bene-

fit minus the cost is positive, then the conclusion can

be reached that a particular preventive activity was

sound use of economic resources (49).

Conclusion

The literature clearly indicates a need for Health

Promotion Programs--if for no other reason than to lower

the cost of medical care insurance and delivery (see

Chapter I, p. 1). Waiting until the disease knocks one

down can be likened to waiting until a fatal accident

happens before installing a traffic signal at a dangerous

intersection. A contemporary society cannot take that

sort of risk.

Still, the question of how to deliver prevention pro-

grams and by whom, needs to be resolved. Shall govern-

ment, industry, or social service agencies take on the

burden?

However, before that question is addressed at all,

we must address a prior issue. Which programs are con-

sidered by health education professionals to be most

important (or cost beneficial) to both employees and

employers? That is the question of this thesis. How

accurate the health education professionals' assessment
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is should be the subject of a subsequent, and larger,

research project.
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CHAPTER III

PROCEDURES USED IN THE DEVELOPMENT

OF THE STUDY

The purpose of this thesis is to determine if the

importance assigned by the judges to certain components of

corporate health promotion programs is the same or

different from program components most frequently offered

by corporations for their employees. The initial program

components were taken from the literature. In order to

collect this data the following format was used.

The program components obtained from the literature,

along with the opinion-seeking questionnaire, were sent to

fifty-four experts in health education. These experts

were asked to state their opinions and express their

values with respect to employee wellness programs. They

were then asked to rate health promotion program compo-

nents subjectively and to weight each component on the

basis of more objective criteria established, in part, by

the educators polled.

The Attitude Survey

An attitude survey utilizing a form of the Delphi

Technique was used to obtain opinions from the experts.
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The Delphi Technique is used when the objective is to

elicit a consensus where there is no definite answer

(2). Two uses of the Delphi, according to Henges and

Hosokawa (1), are: "To determine and develop a range of

possible program alternatives; . . . To seek out infor-

mation which may generate a consensus on the part of the

respondent group" (p. 448). There are three conditions

necessary "for a successful Delphi: (1) sufficient time,

(2) skills in written communication, and (3) motivation

among respondents" (1, p. 448).

This researcher used this type of attitude survey to

prevent her personal biases from skewing the results of

the study (i.e., a consensus of experts' opinion). To

generate the consensus, several critical items in the

questionnaire were left open-ended in order to capture

possible information not available through a review of

literature.

To deal with one condition of a successful survey--

sufficient time--the researcher's questionnaire was short

and simple. The items offered alternative objective

answers rather than requests for time-consuming

narrative. Even the open-ended items required only brief

comment.
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Development of Phase One and
Two Questionnares

There were four purposes for the Phase One data

collection: (1) To identify program components that may

not have been reported by the researcher; (2) to identify

the programs components that acutally exist in the

corporations polled; (3) to correct for biases when the

program components were weighted in the second round of

the survey, and (4) to uncover the attitudes and opinions

of the respondents.

The Phase One Questionnaire was designed to obtain

both objective and subjective data. The objective data

included demographics (Section I) and information about

the programs utilized by companies or organizations

employing the judges (Section II, Item 1, and Section

III). Since the primary focus of this thesis is on the

opinions and values of judges (subjective data) Section

II, Item 2 and Items 4 through 11 were seeking expert

opinions rather than factual information.

The questionnaire was tested by a sample of three

independent judges for (1) clarity of ideas communicated,

(2) internal consistency among items, (3) the possibility

of an important issue having been omitted, and (4) the

usefulness of the items for identifying patterns of

WOW
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thought. This was done to insure that the instrument

would produce the results desired.

