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ABSTRACT

The benefits of workplace health promotion programmes for organisatomswell
documented. However, the problem of low employee participati®cdrdinued to challenge
managers, and is an area that has received relatividdy ditention in health promotion
literature, particularly in New Zealand. The purpose of thiestigation is to develop a
better understanding of the variables predicting, and the bapressenting, employee
participation in health promotion activities. Thereby assistingnagers to maximise
participation rates and develop successful workplace healthgpion initiatives.

This research centred on identifying and assessing the predintbisaariers to employee
participation in nine health promotion activities commonly offeried New Zealand
organisations. The data collection process included an ipigdiminary study, followed by
a large online questionnaire completed by 883 New Zealand employkese results led to
developing an in—depth qualitative study, involving semi-structures-facface interviews
with 20 employees, designed to triangulate and add further depth intandéerg the factors
that influence employee participation in health promotion prograsn

Research results determined that the likelihood of an employeeigeimg is best predicted
by their age, gender, perceived stress, job satisfactiomngsgr support, organisational
health climate, and degree of perceived job flexibility. Coselg, the barriers preventing
participation included activities scheduled at inconvenient timeack of information about
the activities, excessive work and family commitments, jlawflexibility, low self—efficacy,
feeling embarrassed, and a lack of trust in supervisors.intdfi@ing participation was
achieved through continuously changing activities, and constant comniumioaith
participating staff.

To maximise participation, the present investigation recommiadsnanagers consider the
organisation’s environment, by way of managerial support and cultived positive
organisational health climate, schedule activities during nomoaking hours and provide
time off for employees to take part, allow greater job fleiihifully subsidise any financial
costs, and ensure all employee health information is secure. \Athd@ion is present,
managers would benefit from focusing on motivational strategisgdiuce rewards and
incentives, and demonstrate their own high motivation, commitaestenthusiasm to the
programme.
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CHAPTER 1: INTRODUCTION

Outline of Chapter One:

1.1  What s this study about?

1.2  What are workplace health promotion programmes?
1.2.1 The benefits of employee participation
1.2.2 The problem of low participation

1.3  Conceptual design of the study
1.3.1 Defining the concepts
1.3.2 Identifying the key predictor variables
1.3.3 Barriers to participation
1.3.4 Examining multiple activities

1.4  Wider applications

1.5 Outline of the methodology

1.6 Thesis structure

1.1 What s this study about?

The purpose of this research investigation is to develop a betlerstanding of the variables
that influence employee participation in workplace health promopimgrammes. To
achieve this objective, this thesis will explore the factmedicting employee participation in
a broad range of health promotion activities, and investigatddh@ers that inhibit their

participation.

The benefits to an organisation of increased employee patiicipe workplace health
promotion programmes include reduced absenteeism and health caieaooksincreased
productivity, job satisfaction and staff retention (Burton, Pran€lonti, Chen, & Edington,
2004; Collins et al., 2005; Loeppke et al., 2007; Shamian & El-Jagfdiy). However,
none of these benefits are realised unless employees take hyarein lies the problem:
participation in workplace health promotion programmes is traditionkly (Kwak,

Kremers, Van Baak, & Brug, 2005; Linnan, Sorensen, Colditz, KI&Emmons, 2001), and

our understanding of why this occurs is extremely limited.

1.2 What are workplace health promotion programmes?

Workplace health promotion programmes are employer—sponsored actastieinitiatives
designed to help employees improve their physical and emotional laealthvell-being.

They include activities designed to educate and facilitagstlife management practices,
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behavioural change techniques, and health management strgfddemsa & Pronk, 2001,
Cooper & Williams, 1994; Fedotov, 1998; Murphy & Cooper, 2000; Shain & Krag004;
Yassi, 2005). Employers introduce these initiatives to enceueagployees to adopt
healthier lifestyles, and assist them in changing poor liledighaviours. Programmes are
often designed to improve the health of a workforce, rather thanttjase who have a

specific illness or health condition (Loeppke et al., 2008).

In New Zealand workplaces, as in other countries, the rangeifias offered to employees
as part of a workplace health promotion programme is exteraideno standardised list of
activities exists. However, typical activities implemted as part of a health promotion
programme include exercise and sports—orientated activitieshineag stress management
programmes, counselling interventions, smoking cessation inggtiand health seminars
educating employees on nutrition, disease prevention, healéh nteeds assessments and
healthy lifestyle behaviours (Herman et al., 2006; Parks &I&&n, 2008; Tveito & Eriksen,
2009; Ware et al., 2008).

Workplace health promotion programmes can complement legistatoegational health and
safety policies and procedures operating in New Zealand. Therenie level of overlap
between workplace health promotion activities and occupational safdtyealth activities;
however, there are also notable differences. Occupatgaiaty and health policies and
procedures are designed to protect an employee’s health andvghailetyhey are at work.
Policies and procedures are governed by the Health and SafetypinyEment Amendment
Act 2002; they are mandatory and must be adhered to by both the empholyehea
employee. Conversely, workplace health promotion programmestarevaluntary and not
governed by strict legislation; managers choose whether otonoffer health promotion

activities to employees, and employees choose whether or rentitigate in them.

The other most notable difference between workplace health promaid occupational
safety and health concerns the overall objectives of eawlityact initiative. Occupational
safety and health initiatives are designed to prevent empldy@mssuffering physical or
emotional harm caused by identifiable hazards at work. rhhe& objective of these
initiatives is tomaintain an employee’s health while he or she is at work. In contrast,
workplace health promotion programmes are often more holistic and de&s@ngrovean

employee’s physical or emotional health. Additionally, workplacelthe promotion
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initiatives are not restricted to the workplace, and ofésilifate healthy lifestyle behaviours
both in and out of work (DeJoy & Southern, 1993).

1.2.1 The benefits of employee participation

The benefits to organisations of sustained employee partaipati workplace health
promotion programmes are well documented and include reduced absenieers@msed
productivity, and reduced staff turnover (Steffick, Fortney, Sm8thPyne, 2006; Taitel,
Haufle, Heck, Loeppke, & Fetterolf, 2008).

Reduced absenteeism has two main impacts for employersedetiealth care costs and
increased productivity (Collins et al., 2005; Golaszewski, Srigmch, Yen, & Solomita
1992; Loeppke et al., 2007; Springett & Dugdill, 1995). In New Zealagdnisations,
work—related illness and injuries are addressed in legislatiorrgog the Accident
Compensation Corporation (ACC). Reduced health care costs ardregprently addressed
in North American organisations, where employers are requoesubsidise employee—
related health care expenses. Previous studies suggest afréingacial savings of between
US$100 and $700 per employee per annum as a result of a workplace hesthtigr
programme (Gebhardt & Crump, 1990; Goetzel et al., 1998; Poole, Kur&phett, 2001).

An outcome resulting from decreased absenteeism is a measungbdase in an
organisation’s productivity (Burton et al., 2004; Golaszewski et1892; Musich, Hook,
Baaner, & Edington, 2006; O’Donnell, 2004; Springett & Dugdill, 199Eparly studies in
workplace health promotion recognise the correlation between empgldy=dh and their
ability to perform at work (Gray, 1983). Increased productivity also be defined by an
alternative measure known as presenteeism. Presenteeiamteisn used to describe
employees’ productivity while they are at work (Lofland, Pi&zFrick, 2004). It refers to an
employee being present at work but functioning at a reduced leparfarmance due to an
illness (Yamamoto, Loerbroks, & Terris, 2009). Existing redeaemonstrates employees
who take part in workplace health promotion initiatives feel healiand are therefore more

productive during their working day, increasing their presenteleigefs (Block et al., 2008).

A clearly established benefit of workplace health promotion progras is improved staff
retention (Aldana, 1998; Jacobson, Yenney, & Bishard, 1990; ShamidnJaréali, 2007).

3
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Workplace health promotion programmes are shown to improve etafftion by increasing
job satisfaction (Johansson & Partanen, 2002; Kobayashi, Kaneyoiotay & Kawakam,

2008; Patterson et al., 1998; Penak, 1991; Springett & Dugdill, 1995)safiefaction tends
to increase when employees believe they are valued by theiroysrgpland, more
specifically, when their health and well-being are being coreidgenak, 1991; Springett &
Dugdill, 1995). One investigation involving over 900 Canadian empéofemend the average
annual staff turnover reduced by 54% between 2001 and 2004 after thdudation of a

comprehensive health promotion programme (Renaud et al., 2008).

The benefits of employee participation in workplace health promgirogrammes also
extend to the community. Several studies demonstrate that wak@ee an ideal setting to
promote healthy lifestyle behaviours at a widespread communiy (Batt, 2009; Bergstrom
et al.,, 2008; Grzywacz & Faqua, 2000; Lusk & Raymond, 2002). Workplacasde
functional and convenient settings for creating awareness andtiaguleage numbers of
people about the importance of healthy lifestyle behaviours. sEting is made even more
convenient considering that most adults spend over half their waking &owork (Dishman,
Oldenburg, O’'Neal, & Shephard, 1998). Furthermore, workplaces hawmber of existing
conditions that facilitate healthy lifestyle behaviours. Ehieslude existing communication
networks, the convenience of on-site facilities, and estadlishbeial networks (Brownell &
Jose, 1991; Chu, Driscoll, & Dwyer, 1997; Seymour, Yaroch, Serdul&han, 2004).
Goetzel and Ozminkowski (2008) further suggest workplace healthopimmprogrammes
have a greater ability to reach people who have no other exposureattsed) health
improvement initiatives at home or in the community, compared her gpublic health
promotion campaigns. However, as Ziegler (1997) eloquently stdus,the well—
intentioned, beautifully structured programmes in the world willke no difference in

workers’ health or employers’ costs if too few workers pgidte” (p. 26).

1.2.2  The problem of low participation

Despite the recognised benefits of workplace health promotiongonoges, organisations
traditionally experience low participation rates among emplof@aeer, Israel, & Schurman,
1994; O’Donnell, 2004; Poole et al., 2001; Shephard, 2000). Robroek, van Lesthe,
Empelen, and Burdorf (2009) analysed 23 studies involving participants anpamntcipants

in various workplace health promotion programmes and found participates were 50% at
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best. Initial recruitment rates have been reported gs &as 80% (Gomel, Oldenburg,
Simpson, & Owen, 1993; Pelletier, 1996); however, these aretlegteon, and participation
is often significantly lower than this (Dobbins, Simpson, OldenbDwgen, & Harris, 1998).

The benefits to an organisation of implementing a workplacethpatimotion programme

can only be realised if a sizeable percentage of the wraektake part.

Determining ways in which managers can maximise partioipain health promotion
activities is considered an essential requirement for theesscof a programme (Harris,
Lichiello, & Hannon, 2009). However, the problem of low p@ptation, specifically insights
““in the underlying determinants of participation” is an ares has received relatively little
attention in workplace health promotion literature (Robroek et al.,,20086). Even fewer
studies focus on participation in New Zealand workplace heatimgiion programmes.
Furthermore, both in this country and overseas, existing researcbriegpthe factors
influencing participation has numerous shortcomings, which willubiadr explained in this
chapter. Therefore, in order to realise the full benefithe$d programmes, it is imperative
to address this issue and to design a study aimed at uncovegifigctors that enhance or

limit employee participation in health promotion activities.

1.3 Conceptual design of the research

Previous researchers have investigated employee partcipaties in various workplace
health promotion programmes (Crump, Earp, Kozma, & Hertz-é?ioci 1996; Crump,
Shegog, Gottlieb, & Grunbaum, 2001; Emmons, Linnan, & Abrams, 199ék ktval., 2006;
Linnan et al., 2001; Serxner, Anderson, & Gold, 2004; Sorensen, StoddasheDéelunt, &
Youngstrom, 1996; Strange et al., 1991a). However, many existidgs are limited in the
extent to which they are able to provide managers with compigbenays to encourage
participation in a range of activities and interventions. Thenntiaitations include no
standardised measure of participation; a narrow focus, in that pravious studies consider
only the individual and personal characteristics of participamiestigating single activities;
and failing to consider the barriers to participation. Thisishaddresses these issues by
applying a broad measure of participation, investigating aerafgactivities, exploring
different levels of influence on participation, and identifythg barriers to participation in
these initiatives. It is argued that these design considlesehelp fulfil the objectives of this

research: to extend our understanding of the reasons assodiatedployee participation in
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health promotion programmes, and to provide managers with verd@@nmendations for

maximising employee participation in their organisation.

1.3.1 Defining the concepts

In order for managers and future researchers to use the rekults investigation, it is
necessary to build a solid platform of definitions and key concdptthe current study, this
has been achieved by addressing the myriad of definitions faethes ‘workplace health
promotion programmes’ and ‘participation’, which are used in organisdtand academic

literature.

The problem with existing research relates to how the comfepbdrkplace health promotion
is defined. The current investigation has elected to defisectimicept as a collection of
voluntary health initiatives implemented by employers designechpoove the health of an

entire workforce.

The other major issue evident in previous research is theofacknsistent measures of
participation. Many existing measures were considered inappegada this study. For
example, early researchers commonly used enrolment numbetalitisbsparticipation rates
(Baun, Bernacki, & Tsai, 1986; Eakin, Gotay, Rademaker, & QpwWeéB8; Kotarba &
Bentley, 1988; Shephard, Morgan, Finucane, & Schimmelfing, 1988jch included
employees who intend to take part, but then fail to participatelater date. Another early
measure was the number of employees undergoing preliminanh heatt screenings or
assessments (Gionet & Godin, 1989; King, Carl, Birkel, & [disk988). However, this
approach merely identifies possible health—related problems armdotteconly the possible,
as opposed to actual, participants. Some researchers mpadigipation as the number of
employees who attend an activity or intervention (Lewis, HuelbfaeYarborough, 1996;
Orman & King, 1998; Wilson, Crossman, Davis, & McCarthy, 1994lthough more useful,
attending an activity does not always indicate any involvenmetfiat activity. For instance,
attending a health seminar without paying attention will do littleeducate, promote or
encourage a healthier lifestyle. Other studies recogniséathlisby measuring participation
as the number of employees who attend an activity for@fgeenumber of sessions, or fully
complete an activity (Alexy, 1991; Goetzel, Jacobson, Aldanejéla& Yee, 1998; Taitel

et al., 2008), suggesting active or ongoing involvement. On theacpnsome researchers
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provide no explanation of how participation is measured by simply repgudrigipation in

some unspecified way (Emmons et al., 1996; Linnan et al., 2001; Masishnik, Gibson, &
Stoffelmayr, 1992). Applying this indeterminate definition does allow for comparisons
with future studies, or offer managers convincing ways to miagirparticipation when no

accurate reference point or measure can be provided.

Participation is a key concept in this study. Therefore, asare has been designed to
address previous limitations and capture the various ways empioydeement can occur in
the type of activity being considered. This study measpaescipation by examining the
number of employees who enrolled, attended, completed, or did nmipgzde in different
health promotion activities. This definition avoids the pitfalscountered by previous
researchers and provides a more complete picture of the wigysyees take part in different

activities.

1.3.2 Identifying the key predictor variables

There are two dominant approaches that characterise why pejgepart in health
interventions: the individual approach, and the environmental approdaiaditionally,

decisions regarding personal health and health-related behavieues regarded as an
individual's concern. From an individually—orientated perspecte health behavioural
change, including participating in a workplace health promotion #gGtigigenerated through
an individual's motivation and willpower (Heaney & Goetzel, 199 ddnell, 2004; Sloan,
Gruman, & Allegrante, 1987). Consequently, many workplace heattmgtion studies,
particularly earlier investigations, focused on the individdedracteristics of participating

employees.

Although interesting, studies which focus on the individual providle litfformation on how
environmental factors, such as a person’s social support, workgnaly fcommitments,
influence their decision to take part or continue taking part aftftih@romotion activities. In
the late 1990s, environmental influences were recognised asirajfan employee’s health in
the same, if not a greater, capacity than their own indilialoitity to adopt new behaviours
(Yen & Syme, 1999). As a consequence, health promotion reseaacitepsactitioners are
becoming increasingly aware of how environmental conditions, asase#in individual's
personal qualities and attributes, influence successful hesltifiviour changes. Despite this

7
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realisation, few studies consider how the combination of individwaial and environmental
factors influence employee decisions to participate in workplaealth promotion

programmes (Baker et al., 1994).

In order to address this issue, the current investigation igneéeksto recognise the importance
of both individual and environmental factors on employee participatame key advantage
of this approach is that it provides a more complete pictuvehat influences an employee’s
decision to participate. It is also argued that this approeattbrifacilitates managers who
have considerably more influence on extrinsic environmental facdss®ciated with
participation compared to individual factors. Therefore, itmgpdrative that managers are
aware of how and why particular environmental factors influgraéicipation. This thesis

aims to provide that information.

Despite providing a more complete picture of the factors taffpemployee participation in
health promotion programmes, adopting environmental factors crdaeshallenge of
determining the most important variables associated with geation, and how to categorise
those variables. One method of achieving this is to apply an éml@pproach, which
enables the categorisation of variables associated witigipation into a format that is more

practical and easily understood.

The ecological approach adopted in this investigation was first prbfysBronfenbrenner
(1977) and subsequently developed by McLeroy, Bibeau, Steckler, and G288). The
approach is based on the premise that individual decisions toigeteiin health promotion
activities are based on multiple levels of influences, afetof set of theoretical principles
for understanding the relationships between those influences (StBkditjer, & Fielding,
1996). This approach is particularly useful for this study becaudeei& not attempt to
identify the sources of poor health, but rather examinesattters associated with decisions

to take action that improves one’s health (Green, Ricl&aRbtvin, 1996).

The approach categorises the predictors of participation iwvgogfoups: individual, social,
organisational, community and policy factors. Individual factors &he personal
characteristics of an employee, such as gender and agal f8otors include the degree of
social support from co—workers, friends and family; while orgaioisak factors include

environmental job—related variables such as job flexibility, workedutand organisational
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health climate. Community factors focus on the level of publialailable health
interventions, and policy factors concentrate on governmentaiaeamaking (Linnan et al.,
2001).

One advantage of the ecological approach is that it is not aegdesapply all of the five
groups in any individual investigation (Spence & Lee, 2003). In themustudy, only the
individual, social and organisational levels are utilisedcluding community and policy—
related issues would change the focus and intent of this th&sizanager has relatively less
control over health promotion efforts in the community and public eemmnent sectors,

therefore, including these variables is of less relevanooe & manager’s perspective.

1.3.3 Barriers to participation

Few existing studies explore the barriers to employee partmipdti workplace health
promotion programmes. This is because existing research typmailyentrates on the
factors associated with participation rather than the reasonsof participating (Linnan et
al.,, 2001). However, existing studies comment on the need to agum®ipants and non—
participants when determining the factors associated withcypation, and particularly the
barriers to participation (Baker et al.,, 1994; Bowles et 2002). Despite previous
recommendations, no known study has identified the specific baraepsirticipation in
multiple health promotion activities. The current study is desigo address this important
research gap. ldentifying these barriers will also helpagars minimise any obstacles to

participation that may prevent employees from taking part.

1.3.4 Examining multiple activities

Mavis et al. (1992) believe that health promotion participantshaterogeneous and that
different health promotion activities attract different emples. They suggest that
participation indicators need to be examined with regard eoifsp activities. Many of the

previous studies exploring participation in workplace health promopeoomgrammes

concentrate on a single health promotion activity, most often smoksgation programmes,
exercise activities, or weight management initiativesucc8ssful programmes are often
characterised by having a number of complementary activitiedable to employees and

incorporating a variety of ways to attract participants (@de& Ozminkowski, 2008);
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therefore, addressing only one activity provides minimal valttgs study is unique in that it
considers the factors influencing employee participation irarege of health promotion
activities, rather than a single intervention, to providsmagers with a more complete picture
of the factors that are more likely to predict participati In this study, nine key health
promotion activities are investigated: fithess testing, @seractivities, health screening
assessments, health seminars, weight management prnogsamalcohol and drug
interventions, stress management programmes, counselling, and smo&ssation

programmes.

In addition to exploring the variables associated with particpaith these nine individual

activities, this study also considers the variables aswsatiwith groups of similar activities,
all activities, education—orientated activities, and behaal change activities. Here,
education—orientated activities are fitness testing, heaklesiclg initiatives, health seminars,
weight management, and stress management programmes. Bedlashamge activities are
exercise activities, alcohol and drug programmes, counsellind, ssnoking cessation
programmes. These groupings consider the level of interventiontrendommitment

required when participating in each activity.

1.4 Wider applications

The wider applications of this research extend beyond employeeigetitin in workplace
health initiatives. Understanding the individual, social and osgéiohal factors associated
with participation can be applied to community efforts and public h@attmotion strategies.
The ecological approach includes organisational variables agsbuwidh participation in the
context in which they are being investigated. In other wordsrganisation can refer to a
workplace, school or other community group (Haug, Torsheim, & San2@83; Kok,
Gottlieb, Commers, & Smerecnik, 2009; Naylor & McKay, 2009herEfore, the findings of

this study can address low participation rates in setttigs than the workplace.

The findings from this investigation may also be used to famlihealth improvements in
other populations, particularly children of participating parentspldmenting health
promotion programmes at work that improve the health behaviours of panesy

subsequently improve the health of their families (Gubbels.e2@09; Sutherland et al.,

2008). Although there is little research exploring how increaselthh@aareness among
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employees translates into the improved awareness and behafioes family members, a
parent attending a dietary health seminar, for example, mayobe inclined to make better

food choices for their family.

1.5 Outline of the methodology

The data collection methods began with a detailed literaturehséa identify the variables
thought to predict or prevent participation in various health promotidviteest. Few studies
were found to have investigated workplace health promotion prograrmorasa New

Zealand perspective, therefore, a small preliminary studycaeried out involving face—to—
face interviews with eight workplace health promotion practiti®rierorder to gain insight

into how these programmes operate in New Zealand organisations.

The literature and the outcomes of the preliminary study led telajgmg an online

guestionnaire designed to focus on the factors that potentiallyemtie employee
participation in the nine chosen workplace health promotion activifiee questionnaire was
completed by 883 employees in five large organisations in Nela#e. Logistic regression
modelling was used to determine the variables associatedpuaititipation in each of the

nine health promotion activities investigated in this study.

The questionnaire results were then used to develop the foctisiaf study, which involved
face—to—face, semi-structured interviews with 20 employees &@imgle company. This
study was designed to gather more in—depth data on the predamdrsbarriers to
participation, and potential insights into how participation can léntained over time.
Thematic analysis was applied to review these insights andifideelevant themes in
accordance with the ecological approach followed throughout this tiiésise themes were

then used to offer more detailed information on the factdhgencing participation.

1.6 Thesis structure

This present chapter outlines the overall purpose and significhtioe esearch, details how
employee participation in workplace health promotion programmesisired, and provides

an introduction to the theoretical framework guiding this irigasbn.
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Chapter 2 describes the conceptualisation of the research pbycesgloring the concept of
workplace health promotion. Here, further detail is provided detradimg) the benefits of
workplace health promotion programmes, the distinctions between togndacupational

safety and health initiatives and voluntary workplace health promptogrammes, and more

detailed descriptions of the nine activities investigatetthis study.

Chapter 3 examines the concept of employee participation; incluingstification for
choosing to measure participation as enrolled, attended or haoamgleted an activity. This
chapter illustrates how the ecological approach is used to adtdresmultiple layers of
participation. Variables thought to be associated with partioipare grouped in accordance
with this ecological framework and existing literature suppomxamined to warrant the
inclusion of each predictor. Chapter 3 concludes with the outcofrtee preliminary study,
establishing the need to investigate the problem of low emplmyieipation and establishes

the value, practicability, and significance of this reseas a whole.

With the literature framework in place and evidence that ghigly will provide practical
value, attention turns to the methodology in Chapter 4. This chppésents the data
collection process, which began with a preliminary study irg@nvig eight health promotion
consultants, this information was combined with the literaturdeteelop a second study
involving 883 employees answering an online questionnaire. The restitts gfiestionnaire
were then used to drive the development of a third study conduettegto—face, semi—
structured interviews with 20 employees. How these threeestuekre analysed and applied

is also presented in this chapter.

Chapter 5 is the first results chapter detailing informatgathered from the online
guestionnaire. This chapter presents the individual, sociab@ashisational variables found
to be associated with participation in each of the nine healthgbiamactivities assessed in
this investigation. A combination of individual and organisationalatées, including age,
gender, perceived stress, and perceived organisational telimaere associated with
participation in many of the activities investigated. Thisapter also demonstrates that
organisational variables including inconvenient scheduling, lackrad, twork and family
commitments, inconvenient locations, and lack of personal motivateme e dominant

barriers to participation.
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Chapter 6 provides the reader with the outcomes of the 20 facaedoidterviews and
demonstrates how this qualitative study validates and triangula¢etarger quantitative
investigation. This chapter presents evidence suggesting thitnthg of activities strongly
influences participation, that individual factors such as patsootivation best describe the
reasons why employees leave an activity, but that it is thenisegeonal factors including
continuous change, incentives and communication that lead to siutigesnaintaining

participation rates over time.

Chapter 7 discusses the research outcomes by explaining the rehgoosrtain variables
might relate to participation. This chapter also preserdastipal recommendations for
managers on ways to maximise employee participation in trganations. It continues by
assessing the limitations in this research and providing menalations for future

researchers.

Chapter 8 concludes this thesis by providing a guide to customisingriplace health
promotion programme based on the characteristics of an organisa&tiopisyee population.
This chapter strengthens the reader’s understanding that orgar@katariables have the
greatest influence on employee participation, which is beanéfioi managers when these
variables can be modified to successfully encourage initial antinced participation in

health promotion activities.
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CHAPTER 2: WORKPLACE HEALTH PROMOTION

Outline of Chapter Two:

2.1 Literature review structure

2.2 Health and health promotion

2.3 Employee health
2.3.1  Occupational safety and health
2.3.2  Workplace health promotion programmes

2.4 Benefits of workplace health promotion programmes
2.4.1 Increased employee satisfaction
2.4.2  Convenience
2.4.3 Reduced absenteeism
2.4.4 Increased productivity
2.4.5 Reduced health care costs
2.4.6 Increased staff retention
2.4.7 Community benefits

2.5 Workplace health promotion activities
2.5.1 Fitness testing and exercise activities
2.5.2  Health screening assessments
2.5.3 Health seminars
2.5.4  Weight management programmes
2.5.5 Alcohol and drug assistance programmes
2.5.6 Counselling
2.5.7 Stress management programmes
2.5.8 Smoking cessation programmes

2.6 Chapter summary and direction of the study

2.1 Literature review structure

As with any comprehensive study, the body of literature relatingvddkplace health
promotion programmes is extensive. Considering this, the folloiergture evaluation is
presented in two separate chapters. The first chapter catesran introducing the concepts
surrounding workplace health promotion programmes, what is known about these
programmes, how they differ from other occupational safety andhhieélatives, and how
these programmes can benefit employees and organisationsseddmad literature chapter
presents an assessment of employee participation in workpatte promotion programmes.
This second chapter includes the various definitions of “participads used in existing
studies, the variables thought to influence participation, aed thieoretical ecological
approach used to categorise these variables. Both of thexsgulie review chapters are
designed to guide the reader towards a greater understandingkefytiriariables related to
employee participation, and how this study will identify the wanaagers can maximise

participation.
14
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2.2 Health and health promotion

Historically, when infectious diseases were the dominant cafugmess and death, health
was defined as the absence of disease. This definitioneunghiat if no apparent signs or
symptoms of illness were present then an individual was coesiderbe healthy (Robbins,
Powers, & Burgess, 1994; Pender, Murdaugh, & Parsons, 2002). Bwnithel900s,
infectious diseases were better controlled and this narrow dafimts abandoned in favour
of the broader classification of health introduced by the WorldltHeDrganisation, which
classified health as a state of complete physical, memtiasacial well-being and not merely
the absence of disease or infirmity (Ustiin & Jakob, 2005). thereoncept of health refers
to a combination of one’s quality of life, including both physical antbtional health. In
recent times, contemporary health themes often refer tithhas being holistic in nature.
This holistic approach regards health as a spectrum of well-beng iliness and disease to
an optimal state of wellness (Stokols, 1992). This broader defingicognises that health is
not an individual matter but includes biological, personal, relakiosocial, and political
factors (Bauer et al., 2003; Larson, 1999; Law & Widdows, 2008js this shift in health
from an individually orientated phenomenon to something influenced biyoamental
considerations and societal concerns that has resulted in mmoreative and extensive ways

of defining the concept of health promotion.

Health promotion refers to efforts that encourage and enable peopleke lifestyle and
behavioural changes that increase control over the determinah&srafwn health (Nutbeam,
1998; Yassi, 2005). This includes education and information effosigrasl to improve a
person’s quality of life and life expectancy, and prevent ilindisgase and premature death,
through positive lifestyle choices (Redland & Stuifbergen, 199%arBet al., 1987; Wallack
& Winkleby, 1987). Similarly, the concept of health promotios haen extended further to
include not only physical and emotional health and well-being, Isat the initiatives
designed to improve a person’s overall state of wellnesndd? et al. (2002) go beyond
individual health efforts to embrace the actualisation of humarnpat and self—

responsibility.

In 1986, the Ottawa Charter of Health Promotion advocated thathedith improvements
are only successful when environmental conditions encourage paiticigaitd strengthen

community actions. The Ottawa Charter for Health Promotiord hglthe World Health

15



Chapter 2 — Workplace Health Promotion

Organisation in November 1986, was the first internationafecence to call for health
promotion efforts to include social and environmental conditions, gstcommunities, and
appropriate and understandable health information and services edetatrds the health
needs of the population being served. The Charter also cangaigribe need to address
the ‘holistic’ needs of individuals, rather than simply theidical or clinical requirements
(WHO, 1986). In 2005, the Bangkok Charter for Health Promotion continustletss the
importance of environmental conditions on effective health promotioninisjuding
governments, civil society, private and international orgdiniss, and public health
advocates. The overriding theme of this conference was to praiodtal health (WHO,
2005). Health promotion advocates have also begun to recognise ¢he extironmental
factors contribute to healthy behaviour (Yassi, 2005). This fiether strengthens the belief
that one’s environment has a considerable impact on one’s capaciylopt healthy

behaviours.

2.3 Employee health

Defining health as a spectrum between poor health and optinilesse has significant
implications when considering employee health requirements. Thiel Whaide Organisation
International Labour Office states the purpose of employee haditives is to promote and
maintain the highest degree of physical and mental health of moikecontrolling the risks
associated with poor health (Kemm & Close, 1995; Williams & Cnali#99). Measures of
employee health include personal mobility, self-care, magagain or discomfort, and
anxiety or depression (Brooks, Jendteg, Lindgren, Persson, & Bj8#8d,), general health
and prolonged fatigue (De Raeve, Jansen, van den Brandt, Vagsnt&2009), and self—
rated health status (Krause & Jay, 1994).

More recently, employee health has been expanded to consider cosweptas ‘healthy’
organisations (Shoaf, Genaidy, Karwowski, & Huang, 2004). Healthgnations were
first introduced by the National Institute of Occupational Sagety Health to distinguish
healthy work environments from unhealthy ones (Wilson, DeJoy, VaedgnRichardson, &
McGrath, 2004). A healthy organisation is characterised aslesigned to both maintain

and promote the physical and mental health of employeesi(2865).
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In New Zealand, employee health requirements fall into livead, yet distinct, categories:
mandatory occupational safety and health requirements, and voluntiiz peomotion
initiatives.  The first category, occupational safety andlthe ensures employees are
protected from physical or emotional harm while they are at wodkare governed primarily
by the Health and Safety in Employment Act Amendment 2002. @&bend category is
voluntary workplace health promotion programmes. These are acmspiary, but differ in
that they are directed towards promoting healthy lifestyle \beties both in and out of the

workplace.

2.3.1 Occupational safety and health

One limitation in the current literature on workplace health prmngbrogrammes is the
frequent lack of distinction between mandatory occupationatysafel health requirements,
and voluntary workplace health promotion programmes. Employeesexposed to a
multitude of workplace health issues, including illness, injstyess, and fatigue. The
difficulty is these health issues can be addressed by botklatemn and voluntary

occupational health and health promotion interventions.