The purpose of the Phase Two Questionnaire was to

determine which of the expanded program components the

judges felt were most important. The judges were asked to

weight the program components, keeping in mind the

following criteria:

1. Number of employees potentially benefitted;

2. Cost of testing participants;

3. Cost of delivering the program;

4. Potential for a decrease in absenteeism,

disability, premature death, etc.;

5. Reduction in the use of hospitilization.

The Phase Two mailing contained an updated list of

components, arranged alphabetically to prevent subtle

biasing of the rankings. When assigning weights, the

judges were asked to review their responses so that the

combined weights would equal 100.

Example: Hypertension 50

Nutrition 35

Weight reduction 15
Total 100

Motivation among the respondents to answer posed the

only significant problem. The simplicity of the format

helped somewhat. The offer to supply results may have
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helped to get responses. All of the respondents to the

Phase Two Questionnaire indicated they wanted the

results. It was hoped that the respondents would see the

research as important and their responses vital to a suc-

cessful result.

The Judges

The judges for both the test sample and the research

sample were selected upon recommendations from; members of

the Health Promotion Network in Dallas, the Dallas Chapter

of the National Association of Fitness Directors in

Industry, the Health Education Department of Kaiser-

Permanente Northern California Region, and Professors in

the Department of Health Education at North Texas State

University. The minimum criterion was that the person

selected as a judge have a job related and/or academic

interest in the health promotion field. For a list of

those individuals responding to the questionnaire and the

organizations they are associated with, see Appendix A.

Fifty-four Phase One Questionnaires were sent out.

Thirty-eight or 70 percent of those judges asked to

respond returned a Phase One Questionnaire. A month later

the thirty-four judges were sent the Phase Two

Questionnaire. This time, twenty six or 66 percent of

those judges asked to respond, returned a questionnaire.
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A fairly large sample was desired since parametric

statistics would be used to determine which program

components were important to the judges and which were

not.

On July 1, 1983 the Phase One Questionnaire was sent

to the fifty-four judges along with a cover letter. A

copy of the cover letter and the questionnaire appear in

Appendix B and C. Each letter requested the cooperation

of the person as an expert in the field of health

education. The letter also stated that the researcher

would send a second questionnaire (Phase Two) that lists

all of the original components plus those added by the

judges.

The Phase Two Questionnaire was mailed to the thirty-

eight judges who returned a Phase One Questionnaire.

Mailed on August 4, 1983, the cover letter asked the

judges to weight the expanded list of program components

according to the ones which they believed to be most

important. A copy of the cover letter and Phase Two

Questionnaire appear in Appendix D and E. In both the

questionnaires the cover letter specified a deadline of

two weeks for returning a completed questionnaire.

Additionally a return stamped envelope was enclosed.
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Screening of the judges on the criterion of job

related interest or academic interest in corporate health

promotion programs was accomplished when the forms were

returned. Section I of the Phase One Questionnaire

requested demographic information. The information was

used to screen the judges in order to drop those who did

not meet the criterion. All the respondents met the

criterion. In this way the first contact between the

judges and the researcher was in the mailing itself. The

procedure was used to prevent previous conversations

between the judges and the researcher from accidentially

influencing the judges' responses to survey questions. A

thank you letter was sent to the twenty-six judges who

returned the Phase Two Questionnaires. See Appendix F.
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CHAPTER IV

PRESENTATION OF DATA

Presented in this Chapter are data compiled from

Phase One and Phase Two Questionnaires returned by the

judges. The data includes a classification of the judges

(Table I), and a rank order of program components with the

scores assigned by the judges (Table II). Also presented

in this Chapter are results obtained from the Spearman's

rho and scattergram, the instruments selected to test the

hypothesis of this study (Tables IV and V). Finally, this

Chapter includes responses of the judges to the attitude

questions contained in the Phase One Questionnaire.

Table I identifies the judges who responded to both

phases of the survey classified by academic degree level

and by their direct involvement in corporate wellness

programs. The table shows that a majority of the

responding judges hold graduate degrees and are directly

involved in corporate wellness programs. Of the judges

who returned both phases of the survey, 20 (53%) represent

companies that offer wellness programs for their

employees.

60
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TABLE I

CLASSIFICATION OF RESPONDING JUDGES BY EDUCATION
BACKGROUND, DIRECT INVOLVEMENT IN WELLNESS

PROGRAMS, AND QUESTIONNAIRES
RETURNED BY PHASE

Respondents Questionnaires Returned
Classification Phase One Phase Two Total

Master's Degree or above/ 3 11 14
Representing companies
offering Wellness Program
for employees.

Master's Degree or above 2 7 9
not directly involved in
a Wellness Program for
employees.

Bachelor's or below/ 4 8* 12
Representing companies
offering Wellness Program
for employees.

Bachelor's or below not 3** 0 3
directly involved in a
Wellness Program for
employees.

*One respondent did not fill in academic degree.
**Two respondents indicated no degree, one respondent
indicated AS degree.
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Table II presents a rank-ordered list of programs

that the experts reported as most beneficial using the

weights judges gave a particular program in the Phase Two

Questionnaire. The table displays the program

components. Additionally the percentage of each program

component was computed. Health risk assessment was ranked

as the top component by the judges followed by fitness

programs. Also ranked among the top six are stress

reduction, smoking cessation, and weight control.

Statistical Treatment of Data

Two statistical tests were performed to test the

hypothesis. A spearman's rho was used to determine the

relationship between existing programs and those programs

considered to be important by the experts polled. Two

rank orders were established. The first rank order was

from the Phase One Questionnaire, question three.

Programs were ranked in the order they were begun by

corporations. If several programs were started at the

same time they were given the same rank order. If the

judges merely checked the program components, those

components were assigned the rank order one.

The second rank order was taken from the Phase Two

Questionnaire. The raw scores were computed from the
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TABLE II

RANK ORDER OF PROGRAM COMPONENTS FOR 26
PHASE TWO QUESTIONNAIRES BY JUDGE'S

WEIGHTS AND PERCENTAGES

Judges Ranking
Program Components Total Weights Percentage

Health Risk Assessment 372 14
Fitness Programs 322 12
Stress Reduction Programs 204 8
Smoking Cessation Programs 160 6
Blood Pressure Control 155 6
Weight Control 151.5 6
Nutrition Program 135.5 5
Employee Assistance 124 5
Risk Reduction for Cardiac 115 4
Disease

General Education in 107 4
Health Maintenance

Healthy Back Information 96 4
and Exercise

Accident Reduction 94 4
Drug and Alcohol Treatment 89 4
Recreational Programs 71 3
Cancer Education 58 2
Breast Self Exam 57 2
Self Care 50 2
CPR Certification 49 2
First Aide 38 2
Testicular Self Exam 27 1
Assertiveness Training 25 1
Dental Care 19 1
Prenatal Education 14 1
Communication Training 14 1
Diabetes Program 13 0
Chronic Disease Education 11 0
Crisis Management 9 0
Financial Management 7 0
Outplacement Counseling 0 0

Total 2590* 100%

*One questionnaire totaled 90 instead of 100.
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weights assigned by the experts and then given a rank

order as shown in Table II.

The Spearman's rho is designed to determine whether

two rankings of the same case are similar (2). This is

accomplished by comparing "the rankings on the two sets of

scores by taking the difference of the ranks, squaring

these differences and then adding, and finally manipu-

lating the measure so that its value will be +1.0 whenever

the rankings are in perfect agreement, -1.0 if they are in

perfect disagreement, and zero if there is no relationship

whatsoever" (1, p. 434).

Additionally a scattergram was used to show the rela-

tionship between two variables, the existence or non-

existence of a program component, and the value placed on

the program by the judges. "A scattergram is a graph of

data points based on two variables, when one variable

defines the horizontal axis and the other defines the

vertical axis" (2, p. 277). In this study, the horizontal

axis is taken from the Phase One Questionnaire, question

three and the vertical axis from the Phase Two

Questionnaire.