In New Zealand, mandatory occupational safety and health pofmges on protecting
employees against previously identified personal and environmentaidsazlinesses, and
injuries that are sustained at work. Legislative requiresn@re designed to ensure the
occupational environment is suitably adapted to the physiological apchgbsgical
capabilities of workers in order to prevent injury and disease dahseugh unsafe and
unhealthy working conditions (Fedotov, 1998; Shappendel, 1995). In New Zetiend,
Health and Safety in Employment Amendment Act 2002 requires organsao have
systems in place for emergencies, accidents and invéstigaand policies for identifying
hazards. Workplace hazards are mechanical, transport redsggohomic, electrical, fire,
explosives, fibres and dust, radiation, biological, environmeatlwell as personal and
organisational situations which may result in illness or injung, @notional or physical stress
(Nielsen, Nielsen, & Sorensen, 2007; Seaton, et al., 20BDdar® & Marchand, 1995;
Stouten, Ott, Bouwman, & Wardenbach, 2008). Employers must thkeaaticable steps
against employees sustaining injuries or illness, including maadfirarding, attention to
occupational overuse syndrome, back injury prevention, noise coeimédrcement of

chemical handling guidelines, wearing protective clothing, hgand vision testing, hygiene
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control, and dust dispersion procedures. Hazard identification and sufispcesentative

measures are considered critical functions of the occupatsafely and health legislation
(Hay, 2003). It is important to recognise that the Act requiresemployer to take all
reasonable and prudent steps to prevent these hazards, howeget;dbes not specify how

an employer achieves these requirements (Ministry of LaBO0RB).

In the past, occupational hazards were dominated by physical exposidaegers such as
toxic substances, cold, heat, or noise. However, more rgdbetlfocus has shifted from
physical threats to protecting employees from possible psychol@gidaémotional dangers
to their health and well-being (Siegrist, 2002). This shift bdgdd an overlap in traditional
safety and health initiatives and workplace health promotion preogesm Occupational
stress is a good example of this common ground. In 2002 the Health &etg Ba
Employment Act was amended, replacing the previous Health aety 3aEmployment Act
1992. One of the most notable amendments to the legislation wBetidy stress explicitly
as an occupational hazard. The importance of this is evidemaedtudy by Huddleston,
Stephens, and Paton (2007) who report organisational stressors sir@nigest predictor of
psychological harm among New Zealand police recruits. Emplayersow required by law
to take all practicable steps to protect employees against kmovigplace stressors. The Act
defines stress as an employee’s reaction to a demanding sitatiamk involving harmful
physical and emotional responses, which occurs when the requirenfettte job are
inconsistent with the capabilities of the employee. The aeteladjislation requires stressors
to be managed in the same manner as any other recognised worlqdaog, mamely by
applying a hierarchy of controls to eliminate, isolate or mirenfectors contributing to
employee stress (Hay, 2003). Thus, mandatory safety and reglirements focus on stress
prevention, meaning potential stressors are identified by theisagi@n and efforts are taken
to reduce the subsequent stress experienced by employees. Tap beexleen occupational
safety and health initiatives and workplace health promotion proges occurs when stress
management initiatives are implemented. These initiaaveslesigned with the intention of
reducing the effect of potential stressors by attempting toowephow an employee manages
their individual stress and the causes of stress. Takingmedive measures to protect
employees from previously identified workplace stressors supponmsiattay safety and
health requirements, whereas stress management prograanengsre in accordance with
health promotion efforts when they are designed to address strtess feom both work and

home.
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2.3.2 Workplace health promotion programimes

The concept of workplace health promotion has been gaining momentaentse 1970’s
(Chu et al., 1997). However, programmes are still refeoped & number of different ways.
Typical examples include wellness programmes, corporatehhedtiatives, health and
disease management, health enhancement programmes, and hehltproductivity
management programmes (Goetzel & Ozminkowski, 2008). No sirgldastised definition
of a workplace health promotion programme exists, which is lardaly to the broad
variations in programme components (Wolfe, Slack, & Rose—Hearn,.188%pite the lack
of a single definition, workplace health promotion programmesan@monly identified as
the systematic and strategic efforts of managers to proviggogees with activities that
encourage healthy lifestyle behaviours, health improvements andselisprevention
initiatives (Aldana & Pronk, 2001; Cooper & Williams, 1994; Fedptb®98; Fries et al.,
1993; Kotarba & Bentley, 1988; Murphy & Cooper, 2000; Shain & Kramer, 2004).

Most workplace health promotion initiatives fall outside the trai#l employer
responsibilities required under legislation, but still recogtiiaé work and workplace factors
affect employee health and well-being (Williams & Cooper, 1998)earlier discussed, one
of the major differences between legislative safety andtrheaguirements, and workplace
health promotion programmes is the voluntary nature of such prograntieatth promotion
programmes at work are considered to strengthen occupatiortglaadehealth initiatives by
providing an emphasis on general employee health and well-beind) ishadditional to

illness and injury protection governed by legislation (Fedotov, 1998).

Workplace health promotion programmes have evolved considerably tnem darly
beginnings. Early programmes mainly focused on identifying amgting specific lifestyle
illnesses, and were often only concerned with employees who had ghtegjrrisk of
developing those health ailments (Fedotov, 1998; Naidoo & Wills, 200)ese initial
programmes were limited in scope and essentially designedpi@ven the health of key
employees, generally in executive positions, from leaving tlganisation prematurely
through poor health. Contemporary programmes have become morec hiolistature,
encompassing an extensive range of health promotion initiatisesell as a comprehensive
range of activities. Moreover, programmes are now almostersally directed at all

members of an organisation, regardless of their position whkiloriganisation’s hierarchy or
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their current health status. In addition, programmes are esigried to introduce, create an
awareness of, and facilitate an extensive range of healthfastylé behaviours, rather than
focusing on a few identifiable issues affecting a small nurob&ey employees (Chu et al.,
1997).

The range of activities included in workplace health promotion pragesnis extensive,

including:

» Alcohol and drug assistance

» Cancer prevention

» Cardiovascular screening

* Cholesterol screening and reduction

» Counselling assistance

» Exercise advice

* Eye care

* Fitness testing and maintenance

* Flu injections

* Headache/migraine prevention techniques

» Health risk appraisals and needs assessments
» Hypertension screening and reduction control
» Lifestyle consultations

* Yoga

* Nutrition seminars and workshops

» Psychological evaluations and assistance

* Smoking cessation

» Stress management and reduction

* Weight control and maintenance

(See, Aldana, 1998; Breslow, Fielding, Herrman, & Wilber, 198fhrad, 1987a; Davidson—
Rada & Davidson—-Rada, 1992; Fedotov, 1998; Goetzel et al., 1998; Grdsstman,
Petersen, & Murphy, 1998; Harrison, 1999; Murphy & Cooper, 2000; Scanlon, 3&&bjs,
Pelletier, & Fielding, 1995).

Goetzel and Ozminkowski (2008) evaluated the extensive range of waoekpiealth

promotion activities and interventions by separating progranm@grimary, secondary and

tertiary levels. Each level is dependent on the number anatypslth interventions offered

to employees at work. Primary prevention efforts are didestemployees who are generally

healthy, as well as offering interventions aimed at emplowéthsunhealthy lifestyle habits
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that are susceptible to future health issues. These typ@seosentions include exercise
activities, weight control, and stress management programr8econdary interventions are
directed at individuals who are identified as having high—risk headtmplaints related to
poor lifestyle choices. These employees are often identifiedighr abnormal biometric
levels such as high blood pressure, potentially dangerous cholestghotose levels. These
interventions include smoking cessation programmes, health sweassessments, and
health management initiatives. Tertiary interventions taegesting health issues, such as
asthma, cardiovascular disease, cancers, musculoskeletaletss and depression. These
initiatives include adherence to evidence—based clinicalipeagtiidelines and often involve
collaboration between the employer and the employee’s physfaiaily and other support

and health care providers.

2.4 Benefits of workplace health promotion programmes

Workplaces offer access to a large number of people, with eegsddypically spending half
of their waking hours at work (Cornfeld et al., 2002). Theréttie lIdoubt that the sizable
body of information available on the benefits of workplace heattmotion programmes has
facilitated their popularity and an extensive body of literatsmpports the benefits of
workplace health promotion programmes for individuals, organisatiodsth@ community.
The advantages of participating in workplace health promotion prograrfonendividual
employees are often greater job satisfaction and the convemitactvities being available
at work. Benefits to the organisation include reduced absenteiisreased productivity,
reduced health care costs, and improved staff retention. In aadddi individual and
organisational benefits, there are benefits to the commumiénwemployees share the health

knowledge they have gained at work with their friends amndlya

2.4.1 Increased employee satisfaction

Workplace health promotion programmes increase employee loyalyale and job
satisfaction (Johansson & Partanen, 2002; Penak, 1991; Peterson, 1888tSgrDugdill,
1995). Perceptions of management commitment to employee hedlthedi—being are also
widely associated with job satisfaction through reducing steesb positive employee
appraisals of their work environment (Peterson, 1998; Steinhardt, eDolBiottlieb, &

McCalister, 2003). In addition, Lassen, Bruselius—Jensen, SqnThersen, and Trolle
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(2007) suggest health—related activities increase overall jidfassion through employees

feeling more appreciated and valued by their employer.

Cross—boundary networking, comradeship, and co—worker relationships that,imtpact

on an employee’s job satisfaction are other examples of theitsesiefmplementing these
programmes. Early research by Tait (1984) identified employer-smmhsports teams
encourage camaraderie between workers facilitating harmoniouglame relationships.
Health promotion initiatives at work, particularly fithesstivities, also provide opportunities
for employees to socialise between divisions creating flattganisational structures and
levelling organisational hierarchy (Conrad, 1987a). Faraghess,Gand Cooper (2005)
suggest improved perceptions of one’s overall work situation is anawindicator of

increased job satisfaction. Their literature review andaranalysis of previous studies

revealed significant associations between job satisfaeind employee health.

2.4.2 Convenience

After the home environment, it is a person’s workplace thathzave the greatest effect on
their lifestyle and behaviours (Lusk & Raymond, 2002). Health proamgirogrammes at
work can be more successful than community programmes becausedhagre convenient
and accessible to employees. This is mainly because of cetioneeand travel requirements
(Crump et al.,, 1996; Fletcher, Behrens, & Domina, 2008; Lovato &egr1990). For
example, overweight and unmotivated employees rarely make ahteftoavel to take part
in weight control programmes, therefore organisations offeringhvenanagement services
on-site, such as Weight Watchers, are more likely to atirgceater number of employees
(Hennrikus & Jeffery, 1996). A study of food choices among 1918 empldy@®sthe
United States found convenience to be the most significant fiaieencing their decisions
about what they would eat at work (Blanck et al., 2009).

2.4.3 Reduced absenteeism

Workplace health promotion programmes are often credited with redweorgplace
absenteeism. The most frequently cited rationale is healthier employees have an
increased resilience to illness, and as a result requier fdays off work due to illness

(Collins et al., 2005; Golaszewski et al., 1992; Loeppke et al., 2B@ihgett & Dugdill,
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1995). It is also suggested that workplace health promotion teegiveduce absenteeism
through facilitating, educating, creating awareness, and provglipgort for employees to
reduce the impact of identifiable health risks (Aldana & Pra&20Q)1; Stewart, Ricci, &

Loetta, 2004).

The actual costs of reduced employee absenteeism following thienentation of a
comprehensive workplace health promotion programme vary. Cha@®@ba) suggests the
costs related to absenteeism are reduced by 25-30% among progizamicgants
compared with non—participants, over an average period of 3.6 yeat®mur8ertera’s
(1991) study of 29,315 employees in the United States found absenteeismdd®4% over
a two-year period compared with a 5.8% decrease for the 14,578l ggoup employees.
That investigation also found net savings over two years includ@@ 1ewer working days
lost due to employee illness and subsequent absenteeism. L&00Ga) review of 18
studies in a demographic similar to Bertera (1991) measuredatiegions in sick—leave
between participants and non—participants in workplace health iasti@itd found an average
27.1% decrease in absenteeism among participants, while abs®nteereased for non—
participants. Opatz (1994) suggests unfit employees spend agewérd0% more days in
hospital recovering from illnesses and are 20% more likely tortake than seven days sick
leave per annum compared with fit employees. A more recpuabiiished study by Wolf et
al. (2009) found a 64.3% decrease in lost work days among 147 emplayeesvere
clinically obese and suffering from Type—2 diabetes, after paayicipated in a lifestyle
intervention plan. Other studies suggest stress related absarmount for up to 60% of all
workplace non-attendance (Cartwright, 2000). There is also evidetive absts associated
with alcohol related illness and long—term sickness which, ivthed Kingdom, is upwards
of £2 billion (Cooper & Williams, 1994). Similarly, Grunberg (19%L)ggests that smokers
are absent from work five days more each year than non—-smokatgbuting to 80 million

lost working days annually in the United States.

Although many studies demonstrate the links between physicaltyaaivd absenteeism,
some of these investigations suffer from weak methodologiétnigndefinitive conclusions.
For example, the majority of studies fail to differentigiek leave from annual leave
(O’Donnell, 2002). In addition, self—-diagnosed illness createsdudifficulties in verifying
the reasons behind employee absences from work. Shephard (1991) suppéizasthorne

Effect is another contributor to reduced absenteeism; thist effiggests that managers who
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take an interest in their workforce are providing employees wéhtgr incentives to be at
work, and a health promotion programme is a secondary incentivgitdg® difficulties of
concluding that reduced absenteeism is a direct result ahfflementation of a programme,
a number of other recognised benefits to the organisation haveatbiebaoted to having
healthier employees who have less sick leave; these inahedeased productivity and
reduced health care costs.

2.4.4 Increased productivity

It is well documented that healthier people are generally pra@uctive in most, if not all,
aspects of their lives, including their working life (Zwetd & Pot, 2004). Researchers
suggest a strong link between the health of employees and tbategcontributions to an
organisation’s overall productivity (Burton et al., 2004; Golaszewski., 1992). Decreased
absenteeism, by means of reduced sick leave, is often sitatkaof the more popular reasons
for increased productivity. As earlier discussed, a numbertuafies find correlations
between workplace health promotion programmes and reduced abselifddema & Pronk,
2001; Stewart et al., 2004).

More recently, the focus has shifted from reducing absentet increasing presenteeism.
Presenteeism is a relatively contemporary term used toilaesor employee’s productivity
while they are at work (Burton, Conti, Chen, Schultz, & Edingtt09). It is defined in
terms of the lost productivity that occurs when ill employeesie to work and perform
below their optimum level because of that illness (Cooper éw& 2008). A recent
comprehensive study of 2252 employees working in 24 Dutch organisations dodisith
productivity loss caused by employees coming to work when they wpegiencing health
problems (Alavinia, Molenaar, & Burdorf, 2009). The policy of orgaiosa offering staff a
specific number sick leave days often results in employees begoetictant to take time off
work when they are unwell. Therefore, although absenteeism eragir relatively
unchanged, productivity suffers from the reduced competenciesclofemployees who
continue to go to work.

Although scholars claim that the implementation of a health prom@iogramme leads to
increased productivity, this association is still somewhatidas. The most significant

guestions hovering over previous studies are the lack of standamdlisatimeasuring
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increases in productivity, particularly in white—collar workiagvironments. Secondly, as
with absenteeism, questions also arise as to how much ofdtease in productivity is a
direct result of the programme. Unlike industries and occupatl@iscan measure a set
number of outputs before and after the implementation of a programare/ white—collar
industries must rely on an overall impression of perceived isesem productivity, as no
standardised measures exist (Conrad, 1987a). Kuoppala, Lammingdéddusman (2008)
address this issue by examining work ability, or an employggysical, psychological and
social capacity to work. Their meta—analysis of workplaeaith promotion literature found
definite increases in work ability among employees participalimghealth promotion

activities, and in organisations where programmes areadailo staff.

2.4.5 Reduced health care costs

Keeping employees healthy to reduce health care costs isqaeiftyy cited reason for
implementing and developing health promotion programmes (Aldana, 1998s Hét al.,
2009; Poole et al., 2001; Lu et al., 2008). Many public and privatersaganisations offer
health promotion programmes as an integral part of their costirumetat strategy (Gebhardt
& Crump, 1990; Aldana, 1998; Poole et al., 2001; Steffick et al., 200i6¢. programmes are
particularly appealing to American organisations that agpired to support privatised
employee health care costs. Unlike New Zealand, Amedgamisations pay more than one
third of the nation’s total annual medical costs (Goetzel & i@kawski, 2008). Health
promotion programmes reduce health care costs by encouraging eespioyaopt healthier
lifestyles. These lifestyle changes result in employegqairing fewer and less costly health

care services (Haynes, Dunnagan, & Smith, 1999).

Cost reductions related to workplace health promotion programmegpically reported in
terms of medical costs, staff turnover and absenteeism digatdana, 1998). In addition to
measurable reductions, cost savings are also reported throughel@ssrable processes such
as increased productivity and decreased downtime (Van Dongen, 1998gn@tws figures
from Shephard (1996) suggest programmes can save employers US$100-$:10plpgee
each year in medical expenses. Kent (2001) reports that orgamssaith successful health
promotion programmes achieve savings as high as US$500-$700 per engaloyegear,
whereas a study by Serxner, Gold, Grossmeier, and Anderson (2003)ngvater 26,000
employees found a net annual saving of US$212 per participatingysepl A later study
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involving 9666 employees found that participation in health promotioniteet saved an
average of US$176.47 per person per year between 2001 and 2005, companechwith
participating employees (Naydeck, Pearson, Ozminkowski, Day, &etzsl, 2008).
Discrepancies in cost savings only highlight the lack of staliskd measures in health
promotion programmes, which make comparisons difficult. Howesteidies continue to

provide evidence of financial savings.

This point is further reinforced by Chapman (2005b) who warns thatingxistudies

reporting financial benefits after the introduction of workplaealth initiatives also lack a
standardised methodology, which creates difficulties wheluatnag the financial returns of
one workplace health promotion programme compared with anotheretiéte(R001) also

highlights the dangers of inter—study comparisons, judging that thisaabprs subject to a
high degree of variability in operational definitions in cost@ceprequirements, and paid
time for employee participation. Goetzel and Ozminkowski (20@®prt comparisons
between studies investigating reductions in health care cestmtadjusted for design rigour
and therefore the actual savings claimed may be somewtesedf With regard to this,
Pronk (2003) suggests successful programmes should be measured on howanifegt

themselves through a reduction in cost trends; in other words, legevdgramme impacts on

projected forecasted expenditures rather than actual mofigtass.

The short time frame of many studies investigating the dfesiteweness of health promotion
programmes at work is also problematic (Aldana, 1998; Costakishddan, & Haynes,
1999; Shephard, 1996). Pelletier (2001) states the average length ishg@dibkorkplace
health promotion studies is 2.8 years. These short timeframgslipee the return on
investment, as high—risk employees are more likely to hange longer—term negative
impacts, and Aldana (1998) suggests the real cost effectivémessganisations is not
recognised for many years. This concurs with earlier rdsdaycConrad (1987a) who
considers a 5-10 year period is necessary before cost benefd@gident. As a result, this
timeframe limits rigorous research by way of unattractive totmmmitments for organisations
and increased expense and reduced practicalities for researttowever, as Nyman,
Barleen, and Dowd (2009) suggest, despite being unable to stmed&sdict financial
savings, most research supports the conclusion that such savingsasc direct result of

decreased absenteeism.
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2.4.6 Increased staff retention

Employees tend to remain with an organisation for 3-5 years (Millig000). However, a
New Zealand Department of Labour study found New Zealand (aldhg®&lgium) had the

highest job turnover rates among developed countries (Callister,, Kgjfesting that staff
retention an important issue for New Zealand organisations. \éaekgiealth promotion
programmes are considered to help employers retain keyirstafb distinct ways. Firstly,

programmes create positive perceptions of the workplace, whiclinfftaence employees
who are deciding whether to stay or leave an organisation (d&acebal., 1990; Opatz, 1994;
Renaud et al., 2008). Secondly, health promotion initiativesaser staff retention by
possibly preventing the premature exit of employees through physicaiental illness

(Gebhardt & Crump 1990). In other words, the programmes help tcedtie number of

employees who are forced to leave the organisation becapsevehtable health issues.

Previous studies evaluate this benefit by measuring the effecigramme can have on staff
turnover rates. For example, a study involving 656 Canadian employee three years
found turnover rates reduced by 54% over that time period (Renald 2008). Warner,
Smith, Smith, and Fries (1996) took a different approach evaluagnigenefits of a smoking
cessation programme. Their study involved a simulation modelhvitiicmd a considerable
decrease in staff turnover, in addition to a number of benefitsy bealised by the

community, as well as the organisation.

The rate of employee turnover also influences an organisatidliisgness to adopt health
promotion programmes. Sorensen, Glasgow, Topor, and Corbett (1997)ststlyge

organisations with higher staff turnovers are more likely tplément smoking cessation
programmes, and believe that these types of initiatives shouapbeEmented to address high

turnover.

2.4.7 Community benefits

Existing studies support the potential workplace health promotion prograninave in
offering valuable health initiatives to large proportions of the tgalybulation (Campbell et
al., 2000; Carr, Fairbairn, & Wilson, 2001; Chapman, 1998a; Chuy é987; Fedotov, 1998;

Hennrikus & Jeffery, 1996; Kent, 2001; O’'Donnell, 2002; Patterson etl@88). These
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benefits can be expanded to wider sections of the community, iimgléa@mily members,
friends and acquaintances, either directly or indirectly, by kedye sharing through
conversations, and hearing about or seeing successful outcone®onta (Frisemo, 1999;
Pronk, 2005).

Demographic changes, family structures and a significaatiyet proportion of women in the
workforce create different requirements for effective healtomotion strategies (Brodie,
1994). Early research by Spilman (1988) equates the nurturing relenoén and a greater
sense of personal responsibility over the health outcomesiofahglies with an increased
appreciation of workplace health care benefits. More spedyficalorkplace nutrition

programmes are identified as valuable approaches to educatikipmgvparents, resulting in
changes to the types of meals served at home (Glanz, Basithach, Goldvery, & Snyder,
1998, as cited in O’Donnell, 2002). Existing research directlyibating family or

community health changes to a health promotion programme at workitsdj yet despite
being outside the focus of the current study, it is an areheafth promotion with

considerable potential.

2.5 Workplace health promotion activities

Health promotion activities vary widely from providing employeeith general health
information, to comprehensive programmes involving health ngkasals, interventions
addressing dietary and fithess practices, and intensive diseasagement programmes
(Cook, Billings, Hersch, Back, & Hendrickson, 2007). Investigagmployee participation
in every possible activity or intervention available is beyondsitgpe of a single thesis.
Conversely, focusing on employee participation in a singleigctr intervention provides
only limited information in the ways managers can maximisegyaation. Considering this,
the current study seeks to focus on nine activities to exploredeotain variables affect

employee participation. The chosen activities are:

* Fitness testing

» Exercise activities

* Health screening assessments

* Health seminars

* Weight management programmes

» Alcohol and drug assistance programmes
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» Counselling services
« Stress management programmes
* Smoking cessation programmes

This list was derived from an extensive literature evadmaf previously investigated
activities, and confirmation from eight health promotion practiti®veorking in Auckland,
New Zealand’s largest city. These eight individuals weteriewed as part of an initial
preliminary study to ensure the current investigation had praatigdications for managers.
The full outcomes of this preliminary study are presented atrideof the second literature
chapter (Chapter 3, Section 3.9).

2.5.1 Fitness testing and exercise activities

The World Health Organisation (2005) rates physical inactivitgrees of the leading causes
of death in the developed world. Workplace fitness testsypieally provided to employees
as an initial or introductory part of a workplace exercise progamhitness tests are aimed
at providing the employee and the health professionals coordinatingsexactivities with

the opportunity to assess an employee’s baseline fitness. Tée\p@vide a means of

tailoring future exercise programmes to meet an employeedsn(Grant & Brisbin, 1992).

The American College of Sports Medicine (ACSM) defines headlated physical fitness as
a set of attributes that people have or achieve thakesetat the ability to perform daily
activities with vigour, and the traits and capacitie®eissed with a lower risk of developing
diseases associated with physical inactivity (Wilder let 2006). The terms ‘physical
activity’, ‘exercise’, and ‘physical fithess’ are oftenedsinterchangeably (Edelman &
Mandle, 2006, p. 262). However, there are subtle differencescphgstivity can be defined

as the bodily movements produced by the contraction of skeletal mubelrsas exercise is
more correctly defined as a sub—category of physical activithat it is generally planned,
structured and repetitive with the purpose of improving or maimiqimhysical fitness

(Haskell & Kiernan, 2000). Salmon (2001) uses the term physicatisggo demonstrate
regular and structured pursuit, whereas physical activity c¢ee a@hrough unstructured

domestic or occupational tasks.

The health issues resulting from low physical activity havenbeell examined and

documented. Major health issues include high cholesterol, leyyséoh, cardiovascular
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disease, and obesity-related problems such as Type-2 diabetes. phydieal and
psychological benefits of taking part in some form of physicéivity include decreased
resting heart rate, resting blood pressure, increased casdidaaendurance, and improved
weight control. Psychological benefits include reduced stresseased socialisation,
improved self-confidence and the thrill of competition (Hooper &ézano, 1995; National

Advisory Committee on Health and Disability, 1998).

Workplace exercise programmes were originally developed tstasmployees with
physically demanding jobs that required various static and dynantiere®ssuch as holding
tools, lifting, pulling and climbing, for long periods of time (Gefulta& Crump, 1990). In
the mid—1950s an association between low levels of occupatiomatyaand poor health
complaints, such as heart disease, was identified (Sheph8®d,). Current literature
consistently recognises that employees with higher fithesésldave lower absenteeism, are
more productive, have increased stamina and work capacityféageaccidents, and have a
greater capacity for handling stressful situations, compareshiployees with low fitness
levels (Harrison, 1999; Parore, 1998; Watson & Gauthier, 2003).

Health promotion programmes most often include exercise tas$iviecause of the proven
benefits of exercise on one’s health (Kuoppala et al., 2008). Woekplarcise activities can
comprise of a single activity or a combination of activitiesigned to support increasing
employee fitness. The range of components in an exercise mrograan include providing
information on the benefits of exercising, group activities sashfun runs and walking
groups, supervised fitness classes, and investing in exeeig@rent and custom built in—

house facilities.

Exercise activities are offered to employees either on—slg @wray of community facilities.
Larger organisations are known to assemble in—house gymnasiumssigonedsffice space
or to construct separate on-site facilities. On-site fitfegdlities are considered to improve
participation because employees then accept exercise as fiatnafrmal workplace culture
(Brodie, 1994). Furthermore, Opatz (1994) believes on-site fagilittdong with
management support, give employees greater flexibility in sdngdwork and non—work

activities, allowing employees to partake in exerciseksré&m their daily job requirements.
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A novel idea proposed by McAlpine, Manohar, McCrady, Hensrud, amhd.g2007)
includes placing stepping machines under employees’ desks. Thatir spildy found
significant increases in employee physical activity throughwty. They predicted that an
overweight employee has the potential to lose 20 kg per yasedlon that employee using
the stepping device for two hours per day, instead of sitting airther desk for that time.
Although this particular study demonstrates a somewhat optireisticcise and weight loss
forecast, it does provide further evidence that implementiogplace exercise activities can

have considerable benefits for employees as well as organssat

2.5.2  Health screening assessments

Health screening assessments are designed to create awafeareemployee’s personal risk
factors, providing an opportunity for an individual to detect potent@ti@roblems. Health
screening involves the systematic collection of informationandigg an employee’s
individual and family health status, health history and healtheatlaehaviours (Faghri,
Blozie, Gustavesen, & Kotejoshyer, 2008; Kreuter & Strecher, 1996)s can also include
physiological measures, such as weight, height, blood pressurestimgj heart rate, as well
as cardiovascular screening and blood profile assessments,(R&jams, Kolar, Smith, &
Douglas, 2002). Health screening assessments have a nundiféereht uses in workplace
situations. They benefit employees by providing them with infoomatin their current
health; by evaluating variables such as an individual's ageighty blood pressure,
cholesterol, physical activity and smoking status, it is posslestimate an individual's
health risk and predisposition to health problems (Maron et al., 2008)the other hand,
health screening assessments are also used to benefit emplpogstablishing if employees

have used drugs or alcohol, which could affect their worlopaince or their safety.

In addition to detecting health problems, health screening assetssroan indicate a
participant’'s readiness to change, perceived self—efficacygthmr psycho—social factors
affecting their capacity to modify unhealthy behaviours (Go&&z@zminkowski, 2008). A
study by Pai and Edington (2008) involving over 33,000 employees repattthose who
participate in health screening assessments are more tik@lgrease their physical activity

and stop smoking.

31



Chapter 2 — Workplace Health Promotion

2.5.3 Health seminars

In the same way that health screening assessments aneedesigestablish a baseline health
status, or identify a health issue, health seminars areaiaeness—orientated and designed
to educate employees about specific health risks and benefidopfing healthy lifestyle
behaviours. Terry, Seaverson, Grossmeier, and Anderson (2008) defitie deninars as
education and awareness—building campaigns offered to the workfegagdless of
individual health risk status. Workplace health seminars dseation and information
strategies to increase employee awareness of poor healthschoigeibuting to illness and
disease (Naidoo & Wills, 2000). In workplace settings, educatisealinars informing
employees of the possible risks to their health are consideseccassful method to promote
positive health behaviours (Cooper & Williams, 1994; Strange.€1991a).

2.5.4 Weight management programmes

There is a substantial body of evidence describing the healteergdatblems attributed to
being overweight. Employer—sponsored weight management intenvengan include
organised on-site weight loss education seminars, weight lossemiens like ‘Weight

Watchers’, and providing employees with weight managementmafiton via posters,
brochures, pamphlets, and videos (Blanck et al., 2009; O’'Donnell, 20D23hniques to
encourage weight control can also include self-monitoring (foocedjaencouraging staff to
walk to work, organising exercise activities designed spadlyi for weight loss, and
subsidising gym memberships (Brodie, 1994; Downey, 1996; Hennrikus & y]elf@96;

Hersey et al., 2008). Organisations can also encourage healihg by stocking on-site

vending machines with healthy food selections (Lusk & Raymond, 2002)

A unique advantage of workplace weight management programmes pstthdial to offer
weight control initiatives to the same population on multiple aooasover time (Hennrikus
& Jeffery, 1996). This allows programmes to be tailored to aiticular employee or

organisational requirements and then be established as an omgengntion.

Another advantage of workplace weight management initiatives iisg uscentives,
competitions, and peer support to help employees succeed in losirg. wéigrofalo (1994)

suggests an effective weight loss incentive in a workplat@gét to accumulate points and
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have employees work in teams, where individual points aremadated into a team total.
This provides additional co—worker support as well as positive pessyre in continuing
with the programme. The approach resulted in 81.5% of the 638 emplay® took part in

this study losing weight and remaining with the programmetfl@ast ten weeks.

2.5.5 Alcohol and drug assistance programmes

Substance abuse among employees is a major concern for empldyets&(Shelley, 2006;
Spell & Blum, 2005). However, the workplace provides a unique opportuamnty
environment to address the entire spectrum of substance abuse pr@kmck, Volpe—
Vartanian, Horgan, & McCann, 2007). Employee Assistance &mges (EAPs) were
established in the 1970s and early 1980s as confidential cost—efiat¢imentions to assist
employees with alcohol, drug or other personal, behavioural or yfapndblems that
interfered with their ability to function on the job (Conrad, 198Beanlon, 1991). These
interventions adopt a rehabilitation approach, meaning substana @bpsrsonal problems
are considered to be treatable medical conditions (Reynolds &dret008; Spell & Blum,
2005). EAPs typically involve employees receiving short—term @dlimg sessions to help
with these types of issues (Macdonald, Csiernik, Durand tiRgléNild, 2006). Employees
are referred to a programme by their supervisor, or more comnasel self-referred.

Services are also often extended to family membersridkeet al., 2007).

EAPs can involve drug detection policies to identify employeeth prior drug use
(Macdonald et al., 2006). Drug testing occurs more frequentlprganisations where
managers are concerned with potential hazards caused by employeacibbuse, and in
male dominated industries, where the perception is thatareemmore likely to use drugs
(Spell & Blum, 2005). Employee drug testing and subsequent recomtiosisdto EAP
services have been found to reduce significantly the number of emagloseporting
recreational drug use, particularly marijuana (Carpenter, 208ifilarly, EAP services are
well represented in organisational guidelines against theousécohol and non—smoking
policies (Merrick et al., 2007). A study by Osilla, Zellmearimer, Neighbors, and Marlatt
(2008) involving 365 at—risk employees, found men had a marked deoredsehol-related

problems after brief interventions offered as part of an E&tice.
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2.5.6 Counselling

Approximately 20% of any workforce is affected by personal probléatsmpact on overall
work performance and productivity (Maiden & Levitt, 2002; Scanlon, 19%he benefits of
providing employees with psychological support at work, otherwise knasvworkplace
counselling, have been well documented (Athanasiades, Winthrop,o08ghG 2008).
Workplace counselling programmes are defined by McLeod and Henderson §20€8)

provision of brief psychological therapy for employees in aamiggtion.