Results

Survey results are presented in Table III. The table

shows that none of the rank order correlations produced by
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TABLE III

CORRELATION AND SIGNIFICANCE OF ELEVEN COMPONENTS
OF CORPORATE WELLNESS PROGRAMS

BASED UPON THE SPEARMAN'S RHO

Spearman Significance
Variable Correlation Level*

Coefficient

1. Accident Reduction -.023 .458

2. Alcohol Treatment .078 .358

3. Diabetes Program .301 .076

4. Drug Treatment .198 .177

5. Fitness Program .067 .379

6. Health Risk Assesement .134 .266

7. Blood Pressure Control -.024 .456

8. Nutrition Program .201 .173

9. Smoking Cessation .142 .255
Program

10. Stress Reduction -.164 .222
Program

11. Weight Control .062 .388
Program

*None were significant, .05 or below is significant.
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the Spearman's rho was significant. The table lists the

components found in corporate wellness programs along with

the Spearman Correlation. The significance level is also

listed (a significance level of .05 or below denotes a

correlation exists). In reviewing the table, the only

program component that even approached a correlation is

the diabetes program with a Spearman correlation of .301

and a significance level of .076.

A high expected correlation of health risk appraisal,

fitness programs, and stress reduction, the top ranked

program components by the judges, did not materialize.

Instead, correlation values of .134, .067 and -.164 for

the three components confirm that no correlation exists.

Scattergram analysis confirms the findings of the

Spearman rho as shown in Table IV. The table lists the

program components found in corporate wellness programs

and the significance level for each component. A

significance level of .05 or below denotes a correlation.

The random scattering of points makes the computation

of a line of central tendancy impossible. No significant

correlation exists on any program component except blood

pressure control, and the level of significance at .047 is

borderline. Moreover, the Spearman's rho figure of -.024

for this component did not indicate a correlation.
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TABLE IV

SIGNIFICANCE OF ELEVEN COMPONENTS OF
CORPORATE WELLNESS PROGRAMS BASED

ON SCATTERGRAM ANALYSIS

Variable Significance Level*

1. Accident Reduction .324

2. Alcohol Treatment .061

3. Diabetes Program .000**

4. Drug Treatment .057

5. Fitness Program .145

6. Health Risk Assessment .323

7. Blood Pressure Control .047***

8. Nutrition Program .430

9. Smoking Cessation Program .220

10. Stress Reduction Program .118

11. Weight Control Program .093

*A significance level of 0.5 or below indicates a
correlation
**Statistics cannot be computed due to insufficient cases

***The only component that showed borderline significance
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Attitudes of the Judges

Attitudes of the judges concerning the structure and

financing of corporate wellness programs (questions six

through twelve on the Phase One Questionnaire) are shown

in Table V. The table lists the questions asked of the

judges and lists their responses by the number of judges

responding in a positive or negative manner as well as the

percentage.

Thirty-seven judges responded to all or part of

questions six through twelve which elicited attitudinal

response. All of these questions received a wide array of

responses from the judges.

Four of the judges did not respond to question six b,

and one did not answer six, parts a and b. Two of the

judges did not answer part b question seven, and one judge

did not respond to parts a or b of question seven. In

question eight, four judges did not answer the b part, and

two did not answer the a part. Question nine had the

widest variation of responses. Six judges did not answer

parts a or b, and two judges answered parts a and b both

yes and no. One judge responded both yes and no to

question eleven, and two judges did not respond to

question twelve.