As with alcohol and drug assistance programmes, counsellingegian also be included as
part of the EAP services offered to employees. Contemporafy [Actitioners are no
longer limited to chemical dependency issues, but now includdiagsesnployees with a
wide range of emotional issues stemming from mental dis€amnad)y dysfunction, care of
dependants, anxiety and depression, stress or job, career briésmsdts (Merrick et al., 2007;
Maiden & Levitt, 2002). The services are in—house, with colorseprovided by the
organisation to assist employees on-site, or external and outsooirpedate associations.
Private EAP services have shorter waiting times for engal®yo meet with a counsellor but
often set restrictions on the number of employees who utilise thieeséMacdonald et al.,
2006).

2.5.7 Stress management programimes

Stress alters an individual's normal state of well-being andaissed by an imbalance
between the physical and psychological demands made on an individual iarabitiig to
meet those demands (Darby & Walls, 1998; Kendall & Muenchberger, .2008re is a
growing awareness that psycho—social stress at work reauttenisiderable costs to the
organisation in higher absenteeism and reduced productivity (LaRodafinos, Matsiggos,
& Stamatoulakis, 2009; Siegrist, 2002; Vagg & Spielberger, 1998 cdst of stress at work
is estimated at €20 billion in the European Union (Daniels, 2004), anéd%8 billion in the
United States of America (Lazuras et al., 2009; Riedghch, Baase, Hymel, & Peterson,
2001). Stressed employees have an average of 46% higherdszaltosts compared with

employees who have little or no stress (Goetzel et al., 1998)
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The physical and psychological effects of prolonged stress mdhehdaches, muscular
tension, anxiety and panic attacks, mood swings, fatigue, erabtissues, depression,
reduced enthusiasm, memory failure, indigestion and appetite ed)astgprtness of breath,
low self-esteem, and reduced job performance and productivity (MurpBgadfer, 2000).
Stress factors directly attributed to the workplace can iecladg working hours, a lack of
recognition or positive feedback, uncertainty regarding performampectations, discord
among peers, colleagues and supervisors, potential accident hawadingers, poor
management, workplace conflict, narrow or limited job content, monotpmepstitive or
under—stimulating work, a lack of personal autonomy, low participatia®cision—making,
interpersonal conflict between work and home responsibilities, @iteart stagnant career
development, poor career status, and role task ambiguity (AltBG00). A study of New
Zealand police officers by Huddleston, Stephens, and Paton (2007) irstefficient
resources, unreliable equipment, budget restraints, and shift—s/thk greatest contributors
to workplace stress. Another study involving 437 New Zealand deriosind treating
difficult patients, constant time pressures, and maintaininy legels of concentration are
also significant workplace stressors (Ayers, Thomson, Nev&dRich, 2008). Workplace
bullying has been identified as a major contributor to perceivedsst An investigation of
123 New Zealand doctors found half of all respondents had experiencigalager bullying
in the previous year. This was manifested not only in inecearess, but also in decreased
job satisfaction, and increased depression, anxiety, and absenté&iott, Blanshard, &
Child, 2008).

Stress management programmes, as part of a workplace Ipraltiotion initiative,
commonly include seminars and workshops designed to educate employtespirysical
and psychological dangers of prolonged stress, and provide technigpleyess can adopt
in order to prevent or reduce their perceived stress. EARcasgralso provide employees
with counselling to help them recover from challenging and stresstumstances (Kirk &
Brown, 2003; Sidle, 2008).

In New Zealand, workplace stress reduction interventions are gowverned under
occupational safety and health legislation. Hazard iderttdicainder the Health and Safety
in Employment Amendment Act 2002 requires an employer to take aliqgable steps to
minimise potential workplace stressors. Obligatory initigtiveclude measures such as

redesigning tasks to reduce uncertainty, establishing more #exioirking schedules,
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promoting employee involvement in decision—making, encouraging employ#desr career
development strategies, establishing clear job roles, buildihgstve teams to facilitate peer
support, and providing social support and feedback (Department of L. 2083). However,
stress management programmes are examples of actikdiefzll under the umbrella of both
occupational safety and health, and workplace health promotion.‘cages’ of stress are
not limited to the workplace, but can affect an employee’s perfuwenat work. Therefore,
an employer may provide employees with stress managenmgaprmes to help manage

potentially stressful situations at work, and at home.

2.5.8 Smoking cessation programmes

Smoking cessation programmes are useful in New Zealand whestirmated 4500 people
die prematurely from smoking each year. This equates to appreiynmi& deaths per day
(National Heart Foundation of New Zealand, 2003). This country raimkh out of 30
OECD countries in the prevalence of adult smokers (Wilson, Towmisdwards, 2008).
Furthermore, in 2002, an estimated 300 New Zealanders died of secotdsimoke
inhalation with over 100 of these deaths attributed to second—hand srhalaion at work
(Wilson & Thomson, 2002). To combat the alarming mortality #guattributed to smoking,
the Smoke—free Environments Amendment Act was passed in 2003 bamokigg from all
New Zealand restaurants, bars and indoor workplaces (Wilson 20@8). A considerable
number of studies demonstrate that policies that ban smokingwaykplaces significantly
increase the number of employees who take part in workplace snu#gsgtion initiatives,
in addition to an overall reduction in cigarette consumption (Badyand, Li, Steger, &
Cummings, 2005; Braverman, Aaro, & Hetland, 2008; Chapman.,ei299; Heloma &
Jaakkola, 2003).

Workplace health promotion investigators clearly establish thekplace as a beneficial
setting for individuals to give up smoking through the availabilityoodupational support,
peer pressure and peer support (Cahill & Perera, 2008; Nishiuta 20@0). Moreover,

when made available at work, these programmes offer the tadesn of increased
convenience, reduced stigma, reduced costs if sponsored by gheisation, and the
opportunity to participate with friends and co—workers rather than stimngalone (Fagan et

al., 2003). Group therapy treatment offers the advantage of cedasts, as well as utilising
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normal group pressures and providing increased encouragement and suppitiitNI©her,
& Lancaster, 2008).

Workplace smoking cessation programmes are often part of broatiltivies to eliminate
smoking in the workplace. These include anti-smoking health canspaigtal smoking
bans, and messages sent to employees via company newsetttsposters, and pamphlets
(Willemsen, De Vries, Oldenburg, & Van Breukelen, 1999). Othays to implement
smoking cessation programmes include self-help information sunhrasls and pamphlets,

and financial incentives (Jason, Salina, McMahon, Hedé&k&tockton, 1997).

2.6 Chapter summary and direction of the study

The purpose of this chapter was to introduce the concept of workplaltle pemotion, and
how it differs from other occupational safety and health requimésne This chapter
demonstrated the benefits to organisations of implementing hedi#tives, and presented a
detailed examination of nine key activities commonly impleegnin New Zealand
organisations as part of a workplace health promotion programnheseThine activities
were: fithess testing activities, exercise activitgeneral health assessments, health seminars,
weight management programmes, stress management progracoumeselling programmes,

alcohol and drug assistance programmes, and smoking cegsatiocammes.

The following chapter will extend this understanding further bydcing the reader to the
concept of participation. It will also present the varialgeedicted to influence participation
in health promotion programmes, demonstrate how specific faconstuence participation

in different activities, and illustrate how managers cantbiseinformation to maximise the

participation rates in their organisations.
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Outline of Chapter Three:

3.1 Chapter outline and structure
3.2 Theimportance of employee participation
3.3 Defining participation
3.4  The ecological approach to participation
3.5 Individual variables associated with participation
3.5.1 Demographic indicators
3.5.2  Perceived health status
3.5.3  Perceived stress
3.5.4 Perceived job satisfaction
3.6  Social variables associated with participation
3.6.1 Co—worker support
3.6.2  Supervisor support
3.7 Organisational variables associated with participation
3.7.1  Organisational climate
3.7.2  Job flexibility
3.8  Barriers to participation
3.8.1 Commitments and a lack of time
3.8.2  Lack of self—efficacy
3.8.3  Lack of trust
3.8.4 Inconvenient scheduling
3.9 The New Zealand context: Practitioner interviews
3.9.1 |Insights and relevant information provided by practitioner interviews
3.10 Summary of the literature

3.1 Chapter outline and structure

This literature review chapter concentrates on employee ipattan in workplace health
promotion programmes, and examines the evidence provided by pressmasahers on the

variables that are thought to be associated with partioipat

This chapter begins by introducing the concept of employeeipation in workplace health
promotion programmes and follows with a description of how the ecologpmaach to

participation is applied in this study. This approach providesfaotiee way of grouping the
relatively large number of variables investigated. Theagables include demographic

indicators, health status, stress, job satisfaction, co—worker supervisor support,
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organisational climate, job flexibility, health knowledge, tedbelief, work and family

commitments, trust in supervisors, and programme scheduling.

The final section of this literature review will focus on Waeace health promotion
programmes in New Zealand. The information presented heregaiagd through a
preliminary study which was carried out before conducting the matia cbllection. This
preliminary study was designed to explore whether the literatud be translated into a
practical study from a New Zealand perspective. Eight workplhealth promotion
practitioners were interviewed. The outcomes of theseviates are presented at the end of
this chapter, rather than as a separate ‘results’ chapéequse the objective of the
preliminary study was to directly confront issues raisedhm literature with practising
workplace health promotion professionals. It was important to esdiatiie need for the
current investigation in a practical sense, and confirm aillerige how predominantly

international literature is applicable to the New Zealand gbnte

3.2 The importance of employee participation

Employee patrticipation is considered to be a pivotal factorimikplace health promotion
programme’s success or failure (Busbin & Campbell, 1990; DishmadpyD Wilson, &
Vandenberg, 2009; Dishman et al., 1998; Fedotov, 1998; Goetzel & Ozmkik@068;
Heaney & Goetzel, 1997; Jacobson et al., 1990). Despitenthertance of employee
participation in health promotion initiatives, existing researgplaging the factors that
influence participation is limited (Grosch et al., 1998) aratdifure continues to highlight the

lack of research identifying the variables associateld patticipation (Robroek et al., 2009).

The need for managers to maximise employee participationiuitiastthat make up a health
promotion programme is fundamental in the success and cost—effexsts/of implementing
such initiatives. In order to achieve the established bemgitassed, the programme must be
comprehensive enough to have a measurable impact on the healthelHdoeiwg of a
workforce. A comprehensive programme requires a range of complary activities, and
the environmental conditions by which employees are able to takeénpiduwbse activities,
thereby requiring a considerable financial investment by thenmason. The monetary
return on investment of implementing a programme is strongly dedtasd the subject of a

number of conflicting and inconsistent studies described in theopiewhapter. That said,
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regardless of the exact financial returns, managers tdrgegjuired to justify any such
investment. Therefore, low employee participation has a coabideeffect on that return on

investment.

Workplace health promotion programmes are voluntary and there aréegmative
requirements for organisations to implement programmes, or fplogees to participate in
them. Consequently, employers and managers are confronted heittthiallenge of
encouraging voluntary employee participation and, in most casesofc reprimand or
chastise employees who do not take part. Actual participadies wary, but the voluntary
nature of these programmes results in low participation rateBighdttrition (Janer, Sala &
Kogevinas, 2002; Poole et al.,, 2001; Shephard, 2000; O’Donnell, 2004). Dueidas
measurement approaches and methodologies, no standardised panticiga#i exists;
however, Busbin and Campbell (1990) and Crump et al. (1996) estintéit2pption rates

average 15-20% of an organisation’s workforce.

Employee participation in health promotion programmes can be considened fvariety of
approaches. Many investigations focus largely on assessing tHab#ityaiof specific
initiatives and single activities or interventions, rathemtliletermining the extent to which
employees make use of them (Grosch et al., 1998). Furthernasyefew investigations
compare the characteristics of programme participants natm-participants (Glasgow,
McCaul, & Fisher, 1993; Grime, 2004). The present study is impdvenause it is designed
to address this considerable gap in our understanding by exploring tawm cariables
affect both employee participation and non—participation in a randéfefent activities. No

existing study is known to have achieved this.

3.3 Defining participation

Reports on existing research involving employee participation ialtthepromotion
programmes use various conceptual and operational definitions tafyclpagicipation
(Heaney & Goetzel, 1997; Thompson, Smith & Bybee, 2005). Moreowwrable body of
work, particularly studies investigating multidimensional prograsndoes not supply actual
participation rates or measures of participation (Daviksiax; Kronenfeld, & Blair, 1984;
Emmons et al., 1996; Mavis et al.,, 1992; Linnan et al., 2001). Mhbodage of studies
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providing consistent clear definitions further emphasises th@leamature of the concept of

participation (Wilson, 1990).

In addition to inconsistent definitions of participation in thestmg literature, what
constitutes participation has numerous definitions depending on theotygativity being
investigated. Programmes requiring minimal involvement mmdehavioural change, for
example a nutrition seminar, are able to satisfactorilysdhaemployee participation in terms
of registration or attendance. In contrast, programmes reqgir@ajer personal commitment
and a behavioural change, for example a smoking cessationroisexgrogramme, need to
specifically classify employee participation in terms af ttumber of interventions attended
or whether the programme was successfully completed in ordereitiedty measure the

level of involvement.

Self-reported statements of intent to participate are frequasttd to identify employee
participation rates, which means employees are regarded &sppértg by registering their
interest or enrolling in a particular programme or activithd® & Heaney, 1997; Thompson
et al., 2005). Authors examining participation in exercise—tla¢@lth promotion initiatives
frequently use the number of employees who enrol in a fithessecaata measure of
participation (Burton, McCalister, Chen & Edington, 2005; Heaney &et@el, 1997;

Steinhardt & Young, 1992). Similarly, other studies define emplogarticipation as

registering for an initial health risk assessment, screemimgprkshop (Alexy, 1991; Goetzel,
Kahr, Aldana, & Kenny, 1996; Goetzel et al., 1998; Kobayashi et2808). Defining

employee participation in terms of registration or enrolmienstraightforward from a
practical viewpoint; however, the problem with evaluating theninte participate is that
employees frequently report a willingness to take part in a @nuge, but later fail to

participate (Glasgow et al., 1993). Dishman et al. (1998) suggesssures of participation
must distinguish between participants and non—participants, to anpidyees who intend to
participate but then choose not to. This current study meagargsipation in retrospect
after the health promotion activity has taken place, therdégsifying employees who
actually took part in the activity as participants, andpleyees who did not take part,

regardless of their intentions, as non—participants.

Other studies, particularly those investigating workplace dgngrogrammes, define

employee participation as the frequency of attendance or progranwwigement over a
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certain period of time (Lewis et al., 1996; Orman & King, 1988son et al., 1994). In the
same way, studies exploring employee participation in smokingattes programmes
commonly define involvement as adherence to a programme, basaeke actual number of
sessions an employee attends (Glasgow, Hollis, Ary, & Lando, B&¥man et al., 1989).
Steinhardt and Young (1992) go further by classifying attendance @nl¢iveds. Low active
participation involves an employee attending an activity leas #ix times in six months,
moderately active participation is attending at least siegim six months, and highly active
participation involves actively engaging in the activity thteees per week. Although
somewhat inconsistent between studies, a definition of gaation that includes attendance
is regarded as considerably more useful than merely enrolmEntluating employee
participation over certain periods of time is useful in idgmy patterns related to
maintenance or attrition rates; however, adopting this definithwhraeasure could detract
from the objectives of this investigation, which are coned with the initial decisions to
participate in health promotion programmes. Similarly, ttusysdoes not intend to identify
the factors associated with the maintenance or attriatesrof employee participation in

workplace health promotion programmes.

The extensive range of types and modalities of programmes aivitiesctavailable in
individual workplaces further complicates how participation ifinédd. What constitutes
participation is also dependent on the type of programme avadalolethe intervention.
Programmes requiring minimal involvement are able to satmity explain employee
participation in terms of enrolment and attendance. In conmagftammes requiring higher
personal commitment need to describe employee participation by theenofrinterventions
attended. For example, defining participation as enrolmenadeguate for high—level health
promotion initiatives like smoking cessation programmes. Actti@ahdance is necessary for
the programme to have any impact on the smoking habits of ploys®e, and enrolment in
these types of activities is, at best, the intent ttagarin the activity and does not guarantee
further involvement. Defining participation as adherence tadinity is also restrictive as,
for example, initiatives such as nutrition seminars require etin@loyee to listen to a
presentation, and there is little active involvement. Fumbee, what constitutes the
completion of a health promotion activity, particularly a highel activity, has generally
been overlooked. Such oversights further limit research outc@mgasling health promotion
effectiveness by failing to consider whether a desired behasi@nge or level of awareness
was achieved or not.
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Considering these perspectives and that participation can [simeeéalong a continuum of
effort or commitment; Glasgow et al. (1993) define employetcpzation as any appropriate
level of employee involvement for that health promotion actigonfirmed by their
enrolment, attendance and completion in the activity. Thisitiefi is considered the most
stringent and useful for the current study because it recogniaeditferent levels of

participation are appropriate for different health promotiorviiets.

3.4 The ecological approach to participation

The ecological approach allows the multitude of factors assaci with employee
participation in health promotion activities to be categorised intmpgy with different
degrees of external control. Determining which factors are sigsificantly associated with
participation will provide managers with an additional decisiorkingatool to maximise

participation in the health promotion initiatives availableraployees.

The ecological approach has been used in this study as a wategbrising the variables
thought to be associated with participation. This approach t&ipation was originally
based on the Ecological Systems Theory (Bronfenbrenner, 1977; 1989) aridchasegn
adopted and modified by a number of authors to establish which factoessociated with
participation in health—related initiatives (Duncan & Mummeg05; Sallis, Johnson, Calfas,
Caparosa, & Nichols, 1997). The ecological approach considensifthences of health
behaviours as groups of influence, which emphasise “the perveffeas of the multiple
environments in which people live” (Sallis et al.. 1997, p. 34%) groups of influences that
affect a person’s health—related behaviour include theivithehl characteristics, their social
support, their environment or surroundings, the community they livanid,the prevailing
political situation (DeJoy & Southern, 1993). In essence, tlodogical approach views
health promotion not only in terms of the specific health—rélahaviours of individuals,
but also more broadly as “a dynamic transaction between indisidyaups, and their socio—
physical milieu” (Stokols, 1992, p. 8). This means that both iddali and environmental

factors influence a person’s ability to adopt and mairtiaadthy behaviours.

McLeroy et al. (1988) define individual variables as the pefsatispositions or
characteristics of an individual employee; social inflesnaconsider the influence of

colleagues, co—workers, supervisors, peers, family and friemds,omanisational factors
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address organisational or environmental influences, including plogee’s job requirements
and responsibilities, and the actual programme design, implatieenand structure. Quinn,
Thompson, and Ott (2005) include organisational norms, incentivesresjltmanagement
styles, structure, and communication networks to their list afrosgtional factors associated
with participation, and Riley, Taylor and Elliott (2001) incorporasources, processes and

leadership as additional organisational factors.

Identifying the variables that have strong associations wittiicjeation is crucial in
establishing the ways managers can maximise participatiesiratheir organisations. In the
current study, the ecological approach provides a sound structure foatdgorisation of the
number of variables proposed to influence employee participatpence and Lee (2003)
suggest using the ecological approach as a conceptual framework di® gasearch
investigations or to group variables. They also believe ioit necessary to include all five
groups of influences in a single study. This thesis is condewita determining the ways in
which managers can maximise employee participation. Theretbe focus of this
investigation under the ecological approach is to include individoalalsand organisational
factors associated with participation, whereas communitypalitical factors associated with
participation are not included. This decision has support fromique studies that focus on
the variables influencing participation that offer the mosictical relevance to managers
(McLeroy et al.,, 1988). Figure 3.1 illustrates the individualcialoand organisational

variables thought to influence participation.
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Figure 3.1:Visual representation of the proposed variables associated withogegpl

participation in workplace health promotion programmes

The difficultly for researchers investigating the factorsoagted with employee participation
nowadays is the enormous number of variables that could affechpioyee’s decision to
take part in an activity. Similarly, the range of possdutvities that could be implemented in
a health promotion programme and the varying extent to which an yseptan take part in
these activities is limitless. Consequently, as eadiscussed, this investigation does not

attempt to identify every possible factor influencing parétigm in every possible activity,
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but rather it seeks to test the leading individual, social areh@ational variables recognised
in the literature as having the greatest likelihood of beisgp@ated with participation.
Judgements on the key variables of interest originated froriténature and the outcomes

from the consultant interviews in the preliminary study.

A number of alternative theories addressing health behaviour iexisealth and health
promotion research. Widely used health behaviour theories inclaaeluBa’s Social
Cognitive Theory (Bandura, 1998), the Theory of Planned Behaviour (Ajz@91), and
Transtheoretical Stages of Change Model (Prochaska, 1997). $pehcee (2003) consider
Bandura’s Social Cognitive Theory as the closest framework tedbéogical approach,
particularly in that it relates to the social aspectsthef ecological perspective. Social
Cognitive Theory is designed to facilitate an understanding of hemation, by considering
the relationships and interactions between individuals and thésl sowironment (Kemm &
Close, 1995; Nutbeam & Harris, 2004). The Diffusion of Innovationoiyhés another
possible alternative theoretical framework. This theory demsithe ways in which groups of
people adopt new ideas, and evaluates why some individuals emhtheglapt new ideas
quickly while others do not (Oldenburg, Sallis, French, & Owen, 1999fecognises that
different interventions take different time periods to be acdelpyethe majority of a target
population. Predicting the success and speed of the adoption of newsideasciated with
the characteristics of potential adopters, the rate of amppthe nature of social systems
within the group, the characteristics of the initiative, #relcharacteristics of change agents
associated with that initiative. An awareness of théaeacteristics is considered to facilitate
the development and implementation of health promotion programmes$ wihimunities
(Nutbeam & Harris, 2004).

The decision to adopt an ecological approach, over other tleabreimeworks, was based
on three reasons directly associated with the benefits ofrémeefvork: the first was that the
approach addresses the multiple layers of influence on health tetsaviMany alternative
theories and approaches focus predominantly on the individual ioflsesssociated with
participation. However, the reasons people modify their behaviargsfacilitated or
constrained by social, cultural, economic and environmental fa@ats 2006). Bensberg
(2004) continues this point suggesting researchers who focus solely iodittdual reasons
why people continue with certain behaviours can lead to the risSkctim blaming’, when
failure to modify a particular behaviour is considered an individadure rather than
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recognising the impact of external social and environmental forcése person. Quinn et al.
(2005) agree that victim blaming is a major limitation assediatith traditional individual—
orientated approaches, which ignore how health is shaped by soasirstsuand conditions.
The ecological approach allows for this limitation by consideangultitude of influences,
which are not effectively addressed in many of the dominant tisetirvéd give little or no

consideration to external social and environmental factors (Cagiah, 2005).

The second reason for adopting an ecological approach was #w@ighises the many levels
of influence associated with not only health behaviours, but alsth-hedated decisions
(Pikora, Giles—Corti, Bull, Jamrozik, & Donocan, 2003; Richardu¥n, Potvin, Denis, &
Kishchuk, 2002). Dishman et al. (1998) believe studies investigatoryplace health
promotion interventions are ineffective by not considering the work@asgonment and
organisational factors associated with the individual’'s decisigmatticipate. Dishman and
his colleagues emphasised that the next generation of workplaltle pesanotion studies
must employ a multileveled approach considering individual, scia organisational
factors. In the same way, Goetzel and Ozminkowski (2008) addojhisisscated employers,
as well as researchers, are becoming increasingly dheatrémproving the health and well—
being of workers by encouraging greater participation in workpla@dthhg@romotion
activities, can only be achieved by addressing the ecologicaéete of the workplace, rather

than focusing on a single level of influence.

The third reason for adopting an ecological perspective to categbe variables associated
with participation was that it enables potential facilitatansl barriers to participation to be
specifically targeted (Grzywacz & Faqua, 2000). This is ofiqdar interest in the current
study. The ecological approach provides managers with a greaterstanding of which
types of variables are associated with employee participatiamrkplace health initiatives,
and allows them to easily assess which variables they carymadid which variables they
have no control over. Gyurcsik, Bray and Brittain (2004) suggesidablegical approach has
a clear advantage in identifying the external barriers tocgaation. Classifying variables
related to participation and non—participation allows for the deweént of targeted
interventions designed to increase variables found to facilgatéicipation and reduce
perceived barriers accordingly. Figure 3.1 presents theblesidhought to be associated
with employee participation in workplace health promotion programmeéke variables

thought to predict participation in different health promotion actisithave been kept
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separate from the suspected barriers to participatione r@itionale for this includes the
marked differences in the number of studies investigating ilmeables facilitating
participation and the characteristics of participants, comparéke barriers to participation
and the characteristics of non—participants; and the view thaimatoyee can have all the
required factors that enable their participation, but witl participate because of perceived

obstacles preventing their involvement.

3.5 Individual variables associated with participation

The following section will address the proposed variables thatgbredrticipation in health
promotion activities. The individual variables investigatedhis study are demographic

indicators, perceived health status, perceived strespeaneived job satisfaction.

Strange et al. (1991a) suggest that understanding the individuablear associated with
participation in health promotion programmes assists with developiays to increase
employee involvement. Previous investigators have sought to fidemtdividual
characteristics and factors linked with employee decisionsnmipate, and this study will
expand on what is already known by investigating social and organeladssociations with
participation to provide managers with a more complete pictiisepreviously discussed, the
variables associated with any health behaviour include exteleraents, such as a person’s
social support, or the environment in which they work. Howevespittethese contributors,
an individual's decision to participate in a health promotion #gtig ultimately their own.
Therefore, understanding the individual factors related to pariimipa of considerable
importance and can support managers in deciding which adiviteld best complement the

demographic make—up of their workforce.

3.5.1 Demographic indicators

Demographic indicators are one of the most frequently studieablesirelating to employee
participation in health promotion programmes at work (Thompson et al., 2005
association between gender and participation has been wiglebtigated. However, among
the extensive investigations, the outcomes are conflictirexerdl studies demonstrate that
female employees have statistically higher participatatesr than their male colleagues

(Hunt, Stoddard, Kaphingst, & Sorensen, 2007), particularly intheateening assessments
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(Lewis et al., 1996; Stein, Shakour, & Zuidema, 2000), and exerdiisgtias (Burton et al.,
2005; Wilson et al., 1994). However, an equal number of invesingasaoggest men are
significantly more likely to participate, particularly in exese activities (Bagwell & Bush,
2000; Dishman et al., 2009; Davis, Jackson, Kronenfeld, & BI8B/; Glasgow & Terborg,
1988; Sloan & Gruman, 1988; Wu & Porell, 2000). Conflicting outcomepaadominantly
because of the actual modality of the exercise activitpgo@vestigated, with men being
more likely to take part in team—orientated sports activaies women preferring individual

exercise (yoga, walking groups) where participation is witlers, but not as a team.

Similarly, studies investigating the association betweenaageemployee participation also
yield inconsistent findings. Grosch et al. (1998) and Lewisl.e{1896) conclude that
employees aged 21-30 years of age have higher participationthatesther age groups.
Wilson et al. (1994) had a similar finding among employees pariiogpah exercise
activities, and Steinhardt and Young (1992) also suggest older empkrgeésss likely to
participate in exercise activities. However, in contrast,early study by Shephard et al.
(1980) followed with a later examination by Mavis et al. (199@)nd middle—aged
employees are more likely to participate in exercise iieiv and health seminars.
Subsequent work by Shephard (2000) provides further support, suggesting diminishing
physical abilities and an increased susceptibility to both acuterandic disease make some
health promotion initiatives more attractive to older employe&gain, inconsistencies most
often stem from variations in the modalities of the exeraivities being investigated. More
vigorous activities such as contact sports attract youngetogees, while less vigorous
forms of physical activity, golf for example, and are mdkelii to appeal to older employees.
As with gender, no known investigation has categorically estaddi the associations
between an employee’s age and their readiness to participateaimge of different health

promotion activities.

3.5.2 Perceived health status

An individual's perceived health status is explained by their opats description or
measurement of their health quality at a particular timetlidam, 1998). Several studies
have found that employees with a higher perceived health stagus@e attracted to
workplace health promotion programmes and are more likely to ipatéc(Conrad, 1987b;
Springett & Dugdill, 1995; Strange et al., 1991b). This assioti is also found in health
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screening assessments (Lewis et al., 1996) and smoking eesgaigrammes (Fielding,
1982).

Investigating perceived health status is often preferred @tealahealth status as a possible
predictor of participation. Actual health status is oftearagible measure, while perceived
health status is an employee’s individual opinion or perceptionseof ¢urrent health state.
An employee may be unaware of their actual health statystlzer@fore, more likely to be
influenced by what they believe their health to be rather thah itvaetually is. Lewis et al.
(1996) suggest employees who participate in workplace health promotiivitiesc are
seldom representative of those who would benefit most and arelikelyeto be healthier
employees. However, this area of research is anothercuiitticting results. Early research
by Orlandi (1986) suggests healthier employees view health promptagrammes as
effective ways to support and maintain existing healthy lifesbehaviours; however,
Emmons et al. (1996) argue healthy and active employees prefertitdppte in activities

outside of work and are, therefore, less likely to padigpn interventions while at work.

One of the most frequently cited reasons associated with patiim, particularly in exercise
activities, is “in order to feel better” (Shephard, 2000, p. 46Early research by Zavela,
Davis, Cottrell, and Smith (1988) found employees who sufferedi@usehealth episode in
the previous year were more likely to express an interest a@at ito participate. Further
evidence is provided by Davis et al. (1987) and Sloan and Gruman (1988)elze a
person’s dissatisfaction with their current health state pmeditireased participation in
health promotion initiatives. This is particularly evident imight and stress management
programmes, exercise activities, and alcohol managementtiveiia A much later
investigation by Wandel and Roos (2006) suggests reduced strength aosistioé general
health and fitness caused by age is a major reason for @it physical fitness activities

at work.

An individual's knowledge and understanding of the benefits of good hpadttices are
considered to relate to their participation. Early radedy Davis et al. (1984) suggests that
more knowledgeable employees are more aware of risk factongitohealth. As a result,
they are more likely to have a greater interest in theittheand more likely to participate in
health promotion activities. This was particularly evidenveight and stress management

programmes, and exercise activities. Subsequent researabalnya®id Gruman (1988) found
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employees who are more aware of potential health risks aredecaisiy more likely to
change an unhealthy behaviour, while Lewis et al. (1996) found employeecompleted a
health risk assessment are more likely to participate iwiesi because of an increased
understanding and awareness of their health status. Furthermstagyainvolving 291
Spanish women found that a lack of health knowledge as welfess af finding a potential
problem, were associated with choosing not to participate in astbsereening detection

initiative (Garcia, Perez, de Rojas, Carreno, & Naga2€09).

Studies investigating the relationship between perceived hemslls and subsequent
participation frequently concentrate on smoking behaviours. Fomagstgarticipants in
workplace health promotion programmes are significantly lesslyliko be smokers
(Macaskill, 1998; Rost, Connell, Schechtman, Barzilai, & Fish®8®0). However, Glasgow
et al. (1990) suggest heavy smokers are just as likely asdigbkers to participate in
workplace smoking cessation programmes. This contradictsreadearch from Klesges et
al. (1988) who report that heavier smokers are the more likely cofiamployees to
participate in smoking cessation initiatives, but the les$ylikecomplete the programme and

stop smoking, when compared with lighter smokers.

3.5.3 Perceived stress

Excessive workloads, responsibilities, the pace of work, job contlestift work, and
monotony, have all been identified as factors adding to workplaegssand stress—related
health issues (Chang & Lu, 2009; Hoge, 2009; Lazuras et al., 200®ye recently,
workplace violence and bullying have been recognised as major woeksi@essors,
particularly among health care workers (Chamberlain & MilR008; Hogh, Sharipova, &
Borg 2008; Niyama et al., 2009).