Sentiment of the judges favoring wellness programs in

corporations was universal with nearly all the judges (97



TABLE V

RESPONSES OF JUDGES TO SEVEN ATTITUDE QUESTIONS
ABOUT CORPORATE WELLNESS PROGRAMS, BY NUMBER

OF YES OR NO RESPONSES WITH PERCENTAGES

Attitude Questions

6. 1 think the company should:
a. promote Wellness Programs
b. not become financially

involved

7. I think the company should:
a. develop and implement its

own Wellness Program
b. bear the cost for these

programs

8. I think the company should:
a. provide Wellness Programs

for employees
b. share the cost with the

employees

9. I think the company should:
a. contract with outside

services to provide
Wellness Programs for
employees

b. bear the cost for these
programs

10. The company should require
everyone to be involved in
the Wellness Program

11. The Wellness Programs should
be made available on a
voluntary basis

12. Components of the Wellness
Programs should be made
available as needed, e.g.,
Alcohol Treatment Programs for
problem drinkers

Judge's Responses
Yes No

# % %

35
6

100
19

0
26

0
81

32 86 5 14

25 69 11 31

32 97 1 3

29 83 6 17

24 73 9 27

18 56 14 44

4 11 33 89

36 95 2 5

35 97 1 3
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percent) reporting also favoring direct corporate support

for these programs. A high percentage of the judges (95

percent) felt these programs should be voluntary, i.e.,

employees should have the option of participating or not

participating. As for financing, the judges over-

whelmingly favored employers sharing the cost of wellness

programs with their employees (83 percent). In instances

where corporations develop and implement their own

wellness programs, the judges favored the corporation

bearing the full cost (69 percent). Where corporations

use outside agencies to provide wellness programs, only 56

percent of the judges favored full corporate financing.
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CHAPTER V

SUMMARY, CONCLUS IONS

IMPLICATIONS, AND RECOMMENDATIONS

Summary

The purpose of this study was to determine if the

importance assigned by the judges to certain components of

the corporate health promotion programs is the same or

different from program components most frequently offered

by corporations for their employees. This determination

involved (1) establishing a list of program components

that health educators felt were important for wellness

programs and (2) comparing this list with programs

actually existing in the corporations polled..

The initial list of program components was obtained

from the literature review. This list along with an

opinion-seeking questionnaire was sent to fifty-four

judges determined to have a job related and/or acedemic

interest in a related health field. In the Phase One

Questionnaire the experts were asked to state their

opinions and express their values with respect to employee

wellness programs. These experts were asked in addition

to state the program components that actually existed in
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their corporations and to indicate the chronological order

in which they were begun.

Using the data obtained from Phase One Question-

naires, an expanded list of program components was

developed. This Phase Two Questionnaire was sent to the

thirty-eight judges who returned questionnaires during

Phase One. Judges were asked to rate health promotion

program components subjectively and to weight each com-

ponent on the basis of more objective criteria.

Twenty-six of the judges polled returned Phase Two

Questionnaires. Seventy-three percent of these judges

actually worked for corporations that offered wellness

programs for their employees. The results of the Phase

Two survey were used to establish a rank order of program

components based on the importance assigned to them by the

judges. The rank ordered list from the Phase Two survey

was then compared with the chronological list compiled

from Phase One results to determine if a relationship

existed. This comparison was necessary to prove or

disprove the hypothesis of the study which stated that no

significant difference would be found between the

importance assigned by the judges to wellness program

components and the components most frequently found in

corporations offering them for their employees.
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Two statistical methods were used to test the

hypothesis. The first was a Spearman's rho and the second

was scattergam analysis. These two methods were selected

because of their utility for determining if two rankings

of the same class of items are significantly similar.

None of the rank order correlations produced by the

Spearman's rho was significant. This finding was

supported by scattergram analysis which produced no

significant correlation.

Conclusions

Based on the results of this study the following

conclusions were reached:

1. The expected correlation between wellness

programs rated as important by health educators responding

as judges in this study and program components most often

implemented by corporations does not exist.

2. A rank order list of wellness program components

that health educators feel were important was established.

3. There is universal agreement among health

educators responding that wellness programs should be

promoted by corporations for their employees.