Employees’ perceived stress can affect their willingnespatticipate in health promotion
programmes at work, including stress management programmes @ gahler, 1997).
However, although existing studies continually find associationsveleet stress and
participation, they vary in how stress is related to ppdioon. Early studies suggest
perceptions of greater job stress are strongly associatdd paiticipation in exercise
programmes, weight loss and stress management programmes @aal., 1987). In

contrast, Sloan and Gruman (1988) found the influences of stress ofppadicoperate in

51



Chapter 3 — Employee Participation

opposite directions: employees with high perceived stresstheg giore motivated to engage
in health promotion behaviours in order to alleviate their stresthey are just as likely to
believe their stress is a barrier to participation. Thikiémice is further complicated by an
employee’s job description; for example, Wu and Porell (2000) idedtthat white—collar

workers with more stressful jobs are more likely to engagedular light physical activity,

while blue—collar workers with high stress engage in vigorous iseeitaut not light exercise
activities. This is consistent with a more recent Canasliady involving 270 employees,
where stress was found to be associated with participatiothiree—year programme called
“Take care of your health”; employees with both high and low pearepbf their stress were

equally likely to take part in health promotion activiti@enaud et al., 2008).

3.5.4 Perceived job satisfaction

Job satisfaction has been identified as a factor influencingnaployee’s readiness to
participate in health promotion activities at work. As discusBeithe previous chapter, a
number of studies show that employees who participate have iedredssatisfaction (Parks
& Steelman, 2008; Serxner, Gold, Anderson, & Williams, 2001pwéver, considerably
fewer studies consider how job satisfaction influences empldgersions to participate in

health promotion initiatives.

As with studies of other predictors, existing research outconfifes o how job satisfaction
is associated with employee participation. Early resesry Kotarba and Bentley (1988)
found that health promotion activities are more appealing to emgdoyho become bored or
indifferent to their current workload, and participating in a tieptomotion initiative serves
as a break from the monotony of their current work task. Simil&pilman (1988) identified
overweight men who lack enthusiasm for work, are considerably likehg to participate in
workplace weight management programmes. However, lateriatotflresearch by Kinne,
Probart, and Gritz (1996) found older employees with greater jobasditisf are more likely
to participate in cancer—risk—related interventions. In cenpt@hephard (2000) found no
significant differences between participants and a control gafupon—participants in
perceived job satisfaction and participation in workplace fitreesiwities. These are clear
examples of the difficulties in comparing factors assodiatg¢h participation when a single
activity is investigated. Outcomes are narrowly focused dadefore, the factors that can be

associated with specific activities are difficultdetermine.
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3.6 Social variables associated with participation

The social variables associated with employee participationonkphace health promotion
programmes have been extensively investigated. Howevewithsindividual variables

associated with participation, previous studies have yieldexhgerof results. The social
variables of interest in this study are perceived co—worker sugpattperceived supervisor

support.

3.6.1 Co—worker support

Health promotion programmes conducted in occupational settingbenapre effective than
community and clinical interventions because of the ongoing sontaraction and
reinforcement from peers and colleagues (Hennrikus & Jeffery, 1996 workplace is
considered an ideal location for health promotional effortsias‘@ defined community with
access to populations and social support” (O’'Donnell, 2002, p.14). DamcaMummery
(2005) suggest that social support is an important influence oitipation in health
promotion activities. Similarly, Orleans et al. (1991) foundcsessful participants in
smoking cessation initiatives report more positive support froemds and family, and are

more likely to remain non—smokers.

Early research recognises social support through modelling behagi@uway of increasing
participation, particularly in exercise activities (Sadis al., 1989). Employees, who are
aware of a co—worker’s success after participating in ahpedmotion programme, are more
likely to participate themselves. This awareness istededor instance, by showing before
and after photos of people who have lost weight, or marketing an eseploiio has
successfully stopped smoking (Brownell & Jose, 1991). These ‘spl’ @ffects are
particularly evident among non—participating employees who wittltessaichievements of
others (Hennrikus & Jeffery, 1996).

Informal competitiveness among colleagues and co—workers is alekiyad as having a
positive effect on employee participation. This competitigeneontributing to increased
commitment and a greater participation rate, is partigulaivious in weight management
interventions (Brownell, Cohen, Stunkard, Felix, & Cooley, 1984; Hkusri& Jeffery,
1996). However, research by Foshee, McLeroy, Sumner and Bibeau (#888% that
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competitiveness among participants in weight loss initiatpergerally diminishes over time,

making longer—term weight control and maintenance more difficult.

Trade unions have influential roles in initiating the implementatbgnand subsequent
employee participation in, health promotion programmes at work (B&kiampbell, 1990;
Johansson & Partanen, 2002; Yassi, 2005). The marked effectdef wrdons is also
frequently cited in studies investigating health screening stesegs (Fisher, Golaszewksi, &
Barr, 1999). Another point made by Glasgow and Terborg (1988) suggegtarpmes are
negatively received if union members perceive healthvietgions as attempts by managers

to absolve themselves from health—related responsibilities.

Social support is not always appreciated by employees, and Co{988) suggests that the
most common response for non—attendance in activities, especiadliyecfitness facilities, is
employees having an aversion to exercising with co—workers. iFHsund to be more
prevalent among female managers, who feel uncomfortable workingvituttheir male

counterparts. Similarly, some managers also sense aiveerdess of leadership and
authority by dressing, exercising and showering with their employ&eshe same regard,
social support is also viewed negatively if employees feesspred into participating.
Perceived peer pressure results in employees feeling forcpdrticipate in a particular
activity or reform an unhealthy behaviour (Chapman, 1998b), whichldtassinto a

reluctance to participate at all.

3.6.2  Supervisor support

The management style of an organisation plays a crucial molenplementing health
promotion programmes (Eisenberger, Cummings, Armeli, & Lynch, 19%&nge et al.,
1991a; Witte, 1993). Early publications recognise the importancéeattiee leadership in
the success of a programme, particularly for workplace esesactivities (Haskell and Blair,
1980). Subsequent studies report that employee participation isl@aidy higher when
there is a high perception of managerial support (Busbin & Cam@$#90; Chapman,
1998b; Crump et al.,, 1996; Goetzel & Ozminkowski, 2008; Pelletier, 200Mhis is

particularly evident in smoking cessation programmes (Glasgoal.,e1990) and weight

management initiatives (Hersey et al., 2008).
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Perceived supervisor support is greater when managers areyastea to participate in
activities and interventions, thereby providing employees wih models, which encourage
increased participation (Allen & Leutzinger, 1999; Lovato & @GreE990). Chu and Dwyer
(2002) believe managers act as change agents when they adopiveragproaches to health
interventions, as well as encouraging a workplace culture that ssigpaployee participation
(Goetzel & Ozminkowski, 2008).

Early researchers identified the link between supervigopart and the health of blue—collar
workers (Wells, 1982). This is still an important issue where-aallar workers are
continually identified as those who are least likely to pauditd, but who are most likely to be
exposed to hazards at work (Marcus, Pinto, Simkin, Audrain, &oT,a¥994; Morris et al.,
1999). Similarly, Sorensen et al. (1995) highlight the difficultee®d by front-line workers
when they leave their posts to participate in activitesause of delays in production which
occur in their absence. Morris, Conrad, Marcantonio, Marks,Rabidl (1999) also found
some supervisors will refuse workers permission to particigateng company time when

production is behind schedule.

3.7 Organisational variables associated with participation

The organisational variables associated with employee pattmipin workplace health
promotion programmes are primarily assessed in terms of howc#mehe used to support
and reinforce individual behaviour change and facilitate successigtammes (DeJoy &
Southern, 1993). This group of variables is increasingly recogasétaving a substantial

influence on the health and health-related behaviours of indisiMaLeroy et al., 1988).

Much of the literature on ecological perspectives uses environmamta organisational
factors interchangeably. However, the current study has choseaddpt the term
‘organisational’ to describe those groups of variables considerdik tassociated with
participation over which a manager has some relative contnelt&fm environmental could
have been used in the same way, however, a person’s environarete considered as
extremely broad by definition. As Eakin (1997) explains, it ie alnsiderably more difficult
to attribute the physical environment of an employee’s workspaeetlgtito health-related

behaviours. This is because the characteristics of anidndils employment situation and

55



Chapter 3 — Employee Participation

surroundings are confronted with a mass of social elements andlualitraits, such as a

person’s perceived class or even their gender.

Despite these difficulties, Baker et al. (1994) believe orgdinizal variables, in addition to
individual and social characteristics, should be considered whenlodexge and
implementing health promotion programmes at work. In terms ofiederstanding on how
to achieve this, Pelletier (1984) judged that any investigatia@mgfioyee participation must
include organisational variables, as participation is infladnas much by organisational
characteristics as the personal health—related characge$tthe employee. Research by
Sloan and Gruman (1988) adds that while individual characterisficeamployees are

important, their impact can be hindered by the charadtsrist the workplace itself.

Few studies have investigated the associations between atgarasvariables and employee
participation in health promotion initiatives. Emmons et al. (1996fkerve that
organisational variables influencing employee participation nmenigely unknown and
unclear. Moreover, many previous studies considering organiabtianables are limited to

smoking policies or time—limited activities such as hea#tfessments (Crump et al., 1996).

The organisational variables investigated in this current sitelyhe perceived organisational
health climate and job flexibility. If these variables toend to have a direct influence on
employee participation rates, a manager has a greatily @bi take action using this

information to encourage further participation.

3.7.1 Organisational climate

Previous studies exploring organisational climate and participhtive identified the concept
of ‘climate’ as an important environmental influence on employaticpation (Basen—
Engquist et al.,, 1998; Sloan & Gruman, 1988), particularly headth and screening
assessments (Bagwell & Bush, 2000). Organisational climatefined by Basen—Engquist,
Hudmon, Tripp, and Chamberlain (1998) as a set of internal chastictethat distinguishes
one organisation from another. The way employees perceive tte and interpersonal
aspects of their work situation affect how they perceive thigjanisation’s climate which

then influences their behaviour (Wilson et al., 2004).
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An organisation with a healthy climate is defined as one whengloyees believe that their
organisation values their health, where there are suppoupenssors and co—workers, and
where there are clear organisational norms for practisinghlgeaehaviours (Morris et al.,
1999). Therefore, the notion of climate is the extent to whielotganisation and immediate
workgroup support the opportunities that exist and contribute to work-redatédties
(DeJdoy, Schaffer, Wilson, Vandenberg, & Butts, 2004). Sloaralet(1987) refer to
organisational climate as the psychological assessment an empaperiences in the
workplace. Put more simply, it is the “employees’ shared gpdians of organisational
events, practices, and procedures” (Patterson et al., 2005, p.oB8®)e social and
interpersonal aspects of the work situation (Wilson et al., 206#®fmann and Morgeson
(1999) suggest if employees perceive the organisation to be suppoftitheir general
welfare and well-being, they are more likely to beliekat tthe organisation values their
health. Despite literature examining the concept of organisdtcdimate, very few studies
consider any links between climate and employee participatioralthiomotion initiatives
(Mearns & Hope, 2005).

There are differences between organisational climate and satjanal culture; however, the
differences remain a source of confusion (DeJoy et al., 200dhseBsus in this area is not
easily achieved and the terms are frequently used interciiaiggeThe concepts are similar
in that they describe an employee’s experience of their aa@om; however, Patterson et al.
(2005) distinguish climate as behaviour—orientated, meaning selfietpate represents a
pattern of behaviour that supports safety, while culture is moregeagpahen employees are
asked why a pattern exists. Gershon, Stone, Bakken, and Lag®) @istinguish the two
concepts by referring to organisational culture as the definedshoralues and basic
assumptions of a given organisation, whereas organisatiomatelimore closely reflects the
employee perceptions of an organisation’s culture. They beliganigational climate is
easier to measure because it involves tangible elementsasuadnganisational policies,
procedures and reward systems that are more easily asséssmanparison, organisational

culture involves assessing an organisation’s values andshelieich are more intangible.

Bagwell and Bush (2000) suggest the need to examine organisatiomatiechs a way of
increasing employee participation rates. EXxisting studiashimg organisational climate and
workplace health promotion programmes largely investigate thextefion organisational
outcomes such as attendance, absenteeism, productivity and jacBatisfBasen—Engquist
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et al., 1998). Few studies have considered the links betweeansatiyanal climate and health
promotion (Mearns & Hope, 2005), and even fewer have assesseffatieof perceived
organisational climate on participation compared with non—participat health promotion

activities, or assessed participation in multiple progres.

3.7.2 Job flexibility

Job flexibility is typically characterised by non—standard workingrs, varied workspaces
and flat organisational hierarchies, which invite worker autonomy @ecision—making
responsibilities (Frenkel, Korczynski, Donoghue, & Shire, 1995; MduégcPolzer, &

Clarke, 2008). Previous studies indicate employees with grieatéexibility are more able

to improve their health by participating in workplace health pramnogirogrammes (Costa,
Sartori, & Akerstedt, 2006; Craig, Congleton, Kerk, AmendolaG&nes, 2006; Gronlund,
2007).

An early study by Palank (1991) suggests employees with higher jalbilftg are
considered to be more likely to participate in a range altihn@romotion activities including
exercise, smoking cessation programmes and weight managemiativeésit Crump et al.
(1996) subsequently found a strong association between job fleximbtkyparticipation in
exercise activities, particularly among female employeesority groups, and those in lower
level positions, indicating that these groups generally have dessall occupational
flexibility. However, few other studies have defined thatiehship between job flexibility

and participation, and the current investigation seeksaracterise this association.

3.8 Barriers to participation

The barriers limiting or restricting employees’ participatinonrworkplace health promotion
activities are not as well understood as the factors influertbigig decisions to take part.
Existing studies indicate that a number of variables might beeped as obstacles to
participation; however, our current understanding is limited by studigich focus on a
single activity or lack standardised measures of assessindairgers to participation

(Schwetschenau, O’Brien, Cunningham, & Jex, 2005).
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It is important to consider the factors that deter employees participating separately, from
the factors that influence employees’ to participate amlthgoromotion programmes at work;
variables associated with their decision to participate diereht to those influencing their
decisions not to take part. For example, having the supportewsidfiand family often
facilitates participation in a variety of health interventiohat some individuals will still

participate if they have no social support networks. In other we@sal support may
facilitate participation but the lack of such support is netessarily a barrier to an
individual’s participation.

The possible barriers to participation that are reported iniquewesearch and further
investigated in this current study include work and family comeiits resulting in a real or
perceived lack of time, a lack of self—efficacy, a ladkrust in supervisors, and activities

scheduled at inconvenient times.

3.8.1 Commitments and a lack of time

One of the most frequently cited barriers to employee paatiomp is a perceived lack of time
(Bowles, et al., 2002; Chapman, 1998b; Emmons et al., 1996; Maais €092; Shephard,
1996; Strange et al., 1991a). Employees with excessive cormn#rfwork, family or other)

are less likely to participate in health promotion atés.

Family commitments are frequently cited as the most fsigmit barrier to participation in
health promotion interventions, including workplace health promotion programmes
Supportive social environments created by family, friends and co—gdramsmit particular
norms and expectations of health behaviours (Grzywacz & Faqua, Rilland &
Stuifbergen, 1993). Therefore, it is not surprising that heattmgtion interventions are

more effective with friends, family and co—worker supportl{§&al996).

Women without children are more likely to participate in workplaealth initiatives than
women with children (Tavares & Plotnikoff, 2008). An investigatiorMarcus et al. (1994)
cites that dependent children also significantly dictate faowd, when, women take part in
exercise activities. Similarly, Wu and Porell’'s (2000) stafi$435 workers participating in
exercise activities identifies childcare responsibilitissb&ing a significant constraint on

women participating. Further evidence is provided by Booth, Bayur®wen, and Gore
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(1997) in a study involving 2298 Australian employees. The authpostrthat workers with
children are considerably more likely to cite a lack of tionea perceived lack of time as a

reason for not participating in exercise activities at work

3.8.2 Lack of self-efficacy

Self-efficacy is an individual's belief in their ability taicceed in a chosen activity or
challenge. The concept was originally described as part of dbhlSCognitive Theory
(Bandura, Adams & Beyer, 1977). This theory proposes that andodiis belief in their
personal capabilities will predict their subsequent behavioussudies investigating the
variables associated with employee participation consistankgowledge self—efficacy as a
powerful predictor of participation in workplace health promotion program(Alexy, 1991,

Desmond, Conrad, Montgomery, & Simon, 1993; Hunt et al., 2007).

Low self—efficacy has been identified as a barrier to ppgi@mn. Previous studies suggest
smokers are generally aware of the negative health rislsmoking but choose not to
participate in smoking cessation programmes because theyoiegletely unable to stop
smoking (Emmons et al., 1996; Klesges et al., 1988). Redland aftuk&jan (1993) believe
past experiences have the greatest influence in shaping an’pesslf—efficacy and future
expectations. In other words, negative past experienceslth peamotion activities reduce
a person’s belief in their own future success, thereby creatifgrrier to their future
participation (Kotarba & Bentley, 1988; Miller, Ogletree, &&Whimer, 2002).

A similar recognition of how perceived self—efficacy influemparticipation can be found in
other models. The Health Belief Model (Becker & Maim&®75) is designed to investigate
why people who are without apparent illness take preventative resagumprotect their
health, whereas others fail to take any action at all (Gleewis, & Rimer, 1997). The
Health Belief Model predicts that individuals will adopt hiedlehaviours if they perceive
themselves to be susceptible to a condition, believe the aam@tserious, that taking action
will reduce the condition, and that the benefits of takingoactill outweigh the costs
(Nutbeam & Harris, 2004).

Existing research outcomes regarding an individual’'s belief eir tibility to modify their

behaviours are mixed. An early study by Shephard et al. (19&0)ieing employee
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participation in fitness activities, found no correlation betweersqmal self-belief and
subsequent participation, which suggests a change in heattiiedtiand a belief in one’s
capabilities do not always affect a person’s behaviour. Hemewother report by De Geus,
De Bourdeaudhuij, Jannes, and Meeusen (2008) reports individual$iglittself—efficacy
are more likely to participate in physical activities. sTtmdicates a connection between how
strongly an employee believes they will achieve positive healthomes and their actual
ability to achieve those outcomes. The extent to which an empb®fieses in their ability
to complete an activity can either enhance or restrict gaticipation; more importantly, a
person’s belief that they are unable to do something has a veegatiuence on their

participation.

3.8.3 Lack of trust

An employee who does not trust their confidential health informatiima manager can be
reluctant to take part (Baker et al., 1994; Chapman, 1998b). sThezause some employees
feel a manager has no business in an employee’s personal ané pfevaiutside work
(Conrad, 1987a). As a consequence, some employees view healtitipnomitiatives as
intrusive and jeopardising their privacy (Fries et al., 19@)etzel and Ozminkowski (2008)
suggest this barrier to participation occurs when employetshieir employer is interfering

with their private life and lifestyle habits.

The question of trust is raised when employees consider health pyormaé&rventions to be
in breach of what is considered a private matter and, theredbrao concern to their
employer or the organisation for which they work. Conrad (1987a) sugbgedt®undaries
of public and private employee health behaviours are particularbyrtéidtin North American
workplaces, where it is mandatory for employers to finanadtthénsurance premiums.
Therefore, employers consider they have a right to be concerrethwiprivate health habits
of employees. Conversely, early research by Tait (1984), withest this idea in New
Zealand workplaces, found New Zealand managers believe an emplpgesdnal life and
working life have no relationship to each other. However, latexareb by Lamb (2000b)
reports that employers attribute low performance to employdthleeal lifestyle habits, and
that the two areas are inseparable. This might suggest thahager has the right to know

specific health information about the employee and intervemecéssary.
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In addition to these legitimate fears, employees with sigmfibealth risks do not participate
in health—related activities for fear of exposing those healis ris their managers and
colleagues (Goetzel & Ozminkowski, 2008). Some employees worry thleat future
opportunities for promotion or professional development within the osm@sons are
jeopardised if their manager knows they suffer from a hedltieat that could potentially

hinder their work performance.

3.8.4 Inconvenient scheduling

Activities scheduled at inconvenient times are commonly—citedebsno participation, as
employees frequently have other commitments outside the workpGiwprhan, 1998b;
Emmons et al., 1996; Mavis et al., 1992; Shephard, 1996, Stranigel89da). A number of
studies suggest participation is increased when activitiemade available during the day,
and during work hours (Lovato & Green, 1990; Spilman, 1988). Schedulingias during
work hours also demonstrates that the organisation is commitietptoving the health of

employees (Feldman, 1985).

Scheduling becomes less of a barrier to participation if empl@areegiven time off work to
take part. Crump et al. (1996) found the ability to leave theik vstations in order to
participate and having on-site activities are useful for encowgagnployees to take part in
exercise activities; this was particularly evident amongomity groups and employees in

lower level positions.

The current study seeks to identify whether these barriers tioipation relate to all of the
health promotion activities investigated, or whether certairidsarare more likely to hinder
specific activities. This information corresponds with the dbjes of this research: to
clarify and extend our understanding of what influences employee ipatibtnr in health
promotion programmes, and to provide managers with targeted waysdahemaximise

participation rates in such activities in their organiset
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3.9 The New Zealand context: Practitioner interviews

In the early stages of conducting this literature review, $audies were found investigating
workplace health promotion programmes in New Zealand. Even méssnation was

available on the factors associated with employee participatiocal programmes. In order
to explore the concept in a New Zealand context and to gain & betterstanding of the
New Zealand situation, a small preliminary study was conduating semi-structured
interviews with eight workplace health promotion practitionershandreater Auckland area

(refer to Appendices A and B).

The preliminary study outcomes are presented here rather sharseparate results chapter
because the purpose of this part of the investigation was tormdhht there was a practical
and valuable need for the current study, and to ensure the terminkéygyariables, and
general understanding from the literature were applicable in & Kealand context.
Presenting the outcomes of the preliminary study here is alsfidered to provide a more

temporal depiction of how the data collection process developed.

A complete account of how the eight practitioners were idedtidind recruited, and how the

data were analysed, is explained in Section 4.2 of tlkeaue chapter.

Each practitioner was asked to comment on:

» How workplace health promotion programmes are characteridéeMirnZealand;
* The most commonly implemented activities in New Zealandrosgtions;

» Their perceptions on why employees participate;

* What they perceive as barriers or restrictions limitimpkyee participation;

* Ways to motivate and encourage participation.

The decision to interview health promotion practitioners was basdu e factors: first, the
literature surrounding workplace health promotion programmes was prediyiran
overseas organisations, particularly North American companlasorder to identify the
variables associated with participation in different actisjti€ was important to ensure the
activities investigated in this study were commonly avadlablemployees in New Zealand.

For example, workplace health promotion programmes in North Amesigamisations often
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include education campaigns on the importance of vehicle safetyudeel(Bertera, 1991,
Eddy, Fitzhugh, Wojtowicz, & Wang, 1997). This type of healthatite would not be
included in a workplace health promotion programme in New Zealand, iasa legal

requirement to wear a safety—belt while driving in this country.

The second reason for interviewing practitioners was based otinthed information
available on the perceived barriers to employee participatiexisting studies identify the
problems of low employee participation rates, but few offesifda explanations as to why
this is so, or provide workable ways to address this problem.adtheped that workplace
health promotion practitioners would add to what little is known by ghogi first—hand
examples of their experiences into why employees choose notticigade when activities

are made available.

The third reason for undertaking the interviews was to idetfidyorganisations in Zealand
that were known to offer a broad range of health promotion activitiestaff. The current
study was designed to investigate the factors affectimgasmee participation in a number of
activities, it was therefore important to ensure that the @yepk invited to take part had an
adequate range of activities available to them. Pi@utits were asked to provide a list of
known organisations with comprehensive health promotion programmes, pvbigtd to be

an effective and practical way of accessing employeeatiticipate in this study.

3.9.1 Insights and relevant information provided by practitioner interviews

The following section presents the main findings resulting from dight practitioner
interviews. Each practitioner was allocated a number (P1wP&h has been used to

identify the source of each transcribed interview extraal us¢his section.

Each practitioner was asked to provide his or her own definition obr&place health
promotion programme. The overwhelming majority of responses cléiatlgguished health
promotion efforts, which are aimed at improving personal heaktm fhose that simply
manage legislative safety requirements. This theme suppthitedefinition adopted in this
study, focusing on the notion that activities are designethpoove employee health rather

than simply maintain their existing health. One practitiofi®3) effectively summarised
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workplace health promotion programmes as “promoting the responsitilgynployees to

improve their own personal health outcomes”.

Each practitioner was asked their opinion on the most commonlefmngpited health

promotion activities and interventions offered in New Zealagdmsations. The purpose of
this question was to confirm that the activities extracted fthm literature for further

investigation were commonly available. The general consensiss that educational

initiatives, such as health improvement seminars and healtmsaesssessments, were the
most readily implemented and popular with staff. Two practit®reso stressed that
employee assistance programmes and counselling initiativesoften included in even the
most basic programmes. Health promotion activities implemeitedanagers were often
aimed at dealing with key organisational performance isquEs &s attracting and retaining
quality employees, and reducing absenteeism. Typical exammgplesled health screening

tests, stress management and counselling interventions.

Despite distinguishing workplace health promotion programmes fronndabary

occupational health and safety initiatives, the most commanpleimented activities in New
Zealand had strong connections to legislative requirementsgnédments to the occupational
safety and health legislation to include stress and fatiguecasgpational hazards, were
introduced in the 12 months prior to these discussions. Consequeniipmbar of references
were made to activities that both improved employee health attdbeing, and also met the
organisation’s legal requirements. The most frequently—citedmpbes were stress

management programmes and health seminars that focusedssmsanagement strategies.

Practitioners also referred to the holistic nature of workplegalth promotion activities with
intangible benefits. These types of initiatives were nfi@guently implemented compared
with interventions designed to target specific health complaidtdistic initiatives tended to

include health seminars promoting the importance of work/lifanoce and general health
awareness. These were considered ‘lightweight’ in ternaloieving actual behavioural or

lifestyle changes, but were popular among employers.

Each practitioner was asked a number of semi-structured quest@andimg the facilitators

and barriers to employee participation in workplace health promotiongonoges. The value
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of these questions is demonstrated throughout this current studple 8.1 presents a

summary of the factors the eight practitioners believedteiland restrict participation.

Table 3.1

Summary of the factors facilitating and restricting employee partidpatn workplace

health promotion programmes described by health promotion practisoner

Factors facilitating participation

Factors restricting participation n

Social support (friends, family,
colleagues, supervisors)

Fear of unknown illnesses 7

Confidentiality of health

Organisational culture and climate . - 3
information

Personal value Lack of trust in managers 3

Convenience Work commitments 3

Aveqlable continuously/on a regular Embarrassment 3

basis

Healthier employees/higher perceiv . .

health status Family commitments 2

High job flexibility Inconvenient scheduling 2

High job security Fear of procedure (needles) 2

Negative stigma of some activities 1

New Zealand culture 1

Practitioners were asked their views on what influencegdl@mae participation in health
promotion programmes. Questions probing this discussion topic were iditeméstablish
any similarities between the variables suggested in theatiire and experiences of health
promotion consultants and practitioners. As Table 3.1 illustratactitioners believed social
support and the organisation’s culture and climate were the moairbaiting factors relating
to participation. P5 effectively summarised the influencesamfial support stating, “some
people say, no, | don’t want to do this and we’re not sure why, buttbegeget going and
other people come back and say that was great, they changaiti@ir P3 noted the extent
to which external support structures facilitated participatiomdalth promotion activities,
but, if certain support structures were apparent, that could ia#otthe use of workplace

health services: “if you have a good, sound family structure thareye more likely to use
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that structure, and if you’ve got a doctor that you've had for donkegssygou’d rather go

to him or her than use the company health provider”.

Ensuring the activities were appropriate for the organisaticuitsire was cited as a strong
facilitator encouraging participation. P2 used an exampleroforganisation she was

currently involved with:

[Company X] is an example where they have a prettigue viewpoint of the employees’ health
issues from a human resources point of view. Thenkforce are predominantly Samoan, therefore
most of the organisation strategies, including la@glth promotion strategies we try to introducejeha
to be designed to fit in with the organisation’dtaxe, which is strongly influenced by the Samoan

culture.

P8 added further strength to this point stating:

The key is to create an environment and organisaticulture where participating is acceptable and
just another normal day-to—day thing. It meanséhagh—risk employees can feel a part of it all an

actually get some help.

Another common theme related to employee participation cited b pinaetitioners was that
employees were interested in taking part in an activity “milynd they see some personal
value for themselves”, that is, when they were able toyeasilablish what they would

achieve from participating (P7).

Three practitioners also stated, in their opinions, the conwemien activities strongly
influenced participation: “sheer convenience is a biggie. tt'thair workplace, they don’t
have to go to a doctor or a clinic. It's just there and oftetingethat sort of service when

they are working full-time is quite difficult” (P7).

In addition to discussing the factors facilitating participateagh practitioner was asked their
views on what limits or restricts participation, and why sohigh—risk employees are
reluctant to take part in initiatives designed to improve thealth. Seven out of the eight
interviewees referred to issues surrounding employees being iad déa particular health

concern, or fearing a previously unknown health issue is presdmtse Tcomments were
frequently in reference to health screening assessments armdsalgprout practitioners also

stated these barriers to participation existed for weightagement and smoking cessation
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programmes, counselling initiatives, and fitness testingiiedy Some employees preferred
to deny that a health issue existed, and therefore chose natitgppte for that reason. P5
commented, “some people don’t want to know the result. If they’'veagdssue they just
don't want to know”. P1 agreed, asserting, “people are scared ® dawalth issue
identified”. P8 commented “they are often the ones who know they dnaerious health risk
but don’t want to face it”, while P6 stated, “people don’'t wanbé shown up as having

something obviously wrong”.

Other barriers to participation included privacy and confidétytisssues: P4 stated, “some
people worry about the ‘big brother’, the confidentiality of resuits the results getting back
to the employer”. Similarly, a lack of trust in manageeswanother frequently—cited barrier,
with a common belief that health issues weakened an employeeistipbfor promotion:
“you don’t want to be seen as having a weakness when you're clithi@rgprporate ladder”
(P6).

Work commitments and simpipeing too busy’ were cited by three practitioners. P2 stated,
“it is made too difficult; in other words, if they attend theyillve extra work to do at the end

of the day. They're given no time off work, and one hamter for the other to take part”.

The New Zealand culture was referred to as a barrierbek@ved, “there is still an ethos in
the New Zealand culture that you can fix it yourself, particulaith males”. He went on to
say, “New Zealand isn’t a culture where you gallop off to pradesds, it's a number eight

wire attitude where you fix it yourself, or you talk to famillyyour mates or whatever”.

Disliking the methods used in an activity was mentioned by P5, wtp“same people are
needle phobic and no matter what it is, they don’t want to do it...theyldenneedles, they
don’t even like the pin prick of a blood needle [in referetoca glucose test]”.

In 2005, when the interviews were conducted, only a small amounifaination was
available on workplace health promotion programmes in New Zeadadnho known studies
had explored the problem of low participation. It was clear friibe literature that
international studies had highlighted the need to investigatesthe ibut it was unclear
whether or not New Zealand managers thought low employee partinipeds a problem.

Practitioners were not asked directly if they thought managers aware of the problem of
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low participation, primarily because at the time of the inévs, the lack of empirical
evidence relating to low participation indeed supported the needhéorcurrent study.
Despite not directly asking the question, suspicions were confirméuke interviews with
each practitioner, who all considered employee participation takebweous factor in the
success of a programme. For example, in a conversatioredeoh health promotion
programmes taking a strategic direction within a company, Pddstetbsolutely, managers
know that they have to run things from both a profitable and humane drmhthat includes
participation”. In another conversation with P7 regarding concemansagers have about
high—risk employees who choose not to participate, she said, th&s are concerned, but
it's extremely difficult for them to manage it”. Similg, P3 was quoted as saying, “It's very
difficult for managers when people ignore it all. Programaresan invitation only and not
enforced, so there are always employees who managers thinkl fleoparticipating. It's a
real hard one for them [the managers]”. In another exchangfeedype of employees who
are most likely to participate, P5 spoke of low participatiomrg high—risk, unhealthy and

unfit employees stating, “They stay away, that's a known thing

Interviewing the eight health promotion practitioners confirmed tha definition of
workplace health promotion programmes adopted in this study was apmaprihe New
Zealand context. The interviews also confirmed the nine hegalbmotion activities
investigated in this current study were often available tpl@yees, and, of most importance,
that opinions and perceptions of what influences employee paritcipatry widely, further
supporting the need to explore a range of factors influencingipation in multiple health

promotion activities.

3.10 Summary of the literature

The purpose of this study can be rewritten in the form ektloverriding research objectives:

* How do selected variables influence employee participatiovorkplace health
promotion activities?
« What are the barriers to participation?

* How can managers maximise employee participation in worgpiaalth promotion

programmes?
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The previous two literature chapters provide the justificationtlier need to answer these
research objectives. The first literature review chag@mnapter 2: Workplace Health
Promotion) explained the definitions of workplace health promotion progesmthe major
benefits of these programmes, and introduced the reader to thaativiges investigated.
They are: fitness testing, exercise activities, heattfteening appraisals, health seminars,
weight management programmes, alcohol and drug assistance npragga counselling,

stress management programmes and smoking cessation programmes.

The second chapter of the literature review (Chapter 3: EmpPRgeaeipation) introduced
the concepts surrounding employee participation in health promotion progeamrhis
chapter evaluated and justified the choice of applying an ecalagpproach to categorise the
possible individual, social and organisational variables purporteexisying studies to be
associated with participation, and provided explanations on why eaclbleawas included.

This chapter also confirmed the need and relevance dfttidy in a New Zealand context.

The literature review chapters have highlighted the needpooira our understanding of the
factors influencing employee participation in different Hegltomotion activities, and of the
barriers preventing participation. Understanding these inflgendé enable managers to
make more informed decisions regarding ways to maximisecipation in the health

promotion programmes available to their workforce.

The following chapter will demonstrate how the variables influrepgarticipation were
assessed in the current study. This chapter will illusttedeentire data collection process,
ethical considerations, and the measures and instruments usedhretheeparate studies to
investigate participation.
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Outline of Chapter Four:

4.1  Research design rationale
4.2  The preliminary study
4.3  The questionnaire
4.4 Questionnaire participants
4.5 Questionnaire materials
4.5.1 Measuring the dependent variables
4.5.2  Measuring the independent variables
4.5.3  Individual variables
4.5.4  Social variables
4.5.5 Organisational variables
4.5.6 Barriers to participation
4.6  Questionnaire procedure and analysis
4.6.1  Pilot study
4.6.2 Questionnaire distribution
4.6.3 Logistic regression analysis
4.7  Interviews
4.7.1 Interview participants
4.7.2  Interview guide
4.8 Interview procedure and analysis
4.8.1  Pilot study
4.8.2  Conducting the interviews
4.8.3  Analysing the interview transcripts
4.9  Ethical considerations
4.10 Summary of the methods chapter

4.1 Research design rationale

The existing literature highlighted the need to find ways in win@nagers can increase
employee participation in workplace health promotion programmess¢B et al., 1998;
Klesges et al., 1988; O’Donnell, 2004; Poole et al., 2001; Shephard, 200} influences a
person to take part in any health—related initiative is subjeatmyriad of individual, social
and environmental variables. The present thesis did not seekntifyiddl the possible
factors influencing an individual’'s health behaviour decisions bireraio apply a non—
experimental, cross—sectional approach to determine whetheajbevariables identified in
the literature and preliminary study (practitioner interviewsgre associated with
participation in different health promotion activities. It wasvisaged that improving our
understanding of how key variables are associated with employ&spadidn might enable
managers to make better decisions as to how they can maxiarisgpation in the health

promotion programmes in their organisations.
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This chapter describes the data collection process. Thevdetecollected via three separate

studies:

1. Preliminary studyEight semi-structured interviews with workplace health promotion

practitioners. These outcomes were presented at the end @irdti@us chapter
(Section 3.9).

2. QuestionnaireOnline survey completed by 883 employees in five organisatiohs wit
comprehensive health promotion programmes available to theorlat

3. Interviews:Face-to—face, semi—structured interviews with 20 employeesaisingle

organisation, who did not take part in the questionnaire.

The research design, measures and procedures used in all tremltattion phases are
presented in the following chapter. A brief summary of thea datllection process is

illustrated in Figure 4.1 on the following page:
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A search of public directories for workplace health
practitioner in the greater Auckland ar
[ 12 practitioners were approached and 8 agreed ittdrwiewed ]
( N\
Interview questions were developed from literasoarces
(& J
( i ) i i 0
A semi-structured, face—to—face interview was cotetliwith each

practitioner

A4

4 )
Interview outcomes included a list of 18 organizad with comprehensiv:

workplace health promotion programmes readily add to staff
(& )

Preliminary
Study

4 N
Each of the 18 organisations suggested by theifioaetrs was invited, by

phone and letter, to participate in the sti
& J

5 organisations agreed to take p
Total population = 3634 employees.
Sample size = 883 employe

A questionnaire was created and designed to medwirariabletbelieved
to influence participation

P
A pilot study was conducted to ascertain the gqoastire’s ease of use anj Questionnaire

understanding
.

P
Employees were emailed a link to their personalikacress inviting their

participation, and directing them to the online sfignnaire

~
Once the questionnaire was completed, employees agked to ‘submit’
their responses online. All questionnaire respomsge automatically sent

L and stored on a thi-party database for subsequent anal )

a )\
A new organisation was approached to recruit 20leyeps for a face—to—

face interviev
S J

Interviews

[ Questionnaire results were used to develop fac&de-interview question‘%

[ Interviews were carried out and outcomes analysed. ]

Figure 4.1: Data collection methods used to gather informatibout the factors and barriers
influencing employee decisions to participate inkptace health promotion programmes.
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4.2 The preliminary study

The results of the preliminary study are presented at thefehd previous literature review
chapter. However; the data collection methods are presentedtchexel the reader in
understanding the complete data collection process, and to faciiitatee researchers

intending to replicate parts of the current study.

The practitioners who were interviewed in the preliminaogy were identified through the
Auckland telephone directory. The search was confined to the @ndtkiegion for
practicality and cost purposes. It was thought that confininghteeviews to practitioners in
the Auckland area would not jeopardise the scope of information ealleéuckland
residents make up more than one-third (33.5%) of the total populationvofZialand
(Statistics New Zealand, 2010). Consequently, the number of workipésadth specialists
operating in the Auckland area is considerably greater than in jdines of the country: the
city accounts for 13.1% of all New Zealand’s businesses and 16.ad\#w Zealand'’s jobs
(Eriksen, 2008).

Twelve practitioners with specific expertise and currently waykin the area of workplace
health promotion were identified and approached by phone. The purposefdyand the
extent of their proposed involvement was explained to each praetit{refer to Appendices
A and B). Eight practitioners agreed to participate. Attime of the preliminary study in
mid—2005, workplace health promotion and corporate wellness consultangsinv high

demand. Two practitioners did not participate citing a lackimmé due to current work
commitments, one practitioner was interested but unavailableinwibe allocated data
collection period, and one practitioner expressed an interest bet fcam an occupational
nursing background and admitted her expertise was in occupatiaitd had safety rather

than workplace health promotion.

The duration of each interview ranged from 45 minutes to 3 hours, dagesdihow much
information each practitioner had to offer. Each discussion questtar (o Appendix C)
was driven from the theories found in the literature. The munsswvere designed to be
probative and often took the form of a general conversation. Tlhsisntentional because, at
the time of the initial preliminary study, the informationadable on workplace health

promotion programmes in New Zealand was extremely limited. inddirview proceedings
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were audio—taped with the written permission of each practiti@eng with their written
consent for any information they divulged to be included in the custady. No other party

was responsible or involved with transcribing the recorded distisss

Content analysis was applied to the transcripts and used to ydeati@irring themes.
Recurrent statements or themes were identified, and ititgyes relevant statements were
documented and presented in Section 3.9. Discussions witligtitepeactitioners confirmed
the importance and practicality of this study, and provided assuttaaicthe questions asked
in the main data collection instruments, the questionnaire and in-idegtiews, would be

understood and feasible in a New Zealand context.

4.3 The questionnaire

Previous studies cite questionnaires to be an effectivesandessful way of gathering
information relating to workplace health promotion programmes (AddlegQulan, &
Ruddle, 2001; Campbell et al., 2000; McMahon, Kelleher, Helly & pub02; Partanen et
al., 2002; Petterson, Donnersvard, Lagerstrom, & Tommingas, 200dpst of the
organisations identified as having comprehensive health promotioraprows available to
staff had offices located throughout the country; therefore, digueaire was considered the
most appropriate and efficient way of collecting data from gelgroup of employees with
the potential of generalising the findings. In addition, using atoqpmaire did not limit the
data to one geographical location, and provided a functional arndeffestive way of
collecting as much information as possible from employees workirgjl parts of New

Zealand.

Using a questionnaire was also considered to be an effeetiydor employees to provide
health—related information anonymously. Past research showsothatindividuals tend to
provide socially desirable answers when they are asked aboutehéin behaviours; they are
more inclined to provide what they believe to be an acceptablggbt answer, and less
likely to admit to an unhealthy behaviour (Alvik, Taldorsen, & Limdan, 2005; Ong &

Weiss, 2000). In reference to this, using an anonymous emailstioquraire was considered
an effective way of getting the most accurate responsesdnapioyees, and minimising the

number of socially desirable answers.
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4.4 Questionnaire participants

Each of the eight practitioners involved in the preliminary siudy asked if they were aware
of any organisations in New Zealand that offered comprehensivéh hpeomotion

programmes to staff. Previous studies provide various definiibascomprehensive health
promotion programme: Haynes et al. (1999) suggest that compreh@nsgrammes are
those offering employees multiple health promotion activities andces, whereas Cook et
al. (2007) describe comprehensive programmes as those which focisk eadtction for

high-risk employees. In this study, the approach adopted by Hagdesolleagues (1999)
has been used. Comprehensive programmes were consideretideebeftering at least five
of the nine activities investigated in this study. Chapn2f®%a) refers to them as multi—
component programmes; his meta—analysis of 42 peer—reviewekbsardiefined multi—

component programmes as those that include a minimum of threle preattotion activities.

Utilising information gained from the practitioner intervieveslist of 18 organisations with

comprehensive health promotion programmes was establishe@s hat surprising that the
list comprised predominantly large multi-national organisatioaqast research has found
that larger organisations are more likely to implement compsde health promotion

programmes by offering a greater number of activities tpleyees (Fielding & Peserchia,
1989; Springett & Dugdill, 1995).

Each of the 18 prospective organisations was scrutinized usinggén@sation’s web site and
existing publications detailing their specific health promotiongmmmes were sought.
Organisations were considered suitable if they offered at kess of the nine health
promotion activities to staff. The Human Resource Managerequivalent, for each
organisation was contacted to discuss the specifics of thathlromotion programmes. In
this conversation, the manager was also told the purpose dcftublg, and subsequently
invited to participate where applicable (refer to Appendix Djx d the 18 organisations
approached agreed to take part. However, unfortunately, one ofxtleggsinisations (a
Government Department) had to be excluded because Ministerial isatioor was required
and approval could not be granted within the timeframe allocatedatar abllection, thus

resulting in five participating organisations.
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Table 4.1 presents the activities available to staff it @hthe five organisations involved in
the study. Two of the five organisations offered all nihéhe health promotion activities
investigated, one organisation offered seven activities, tandorganisations offered five

activities.

Table 4.1

Activities available to staff in the five organisations inedhn administering and completing

the questionnaire

Company Company Company Company Company

Activity A B C D E
Fitness Testing v v v v

Exercise Activities v v v v v
Health Screening v v v v

Health Seminars v v v v
Weight Management v v

Programme

Alcohol and Drug v v v v v
Programme

Counselling v v v v v
Stress Management v v v v
Programme

Smoking Cessation v v

Programme

A questionnaire was completed by 883 employees (24.3 %), from aesammllation of
3634 employees working in five organisations. Table 4.2 providessipomse rate from

each organisation.
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Table 4.2

Response rate for each organisation involved in the quantitatigdy st

Total Possible

Respondents Respondents Response Rate
Company A 807 220 27.26%
Company B 942 228 24.20%
Company C 318 131 41.19%
Company D 914 206 22.54%
Company E 653 98 15.01%
Total 3634 883 24.30%

The response rate for Company E was lower than originally an@dipa The Human
Resource Manager of Company E confirmed the reason was dueutaoféhiinate timing of
the questionnaire being administered at the same time as thmampmas changing the
internal intranet communication service provided to staff. Thetoumnaire could have been
re—administered, however; this may have introduced some biplicate respondents. The
response rates from the other four organisations were accepiabtbe overall response rate
was sufficient to warrant subsequent analysis. Table 4.Beofollowing page, provides the
demographic information for the sample.
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Table 4.3

Demographic information of questionnaire respondents

% of Sample

Gender Male 32.9
Female 67.1

Position Senior Management 3.5
Middle Management 18.6
Team Leader/Supervisor 17.6
Non—Managerial Employee 56.5
Other/not specified 3.8

Status Permanent Employee 96.9
Temporary or Fixed—Term Employee 2.1
Fee for Service Contractor 0.8
Other/not specified 0.3

The age of survey participants ranged from 17 years to 71 ygdrss mean respondent age
of 38.8 years (SD = 11.0 years, N = 768).

In order to ascertain that the resulting sample was freerrajor systematic response bias, it
was important to determine whether the 883 employees who completegig¢bttonnaire
were representative of the entire workforce of the organisatismadved in the study. All
five organisations were asked to provide information relating tgeineler ratio, average age
of employees, employment status and position. Three of theofty@nisations had this
information readily available. Table 4.4 shows, where infaonawvas available, the sample
demographics were relatively similar to the overall demplgic characteristics of the three
organisations. One exception was the gender breakdown of Compamjo@ever, this
information referred to the entire organisation, which had a@elagngineering and
manufacturing division. The gender comparisons for the HeideQdmployees, who were
invited to complete the questionnaire, comprised of 63.2% feraak 36.8% male

employees.
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Table 4.4

Demographic comparisons of questionnaire respondents and company profiles

% of Sample  COmPany  Company - Company

A B C

Male 32.9 40.8 35.2 67.5
Gender

Female 67.1 59.2 64.8 42.5

Permanent Employee 96.9 n/a 98.2 97.0
Status

Temporary Employee 2.1 n/a 1.8 3.0
Average Age (years) 38.8 32.6 33.0 36.0

The organisations operated in a variety of industries includatgil (two companies),
insurance, travel and tourism, and finance. Unfortunatelypitld be relatively easy for a
reader familiar with those industries to identify at leasi of the organisations involved in
this study if more specific information were given. Thereftoeprotect the identity of the
companies and their employees, the actual industry which getateeach of the five

organisations has not been provided.

Information relating to whether or not each of the five orgaioisstoffered incentives to staff
in order to encourage their participation was not sought. The réaistims decision was
based on the preliminary study. Each of the eight consultaetviewed in the preliminary
study was asked, “Do you think incentives encourage particifatddthat type of
incentives?” (refer to Appendix C). Strong evidence was prowdadh demonstrated that it
is rare for companies in New Zealand to provide incentivesrfgrloyees to participate. For
example, one leading practitioner (P1) stated, “It's not bkersort of thing that companies
do. They have to pay money in the first place for the serticése provided so they don’t
provide incentives on top of that”. A reason for not providing exitantives to participate
was given by P5 who believed, “New Zealanders are reasoimdélijgent and they realise
the benefits [of participating]”. Any incentives given wemere generic enticements, such as
lunch being provided by the company, time off work to take part,noplgithat “everyone
else is doing it” (P2).

80



Chapter 4 — Methods

4.5 Questionnaire materials

An online questionnaire was designed and distributed via persoriadrsi@f addresses. The
guestionnaire was designed to investigate how the key variabiggigtein the literature and
preliminary study influenced an employee’s initial participatin nine health promotion
activities. These activities were: fitness testatjvities, exercise activities, health screening
assessments, health seminars, weight management programsiness management
programmes, counselling, alcohol and drug assistance programmesnakihg cessation
programmes (refer to Appendix E).

The ecological approach assisted in grouping the variables thought assbeiated with
employee participation. As presented in the previous literathepter, this approach
categorised the predictor variables into individual, social anganisational factors.
Corresponding with this way of categorising the variables, theigoeatre was also divided
into those three categories. The individual variables meastgeddemographic factors and
perceived health status, stress, and job satisfaction. otha sariables included supervisor
and co—worker support, and the organisational variables explored pdrteiakh climate

and job flexibility.

The barriers investigated in the questionnaire included inconvecieadding, awareness of

the activity, work and family commitments, embarrassnesit-efficacy, and trust.

The following section will discuss how each of the variablas weasured and used in the
guestionnaire to determine whether there was an associ&iiaedn each variable and the

nine activities investigated.

4.5.1 Measuring the dependent variables

As discussed in earlier chapters, the concept of employeeipatitbn in workplace health
promotion programmes has been subject to a myriad of definitions anéqeehs
measurement techniques (Heaney & Goetzel, 1997; Linnan &0fll, Thompson et al.,
2005). This was evident from the literature, and further conéirimg the practitioner

interviews conducted in Auckland.
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Concept definitions include:

» Expressing an interest by enrolling in a particular activity imtt necessarily taking
part (Burton et al., 2005; Conrad, 1988b; Eakin et al., 1988; Heaney &&hdE097;
Steinhardt & Young, 1992);

* Involvement in a particular activity over a certain periddime (Dishman & Ickes,
1981; Follick, Fowler, & Brown, 1984; Lewis et al., 1996; Orman & ir1998;
Wilson et al., 1994);

» Continuous attendance until the activity or intervention is complé®tbdes &
Dunwoody, 1980; Glasgow et al., 1990; Sussman et al., 1989);

» Taking part in the initiative in some form (Davis et al., 19Bfmons et al., 1996;
Mauvis et al., 1992; Linnan et al., 2001).

To add to the challenge of measuring participation, the mannghich an individual takes
part in a health promotion activity is also dependent on the typetigitta@and how it is

implemented within an organisation (Grosch et al., 1998). Fanglea a health seminar
requires attendance but not necessarily completion of speciks, tadiereas a smoking
cessation or stress management programme can require ¢omméta set of specific

objectives.

Considering the range of definitions and the multiple ways anage@lcan participate in an
activity, participation was measured on five separate sevéllhere, for each of the nine
activities included in the questionnaire, respondents weredagk identify which of the
following statements best described their involvement:

| enrolled in this activity
| attended this activity
| completed this activity

| did not take part in this activity

o > w NP

This activity was not available to me

82



Chapter 4 — Methods

4.5.2 Measuring the independent variables

Following the ecological approach, each variable was catedogis an individual, social or
organisational predictor. The measures used in the questionraiepreviously validated
scales taken from existing studies. In most cases the wartieach item was duplicated in

order to maintain validity.

4.5.3 Individual variables

The individual variables tested were demographic indicators, ipedcehealth status,

perceived stress, and perceived job satisfaction.

Demographic indicators

Demographic indicators are frequently used to establish the typertafipants who are more
likely to be involved in health promotion initiatives. Correlatidretween participation,
gender and age have been extensively investigated (Glasgbw1&90; Grosch et al., 1998;
Lewis et al., 1996; Sloan & Gruman, 1988; Stein et al., 2000; Spjld®88; Wilson et al.,
1994; Thompson et al., 2005). It was, therefore, considered nectssacpgnise previous
investigations by including questions relating to demographic desistcs in the
guestionnaire. Respondents were asked their gender, age, poiitionthe organisation,

and employment status.

Perceived health status

Ascertaining a relationship between perceived health status aticipgdion in workplace

health promotion initiatives was assessed using a single—itersunee “How would you rate
your overall health at the present time?” as used by FrammBorg, Pender, Walker and
Sechrist (1990). The 5—point responses ranged from ‘excellent’ety poor’ (refer to

Appendix E, question 8). DeSalvo et al. (2006) suggest single-hgaith measures are
helpful alternatives to lengthy health-related scales. Moaed Shapiro (1982) note that
studies using a large sampling population demonstrate the abildaysofgle—item health—

rating measure to detect variations in perceived health stauiserse populations. They

83



Chapter 4 — Methods

also note that a single—item measure captures perceived btslis at a particular time

rather than individual health changes over time.

Perceived stress

A 4-item version of the Perceived Stress Scale, developed dwenC Kamarck and
Mermelstein (1983), was used to measure the degree to whicliosisua an employee’s life
were considered stressful. There are three versions aoimisionly used scale: a 14—item, a
10-item and a 4—item adaptation (Taylor-Piliae, Haskell, WateFspelicher, 2006). The
4—item version was considered useful in situations requiring agdes as possible (Cohen,
2000). Questions included, “In the last month, how often have ybth&lyou were unable
to control the important things in your life?” and, “In the latnth, how often have you felt
confident about your ability to handle your personal problems?” (refekpfendix E,
Question 11).

The scale adopted an ordinal response format: never, almosi senetimes, fairly often,
and very often. The 4—item scale contained two items methative wording. An overall
score was obtained by reversing the codes for those two itemsdaintly them to the
positively worded items. The higher the overall score, theehitgvel of perceived stress the
respondent is considered to have; however, there is no cut—off dichmomising‘being
stressed’ frontnot being stressed’ (Morais et al., 2006). In developing the,scédenal

reliability coefficients were found to range between .84 86 (Cohen et al., 1983).

Job satisfaction

Job satisfaction was determined using a single—item overall josfastion measure,
originally developed from a 15-item measure by Warr, Cook and {¥8#9) and then
further developed by Scarpello and Campbell (1983). This iteedagispondents, “Taking
everything into consideration, how do you feel about your job as a Wh@lefer to
Appendix E, Question 7). Responses were measured using a 7—pointfduikext ranging
from ‘extremely satisfied’ to ‘extremely dissatisfied’. hi§ measure has been used
extensively in many research areas, as job satisfactiomeiof the most commonly studied

organisational psychological topics (Dunnagan, Peterson & Haynes, 2001)
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Dolbier, Webster, McCalister, Mallon and Steinhardt (2005) imyated the reliability of this
single—item job satisfaction measure in relation to workplacé&hhpeomotion, concluding
that the internal reliability coefficients ranged betweenaid8 .90. Wanous, Reichers and
Hudy (1997) suggest that the benefits of adopting a single—itenureese brevity and space
constraints. Further, they regard this single—item measiujeb satisfaction as the most

applicable measure across multiple occupations.

4.5.4 Social variables

The social factors thought to be associated with employeeipation in workplace health
promotion programmes, and subsequently assessed in the questiome@reerceived co—

worker and supervisor support.

Co—worker support

Co—worker support was measured using a 9-item measure devised hys Madr Hope
(2005) in their investigation of health and well-being among employeesff-shore

environments. The scale was derived from the 69—item Workigtdth Climate Scale
designed by Ribisl and Reischl (1993). The co—worker support measine original scale
was designed to assess the amount of support employees rdomivekeir co-workers, and
variations are evident in existing investigations evaluatingkplace health promotion
programmes (DeJoy et al., 2004; Morris et al., 1999; Park,e2044; Wilson et al., 2004).
The 9-item scale used in the current study applied 5—point Likert respeoasging from

‘strongly disagree’ to ‘strongly agree’. Statements indiidéMy colleagues would be
supportive of me if | started exercising” and, “My colleagabare health information with
me” (refer to Appendix E, Question 4). Mearns and Hope (2005) foun8-them measure

to have an appropriate internal reliability coefficient83.

Supervisor support

Perceived supervisor support was measured using an 8—item sesllgpdd by Kottke and
Sharafinski (1988). The 8-item scale was derived from theerlaB§—item Perceived
Organisational Support Scale (Eisenberger, Huntington, Hutché&sdBowa, 1986). The

larger scale is utilised in a variety of research fidlmsneasure the extent of supervisor
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support as a predictor variable for general absenteeism, entaskip, knowledge sharing,
social identity, workplace violence as well as employedilheaalated disciplines such as
burnout and workplace stress. Rhodes and Eisenberger (2002) conductedhégrature
analysis on the usefulness of the complete 36-item scale. Tdwnd perceived
organisational support was evident when there was a consist&rhpaf agreement from
respondents to the questionnaire, demonstrating that employeesquktbeir supervisors or

managers as supportive when they appreciated their contributionseated them well.

The questionnaire in the current study adopted Kottke and Sharafinski (@88&)e to the
original scale, in which the word ‘organisation’ was replaeéith the word ‘supervisor’.
Using factor analysis, this substitution was found to have mxtedin the overall reliability
coefficient of .89. Statements for consideration included, Sdpervisor really cares about
my well-being” and, “If given the opportunity, my supervisor wouketadvantage of me”

(refer to Appendix E, Question 6).

4.5.5 Organisational variables

In this current study, the organisational factors predicted toeimfe participation were
perceived health climate and job flexibility.

Health climate

A lack of a theoretical basis for many climate instrumentsréaslted in varying climate
dimensions being employed for different health climate measta&se(son et al., 2005).
Wilson et al. (2004) note that previous studies commonly measure fiawganisation’s

climate is influenced by the introduction of a workplace healdmption programme. The
purpose of this current study is to investigate how an employeeteptem of their

organisation’s health climate influences their participatiorworkplace health promotion
programmes, rather than how workplace health promotion programmes iefluenc

organisation’s climate.

The current study adopted the Health Climate subscale to mémsuremployee perceptions
of a healthy work environment influenced participation in heaiftimotion initiatives. The

subscale was developed by Basen—Engquist et al. (1998) as pheirofarger Worksite
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Health and Safety Climate scale. The measure was chgsenlifferentiates health climate
from safety climate measures and was developed specificadlya fworkplace health
promotion smoking cessation programme. The authors found a positiveptanc of
organisational climate helped support the implementation and subsqmarénipation in
smoking cessation programmes in 114 worksites involving 5947 respondEms5—item
health climate scale adopts a 5—point Likert response formangafigm ‘strongly disagree’
to ‘strongly agree’ and was found to have a usable internabildly of .74. Statements for
consideration in the questionnaire included, “Most employeesanereery health conscious”
and, “At my workplace, sometimes we talk with each other ainopitoving our health and

preventing disease” (refer to Appendix E, Question 5).

Job flexibility

Job flexibility was measured using a subscale developed by Clark (206#&)subscale was
part of a more comprehensive measure designed to evaluatesadpeotk culture, including
job flexibility. The complete 18—item scale included measuresnemttemporal flexibility
(the ability to have discretion in one’s work schedule) and operafiemdbility (control over
one’s work conditions) as well as supportive supervision. Only thpdel flexibility scale
was included in the questionnaire because an employee’s controheirenork conditions,
as measured by the operational flexibility scale, is mumngly related to participation in
occupational safety and health initiatives with hazardous working teamsl{Sorensen et al.,
1995). As workplace health promotion programmes differ from mandaiocypational
safety and health initiatives, the operational flexibilitylsoaas considered unnecessary in

the questionnaire.

The temporal flexibility subscale adopted a 5—point Likert respooseat ranging from
‘strongly disagree’ to ‘strongly agree’ and had an inter—itelalility coefficient of .84. A
varimax rotation of the complete scale found temporal job fleétibib be distinct from
operation flexibility and supportive supervision, and confirmed theridighant validity of
the three scales (Clark, 2001). Statements for consideratitwe iquestionnaire included, “I
am able to arrive and depart from work when | want” and, “| eea fo work the hours that

are best for my schedule” (refer to Appendix E, Question 3).
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4.5.6 Barriers to participation

Determining the reasons why employees are reluctant to ipatéicin health promotion

programmes was the second research question addressedurréné study.

The reasons for employees not taking part in health promotion a&divithen they were
made available to them were assessed by asking respondeaissider the eight reasons
presented, and then to provide their own personal reasons for not pakingThe potential
barriers to each activity were selected for inclusion orbtses of the outcomes of previous
studies, as detailed in the literature review, as welfiram input from the eight workplace
health promotion practitioners interviewed in the exploratory invdgiigatage outlined in
the previous chapter. The wording for each potential barriearticipation was developed
with reference to the 43-item Exercise Benefits/Basramale (Sechrist, Walker, & Pender,
1987). The Exercise Benefits/ Barriers scale was developexhtoate the role of cognition
and perception as mediating factors in habitual exercise. foherehe wording of some
items was changed to be more applicable to each of the ningiestinvestigated in the
guestionnaire. For example, the original item, “| feel emdssed to exercise”, became “I
feel embarrassed to take part”. It was understood that nmoglitye items so that they would
be relevant to each of the nine activities would affect thehmsnetric properties of the
original scale. However, the full scale was judged too lengtitytime—consuming because
the same reasons for not participating would be applied to eatheohine activities

investigated.

The online format of the questionnaire meant that not all resptsmdeere asked this
guestion. If a respondent indicated that they did not participat;ménof the activities
available to them at work, they were subsequently asked if arlyeofollowing reasons

contributed to their non—participation:

» The activity schedules are inconvenient;

* | don’t know enough about it;

» Taking part means too much time away from my family commesy

» Taking part means too much time away from my work commitments;
» | feel embarrassed to take part;

* I don't believe it will work for me;

* | don’t trust my supervisors with information about my health

* | don’t need to take part.
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If a respondent chose not to specify the available activitieghich they did not participate,
the online questionnaire format directed them to the next questioh@nd/ere not asked to

comment on any of the eight proposed barriers to their paticip

All respondents were asked a final open—ended question in relatidme tatriers to
participation, “Is there anything you feel restricts or i8njou, in any way, from taking part
in the health promotion activities available to you at work?réépondents were directed to
this page on the online questionnaire, including those who did noteartbe previous
question. This open—ended question was considered the best way tardath@ation from
the multiplicity of responses predicted, and to identify othersiptes reasons for non—
participation that previous investigations may have overlooked or faubd less relevant.

This approach was also adopted by Mavis et al. (1992).

4.6 Questionnaire procedure and analysis

4.6.1 Pilot study

A pilot study was carried out before the questionnaire was aderiilsto employees at the
five participating organisations. The pilot study by a loct} council was conducted to
determine how easily the questionnaire was understood by differeapsyof potential

respondents. The feedback suggested that the questionnaieasity understood, and that

respondents could easily navigate the questionnaire in an émimat.

One change was made to the activities included for ina&tig The original questionnaire
did not include counselling initiatives and drug and alcohol progranmmiie list of health
promotion activities assessed. The rationale was thabrite snstances, an employee is
required to attend mandatory counselling sessions or an alcohol andaskiggance
programme, removing the voluntary nature of their participatidlowever, respondents in
the pilot study questioned why these initiatives were not includ&tis indicated that
counselling and drug and alcohol programmes were regarded as well-knunkplase

health promotion initiatives, despite the fact that parttedpas not always voluntary.
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4.6.2 Questionnaire distribution

The questionnaire was distributed to participating emplotteesigh an online Internet link
emailed to their personal work email addresses. Employedsng in the Head Office of
each of the five participating organisations were invited to cet@pghe questionnaire. All of
these employees had email and Internet access. Email teghnslconsidered to be the
most prevalent communication channel in most organisations (Fang, 4868 logical data
collection method to limit disruptions to other workplace activifleéersch, Cook, Dietz, &
Trudeau, 2000). The decision to use an online questionnaire anidl EEspective
respondents was based on personal knowledge of typical workplace etstiast feedback
from family members, friends and colleagues working in the typkesorganisations
participating in the study, and positive responses from the pilot,stfdgh was conducted
prior to approaching the organisations involved. Jones and Pitt (199%tigated the
response rate, speed of responses, validity, and costs of cagduetilth questionnaires in
workplaces using postal questionnaires, email, and Internet techirastamng 500 University
staff. They concluded that email and Internet questionnairee Vleasy, quick and
inexpensive to administer” (p. 556). Jones and Pitt (1999) adntitegddid find higher
response rates in postal questionnaires; however, their dataioollas conducted in 1997.
More contemporary research by Muhl (2003) noted that the widespreaaf tise Internet
and email has transformed the way business is conducted where coatinorébannels are
almost instantaneous.

The Human Resource Manager, or equivalent, at each of theipaitig organisations was
emailed a message and the questionnaire link, which was theardeavto all staff members,
including senior and middle managers, permanent employees, and tatafic The

message contained a cover letter, which explained the rhsebjectives, the employees’
rights as participants, and what would happen to the data proviBetential respondents
were invited to participate and asked to click on the web pageattached to each email.
This link automatically directed respondents to the online questienn&espondents could

complete the questionnaire at a time convenient for them.

After completing the questionnaire, respondents were asked ¢k ‘©ubmit’ which
transmitted the non—identifiable data to an Access database fegsebs analysis. The date,

time and length of completion time were also automaticallgrold for each questionnaire
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submitted. It was estimated the questionnaire would take respomuemisger than 10

minutes to complete, which proved to be a correct assumptibie imajority of cases.