4. There is a preference among health educators for

wellness programs that are provided for corporate

employees on a voluntary basis.
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5. Most health educators favor employee partici-

pation in the cost of wellness programs, particularly when

outside agencies are used to conduct the programs.

Implications

The finding of this study indicate that health

educators are not having much influence on company policy

regarding which program components to adopt for

employees. There are two possible explanations for

this: (1) Other influences are more persuasive, such as,

the cost of implementing a new program, legal requirements

that dictate the adoption of certain programs and the

relative "newness" of wellness programs as a method of

cost reduction; (2) level of agreement among health

educators on which programs are the most beneficial in the

absence of conclusive scientific data.

The two wellness program components selected as most

important by the health educators responding to the study

were health risk assessment and fitness programs. These

programs can be seen as among the most expensive because

of the need for medical personnel and laboratory analysis

in the case of risk assessment, and an investment in

gymnasium equipment for a complete fitness program. In

the absence of evidence supporting the beneficial effects
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of these programs for participating employees, many

companies may prefer less expensive alternatives.

Companies which are compelled by law or convention to

offer certain programs for their employees may invest in

these and omit others which might be more beneficial in

the long run. For instance, it may be common in some

industries to emphasize accident reduction or to insure

that all employees complete a CPR course. Such courses

may be mandated by state law for employees in certain

occupations, i.e., a requirement that industrial security

guards complete a course in first aid and CPR within one

year of their appointment. Insurance programs that offer

lower premiums to company drivers who complete defensive

driving courses may persuade employers to underwrite the

cost of these programs for their employees.

The newness of wellness programs in industry can lead

to choices among alternative program components based on

hearsay or other subjective evidence. In other words,

employers may be prone to adopt wellness programs for

"cosmetic" reasons. Since health educators are also new

in corporate settings, their opinions about the value of

some program components over others may not carry much

weight, particularly without strong research support.

The lack of agreement among health educators on the

relative importance of a particular program component can
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be attributed to the absence of authoritive scientific

data. The literature review conducted for this study

found a noteable lack of reliable data upon which health

educators could defend recommendations. Data is

insufficient to predict the probable cost effectiveness

over the long term of some program components over others.

Recommendat ions

The following recommendations were developed based on

the findings and conclusions of this study.

1. Longitudinal studies are needed to verify the

positive effects on employees of program components rated

as most important by health educators in this study.

Among the unanswered questions raised by the study are:

a. What effect, if any, are certain program

components having on common indicators of health in

the workplace, i.e., did absenteeism decline or did

productivity rise?

b. Given the variety of formats which can be

used to describe the same program component, which

format produces the highest level of compliance on a

regular basis?

2. There is a need for further investigation of cost

sharing and its influence on employee participation in

corporate wellness programs.
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3. The development of industry-wide standards should

be encouraged to provide corporate sponsors of wellness

programs with a yardstick against which to measure program

results.

4. Further study is needed to determine which

individuals in a corporation make decisions regarding the

wellness programs to be offered. This could be accom-

plished by studying several corporations that offer a

variety of programs and determining how each program was

begun.

5. A further area of study might be indepth inves-

tigation of a single corporation that offers a variety of

programs for its employees. Focus of the study would be

on program popularity and impact and on which programs

succeed and which programs fail.

.. ., .: ,
".:.:I,:,- 

emu,
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JERRY McNEELY
9252 Jennie Lee

Dallas, Texas 75227

July 1, 1983

Ruth Cadz, Ph.D.
Sam Houston State College
Health & Physical Education Dept.
Huntsville, Texas 77340

Dear Dr. Cadz:

I am a graduate student at North Texas State University,
completing my thesis requirements. The focus of my thesis is to
determine what people directly involved in Occupational Health
Education believe is important with respect to Industrial Well-
ness Programs. I am gathering this information by polling the
opinions of people identified as experts in the field. Your
assistance is gratefully appreciated, and at your request my
final results of this survey will be sent to you.