The questionnaire was formatted for online use by a websitelggenent company in
Auckland, which also hosted the database of completed questionn@irbmitted responses
were immediately available to access and a password wase® to access the submitted
responses. The web developer, who designed the online component ofstiengage, was

the only other person privy to this password.

An additional advantage of using an online format was that it alldaredata collection on
the perceived barriers to participation in specific dis. Respondents were asked to
identify which of the nine activities they did not participate The online nature of the
guestionnaire meant that respondents were then only asked to ideetibarriers to those
activities. For example, if a respondent stated he or she digamnitipate in a smoking
cessation programme, the reasons for not participating wec#isally related to smoking
cessation programmes. No existing research is known to hagtehis method of extracting
the reasons for not participating in specific types of healtimption activities. A paper
guestionnaire could have used a matrix format to gather this iformhowever, with nine
activities and eight major barriers investigated it wouldehpwduced 72 possible check
boxes.

4.6.3 Logistic regression analysis

Logistic regression, also known as binary regression, wam#ie analytic method use to
determine how the variables selected for analysis were iagsbavith participation. The
logistic regression model works by predicting the logit, or @htiegarithm of an odds ratio
occurring. In this case, it was making the decision to [atie or not to participate.
Logistic regression ranks the independent variables in ordenmdrtance. It is the most
appropriate analytical tool for a dichotomous dependent variable amx of continuous and
categorical predictor variables, as used in this study. ddity, logistic regression is also a
useful analytical tool because it does not require normadlyiloiuited data or any assumptions
of homoscedasticity (Field, 2005).
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Before undertaking logistic regression analysis, it is rseegd0 establish any substantial and
significant correlations between the independent variables frddio be associated with
participation. Logistic regression is most likely to be sgetul if there are low or
insignificant correlations between the independent variabléenédr & Gray, 2006).
Pearson’s correlation was used to assess any relationshipsaghdtenpresent. One weak
positive and statistically significant correlation was founavieen job flexibility (M = 2.83,
SD = .95) and perceived health status (M = 3.79, SD =.75) r(8@3)2p = .041. However,
this association was considered weak enough to justify includiniieixibility and perceived
health status as separate variables in the logistic sdggnesiodel. Larger correlations could
have led to issues of multicollinearity or variables beimg ¢losely associated to warrant

them being considered individually (Field, 2005).

Cases available for logistic regression models

Logistic regression requires an absolute minimum of 10 casesmpable to produce a stable
model (Field, 2005). Using this criterion, a minimum of 90 sasas required for each of the
nine activities included in the questionnaire and analysed usiogisdid regression model.
Table 4.5 shows the number of cases available for each yadtvianalysis using logistic

regression models. One activity had a sample size thatevesdered too small to justify
conclusive results. The total number of respondents for alcadalraig programmes was 82
cases. As a result, alcohol and drug programmes were omitted féirther individual

analysis.
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Table 4.5

Number of available cases analysed using logistic regression to detemainables

associated with participation in health promotion activities

Activity Number of Available Cases
Fitness Testin 96
Exercise Activities 225
Health Screening 116
Health Seminars 178
Weight Management Programr 107
Alcohol and Drug Programme 82
Counselling 366
Stress Management Programi 24¢
SmokingCessation Programm 16€

* = removed from further logistic regression anadysi

The number of cases (participants and non—participants) avaitebite logistic regression
analysis was determined using SPSS statistical softwlliee.cases were manually deleted
because there appeared to be no obvious or significant patterceginglicases with enough
missing data that would warrant their exclusion from the data However, as Table 4.5
demonstrates, some cases were automatically deleted byv@R®8She logistic regression
models were administered. When no obvious pattern is detectedebgaacher, no manual
action is required. This is because SPSS software evilbve any cases that do not have
sufficient values for the variables used in the logisticaggion analysis (Tabachnick &
Fidell, 1989).

In addition to the nine single activities, the data were coethbito make three groups of
activities or ‘composite variables’ that could be investigatsitig logistic regression: total
participants, total participants in education—orientated aetyitand total participants in
behavioural change activities. The reason for the groupiagdivet to combine the data in a
way that could easily be compared to previous studies, wherneiganmt numbers were
assessed for non—specific activities. Second, grouping adivitade better use of the large

sample size (883 respondents) available for analysis. Tduiodiping the activities into
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education or behaviour—orientated activities allows the resultsetmore easily applied to
real-life situations. The range of activities availatdeemployees varies considerably;
therefore, grouping similar activities provides managers mithe useful information, which

can be applied to their unique situations.

The sample for the group of total combined participation wamddrby allocating those
respondents who participated in at least one of the ninatestias ‘participants’ and those
who did not participate in any of the nine activities as ‘non—partitira The second sample
group, participation in education—orientated activities, was forthedsame way but only
using participation in the activities considered to be more edueatientated and generally
designed to create awareness of a particular health styléebehaviour, rather than actively
seeking to change that behaviour. In the current study, thewse fitness testing, health
screening, health seminars, weight management programmes r@sd stanagement
programmes. The third group was participants in behavioural chatigées; which were
exercise activities, counselling, alcohol and drug, and smokingtmasprogrammes. The
justification for categorising each of the nine activisgsmmed from Hennrikus, Jeffery and
Lando’s study (1995) where the authors noted certain activitiegreegpeater involvement
and often more intense behavioural and lifestyle changes for theigamt. The specific
categorisations included in the current study were derived $rgporting literature and the
knowledge gained from interviewing the eight workplace health promagiractitioners in
the preliminary study (presented in Sections 3.9 and 4.2). The ewefindings added
valuable insight into the modality of how each of the nine #ietsv was typically
implemented in New Zealand organisations. For example, onetioragtiinterviewed in the
preliminary study (P1) commented, “health education ac#iéire the most popular [among
employees] because they are light—-weight — blood and health isgégmes of programmes
are always popular”. Hence their subsequent categorisatieithas primarily education or

behaviour—change orientated.
Table 4.6 shows the number of available cases for the three groagtsvities for subsequent

analysis using logistic regression. The valid cases thae \applied to each logistic

regression model ranged from 404 to 662 employees.
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Table 4.6

Number of available cases analysed using logistic regression to detemainables

associated with participation in groups of health promotion actiwitie

Grouped activities Number of Available Cases
Total combined activities 662
Educatioractivities 404
Behavioural change activiti 652

Goodness—offit for logistic regression models

The logistic regression process is carried out in two staddw first part of the process
measures the goodness—of-fit of the overall model, which indittegedegree of success in
predicting participants and non—participants. Logistic regrmassiodels in SPSS produce a
number of ways of evaluating the goodness—of-fit. One method i®©rimebus Test of
Model Coefficients. This test is particularly useful in gex logistic regression models as it
provides a test of the joint predictive ability of all the @oates and an absolute measure of
the validity in each of the models (Meyers, Gamst, &afho, 2006).

Table 4.7 illustrates that all of the logistic regressiamdets applied in this study performed

well. This is demonstrated by p—values being < 0.05, whidicates significance.
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Table 4.7

Omnibus test of model coefficients indicating goodness—of—fit

Activity Chi-square df Significance level
Fitness Testing 18.284 2 p <.001
Exercise Activitie 29.53¢ 3 p < .00:
Health Screenir 4.70¢ 1 p =.03(
Health Seminal 6.66: 1 p =.01(
Weight Management Programr 14.47¢ 2 p = .00:
Counselling 20.20: 3 p <.00:
Stress Management Programmes 7.791 1 p =.005
Smoking Cessation Programmes 4.607 1 p=.032
Total combined participation 51.248 4 p <.001
Education activities 25.401 4 p <.001
Behavioural change activities 59.413 4 p<.001

The second stage of the logistic regression process examines Unmdweach independent
variable increases the likelihood of someone belonging to one grahe other. In this case,
logistic regression was used to determine how much the individugbles increase the
predictability of an employee participating or not participatim@ ihealth promotion activity.
Forward stepwise regression was used, as the variablesomsidered equally relevant. It is
also considered as the most appropriate method for carryingxplaraory work (Field,
2005). The logistic regression model is formed by adding each sagtifrariable one step at
a time. The model begins with predicting the observed data asegof arbitrary values for
the regression coefficients; it then changes the ragressefficients to make the likelihood
of the observed data, participating or not participating, graaider the new model (Field,
2005).

The Wald statistic was used as an indicator of how statigtis@nificant the contribution

was of each predictor variable on the logit, or natural logaritifrparticipation occurring in

association with one unit change in the predictor variable. F26I8b) notes large regression
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coefficients can cause the standard error to become infi@salfing in the Wald statistic

being underestimated. However, this situation did not ocdteicurrent study.

The questionnaire results are presented in Chapter 5 ofi¢isis.t

4.7 Interviews

The third stage of data collection, 20 qualitative semi—stredfuiace—to—face interviews,
was driven by the results of the questionnaire. Qualita¢isearch adds a depth and richness
to a data set that is difficult to achieve by solely irgyon quantitative data collection
methods. In addition, a qualitative approach allows particspamiput forward their own
opinions and perceptions, in their own words, which helps to furtheriilatenand scrutinise
quantitative data results (Patton, 2002). Furthermore, triamguidie outcomes of multiple
methods of data collection is also frequently used to increasedenoé in research results
(de Groot, Robertson, Swinburn, & de Silva—Sanigorski, 2010).

4.7.1 Interview participants

Twenty employees were interviewed from one organisation ircomstruction and service
maintenance industry. This organisation was known to offer a nushberlth and wellness

activities and initiatives to staff.

The Human Research Manager was approached by email and invitednwwolved in the
study. This invitation was readily accepted as the compangxgatienced low participation
in some activities and no effective solutions had been found. Appsagathen sought and
granted by the General Manager. A meeting was arrangedheitbeneral Manager and
Human Resource Manager to discuss the finer points of the studyhandompany’s
involvement. A detailed Information Sheet was provided to the teuzagers at this meeting
(refer to Appendix G).

Each prospective employee was invited to participate vialemai Information Sheet was

included explaining the research objectives and their proposedvement (refer to

Appendix H). Twenty—one members of the organisation (from a pessi)l responded to
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the invitation to participate; however, this number fell to 20em one participant was

physically unavailable to attend an interview within thecated time frame.

The organisation involved in the interviews had a total of 270 ereefyys57 of which had

office positions and 213 were service men and women working out inetdenfith limited

availability for an interview.

Table 4.8

Demographic information of the 20 interview participants

n %
Gender Male 13 65.0
Female 7 35.0
Position Senior Management 3 15.0
Middle Management 7 35.0
Team Leader/Supervisor 4 20.0
Non—Managerial/Administrator 6 30.0
Age 61 — 70 years old 1 5.0
51 - 60 years old 8 40.0
41 - 50 years old 7 35.0
31 - 40 years old 3 15.0
21 - 30 years old 1 5.0

The purpose of this part of the data collection process washergsatrrative—rich data and 20
participants successfully provided this information. Other studising semi-structured
interviews to investigate participation in workplace health promgirogrammes have been
found to use similar numbers. Nohammer, Schusterschitz, andangtuf@010) interviewed
19 employees in their study of participation in workplace health pgtomprogrammes in
German organisations.  Similarly, Person, Colby, Bulova, and Eub&®&0) also
interviewed 19 employees in their investigation of barrierpadicipation in a 10-week

healthy lifestyle programme called ‘Wellness Wednesdays'.
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4.7.2  Interview guide

The interviews were conducted and arranged in a face—toséage-structured format. This
was considered the most effective method of gathering candialdmutn—depth information
on the perceptions, observations and opinions on factors that cumpestisnt them from
participating in the health activities available, and tohgaobre extensive insight into how

managers can increase participation rates among staff.

The interview questions were based primarily on the resultseofjuestionnaire, in an effort

to triangulate those results and enhance the richness ddithérefer to Appendix I).

The interview guide was structured around four main themes, andjsebslg divided into
four main sections: factors that would facilitate their ineohent in different health
promotion activities; factors that would limit their involvemembw managers can maximise
their involvement; and how managers can maintain their involueroeer a longer term.
Questions included: “What type things would make it easy for youatticjpate?”; “What
type of things would make it hard for you to take part?”; “Pigdict numbers in workplace
health promotion programmes are typically low. Why do you think thteescase?” and
“What do you think managers should do to keep people interested in heaftiotion
activities?” Questions were asked to encourage intervieuciparts to speak freely on their
perceptions regarding these four themes. Donovan and Sanders (2005tedbie
approach, suggesting, “initial questions do set the key, but fnem on the direction and

content of conversation tends to vary” (p. 517).

Improving the reliability of the interview process was aegéé in part, through carefully
transcribing the tape recordings after each interview. Nor qthety was involved or
responsible for transcribing the taped interviews. Although thetyathan, spelling and
detail of transcribed recordings falls largely under thesgliction of the person transcribing
the data, and how it is subsequently analysed, it wasatiidered a more reliable method of

recording information compared to the interviewer's menoorfyand—written notes.
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4.8 Interview procedure and analysis

4.8.1 Pilot study

A small pilot study was conducted prior to commencing the actualiewes. Two of the

organisation’s staff members were interviewed to ensurentbeview questions posed no
threat or embarrassment. The pilot interviews also condirthe interview questions were
appropriate and easily understood. Written consent was sougine &eginning of each
interview and Information Sheets were provided. The two irdeees were then invited to
provide feedback on the interview questions and appropriateness. piBtinterviewees

made very positive comments on the need and importance ofithe ahd no questions were

amended as a result of their feedback.

4.8.2 Conducting the interviews

The interviews were held in an unused office at the compaeyigat office location. The
organisation had two main premises; however, the one used forehdams was the head
office where most office staff were located. Stadhfrthe other premises who were involved
in the interviews regularly travelled to this location as patheir normal working week, so it
was not considered to pose any undue inconvenience. Green and Thorogood{g064)
an interview setting can affect the kind of data generatpdritng on where it is held, and
believe interviewing a person in ‘their space’, in this castheir desks, can be intrusive for
some people. Therefore, interviewees were requested totodime unused office rather than

be interviewed at their workspace.

The interviews were conducted over a three—week period. Eachigmtevas designed to
take approximately 30 minutes. This was considered an approprgth t& time to discuss
the questionnaire findings in relation to the barriers tdigipation, and the interviewees’
opinions and perceptions regarding ways to facilitate partioipatites. After meeting with
the General and Human Resource Managers, 30 minutes wasiddsa jto have minimal
impact on the existing work commitments of each staff membEhe duration of each

interview was between 28 and 46 minutes.
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Each of the 20 interviews began with a full explanation of éisearch objectives and scope.
This was the same information provided to each participant ilntbemation Sheet, which

was emailed prior to the interview.

Every effort was taken to ensure the interview participaatsments and opinions remained
anonymous. Each participant was asked to provide their writtemigston for the interviews
to be recorded, in the knowledge that no other person would be idwsitretranscribing the
interviews or have access to the tape recordings. All 2@iparits gave this permission, and
no participant requested the tape recorder be turned off duringriteziriew. Participants
were provided with a written transcript of their intervieat, their request, and all were

emailed the results of the collated and analysed intesvie

A cited shortcoming of the interview process is that in one+éfrviews, such as the 20
conducted in this study, the interviewer can spend a large prapasfiche allocated
interview time developing a rapport with the interviewee €@r& Thorogood, 2004).
Further follow—up interviews can improve rapport between the inteeviand interviewee,
however, time constraints for this study and the individual paattgpdid not allow for a
secondary interview. Another important consideration in the i@rprocess is the impact
of social differences between an interviewer and interview&een and Thorogood (2004)
suggest social differences such as age, gender, race asdnélizasnce how an interviewee
responds to the questions being asked of them. This point was notedeason for
conducting a large quantitative questionnaire as the main ddtaripg tool, particularly as
socially desirable or acceptable questions are less of a rporice an anonymous
guestionnaire. Although Green and Thorogood (2004) suggest researchergateulutice
of the possible effects social differences may have on iatergutcomes, they also explain
these differences should not be seen as an obstacle, but ratlagr @&t better providing
further understanding about individual perceptions and how people behavtheamds a

general acceptance that any interview account is situatecbatektual.
Participants were guaranteed that no personal informatioatenstnts which would identify

them would be used in this thesis. To further protect their igeatich participant was given
a codename and identified by a number M1 to M13 and F1 to F7.
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4.8.3 Analysing the interview transcripts

Content analysis followed by a thematic approach was applied totémeiew transcripts to
identify items relating to the four main themes designed inirttexview guide. Content
analysis is the first stage in the thematic approach and esadentifying codes to categorise
the data (Donovan & Sanders, 2005). Open—coding was used to categuarisubsequently
code the information gained from each interviewee. This prdoegasn with a word—by—
word analysis, which was designed to fracture the data and tlep @r conceptually,
focusing on the dimensions that were relevant to the words or pli@Greesh, 1999). It also
allowed categories to emerge from the data, rather thampiteg to impose already
constructed groupings. Thematic analysis involved identifyinglaih that related to the
classified patterns and themes in the open—coding process. Tkiéaedeatterns were then
expanded and developed to illustrate how they integrated into oteadwidentified patterns
of thought and behaviour (Aronson, 1994).

Identifying patterns in the data through a thematic process w&sv/ad in three main stages:
coding the text; developing descriptive themes; and generatimgiealaor global themes
(Attride—Stirling, 2010; Thomas & Harden, 2008). Thomas and Harden (2008hue by
stating that developing analytical themes is the most diffto describe and can potentially
be the most controversial, since they are dependent on the judgententsights of the
researcher reviewing the data. Nevertheless, the priscst#ls effective in unearthing themes
“salient in a text at different levels...and to facilitate structuring and depiction of these
themes” (Attride—Stirling, 2010, p. 387). Zorn (2010) adapts Owen’'s (18Bg)oach in
providing a practical method of how to identify and generate theéhesgh a thematic
analytical process. His approach requires identifying reaymepetitive and forceful phrases
in the discourse in relation to the research question being akkadlointerview participant.
This involved reading all the transcripts in their entiretythait undertaking any coding,
then transcribing the text into a coded form providing a summary afgiméons, perceptions
and events explained by each interview participant. Descrititeraes were then generated
categorising the individual codes and, finally, analytical loba themes were identified.
The ecological framework used to categorise the variables inqtiestionnaire, and
throughout this study, was applied to the global themes. The approach was used in a
study by Ali, Baynouna, and Bernsen (2010) in their investigation ofabiditators and
barriers to participation in weight management programmes aAragvomen with Type—2
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diabetes. Their research also used thematically—analysedodaentify factors associated
with participation. Beresford et al. (2007) also applied ahogecal framework to categorise
interview outcomes exploring changes in eating behaviours thgermplementation of a

worksite diet and physical activity programme.

The interview outcomes are presented in Chapter 6 of thisthe

4.9 Ethical considerations

Despite the best intentions, any study involving human participaaysimpose burdens on
those participants, and the current study is no exception. Resgaafléhe questionnaire
respondents and interview participants being highly unlikely to experi@mgaeasonable
discomfort (physical, psychological, social), incapacity dc asharm by taking part, it was
still necessary to address any ethical concerns that mayahiaea from the data collection

methods used.

For the questionnaire, the main ethical considerations werdssies surrounding the
respondents’ well-being, obtaining informed consent for the online qaeatre, ensuring
the security of online data and the anonymity of respondents, and toceréki@ the health—

related questions did not cause any undue offence.

It was important to ensure that the personal well-being tfi@de involved in this study was
respected. When the online questionnaire was emailed to prespectployees, they were
given an outline of the research objectives and a summahgiofrights, should they choose
to click on the questionnaire link and take part. Employees could elioasther consider
taking part by looking at the link, or they could delete the EmBrospective respondents
were then also provided with a comprehensive information slet¢&ilinlg their rights. The
issue of informed consent was overcome by making it known from thenegy that
submitting the questionnaire indicated consent for their infoomab be used in this study
(refer to Appendix F). Similarly, interview participantsthe preliminary study and in—depth
interviews were provided with information sheets detailing thghts. All participants were
informed they had the right to refrain from answering any quesdnd would not be

subjected to coercion, force or manipulation.

103



Chapter 4 — Methods

The information provided by employees who completed the questionnairpaaticipated in
the interview process, was kept secure. A password emsyrequired to access the data
hosted by the web development company. There was the pogsibilanother person
hacking into the host site; however, besides being an unlikelytethe consequence of this
move would be innocuous, as the data were downloaded and displayecyntiaatvwould

make little sense to anyone.

The five organisations involved in the questionnaire were asthaé@very effort would be
made to protect their anonymity. Each organisation had no knowledte ajther four
involved in the study. The identity of the organisation involved in iterview data
collection phase was also kept confidential. The namesmndlentifying attributes of each
organisation were not included in any way. Research participatisth the questionnaire
and the interviews were also guaranteed anonymity. Asswrarere made that any findings
would not be specific to an organisation or employee, and would not éhabtientification

of any individual organisation or its members.

The questionnaire was extensively piloted to ensure that the ngoafi health—related
guestions was unlikely to offend respondents. This was necessargespite being
anonymous, respondents may have felt unduly offended by being askedvide pr
information about personal feelings, behaviours and habits. Theiéwequestions were
also piloted on two employees prior to commencing the actual ievesyito ensure the
guestions posed no potential undue harm or embarrassment. All int@aiBgipants were
given the opportunity to withdraw from the study until December 20Na participant

withdrew their involvement.
Separate full ethical approval was applied for and granted for thettquantitative and

gualitative studies by the Massey University Albany Human Et@iosimittee MUAHEC
04/069 and MUAHEC 10/069 (see Appendices J and K).
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4.10 Summary of the methods chapter

This methods chapter has explained the data collection procedsespisns and rationale
of the study. The decision to use a questionnaire as the mairotlatdion method, followed
by in—depth, semi-structured interviews, was considered the nppsopaiate way of
collecting information that would answer the research questioménguthis study: how do
selected variables influence employee participation in workgiaedth promotion activities,
what are the barriers to participation, and how can managedisnise employee participation

in workplace health promotion programmes?

The measures used in the questionnaire were selected so thajusuabsanalysis would
determine the factors associated with participation in vari@tisitees, and the reasons
limiting or restricting employees from participating in aities that were made available to
them. The questions asked in the interview process were ainetidiitng deeper insights
into the factors facilitating, and barriers preventing, pgiton and how managers can find

ways to maximise and maintain participation.
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CHAPTER 5: QUESTIONNAIRE RESULTS

Outline of Chapter Five:

5.1  Results structure
5.2  Outliers, missing data and scale validation
5.2.1 Processing of outliers in the data
5.2.2 Processing of missing data
5.2.3 Processing of data for employees who did not need to participate
5.2.4 Processing of discrepancies found in the data
5.2.5 Validation of scales used in the questionnaire
5.3  Participation data
5.3.1 Participation trends for the nine individual activities
5.3.2 Participation trends for other activities
5.4  Variables associated with participation
5.4.1 Variables associated with participation in specific individual activities
5.4.2  Variables associated with participation in groups of activities
5.5 Barriers to participation
5.5.1  Specific barriers to individual activities
5.5.2  Other barriers to participation
5.6  Summary of questionnaire results

5.1 Results structure

The results of the data collection process are presented inséparate chapters:
Questionnaire Results and then Interview Outcomes. Thedaslts chapter will present the
findings generated by the 883 employees who completed the onlineoquest. This will
begin with an explanation of how outliers and missing data were gadnand how
discrepancies in the data were addressed. The readénemilbe presented with an analysis
of participation trends in the nine activities investigatdte variables associated with

participation, and the barriers hindering and preventing emgéadyem taking part.

5.2 Outliers, missing data and scale validation

Respondents completed the questionnaire online, which meant thatl mhatiauantry was not
necessary. When a respondent submitted their completed questiorthairdata was
automatically transferred onto a spreadsheet and then downloadedh flast database.
Therefore, any unusual responses were attributed to the respondemtthran incorrect data

entry.
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5.2.1 Processing of outliers in the data

Outliers in the questionnaire responses were checked visually and wuasscore
transformations. Visually determining irregularities in thetadwas a relatively simple
exercise, as the information was automatically presentedspremdsheet table. Responses
for each variable were manually assessed to ensure thezenwemusual entries outside a
reasonable and permissible range. This permissible range measonal judgement made for
each variable. For instance, the age of respondents waderaasto fall between 15 and 75
years. If a respondent’s age was outside these parantlesngsponse was considered to be
an error and therefore deleted from that respondent’s data. xXanwle was a respondent
who alleged being 92 years old; this was considered a typing errteredore their age was
deleted from the data. In addition to visually identifying otgliez—scores were also
calculated using SPSS software. As a general rule, a e-iscoonsidered an outlier if it is
less than —3.0 or greater than +3.0 for normally distributed daaing, Krehbiel, &
Berenson, 2006). Items identified as outliers were regardemhpasg errors from the

respondent, either intentionally or unintentionally, and subsequentiyved.

5.2.2 Processing of missing data

Missing data from the submitted questionnaires was attributeor ta result of, either the
respondent choosing not to answer a particular question, not fully taréng a particular
guestion, or data previously deleted because it was identifiad astlier. Missing data was
easily identifiable in the final data set and coded accordinglySIPSS. The online
guestionnaire format was designed so that respondents could continei@gmsyuestions
regardless of whether they had answered a previous question or $mme online
guestionnaires are capable of preventing respondents from contintimtheviquestionnaire
until they have completed each question; this option was not utiisgbésistudy. Evans and
Mathur (2005) recommend that respondents be allowed to continue cowppleti
guestionnaire despite choosing not to answer a previous questios.apfhbach increases
the likelihood of achieving a representative sample by reducingutmber of prospective
respondents who abandon a questionnaire because they are forcedetoadinthwe questions

put forward.
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There were various options that could have been applied to addregsgnaiata. Pairwise
deletion was considered to be the most appropriate choice; whenagmtilevwas analysed,
it was compared with other valid variables. Listwise datetvould have led to too many
cases being removed from the final sample due to the numberiablearincluded in the
guestionnaire. Similarly, omissions in the data appeardx tdistributed in a randomised
way. As a result, none of the cases were manually rednwem the final analysis because of

missing data.

The mean score for each scale used in the questionnaireaiasated using the data
available. If no answer was given for an item, the dealthat particular case was calculated
using the number of items that were answered. SPSS sofiM@ans for such calculations.
This method is considered to be particularly useful for summatddss(De Vaus, 2002),
such as those used in the current study. An alternative would bamdduse answers given
for other questions and calculate a possible response for an uneshsteen. This can be
done by inserting an average response based on the other responsas iterreaHowever,

this approach was not applied because it effectively nigaassing’ a respondent’s answer.

Scale items with a considerable amount of missing data would hequired further

investigation. If a large amount of missing data relating tovamiable had been found, an
analysis would have been undertaken to determine whether thpsaedests who chose not
to answer that question had any identifiable characteristich, & gender—specific or age—
related issues. As missing data appeared to be randoméydspreughout the questionnaire,

there was no need to investigate any of the scale’s.items

5.2.3 Processing of data for employees who did not need to participate

Respondents were asked to comment on the reasons for not pamticipan activity. Some
respondents answered they had no need for a particular healthntitervand that was why
they did not take part in it. For example, a non—-smoker has e teeparticipate in a
smoking cessation programme. In the list of potential bart®reach activity, one option
was, “I don't need to participate”. Therefore, employees wHoirfed this category were
easily identified and subsequently omitted from the logistic ssgva analysis relating to that
particular activity. The reason for removing this data t@aavoid any bias in the analysis.
This was because the variables associated with partaparte not applicable to an employee
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who does not participate in an activity because they simply haveeed to take part. Lewis
et al. (1996) adopted the same approach by removing non—smokers frorantigsis of

variables influencing employee participation in a smokirggagon programme.

Table 5.1 presents the number of employees who did not participatganticular health
promotion activity because they believed they did not need thaityctThis is compared
with the total number of respondents for each activity. As columeetdemonstrates, the
intervention that had the greatest number of employees with no aegalrticipate was
alcohol and drug programmes (44.3%). Counselling and smoking ioaspabgrammes
were also activities that employees believed they hdé lited for (39.5% and 36.2%,
respectively).

Table 5.1

Employees who did not participate in an activity because they consitienedid not need to
take part

Did Not Need to Total

Activity Participate Respondents
n % n

Fitness Testing 7 5.7% 123
Exercise Activities 13 4.8% 270
Health Screening 14 9.1% 154
Health Seminars 12 5.5% 219
Weight Management Programme 41 24.0% 171
Alcohol and Drug Programme 81 44.3% 183
Counselling 295 39.5% 746
Stress Management Programme 96 24.9% 385
Smoking Cessation Programme 108 36.2% 298

5.2.4 Processing of discrepancies found in the data

Extreme outliers and missing data did not appear to pose a probldmns current study.

However, one unforeseen ambiguity did arise. In the first guestspondents were asked to

indicate their level of participation in the nine health proorotactivities — whether they
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enrolled, attended, completed, did not participate, or thoughadtivty was unavailable to
them. Towards the end of the questionnaire, in Questiore4@ondents were asked a similar
question regarding which of the nine activities was availabteem, in which they chose not
to participate. Both questions should have produced the same respéimsesver, some
respondents indicated in the first question that an activity wasvadable to them, but went
on to indicate it was available but they had not participated whesd @ssecond time (refer

to Questions 1 and 12 in Appendix E).

Possible reasons for this discrepancy were that some respoedefdshave misread the
guestion, or realised that an activity was available at therkplace but, because it might
have incurred a cost, or been unavailable to them for persoasbn® they had not
participated. Questions 1 and 12 were designed to collect diffda¢a; question one was
designed to gather information as to what programmes were cositheranost popular

among employees, while Question 12 was designed to gather infamnaibut specific

barriers to each activity not participated in, rather tharfimonthe answers supplied in

guestion one.

The differences in each question ranged from 0.6%, for smoking ioespatgrammes, to
23.1%, for counselling activities. Further investigation revkdte difference between
answers for counselling activities was predominantly becaspemdents stated they did not
need a particular activity and were removed from the logisgcession analysis. Questions 1
and 12 were designed to be analysed separately, thereforbamges were made or cases
deleted from either question. This was considered to be morepajape than attempting to

corroborate answers by speculating which response was correct.

5.2.5 Validation of scales used in the questionnaire

The scales used in the questionnaire were adapted from previesgtyl and validated
measures. Despite these reassurances, Field (2005) is maayfvho advocate testing the
reliability of scales used in any new questionnaire, to gaugen®each scale consistently
reflects the construct it is measuring. Considering thisnlacha coefficients were used to
verify each scale used in the questionnaire. Generallypab@cha value of above .80 is

considered acceptable (Munro, 2001). However, Kline (1999) considatsaf point of .70

is also acceptable, particularly when dealing with psycholbgmastructs. Cortina (1993)
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further suggests that even lower Cronbactalues are considered respectable, and reliable, if

the number of items on the scale is low.

Table 5.2 presents the Cronbackheliability scores for each scale used in the questionnaire.
As the second column in the table shows, each scale was found ta@dwmdenternal
reliability considering the number of items for some measuiesernal reliability scores
ranged from .67 to .91. The health climate scale had anahtediability coefficient of .67,
which was considered acceptable for a scale with only fiares (Cortina, 1993). A longer
scale with a greater number of items would have possibly sedethe internal reliability;
however, the 5-item scale used in the questionnaire to mdaealte climate was judged the
most appropriate, when considering the overall length of the igoeaire. It was more
important to achieve the biggest sample possible, being esdentihk logistic regression

analysis used to examine the data.

Table 5.2

Cronbacha internal reliability scores for the scales used in questionnaire

Scale Cronbach’s a Number of Items Number of
in Scale Respondents
Job Flexibility .79 5 811
Co-worker Support .88 9 798
Health Climate .67 5 804
Supervisor Support 91 8 796
Perceived Stress 77 4 784
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5.3 Participation data

The first objective of the questionnaire was to establishathiwities in which employees
most readily participated. Respondents were asked if theicipateéd in fitness testing,
exercise activities, health screening, health seminargghtvenanagement programmes,
alcohol and drug programmes, counselling, stress managemeneimigng and smoking
cessation programmes. Employees who chose not to participateparticular activity
because they did not need that activity were removed from tigssnaentifying variables

influencing participation.

When the questionnaire was developed, the intent was to eaihterrdifferent ways an
employee could participate in different activities. Resporsdemtre asked if they enrolled,
attended, completed or did not participate in each activitye purpose of this measure of
participation was to recognise that different activitiegune different levels of participation.
For example, participating in a health seminar activity meguan employee to attend a
health—related talk, whereas participating in a smoking ¢esgatogramme requires greater

intensity and commitment by completing the programme.