Attached is a short questionnaire suggested by my review of
the literature. Please respond to this questionnaire by July 20,
1983 in the stamped, addressed envelope provided.

After I have received your response (and those of 24
others), I will complete a list of program components that incor-
porate your suggestions. I will then send this list of
components for you to prioritize by weighting them on the basis
of a set of objective criteria. This information will be used to
identify program components that experts in Health Education
consider to be the most important elements of an Industrial Well-
ness Program. Of course, all specific information will be kept
in strictest confidence unless you give written permission to use
it. Statistical results rather than specific examples are what
we seek.

Since you are an expert in the field, I consider your input
essential for the validity of this study and appreciate your
excellent cooperation.

Thank you.

Sincerely,

Jerry McNeely
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PHASE 1 QUESTIONNAIRE

I. Demographics

Name: Title:

Name of Company/Organization

Current Area of Employment How Long?

Academic Degree (s) Held

Area(s) of Specialization

Professional Affiliation (e.g., Health Promotion Network)

How Long?

II. Data and Opinions

1. (Cross out the answer that does NOT apply)

The company/organization for which I work (does) (does not)
have a Wellness Program for employees.

2. Whether or not the company/organization has a Wellness
Program for employees, I believe that it (needs to have
one) (does not need to have one).

SKIP TO QUESTION 4 IF YOUR COMPANY DOES NOT HAVE A WELLNESS
PROGRAM.

3. TO BE ANSWERED BY THOSE WHO HAVE A WELLNESS PROGRAM

The company/organization has implemented the following
Wellness Program components. Please indicate the order in
which they were implemented as indicated in the following
example:

Example: 2nd A Program

B Program

lst C Program

In this example the company has two programs. Program C
was implemented first and program A was implemented second.

"
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a. Accident Reduction h. Nutrition Program

b. Alcohol Treatment i. Smoking Cessation
Programs

c. Diabetes Programs
j. Stress Reduction

d. Drug Treatment Programs

_ e. Fitness Program k. Weight Control
Program

f. Health Risk Assess-
ment, including 1. Other
Health Questionnaire,
Medical Screening, m. Other
Personal Profile of
Risks n. Other

g. Blood Pressure o. Other
Control

4. TO BE ANSWERED BY THOSE WHO BELIEVE A WELLNESS PROGRAM IS
IMPORTANT WHETHER OR NOT THEIR COMPANY HAS A WELLNESS
PROGRAM.

Please indicate, by an / mark in the left hand
column, which of the following Program Components should be
implemented in an Industrial Wellness Program. Feel free
to add any components you believe are important but that
are not included.

a. Accident Reduction h. Nutrition Program

b. Alcohol Treatment i. Smoking Cessation
Programs

c. Diabetes Programs
j. Stress Reduction

d. Drug Treatment Programs

e. Fitness Program k. Weight Control
Program

f. Health Risk Assess- -
ment, including 1. Other
Health Questionnaire,
Medical Screening, m. Other
Personal Profile of
Risks n. Other

g. Blood Pressure o. Other

Control

i

w
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5. I think company sponsored Wellness Programs are important
because they:

a. reduce absenteeism g. increase employee
productivity

b. reduce accidents
h. reduce premature

c. reduce job-related deaths
stress

i. Other
d. reduce hospital

usage j. Other

e. reduce health care k. I do not think the
company should

f. increase employee sponsor Wellness
loyalty Programs

(In items 6 - 12, cross out the answers that do NOT express

your opinions.)

6. 1 think the company should:

a. promote Wellness Programs YES NO

b. not become financially involved YES NO

7. I think the company should:

a. develop and implement its own
Wellness Program YES NO

b. bear the cost for these programs YES NO

8. I think the company should:

a. provide Wellness Programs for employees YES NO

b. share the cost with the employees YES NO

9. I think the company should:

a. contract with outside services to
provide Wellness Programs for
employees YES NO

b. bear the cost for these programs YES NO
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10. The company should require everyone to be
involved in the Wellness Program. YES NO

11. The Wellness Programs should be made
available on a voluntary basis. YES NO

12. Components of the Wellness Programs should
be made available as needed, e.g., Alcohol
Treatment Programs for problem drinkers. YES NO

III. If your company/organization has a Wellness Program, it would
increase the value of this research if you would share with us
the results attributed to the program; for example, reductions
in absenteeism, tardiness, and waste; increases in productivity,
moral, and participation in company/organization activities.

THANK YOU FOR YOUR COOPERATION

Please return in the enclosed self-addressed, stamped envelope.

Jerry McNeely
9252 Jennie Lee
Dallas, TX 75227

004"-
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JERRY McNEELY
9252 Jennie Lee

Dallas, Texas 75227

August 5, 1983

Ms. Janige Stowers
Fitness Director
National Chemsearch
2727 Chemsearch Blvd.
Irving, Texas 75062

Dear Ms. Stowers:

Thank you for your help in phase one of my study. Enclosed
is a program component list based on the literatue search plus
the input from you and other experts in the field of Health
Education.

Please review the program components and assign weights to
them according to their importance in an Industrial Wellness
Program. The criteria to be considered when weighting the pro-
gram components are:

1. Number of employees potentially benefitted.
2. Cost of testing.
3. Cost of the program.
4. Potential for a decrease in absenteeism, disability, and

premature death.
5. Reduction in the use of hospitalization.

When weighting these program components, please make certain
the total weights of the components equal 100.

Example: Program Component A 50
B 35

C 0
D 15

TOTAL 100

Please return the Phase 2 Questionnaire by August 19, 1983. A
stamped, self-addressed envelope is enclosed for your conven-
ience.

If you would like to receive a copy of the results at the
conclusion of the study, please include your name and address in
the space provided on the questionnaire.

Thank you very much for all your help.

Sincerely,

Jerry McNeely

,s .... : .s..: _:Y. .... ::..,.. .,.-. ., , _,ri:a-....:. r.r _.w:. +r.:... r e .y. LoJ 'iir r .w6Ykw :3.v aWQC Ftrc.-..,:..:. e.,.e. :
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PHASE 2 QUESTIONNAIRE

Please weight the program components listed below according
their importance in an Industrial Wellness Program. If you feel
program component should have no value, give it a weight of "0".
total of all weighted components should equal 100.

to
a
The

Accident Reduction
Assertiveness Training
Blood Pressure Control
Breast Self-examination
CPR Certification
Cancer Education
Chronic Diseases Edu-
cation
Communication Training
Crisis Management
Dental Care
Diabetes Programs
Drug & Alcohol Treatment
Programs
Employee Assistance
Counseling
Financial Management
Program
First Aide
Fitness Program
General Education in
Health Maintenance

Sub-Total

Health Risk Assessment,
including Health
Questionnaire, Medical
Screening, Personal
Profile of Risks
Healthy Back Information
and Exercises
Nutrition Program
Outplacement Counseling
Prenatal Education
Recreational Program
Risk Reduction for
Cardiac Diseases
Self Care
Smoking Cessation
Programs
Spouse Relocation
Stress Reduction Pro-
grams
Testicular Self-exami-
nation
Weight Control Program

100

Sub-Total

TOTAL

THANK YOU FOR YOUR COOPERATION

Please return in the enclosed self-addressed, stamped envelope.

TO: Jerry McNeely
9252 Jennie Lee
Dallas, TX 75227

Yes, I would like the results of this summary.

Name:

Address:

m=:-...- n+ .aNs siz.rcr;:.;. 1:....rr2...-w 7,M:.::.:i..:,.... :.i4,;.,;.vs-:. .t.-...-...-,. .i...-; 'g.: .N-.c:nW+: _ ". __ _ _ _
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