It was hoped that this broad measure of participation would idetitéyvarious ways

employees patrticipate in different activities. Unfortungtemall participation rates for some
activities meant separating participation into groups who enrolithdeed or completed the
activity was ineffective as the numbers of participantsewo small to provide any
meaningful information. As a consequence of this, the diffidelcision was made to
combine the levels of participation. Respondents stating tiegt ¢nrolled, attended or
completed an activity were categorised as a ‘participanthat activity. Respondents who
stated that they did not take part in that activity wetegmised as a ‘non—participant’. This
was considered necessary for this study. However, adopting adebngive measure of

participation recognising the different levels of involvementheoretically strong and future

studies with larger samples would successfully benefit trosnapproach.

5.3.1 Participation trends for the nine individual activities

Table 5.3 offers the results of the employees who paat®ipand did not participate in the

nine health promotion activities investigated. The activitieh the highest participation
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were exercise activities (55.3% of respondents) and healthn@emi41.4%). The
percentages were calculated from the number of particigarttsnon—participants in each
activity, shown in the last column of Table 5.3, when thaviactwas available to them at
work. The second column shows employees who did not participate ictigity avhen it
was available to them. Smoking cessation initiatives hadhitjieest proportion of non—
participants (95.3%), followed by alcohol and drug programmes (93.I%9.final column,
total participants and non—participants, shows that counsellingpeishéalth promotion
initiative most known and commonly available to employees, fatblwy stress management

interventions and exercise activities.

Respondents participated in an average of 1.8 activitieh; eat% of respondents
participating in at least one activity, 9.1% in two acigtand less than 0.1% participated in
more than five activities; 24.9% of respondents did not paatieim any of the nine activities
investigated.
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Table 5.3

Employees who patrticipated and did not participate in the nine health pronextiosities
investigated in the questionnaire

Participants Non—participants Total
Activity
n % n % n
Fitness Testing 40 34.5% 76 65.5% 116
Exercise Activities 142 55.3% 115 44.8% 257
Health Screening 48 34.3% 92 65.7% 140
Health Seminars 85 41.1% 122 58.9% 207
Weight Managemer
27 20.8% 103 79.2% 130
Programme
Alcohol and Druc
7 6.9% 95 93.1% 102
Programme
Counselling 118 26.2% 333 73.8% 451
Stress Manageme
61 21.1% 228 78.9% 289
Programme
SmokingCessatior
9 4.7% 181 95.3% 190

Programme

5.3.2 Participation trends for other activities

Questionnaire respondents were asked if they participated in hay le¢alth promotion
activities at work. Figure 5.1 demonstrates the most frelyueited other activities
employees participated in were walking—related initiativédsxamples included a ‘10,000
Steps’ programme encouraging employees to wear pedometersageettCBluff’ challenge,
‘walkathons’, the annual ‘Round the Bays’ event held in Auckland, lanchtime walks.
Despite exercise activities being included in the nine iiesvinvestigated, an additional 63
respondents still considered walking as being a separatetyactot covered under the
umbrella of exercise activities. These were not added todh#er of respondents who
indicated they participated in exercise activities becattse further investigation, it was
found that 37 of the respondents had already stated they pdTip exercise activities.
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Figure 5.1 shows that receiving a flu injection was tleoisé main health initiative available
at work (17%, n = 153). A further 8% of respondents cited they hadipatéd in general
health and safety initiatives, another 8% had read and acted upon eigom@mation
provided to them, and an additional 8% had attended a workshopr teealth expo.

Health and Safety

related initiatives

(n=12) Employees

advising other
employees

(n=5)

Health Expos/talk
workshops
(n=12)

Flu Injections
(n=26)

Walkathons
Pedometers
(n=63)

Gym memberships
(n=4)

First Aid Courses
(n=4)

Ergonomic

(n=15) (n=12)

Figure 5.1: Employee patrticipation in health promotion activities, whichen®st included in

the activities investigated in the questionnaire (n = 153).

5.4 Variables associated with participation

This investigation applied an ecological approach as a wagtefjarising the key variables
thought to predict participation in workplace health promotion programmgure 5.2
presents the individual, social and organisational predictor blasiameasured in the

guestionnaire.
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f INDIVIDUAL variables: \

* Demographic indicators
* Perceived health status
* Stress

* Job satisfaction

Categories of variables
believed to be associated

with employee SOCIAL variables:
participation in
workplace health

* Co—worker support

promotion programmes *  Supervisor support

ORGANISATIONAL variables:

* Organisational climate
* Job flexibility

Figure 5.2: Individual, social and organisational variables investigated to determine any
associations with employee decisions to participate in workplace hgaltmotion

programmes.

The previous methods chapter (Chapter 4) outlined the logistiessagn analysis procedure
used to examine the questionnaire data. The outcomes of thisimaatypresented here in
two sections. The first section focuses on the variablesvrat found to be associated with
participation in the eight individual activities investigatadtihe questionnaire (alcohol and
drug programmes were removed because the low sample size diteebthe criteria for
logistic regression analysis). The second section presentarifibles that were found to be
associated with participation in the three ‘composite varsabietal combined participation,
participation in education—orientated activities, and participatiorbehavioural change

activities.
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5.4.1 Variables associated with participation in specific individual activities

Table 5.4, on page 119, presents the significant findings for legitic regression model

identifying variables associated with each individual activithe column headed Exp(B) is
particularly useful in that it indicates the change in odds. tisrstudy, the change in odds
refers to the change in participation; it can be interpretet@sinit change in the predictor or
variable increasing or decreasing the likelihood of a partictdae being classified as a
participant or a non—participant (Field, 2005). In other words, aprddictor changes, the

likelihood of an employee participating will increase or desess a result. The relationship
between a change in the predictor variable and participatiden®nstrated by the B—value.
Positive B—values indicate that as the predictor value inese#i®e likelihood of a case being
correctly classified as a participant also increadé=gative B—values indicate if the predictor

value increases, then the likelihood of participation deses.

As evidenced in Table 5.4, gender is an obvious predictor of ipattan. However, unlike
the other variables tested, an employee’s gender will not chamgsituations such as this,
correct coding in SPSS and subsequent crosstab analysis is requdentify whether men
or women have the greater association with participatiorosstab tests confirmed that in
each instance where gender was associated with participé&tiea.s women who were more

likely to participate.

Another useful piece of information drawn from the logistic regoesanalysis is the model
variance. This is indicated by the Cox and Snell and Nagelkeatistiss. These figures can
be interpreted as an indication of the amount of variance in tpendent variable
(participation) that can be explained by the model. For exaffaopl&tness testing, the model
explained between 17.3% and 24.1% of the variance in the likelihabdriremployee would

participate.

Taking this information into consideration, a number of variables ¥oemd to be associated
with participation in the eight individual activities analgse An employee’s gender was
associated with the largest number of activities. The Begaland Exp(b) statistics
demonstrate that women are more likely to participate medg testing, exercise activities,

weight management programmes, and counselling.
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Perceived stress was associated with participation in thirébe eight activities: fitness
testing, counselling, and smoking cessation programmes. Howasvedicated by Table 5.4,
the effect of stress on participation depends on the actifihe Exp(b) values demonstrate
that when an employee’s perceived stress increases, theglrapst twice as likely to
participate in counselling initiatives, and almost three simeore likely to participate in
smoking cessation programmes. The opposite is true for fiteeiag. Exp(b) values
indicate that as an employee’s perceived stress increésgsre less likely to participate in a

fitness testing health initiative.

Perceived health climate was associated with employeieipation in exercise activities and
health seminars. As an employee’s perceptions of the organisdtiealth climate increase,
they are three times more likely to participate in eser@ctivities, and twice as likely to

participate in health seminars.

As with perceived stress, an employee’s age also had aediffeffect on the likelihood of
participating in different activities. Age was assamibitwith participation in exercise
activities and health screening initiatives, but in oppositgswarable 5.4 shows that as an
employee’s age increases, they are less likely to partcipatxercise activities; however, as
an employee’s age increases, they are considerably mofg likeparticipate in health
screening initiatives at work.

Perceived job satisfaction was found to have a positive associaith participation in
weight management programmes and counselling initiativean &mployee’s perceived job
satisfaction increases, they are more likely to partieipacounselling initiatives, and twice

as likely to participate in weight management programmes.
Perceived supervisor support was found to have a marked assoasth employee

participation in stress management programmes; as perceivewisopsupport increases,

employees are twice as likely to participate in this typatervention.
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Table 5.4

Odds ratios from logistic regression analyses predicting the sftdatlifferent variables on
the likelihood of employees participating in workplace health pramaitctivities

Participation at 95% CI for Exp(B)

Predictors B S.E. Wald Sig. Exp(B) Cl LowerCI Upper
Variables associated with participation in Fitn€ssting

Stress -1.33: 0.444 9.012 .003 0.26¢ 0.111  0.630
Gender —1.46: 0.549 7.097 .008 0.23: 0.079  0.679
Model variance 0.173 (Cox & Snell) 0.2MBagelkerke)

n 9€

Variables associated with participation in Exerdséivities

Health climate 1.09: 0.268 16.651 .000 2.98¢ 1.765 5.046
Gender -0.66: 0.313 4.478 .034 0.51¢ 0.279  0.952
Age -0.02¢ 0.013 4.968 .026 0.971 0.946  0.996
Model variance 0.123 (Cox & Snell) 0.16&gelkerke)

n 22t

Variables associated with participation in Healthe®ning

Age 0.03¢ 0.016 4.536 0.033 1.03¢ 1.003 1.067
Model variance 0.040 (Cox & Snell) 0.05=(elkerke)

n 11¢

Variables associated with participation in Healémhars

Health climate 0.66¢ 0.26€ 6.219 0.013 1.94:¢ 1.153 3.274
Model variance 0.037 (Cox & Snell) 0.08&gelkerke)

n 17¢

Variables associated with participation in Weigharidgement Programmes

Gender —1.74¢ 0.679 6.611 0.010 0.17¢ 0.046  0.660
Job satisfaction 0.68 0.294 5.462 0.019 1.987 1.117  3.533
Model variance 0.127 (Cox & Snell) 0.19&gelkerke)

n 107

Variables associated with participation in Courisgll

Stress 0.55: 0.172 10.281 0.001 1.73¢ 124 2436
Gender -0.79: 0.292 7.380 0.007 0.45z 0.255  0.802
Job satisfaction 0.27¢ 0.119 5.332 0.021 1.31% 1.043 1.664
Model variance 0.054 (Cox & Snell) 0.0R&gelkerke)

n 36€

Variables associated with participation in Stressmhfiement Programmes

Supervisor support 0.68( 0.25E 7.095 0.008 1.97: 1.197 3.254
Model variance 0.031 (Cox & Snell) 0.0M&gelkerke)
n 24¢

Variables associated with participation in Smokires€ation Programmes

Stress 1.01: 0.464 4.758 0.029 2.75¢ 1.108 6.842
Model variance 0.027 (Cox & Snell) 0.08&agelkerke)
n 16€
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5.4.2 Variables associated with participation in groups of activities

In addition to investigating the factors associated with ppation in individual activities,
three new groups of activities were also examined. These to&al combined activities,
educational activities, and behavioural change activities. rakienale for this was to
consider whether associations existed for the variables and emgayticipation in groups
of similar activities. An additional advantage was theitghib indirectly include alcohol and

drug programmes in this analysis.

Total combined participation included the information for all nineviddial activities. The
education—orientated activities group included fitness testingthheateening initiatives,
health seminars, weight management and stress managemeninpnegta The behavioural
change activities included exercise activities, alcohol and grogrammes, counselling, and
smoking cessation programmes. As earlier described, thenrbakind these groupings was
based on the level of intervention and the commitment typicetjyired when participating
in each activity. For example, health seminars typicallyuire an employee to attend a
lecture designed to educate or create awareness of aulgartiealth issue. Other activities,
such as smoking cessation programmes, are designed to createcifitatef a particular
behavioural change. These types of interventions require consyderat# effort from the
employee in order to participate.

Table 5.5, on page 122, shows a number of variables wereicagtly associated with
participation in the three groups of activities. As with ti@ividual activities, an employee’s
gender was also associated with participation in the combinidties. As with the

association between gender and participation in individual ae8yitwomen were
considerably more likely to participate in all of the gradipetivities.

The likelihood of participating in education—orientated activitves influenced by the age of
employees. This study found that as an employee’s age ingreélsdikelinood that they

will participate in an education—orientated activitylsoamore likely to increase.

Perceived job satisfaction was associated with participatiothe group of behavioural
change activities; as an employee’s perceived job satmfacitreases, the likelihood of their

participation in these activities increases by 1.3 times
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An employee’s perceived stress was associated with pattaipin the total combined
activities and behavioural change activities. In both groups, ragiped stress increases,

they are more likely to participate.

Perceived health climate was significantly associatatl participation in all three of the
combined groups. Table 5.5 demonstrates that as perceptidrealti climate increase,
employees are almost twice as likely to participate in timebined activities and behavioural

change activities, and 1.5 times more likely to paréite in education—orientated activities.

An employee’s perceived job flexibility was also found to influepeeticipation in the
groups of total combined activities and education—orientated agsivitiAn increase in
perceived job flexibility is likely to result in an increaseemployee participation by a factor
of 1.3. This differs from the individual activities, where mgngicant association between
job flexibility and participation was identified.
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Odds ratios from logistic regression analyses predicting the sftdatlifferent variables on
the likelihood of employees participating in grouped workplace heattimotion activities

Participation at 95% CI for Exp(B)

Predictors B S.E. Wald Sig. Exp(B) Cl Cl
Variables associated with participation in totaintdned activitie

Gender 0.581 0.181 10.54¢ .001 0.55¢ 0.39 0.79:
Stres: 0.45z 0.121 14.00¢ .00C 1.572 1.24 1.991
Health climate 0.63¢ 0.14Z 19.96: .000 1.89C 1.429 2.49¢
Job flexibility 0.25¢ 0.092 7.941 .005 1.29¢ 1.082 1.55Z
Model variance 0.074 (Cox & Snell) 0.10agelkerke)

n 662

Variables associated with participationeducatiororientate: activities

Gende -0.551 0.23¢ 5.34¢ .021 0.577 0.36z 0.91¢
Age 0.02:¢ 0.009 6.014 .014 10.2: 1.005 1.04:
Health climate 0.40¢ 0.180 5.106 .024 1.50: 1.056 2.141
Job flexibility 0.26° 0.121 4.727 0.03 1.301 1.026 1.65(
Model variance 0.061 (Cox & Snel 0.083 (Nigelkerke

n 404

Variables associated with participation in beharabechange activities

Gender 0.74¢ 0.198 14.33 .000 0.47: 0.321 0.69:
Stress 0.637 0.136 22.05¢ .000 1.897 1.450 2.46i
Job satisfaction 0.24¢ 0.092 7.106 .008 1.27¢ 1.067 1.53¢
Health climat 0.58¢ 0.15¢ 14.67: .00C 1.801 1.33: 2.43:

Model variance

n

652

0.087 (Cox & Snell) 0.1Aagelkerke)
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5.5 Barriers to participation

This section presents the questionnaire results relating tmathiers to participation. Data on
what prevents employees from participating were colleatetivo ways: first, respondents
were provided with a list of known barriers to participation and castiendicate if any of

those reasons applied to them; and secondly, respondents werergoenaended question

asking them to comment on any other reason which would preventiothieir participation.

5.5.1 Specific barriers to individual activities

Questionnaire respondents were presented with the list of civéies investigated in this

study and asked to indicate if they did not participate in arlgase activities (Question 12,
Appendix E). Only those respondents who did not participate in Eartactivity were

then asked to comment on what prevented their participationhém words, their reasons for
not participating related to specific activities and not @ognes in general. The online
guestionnaire was designed so that if a respondent did not pagticigatercise activities and
weight management programmes, for example, they wergetiréz a question asking them
to provide the reasons why they did not participate, first inceseactivities, and then weight
management programmes. This may appear repetitive in thequagstionnaire in Appendix

E, however, online it was seamless and specific to §pprelent’s previous answer.

The list of barriers were: the activity was scheduleadrainconvenient time, they did not
know enough about the activity, they had too many family commitmentsvork
commitments, they were too embarrassed to participate dileyot believe participating in
the activity would work for them, and they did not trust their suipers with information
about their health (refer to Question 13, Appendix E).

Table 5.6 presents the specific barriers to participatiohemine activities included in the
guestionnaire. For each barrier to participation, a percemegurrence rate was calculated
based on the total respondents who indicated they chose not toppéetizi a particular
activity. Table 5.6 establishes that inconvenient schedulisgtiieamost common reason for
not participating in exercise activities (21.8%, n=78), hesafifteening assessments (28%,

n=66), health seminars (29.3%, n=58) and weight management progsaf80%, n=40).
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Having inadequate information about an activity was another lgaddason for not
participating in health screening assessments (28%, n=66) andainer@ason for not

participating in stress management programmes (28.6%, n=63).

Respondents stated family commitments as the main reasarotfdaking part in fithess
testing initiatives (24.2%, n=66) and exercise activittisg§%, n=78).

Participation in counselling initiatives that were avadallas found to be hampered by
feelings of embarrassment (24.2%, n=124). Low self-efficacynar believing the
intervention would work was the most common barrier to participati@ansmoking cessation

programme (38.1%, n=21).

Not trusting what a supervisor might do with information aboutr thealth was the main

reason respondents chose not to take part in alcohol and drug pregd60%, n=8).

Table 5.6

Reasons given by employees for why they chose not to participake inine health

promotion activities that were available to them at work

Reasons for not participating

] Self-

Activities Scheduling Knowledge Family Work  Embarrassed efficacy Trust Total
% % % % % % (n)

%

Fitness Testin 21.2 21.2 24.2 15.2 7.6 3.0 7.6 66

Exercise Activities 21.8 17.9 21.8 17.9 7.7 6.4 6.4 78

Health Screening 28.0 28.0 12.0 14.0 4.0 6.0 8.0 50

Health Seminar 29.3 19.0 12.1 24.1 5.2 5.2 5.2 58

Weight Management 30.0 17.5 125 10.0 12.5 125 5.0 40

Programmes

Alcohol & Drug 0.0 25.0 0.0 0.0 12.5 12.5 50.0 8

Programmes

Counselling 7.3 22.6 7.3 9.7 24.2 9.7 194 124

Stress Management 11.1 28.6 9.5 12.7 11.1 14.3 12.7 63

Programmes

Smoking Cessation 4.8 28.6 4.8 4.8 0.0 38.1 19.0 21

Programmes
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It was also possible to use the questionnaire data to inatestighether any other variables
were related to the barriers to participation. Non—paracnieisis were performed to explore
if there were any significant associations between pexddparriers to participation, and the
individual, social and organisational variables included in the queestire. Chi—square tests
for independence and Mann-Whitney U tests, which make no assumptemdimggthe
distribution of an underlying population, were the most appropriateststal analysis options
for the data. The variables were also a combination of nomithbrdinal scales, which are
ideal for Chi—square and Mann—-Whitney methods of analysis (P&lz06).

Individual variables associated with barriers to paséition

Applying an ecological approach, the individual, social and orgamiedtivariables were
tested to identify if they were associated with the perdeivarriers to any of the nine
activities explored in the questionnaire. The individual vaemliested were age, gender,

health status, perceived stress, and perceived jobesaitist.

A significant association was found between gender and an employsgido participate in
a weight management programmn®él) = 4.17, p = .041. This represents the fact that men
were 2.5 times more likely to believe they did not have @htgroblem, and therefore had

no need to participate, compared with women.

Perceived job satisfaction was associated with a lackeefl to participate in workplace
counselling initiativeg3(2) = 10.17, p = .006. Subsequent ratio calculations demonstrated
that employees with high perceived job satisfaction were 2gstimore likely to believe they
had no need to use counselling services available at work.

An employee’s personal health status also strongly related tormdoenuof barriers to
participating in counselling initiatives at work. Having no nemdake part was associated
with higher perceived health stat#$2) = 6.94, p = .031. Employees in good health were 1.5
times more likely not to need counselling. Similarly, employee®ry good health were less
likely to cite a lack of trust as a barrier to participatimgounselling activitieg?(2) = 10.79,

p =.005.
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However, employees with lower perceived health status wendisantly less aware about
the counselling services available to thg#2) = 12.59, p = .002, compared to those who
believed they were in very good health. In the same way eegdoyho rated their health as
being poor were significantly more likely to feel embarrasssout attending a counselling
service compared to those who felt they had fair or gend health?(2) = 15.43, p =.000.

Smoking status was significantly associated with employees choneintp participate in
stop smoking programmes because they had no need to tak@(part 36.39, p = .000.
Unsurprisingly, non—-smokers were more likely to have no need toipatéidn a smoking

cessation programme.

Mann-Whitney calculations provided evidence of a number of other individarables

having a small to medium effect on the barriers to particigan the nine separate activities.
The effect size is based on Field’s (2005) suggestionrtha® illustrates a medium effect
size, and > .5 should be the threshold for a strong effect size. eTaBl demonstrates that an
employee’s perceived stress was significantly associaté mwany of the barriers to
participation in different activities, most notably in counsellsggvices. Employees with
higher perceived stress were more likely to report feeling eadsed, lacking trust in

managers, and not believing a counselling service would workéar.t

From a different perspective, earlier logistic regressinalysis found that perceived stress
was not a strong predictor of participation in stress managepnmegrammes; however, as
Table 5.7 shows, it was significantly associated with a numbbarriers to participating in
stress—related interventions. These included a lack of Hal&ey, not trusting managers,
and having no perceived need to participate. Employees witierjgerceived stress cited
self-efficacy and trust as barriers to participating in stregnagement programmes.

However, somewhat predictably, employees with lower straddess need to take part.
The hours an employee works each week had a small to medient eff the barriers to

participating, particularly in counselling programmes. Surprigirgmployees who worked

longer hours per week were found to be less likely to need vemdglounselling services.
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Significant associations between individual variables and the reasons fparimipating in

health promotion activities

Variable Activity Reason U Sig. r
Perceived stress Counselling Embarrassed 3058.500000. -0.137
Inconvenient schedule 1062.00 0.043 -0.142
Insufficient knowledge 3002.50 0.000 -0.132
Lack of self-efficacy 1288.50 0.025 -0.209
No need 11546.00 0.000 -0.261
Trust 1868.50 0.000 -0.103
Work commitments 1236.00  0.006 —-0.115
Exercise activities Insufficient knowledge 396.50 .01 -0.310
Stress management Lack of self—efficacy 301.00 9.00-0.241
No need 3247.00 0.003 -0.254
Trust 390.50 0.030 -0.154

Weight management

Inconvenient schedule

37450 00.04-0.170

Hours worked

Counselling Embarrassed 3716.50 0.006-0.203
Family commitment 1045.5( 0.037 -0.112
Insufficient knowledge 3629.00 0.008 -0.216
No need 13338.00 0.040 —-0.205
Work commitments 141850  0.021 —-0.230
Health seminar Lack of self—efficacy 43.50 0.034 .159
Weight management No need 1030.00 0.005 -0.138

Age Health screen Inconvenient schedule 257.00 020.0 -0.193
Lack of self—efficacy 21.00 0.012 -0.187
Stress management Lack of self—efficacy 390.50 7.03-0.101
Work commitments 360.00 0.022 -0.231
Weight management Insufficient knowledge 157.00 10.0 -0.174
Tenure Alcohol and drugs Insufficient knowledge 5P. 0.034 -0.224
Fitness testing Family commitments 300.00 0.047 29D.
Inconvenient schedule 255.00 0.021 —-0.259
Health screen Inconvenient schedule 272.00 0.004 .20¥0
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Social variables associated with barriers to partiopat

Social variables were found to have little effect on predictiagicipation in the logistic
regression model; however, they were related to the reagonstf participating. Table 5.8
illustrates that supervisor support was a relatively sialkignificant barrier to participation
in counselling services, predominantly because of feelings baeassment or inconvenient
scheduling. In all instances, low perceived supervisor suppora Wagier to participating in
counselling interventions; however, employees with higher percsiveervisor support were
significantly less likely to attend a counselling interventidrhe same result was also found

for stress management programmes.

Perceived co—worker support had a small to medium but signifasstciation with not
taking part in counselling interventions. Again, employees wigher co—worker support
were less likely to need workplace counselling, whereas, thitbdess co—worker support
were more likely to cite embarrassment, scheduling, ladnofvledge, and trust as barriers

to participating in counselling services, exercise a@wjtand drug and alcohol programmes.
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Significant associations between social variables and the reasonstfparticipating in
health promotion activities

Variable Activity Reason U Sig. r
Supervisor support Counselling Embarrassed 3747.50.006 -0.206
Inconvenient schedule 906.50 0.013 -0.193
Lack of self—efficacy 1430.50 0.023 -0.191
No need 12052.00 0.000 -0.173
Trust 2868.00 0.003 -0.171
Work commitments 1090.00 0.002 —-0.169
Smoking cessation Insufficient knowledge 24350 28.0 —-0.150
No need 2878.00 0.006 -0.136
Trust 113.00 0.021 -0.125
Stress management No need 3191.50 0.004 -0.123
Trust 204.50 0.001 -0.114
Health screen No need 375.50 0.027 —-0.165
Health seminar Trust 15.00 0.008 —-0.157
Weight management  Trust 7.50 0.023 -0.096
Co—worker support Counselling Embarrassed 3796.00.0130 -0.254
No need 12326.50 0.000 -0.251
Trust 2689.00 0.001 -0.235
Work commitments 1590.00 0.055 —-0.229
Exercise activities Inconvenient schedule 485.00 019. -0.222
Insufficient knowledg 399.0( 0.017 -0.21:
Stress management No need 3511.00 0.019 —-0.209
Alcohol and drugs Trust 46.50 0.009 -0.260

Organisational variables associated with barriers tiicpzation

Table 5.9 reveals that how an employee perceives their catjanis health climate had a

small but significant effect on the reasons for not taking paat iange of health promotion

activities. Notable reasons included embarrassment, aadkeof trust in managers when

considering whether or not to participate in counselling, fittestng and alcohol and drug
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programmes. In each case, a lower perceived health clwaserelated to the specific
barriers to participation in counselling, exercise activitigeess testing, health screening,

smoking cessation, alcohol and drug, and stress management pragam

Perceived job flexibility was also found to have a small butiagnt relationship with the

reasons for not participating in workplace counselling interventidnack of perceived need

to take part, and too many work commitments were alsaecktatjob flexibility.

Table 5.9

Significant associations between organisational variables and the reasamst for
participating in health promotion activities

Variable Activity Reason U Sig. r
Health climate Counselling Embarrassed 3925.50 60.00-0.261
No need 13592.50 0.004 -0.244
Trust 2684.50 0.001 -0.243
Exercise activities Insufficient knowledge 327.00 .0B -0.230
Fitness testing Embarrassed 85.50 0.037 -0.226
Health screen No need 361.00 0.014 -0.205
Smoking cessation Insufficient knowledge 269.50 48.0 -0.203
Alcohol and drugs Trust 53.50 0.011 -0.266
Stress management Lack of self—efficacy 442.50 .02 -0.191
Job flexibility Counselling Embarrassed 4156.50 38.0 -0.166
Lack of self—efficacy 1337.50 0.010 -0.151
Trust 3268.50 0.019 -0.141
Work commitments 1402.00 0.016 —-0.138
Alcohol and drugs No need 842.00 0.035 -0.170
Health screen Insufficient knowledge 349.00 0.008 0.127
Health screen No need 385.00 0.022 -0.119
Health seminar Work commitments 438.00 0.048 -0.117
Smoking cessation No need 2951.50 0.006 -0.106
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5.5.2 Other barriers to participation

In addition to identifying the reasons employees did not participatee nine individual
activities, the questionnaire also sought information on any othtergatbat the respondents
felt restricted, limited or prevented their participationainy way. Unlike the previous
guestion, which was designed to identify the barriers to individiditges, this question was
open—ended and related to health promotion programmes in general. Htigrgwas put to
all questionnaire respondents, even those who might have paeitipaall the activities
available to them. Content analysis was applied to andigseresponses, and, following an
ecological approach, the general reasons were -categorisechdasdual, social or

organisational factors.

These results were used to develop the next phase of the dattiaoleocess: the 20 semi—
structured interviews (presented in the following chapter),r@dyemore rigorous thematic

analysis was applied to the entire interview transcripts.

In total, 32 different reasons were identified as ‘other’ bemrigreventing or limiting

employee participation in general health promotion programmes.e Babd demonstrates
that organisational factors were most often cited as bsutogparticipation, making up 73.0%
of the reasons given. Individual factors were the second stbleyel of influence (19.1%)
and social factors were found to contribute only 7.9% of the geneasloms for not

participating.
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Reasons questionnaire respondents gave for not taking part in workplace peatiotion

programmes
Barriers to participation Frequency % within category
Individual barriers
Exercise outside of work 5 17.2
Lack of motivation/laziness 5 17.2
Not being organised enough 4 13.8
Prefer to see own doctor 4 13.8
Injury 3 10.3
lliness 2 6.9
Lack of interest 2 6.9
Pregnancy 1 34
Having a disability 1 3.4
Confidentiality issues 1 3.4
Lack of confidence 1 34
Social barriers
Family commitments 3 25.0
Lack of management/supervisor support 3 25.0
Poor attendance by other colleagues 25.0
Childcare responsibilities 2 16.7
Pressure from other colleagues 1 8.3
Organisational barriers
Workload/deadlines 21 18.9
Location 20 18.0
Only available in employee’s own time 17 15.3
Lack of information 10 9.0
Staff restrictions on participation 9 8.1
Not offered during work hours 6 5.4
Cost 6 54
Too short notice 6 54
Mobile job/no permanent office 3 2.7
Lack of facilities 3 2.7
Shift worker/part—time worker/contractor 3 2.7
Lack of communication/promotion 2 1.8
Unusual work hours 2 1.8
Negative culture 1 0.9
Activities too irregular 1 0.9
Small office 1 0.9
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Respondents provided some insightful and detailed reasons for rioippéirtg. Employees

who already exercise regularly cited their current actilatyels as a reason for not taking
part:

At present | play hockey twice a week and go togim three times a week so do not feel like |

would actively participate in any further exercjsegrammes.

I am in close proximity to the gym, so pay for aker/shower there and run around the park in my
lunch hour. This is all | really need.

Conversely, other questionnaire respondents were openly honest abolaictheif personal
motivation to participate:

I have a real lack of motivation to exercise duting winter months!

I'm far too poor and lazy to join.

Family commitments, predominantly childcare responsibilitie,e barriers to participation.
One example of family commitments prevention participation was

The company does not offer any incentives to joigyen or participate in sport. In fact, this
company makes us work 6 days a week, which leaves day only for family and other

commitments. | have a fairly physical job but aftewhile work is just work and does not make
you fit.

Perceived supervisor support was another cited reason for notpaainig. One respondent
effectively summarised the opinions of others, writing:

My immediate manager needs to be proactive fronstag in promoting these health promotion
activities. He needs to take an upfront role incemaging people to participate, as people often
need to be persuaded.

Perceived lack of time was a common barrier, caused byglated task requirements, heavy

workloads and deadlines, and extra—curricular activities and rabpities. Responses
included:
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Time, time, time...it waits for no man. There ardy so many hours in a day and | am heavily

involved both at work and in my personal life (fiynchurch, sporting commitments).

Sometimes tight deadlines mean that you cannoicfate, as the deadline is considered more

important, because the company comes before pénseeds.

Work pressures allow for no downtime. | am notreeehieving expectations so the thought of

taking time out to do exercise or other activitiees not sit easily with me.

| don't participate because of my heavy work volum&o overcome my workload in order to
participate | would have to start work earlier amd the day later. If need be, | would even need
to come into the office during weekends in ordecamplete work.

The online nature of the questionnaire meant that participants framethroughout New

Zealand.

activities.

One reason for not participating was the geograpbdedion of health promotion

A number of respondents noted that activities wehg available in Auckland.

Employees working in offices outside the greater Auckland areee veonsiderably
disadvantaged:

Often health promotion activities are availabletet Head Office in Auckland, but they are not
available to those outside of Auckland. We seegetooverlooked.

A number of activities are only practical for larggroups or only available in Auckland so we

can't participate in them. We miss out on manthef activities that the Auckland people can be a
part of.

When health promotion activities were on-site or located neamgployee’s workstation,

issues with staffing restrictions and staff members leatiay desks or phones was another
major barrier to participating:

Sometimes the timing of certain things may not bevenient as we are in a call centre and other
parts of the company are not, so it's easier fos¢hstaff go to these things and harder for me due
to phone calls all day long.

Depending on the organisation and the type of health promotion actieitiesed, an

organisation may cover all expenses and costs incurred, or tileyem could be asked to

contribute.

Only one of the five organisations involved fully subsili employee
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involvement in all of the health promotion activities availab®onsidering this, participation
in workplace health promotion activities is compromised when anogewlis asked to pay

for an activity or service. Two similar viewpoints were

The cost is a disincentive to participate. If eoyprs want their staff to participate in these

activities then it should be fully subsidised.

| decided not to take part in the lunchtime yogessés as I'm on a budget and | couldn’t afford to
go.

5.6 Summary of questionnaire results

This study was designed to identify and assess the variablesatsd with, and barriers
preventing, employee participation in workplace health promotion gnoges, and provide
ways for managers to maximise employee participation ratethé health promotion
programmes in their organisations.

From the nine activities investigated, exercise activiied heath seminars were found to
attract the highest proportion of employees, while smoking cessatid alcohol and drug

programmes were supported by the fewest employees.

Table 5.11 on the following page provides a summary of the vasiadsociated with
participation and the barriers to participation identifirethe questionnaire.
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Summary of the variables associated with participation, and the bsarrleniting

participation, in different health promotion activities

Activity

Variables associated with
participation

Barriers preventing
participation

Fitness testing

Perceived stress
Gender

Family commitments
Inconvenient scheduling

Lack of knowledge/information

Exercise activities

Perceived health climate

Inconvenient scheduling

Gender Family commitments
Age
Health screening Age Inconvenient scheduling

Lack of knowledge/information

Health seminar

Perceived health climate

Inconvergeeduling
Work commitments

Weight management programme

Gender

Inconvenieerdsding

Alcohol and drug programmes

Do not trust supergisadth
health information

Counselling

Perceived stress
Gender
Perceived job satisfaction

Embarrassed

Stress management programme

Perceived supervisor
support

Lack of knowledge/information

Smoking cessation programme

Perceived stress

Dioatieve it will work
Lack of knowledge/information

Total combined activities

Gender
Perceived stress
Perceived health climate
Perceived job flexibility

Educational activities

Gender
Age
Perceived health climate
Perceived job flexibility

Behavioural change activities

Gender
Perceived stress
Perceived job satisfaction
Perceived health climate

Inconvenient location

Lack of time

Work commitments

Lack of job flexibility

Prohibitive costs

Family commitments
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CHAPTER 6: INTERVIEW OUTCOMES

Outline of Chapter Six:
6.1 Introduction
6.2 General interest, awareness and participation
6.3 Factors found to facilitate participation
6.4 Factors found to limit or prevent participation
6.5 Maintaining participation
6.6 Summary of interview outcomes and comparisons with questionnaire results

6.1 Introduction

The main purpose of conducting 20 semi—structured interviews wast@a gaore in—depth
insight into the predictors and barriers facilitating and preventimplayees from
participating in health promotion activities. The second objectias to examine the ideas
generated but not fully explored in the questionnaire, particutamsounding the barriers to
participation. The interview questions were guided by the quesii@nresults. Therefore,
the reader will notice the interview outcomes are presenidd references to the nine
activities included in the questionnaire, and the barrierpatticipation measured in the
guestionnaire. The third motive for conducting a follow—up qualitativdy was to consider
the reasons why employees initially enrol and then choose to deaeaetivity. Employee
attrition and maintenance levels were measured in the quest®r(earolled, attended,
completed an activity), however, the interviews provided antiaddl platform to fully

explore these levels of participation.

This second results chapter will begin by presenting an overgfethe general interest,
awareness of activities and participation expressed by the 2@Gemtgarticipants. This will
help set the scene for the thematic analysis results. Ticeanalysis was applied to evaluate
the factors facilitating participation in different health pation activities, followed by a

larger, more in—depth account of the barriers to participatimally, this chapter will
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present the reasons why these employees left an activity thiéy had joined, and

suggestions are given on how managers can maintain parocipates over time.

The 20 employees were given a randomised identity label: M1 tq MiBF1 to F7. These

identity codes have been used throughout the results.

6.2 General interest, awareness and participation

The first question interview participants were asked to compremtas the health promotion
activities and interventions they were currently awarenof\aere available to them at work,

to confirm whether employees knew what was being offerdelr (i@ Appendix ).

All of the 20 participants interviewed were aware of thepliyyee Assistance Programmes
(EAP services) available to them. Eleven staff memi§g&8o) knew that counselling
interventions were also available, either as part of an Eé&Wice, or as an outsourced
assistance programme sponsored and approved by the company st&fightembers were
aware of health screening assessments, specifically hedreuks, hepatitis screening and
health screening for men. Another five were aware that theawmynoffered annual flu
injections. Three employees mentioned the use of health promatiatetial being visible
and available, most often in the form of educational/infoneapamphlets or posters in
public and visible areas. Only two employees mentioned exerdiséies and ergonomics
checks. Exercise activities were offered on a divisionakpasich could explain why so
few interviewees mentioned exercise. However, ergonomiakstand relevant ergonomic

information were available to all office employees.

Other health promotion activities and initiatives referred totividual participants included
a step programme in the Australian office where one inteege(M5) travelled frequently,
first aid courses, bottles of hand sanitiser in the kitchen, dathand general office areas,
health and safety conferences, and one manager (M6) spoke of oiseotden employees

bringing bowls of fruit every Monday to share among both the®tind service personnel.

With the exception of EAP services, awareness of availabtivities in this organisation
appeared limited to the activities that employees actuaditicipated in. Only three

employees referred to promotional or advertising material emdpesitivities, which would
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suggest that creating an awareness of health promotion astiatiailable within
organisations is more effective when employees physically pake in some way. EAP
services were well known because just prior to the intervielvspmpany employees were
involved in a ‘Safety Day’. This included an exhibition designed to pterhealth and safety
initiatives. Initiatives were presented to employees in numenays, for instance, videos
demonstrating the outcomes of workplace accidents were showretateithe importance of
checking equipment; employees were also tested and provided with iatenkeltiod glucose
readings and reminded about the service workers’ clinic offefriewy flu injections. EAP
services were also part of the initiatives on display pidesew employees actually requiring
EAP services, all employees were aware of their avatlafibm having attended the ‘Safety
Day'. This appeared to be an effective way of increasivay@ness compared with posters or
pamphlets.

Interview participants were then asked to consider a lidteohine activities included in the

guestionnaire, and comment on how they were involved in eawftyadtlore specifically:

* The activities they currently took part in;
» The activities they did not take part in;

» The activities they would be interested in taking parif ithey were available.

Table 6.1 demonstrates health screening assessments weneghevidely utilised health
promotion activity. The second most popular activity was weiginagement intervention,
which was surprising as weight control programmes were onlyeaffier staff on a divisional
basis.

Conversely, alcohol and drug programmes, smoking cessation mtienss and counselling
initiatives were the activities which employees used|#ast. The most commonly—cited
reason for not participating in these activities was a lagleetl for these types of initiatives.
However, when probed further, two employees said they were sninkensre nevertheless
reluctant to take part in an employer—sponsored stop smoking interverBimth admitted

they did not want to give up at the present time. One interei€ié) said he was confident
when the time came, he could give up on his own without attendistpm smoking

programme.
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Table 6.1

Employee participation in health promotion activities

Number of

Activit Number of non—
y participants e

participants
Health screening assessments ** 5 3
Weight management programmes * 4 3
Stress management programmes ** 2 3
Exercise activities * 2 2
Fitness testing 0 0
Health seminars * 1 3
Counselling ** 1 8
Stop smoking programmes * 1 10
Alcohol and drug programmes ** 0 12

* = Activities offered to employees on a divisiotalsis

** = Activities offered to all employees

Fitness testing was the only activity included in the questiomrthat was not available to
staff in the organisation. However, 16 out of the 20 particgpstatted they would participate
in a fitness testing initiative if it was available. Anatmetable finding was the number of
interviewees who stated they were interested in taking parparticular activity, but had not
done so at the time of the interview. The reasons for thigrest, but lack of participation,
were largely centred on activities being available in o#eas of the business and not
currently offered at their location. The company involved initherviews had separate
premises in North and West Auckland. This separation was partjcelvident in weight
management programmes, which had considerable successWestieAuckland office, but

at the time of the interviews, was not available té starking in the North Auckland office.

Health seminars were available to staff in manageal@sr particularly those involved in

ensuring health and safety requirements were being met. ydowive interview participants
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said they would be interested in attending a health seminamistavailable to all staff.
Counselling services were available to all staff membensl, despite overall participation
being small, two additional employees stated they were it¢er@s taking part. The reasons
why they had not done so included a lack of information about theset’m not sure what
it would cover” (M12), and one team leader (M10) stated he wasested in attending to
provide further assistance and understanding to team memberseninonaed of the service
in the future. Older employees were more amenable taléaedf counselling. One example
was M10, a manager in his fifties, who displayed no awkwardnesisoomfort when
discussing counselling services. This was in contrast to MMyuager employee in his

thirties, who attached a negative stigma to the ide#d<place counselling.

A further interesting finding was the number of interviewees vemeermbered certain health
promotion activities were available to them after they vetr@vn the list of nine activities
included in the questionnaire. For example, only two participaitiglly mentioned exercise
activities being available (M6 and F6) yet another two empkyemembered other exercise
activities available to them after they were shown the IRecollections included a recent
touch rugby tournament (M2) and a lunchtime walking group (F4). Nedthmrioyee took
part in these activities. This further demonstrates thatreawas is more successful when
there are direct reminders rather than traditional pageives of exposure like posters in
restrooms or pamphlets in communal lunch rooms.

The last awareness—related discussion point was whether eagiewée believed that low
participation rates were a problem in their company and warrdatéter investigation.

Nineteen out of the 20 interviewees were aware that loncpmtion rates were a problem in
their organisation and that managers were aware of the is€ue interviewee (M11)

believed managers were oblivious to the problem of low partioipatie was a supervisor
who spent much of his time out of the office on construction and em@inte sites. After
being probed further, he revealed, “No, | don't think they areafavef the problem of low

participation]. If they were, they’d do more to get my ginx®lved”.

Another discovery was the number of managers who alleged thet otanagers were
actually to blame for the problem of low participation. M4, sicemanager who had been
with the company for over ten years, remarked, “l think lovigipation is one of the things

that stops managers from actually starting anything newdw participation was indeed a

141



Chapter 6 — Interview Outcomes

problem in this company, which was known to both managers and emplblgeesver, they

were uncertain on the best ways to overcome the issue.

6.3 Factors found to facilitate participation

Interview participants were asked to comment on what would ma&asier for them to
participate in either the health promotion activities they hadipusly referred to in response
to the earlier questions, or other health initiatives not cuyrenailable to them but of
interest. Applying an ecological framework to classify andgmatse each reason, as used
throughout this thesis, the factors are presented in Table 6/&doliowing page. Using
thematic analysis to code each response, Table 6.2 demans#@terganisational factors,

followed by individual reasons, were found to have the strongisénce on participation.
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Table 6.2

Thematic analysis of factors perceived to facilitate participafiorthe workplace health
promotion activities available at work

Descriptive themes

Facilitator Ecological influence
identified
Available during work hours Timing Organisational
Available both in and out of work hours Timing danisational
Time off during work to participate Timing Orgaational
Available immediately after work Timing Organiiseial
The quality of the activity Activity Organisatiah
No financial contribution from ] ) o
employees = free Financial Organisational
Convenient location Location Organisational
Management buy—in Management Organisational
Team/group involvement Group involvement Social
Family involvement Family Social
Something I'm interested in Interest Individual
Confidentiality of information Privacy/trust Ivddual
Seeing results Outcomes Individual

The main organisational theme arising from the thematic dsalyas the timing of an

activity. Half of the interviewees stated either mapating during work hours, or a

combination of in and out of regular work hours, made it easi¢héon to take part. Typical

comments included:

If we can use people’s time at work, and it is pafrttheir working day, then we get better

participation. If we ask them to come back in thegare time, that would be another huge step

(M3).
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If activities are available during work time, ydujet more repetition. You're there for 8 hours a
day and you doing something in those 8 hours, ly takes 21 times and then you remember it
permanently...activities being made available duriwgrk hours also means someone is

overseeing it (M5).
Once people have gone home, it's very difficulgéd them back (M9).

It was apparent that activities available during the work wayld appeal to considerably
more employees. In this company, it was obvious that managaisrstood and had
experienced the difficulties associated with encouraging valunparticipation in any
activity (not only health promotion activities) outside of normairkvhours. This was
supported by employees, who supplied honest reasons for their relutdapadicipate in

activities in their own time:

If you have to do it in your spare time, there lisegys that discipline and there are always more
attractive things to do...when | get home in the @awgnl don't feel like doing anything. 1 just
want to blob out (M12).

To be honest, at the end of the day | just wargadiome. | don't want to be staying back for
anything (F4).

People aren’t working for the love of it, they epjie job and feel challenged, but when they go
home, it's their time with their families, time fother activities, whatever it may be (M5).

In this company, the managers who took part in the interviewseseemry aware and
responsive to the needs of their employees. The three seniwmgena involved in the
interviews had been with the organisation for many years (Mdéead with the company for
21 years) and had entered the company as service engineers befgresging into
management roles. The successful timing of activities mag baen directly attributed to
managers having once worked in a subordinate role; in this case that field as service
personnel, with first=hand experience of how those employees operalteth lzotd out of
work. At the same time, the senior manager with 21 years’ @efii) acknowledged the
balance required to offer health promotion activities at work &hdr&intain productivity,

stating, “A mix in and out of work hours is best, to encougzgmple to get involved”.
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One counter argument was provided by M13, who had a 15-year histartheritompany.
He commented, “if the company is good enough to pay for these thiegsthe guys should
be prepared to give up some of their own time to do it". Thisini@resting because it was in
direct contrast to other comments. This interviewee hacbagstommitment to the company
and both respected and admired the General Manager, sugdeatiagthough there was an
obvious reluctance to participate outside of work hours, it maydbeevable in some

organisations where there are strong relationships between ensuaagl employees.

References made to the cost of activities offeredhéursupport that, in this company, being
familiar with and understanding the needs of employees faedifaarticipation. Examples of
financial issues influencing participation were cited by fouerviewees. One manager

spoke of how some service personnel manage their financeg stati

In our industry, it's all financial. Most of theugs live week to week. Paydays are on
Wednesday, so by the next Tuesday, they're on thsircigarettes and last ‘smoko’ money. So,
anything extra to pay won't work, it's just the weney've organised their lives (M6).

It was made clear by both managers and employees that ampistte introduce a financial
cost to employees would adversely affect participation taeause of the high proportion of

service personnel who worked for the company.

Team or group involvement was cited by three participantsabw,theme, was not recurring
in any of the other discourse around other factors facilitatingcipation. This was
considered an interesting omission because the impression glainaghout the interviews
was that this company was very team—orientated. Manaderserk to their employees as
‘the guys’ or ‘our team’ and there was a positive ‘friendiyfnosphere among staff over the
three—week interview schedule. Employees in this company workedlglwith each other
because of the nature of their daily job tasks. For exampl@sitanequirement that service
personnel worked with a minimum of one other person, and administréfbrverked in a

number of open plan but small offices.
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6.4 Factors found to limit or prevent participation

A number of questions were asked during the interviews to gain furtbight into the
reasons why employees are reluctant to take part in health poonaafivities at work. In
addition to discussing things that prevented employees from patiigpather questions
included: why they thought others did not participate; if they thoudet@ of cynicism
existed amongst staff influencing participation; how the prograsnsmould be promoted to
staff; and if they thought managers had a right to intervenedaygdy encouraging high—risk
employees to take part. These questions were often followtgd fuwither queries and
remarks designed to provide more active feedback and allow for @nuemhtnatural

conversation in the interviews.

The perceived barriers limiting or preventing the interviewigipants from taking part in the
health promotion activities were more varied compared withabtrs which helped their
involvement. As Table 6.3 on the following page illustrates, waakmitments were the
dominant theme for not participating, a point specifically mégel6 out of the 20
participants. Interestingly, three of these 16 interviewesk darlier stated they found it
easier to take part when activities were made availdbteng work hours. As with the
factors facilitating participation, the timing of actieii was also identified as having a major

effect on their involvement.

When the ecological framework was considered, a notableradiffe between the factors
facilitating and preventing participation were the socml andividual influences which acted
as barriers to participation. The most prominent social infleevas the effect of family
commitments. Individual barriers included feelings of embamast, a lack of self—

motivation and a lack of interest.
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Thematic analysis of factors perceived to limit, reduce ordripdrticipation in workplace

health promotion activities

Barrier

Descriptive themes
identified

Ecological influence

Too many work commitments
Inconvenient scheduling of activities
Confidentiality of health information
Organisational culture

Inconvenient location

No one running the programme or

driving participation

Lack of awareness from staff
Not sold well enough to staff
No incentives/rewards/‘freebies’

Too many family commitments

The manager is not supportive/has the

wrong attitude

No self-motivation

No interest in the activities available
Embarrassment

No personal benefits/health changes

New Zealand culture

16

14

10

Work commitments

Timing
Privacylst
Culture

Location

Management

Management
Management
Incentives

Family

Management

Self—motivation
Interest
Embarrassed
Outcomes

Culture

Orgmional
@ngsational
Organisational
Organisational

Organisational

Organisational

Orgaoisait

Orgdiusal

Oiigational

Social

Social

Individual
Individual
Individual
vithadil

Other
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The importance of meeting deadlines was a considerable workdrbkateer cited by many

of the interview participants. Comments included:

I have too much work on, too many projects. I'dhes meet my deadlines than take part
sometimes (F5).

Time factors are the biggest issue. We have mypisitheduled work, it's not easy to keep on top
of that if we have reactionary work as well (M11).

[Participating] during work is hard, because you gehind. You can structure your work at

certain times of the month, but at other times gan't because you're too busy (F4).

This hindrance was stronger among employees rather than marsaggrssting managers in
this company may have had more flexibility in their working dasnpared with employees.
Employees were also accountable to their superiors, whereagjera had more autonomy.
Two managers specifically referred finding it easier to t&tke out of their working day to

participate in an activity because they were not out irfiefc:

Taking people off the job is the biggest barrieWhen you're in the office, you can go to a
meeting and watch your time; we're not physicallirly taking off the job in order to do
something (M5).

Guys in the field do their jobs but they get tiréding it. There’'s a lot of stress for service
personnel, some of their jobs require a lot of mewbrking, setting up jobs, responding to KPlIs
[key performance indicators], computers and vekittemanage. There’s a lot of demand on them

just from their day—to—day activities (M3).

Attention must be drawn to the fact that citing work commitmasta barrier to participation
is in direct contrast to comments suggesting activitiedadla during work hours encourage
greater participation. Activities available during work houtsaated higher participation, but
only among those with greater job flexibility who are also éblstructure their day in order
to take part.

Being focused on work results was also described as a majkromommitment preventing

participation. None of the interviewees believed their manageded to address or lower
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their workload, but often described themselves and their golesaas simply being too busy

to participate. Explanations included:
People are just really busy in their jobs. Theytta get their jobs done and then go home (F4).

In some of our jobs there is more than enough far person. We are working to full capacity,

and, from that point of view, people will say, “€\got to finish this before | take part” (M12).

Despite close working relationships within this company, the HuResource Manager
confirmed that it was difficult for employees to interchangsubstitute their roles within the
company: if an employee was absent for a short period of tiree, wlorkload remained
untouched until their return. This lack of substitution had an impacome staff members’
ability and willingness to participate during work hours, when meetipgrticular deadline

was solely their responsibility.

However, interviewees also stressed that work commitmesms @ften used as an excuse for
not wanting to participate, believing if something was import@ambugh, people would
always find the time. This belief was not restricted to margagemployees were equally

likely to concede that, when necessary, it was alwaysifjedo find extra time:

Saying you haven't got time is a sham; you can gbaaake time, especially once you're in the
habit. It's easy to say you haven’t got enougkhetitout | think when you're in a routine you find

you can fit these things in (F4).

People don’t know how to manage their workday. yieejust not used to managing their time.
If they spend an hour doing something personah that somehow fits in. Or if they get a job
overseas for work, then suddenly they’'ve foundetdays spare. So when they want to, they can

fit it in (M5).
I think we're a little bit apathetic and we don’ake the time (M4).

If it's important to you, then you'll make the timeSo a lack of time is always a bit of an excuse

(M11).

Inconvenient scheduling was referred to as a considerable liarparticipating even when

activities were offered both during and outside of work hours. Worketelasues were the
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most recurring inconvenience when activities were offered duriak Wours; however,
interview participants continually stated activities défitroutside of work were just as

inconvenient, but for different reasons:

I want to go home, rest, recharge my batteriesgatdeady for the next day... participating then
[outside of work hours] takes too much of my owmnspeal life and | don’t want to give that away
(M7).

Unless they're really into it, if they go home th&gn’'t want to come back...for most of us, we’'ve

got family — once we’ve gone home, it's over (M9).

To be honest, at the end of the day, | just wargadome. | don’t want to be staying back for
something (P15).

Employees were found to have more commitments outside of work whepacsmwith
managers. The managers interviewed were all men and st 48ayears old, perhaps
suggesting commitments outside of work affect an employee’syabiltake part more than a

manager’s ability to participate.

Confidentiality issues, and wanting to deal with health concemependently from the

company, emerged as another major theme and barrier wigatitin. Responses included:

I'm a very private person. If | feel like | neemldo something, then | do it myself. | don’t wamt

discuss it with the whole company (F7).

It's too personal to take part in this at work gefng to a health screening assessment]. I'm
responsible for that myself and | feel that if Veaany health issues | will deal with them myself
(F5).

It's something | take care of myself. | want totgany own doctor (M9).

I'd rather go to my own doctor, it's a private thin You don’'t want people to know about your
health (F4).
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Confidentiality and trusting a manager with information aboeirtiealth was another

concerning point. Comments made suggesting trust was a majaer armparticipation
included:

People have this thought in the back of their hadif it will impact on their career, they may as
well just shut up and say nothing (F2).

Some guys worry about uncovering something thatldvquestion if they can carry on working
(M10).

If it has a bearing on the job we are going totten it's better to keep as much information away
as possible (M6).

If I had an iliness, | wouldn’t want anyone elsgluding my manager, to know about it (F5).

However, some interview participants had completely oppositendgseabout trust as a

barrier to participation. These comments came from inte@rgeaticipants in both managerial
and non—managerial positions:

| disagree with the trust issue. It's never beeisaue that I've seen in this company. Most of us
are entrusted with a lot of information that we [k¢®113).

The trust issue doesn’t apply. In my crew that olt be an issue, we can all sit around and talk
(M9).

I'd rather go to my own doctor. | trust my manadmirt I'd still just rather do it privately (F4).

Some people are very private, and there’s alwagspibssibility that a manager would use it

against you, but that’s a slim chance. Knowingrttaagers here, | can’t see that happening (F7).

Tenure and personal experience may have had an effect on thef leust in managers. One
employee, who believed a lack of trust was not a problem, hexdbigh the company for a

considerable period of time (M13), and another employee had recettiyed from a long
leave of absence because of a health issue (F7).
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The culture of the company was referred to by five of thenire participants as a reason
for not participating. Specific points related to cultuerewaried, but were often directed at

the differences between staff working at the two sepdegiet locations:

There is a bit of a separatist culture here, whaiffacts participation. When you talk to the guys
they really want to get involved, but you find tHahe division of the company] won't talk to
[another division] and they won't mix. [The two stsenior managers] have been trying to break

that down over the last couple of years (M6).

It's the nature of the type of staff involved inighindustry, that's just the way it is. Socio—
economic backgrounds are different. There is atWekure and a North culture. Over there
[West Auckland location], it's all about ‘afterwa’d the drinking and camaraderie. Over here
[North Auckland location], it's more family orierted (P20).

The culture of involvement and co—operation is Wehktcking. The company managers have to

come up with innovative ideas to improve that (M2).

Activities held at inconvenient locations were also predomipdrgcause of the company
having two separate premises in North and West Auckland. Tirgvbketween the premises
for non—work related activities was found to be a major disinceritiv staff, particularly if

they had to use their own vehicle rather than a company vehidierviewees in managerial
positions were aware of this issue and two stated if aetivitiere located away from an

employee’s main depot, then they tried to schedule therarapany vehicles could be used:

We say to them, “if you're at home, you’ve got tonly your own car [to an activity scheduled
after work] but if you're going from work you caake the company vehicle”. So the guys hang
around after work and take part because they daildel the company vehicles and just go straight
there, so they don’t have to pay for anything (M6).

Fervent opinions were voiced regarding managers’ input and involveaiéeiting
participation rates. This was an interesting outcome as maeagend supervisor support
was not strongly associated with participation in the questionmaselts. However,
management buy—in, support and encouragement towards participatiorsoweething

interview participants felt very strongly about and wereavattheir opinions of managers:

| think the managers here are part of the problefou get some managers who say it's just a

waste of time. They don’t see any benefit to tie@in business unit so they don't support it (M1).
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It starts with management and it can be knockedndosiore it gets a chance (M6).

It's a huge barrier if a manager has the wrondual# to it. You get resentment from them as it's
just another thing coming their way (M5).

Another interesting reflection was all management-related pnsbleere cited by those in
management positions. There was some division between manpgeicularly managers
who had progressed to managerial positions over many years and rsandge were
employed from other organisations. Managers who had witnesseassfutc health
promotion campaigns in this company were very supportive of newhemgited activities
(M6), however, one very disparaging manager (M5) who wasvelathew to the company
had been involved in an unsuccessful health promotion programmewuankang for another
organisation. Previous success or failure appeared to have l@rgeeftects on a manager’s

attitude and enthusiasm about new programmes:

It takes a lot of effort, energy and enthusiasnmfigs [managers] to get thing to work. It's all so
easy, when they don’t work, to say, “well, thatrdtdvork” and it's easy not to persist (M3).

If it's half-hearted or cheap or boring, it doeswork. Some of our staff have been around a
long—time; they are a wee bit gun—shy now and mett ¢ nthusiastic (M4).

The demographic characteristics of the company involved in thevietvs meant that many
employees, including interviewee participants, had famili&ot participating because of
family commitments related to wanting to spend more time thiir families or, if they were

away from their families, working and earning money. One na&mags quoted as saying:
“Some of our guys have built their working lives around doing overtind have got used to
the extra money, so they don’'t want to take part because thetyidrrbe at work getting

paid” (M6).

Personal motivation was cited by nine interview participantsa dsarrier to their own
participation, as well as a barrier to their colleagaed other staff, particularly service

personnel or team members. Comments made about their owngbensivation included:

You come away from a talk [health seminar] and y@&ll motivated, then you go home and it all
changes (F1).
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Self—discipline would keep me going, but | know egéryone has that (M13).

Things on your own are hard to do; you've got teeha whole heap of self-motivation (M5).

When referring to a lack of motivation from others, typiaaiments were, “there is always
going to be some sort of excuse for people if someone isn’t abedil/(M8), and “people just
can’'t be bothered” (M10). It was employees rather than masiage commented that a lack
of self-motivation was a considerable barrier to participafldre only manager who cited
self-motivation as a barrier was also the most outspokeit @it health promotion

programmes.

One of the most senior managers within the organisatioeditmotivation was not a barrier
to their participation: “this would not be a barrier for me vfdnt to take part” (M1), which

could imply that people who are ambitious or determined in othes afdheir lives, such as
their working life, are more motivated to take part in att&sithat would improve their health

and wellbeing.

Five employees thought the activities currently availablaém were not effectively tailored
to fit their needs, expectations or interest. The difficokyachieving this was effectively

summarised by one manager:

We've got 270 employees, you can't have 270 prognas) so it's hard finding out what would
interest people...we have a mixture of servicemightrup to managers, we're not like a
professional office in town where you can have enggembership and everyone goes. We also
have such a wide range of socio—economic backgsoand personal interests, so it's very hard
(M1).

Embarrassment issues were raised by many of the intengeivewever, not all agreed that
feeling embarrassed was a problem within the organisatidraffected participation. Five
individual participants stated personal embarrassment wagoa difdiculty for them. The
issue was mentioned by managers and non-managers, as well asandalfemale
interviewees; suggesting those in positions of authority mawanot subordinates to be privy
to health information or ability, and, in the same waypleyees may not want their

supervisors to be privy to equally sensitive information. Gendtareinces may also create
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feelings of embarrassment between the different hierarghtes the company. Comments

included:

| can work around the schedule but feeling embaedss a lot harder to deal with (F6).

I’'m embarrassed, other people won't admit to itibeiists for a lot of people (M4).

However, one participant (M10) disagreed entirely, statihgloh’t think embarrassment is
that high. Everyone is in the same boat, and everyone feslsneddy comfortable here”.
This particular interviewee openly admitted to having a fteigsue and a poor diet, but had
been with the organisation for many years, and that had addwgatd minimised feelings of

embarrassment.

Two participants were familiar with overseas wellness tmes and referred to Japanese
workers exercising and performing Tai Chi before work. Howewsth jokingly
acknowledged that it would not work for this particular company, befath 6f blokes
[men]” (M5). Although these interviewees were both awareuotassful overseas practices,
they both believed these customs would be inappropriate and probablyleddin their

company and, indeed, in most New Zealand businesses.

In the questionnaire, respondents who indicated they had no need foricalgra#ctivity

were removed from further analysis; for instance, a non—smae&ernot included in the
logistic regression analysis for smoking cessation programrdesvever, small numbers of
guestionnaire respondents were found to indeed be smokers. To ekdssue in more
depth, interview participants were asked if it was a mansgole or responsibility to
encourage a high—risk employee to take part in a health promotieityactOver half the

interviewees (11 participants) believed a manager had a mglmtérvene by strongly
encouraging a high—risk employee to participate in an activitytbald improve that health

risk, although many added it was a sensitive topic. Commuaaitsled:

I do think managers have a right to intervene. ¥uoght get resistance, but then again, something
like diabetes is common so in those situations spemple will need to do something about their
health (M1).

155



Chapter 6 — Interview Outcomes

It's more acceptable to approach smokers, butgésto be a ‘softly—softly’ type of approach

(M8).

Managers can't make people take part, but theyldhsay they should think about it. You have to
be careful how you approach a person, you canttasge in. But | don't think managers are

crossing a line (F6).

I can offer and suggest they take part, but yowehawe careful or they will turn around and say,

“what are you saying, that I'm fat?” (M11).
However, another five employees thought that managers had absaltight to intervene:

No, it's none of their business. Definitely, I'damant about that. They are crossing a line. It's

nobody else’s business but mine (F7).

Our employees are all adults and they are totallgra, or they should be, of the repercussions of
that sort of thing [poor lifestyle behaviours]. Yoan only put the information out there; you can’t

coerce people into doing it (F2).

Four employees understood that managers had a right to strongly eecpartgjpation but
only if it was work—related; otherwise, the individual lifestythoices and behaviours of

employees was none of a manager’s business.

Definitely, if there is a performance issue invalve Typically, you'll find it's the Fridays and
Mondays from people suffering from too much dris&,there is a need to get involved (M10).

I's not unusual for me to say, “hey, you're puttion a bit of beef. Pretty soon you won’t be able

to do what | need you to do”. This is becausetaimur work involves being cramped in small

spaces (M7).

More women felt managers had no right to intervene, and, pesbapswvhat unsurprisingly,

more managers felt they did have a right to intervene. let®egs in supervisor or team
leader roles found it easier to intervene when it relateieé@hysical work and machinery
required to carry out their daily job requirements. Avoiding inguteeservicemen and women
was a considerable focus within this company; therefore, supervisok the necessary
action to avoid potential injuries. There was also a strongaiadarie between supervisors

and service personnel which was encouraged by the company’s poficgnooting within
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the organisation when possible. Managers and supervisors whotaonddise needs of their
employees, having been in those positions themselves, found rasisigve health issues

with their staff more successful.

Following on from this discussion topic, interview participants wasiked if they had any
cynicism or scepticism concerning the motivations of a managemoting employee
participation. More specifically, did they believe the ng@rawas encouraging increased
participation to benefit employees or to benefit the organisation@lvé of the 20
interviewees believed cynicism existed among employees dratlit subsequent effect on
participation, another six said it had no effect, and three wesere. However, cynicism was
predominantly regarded as inevitable, which although presentdshoube of great concern

to managers trying to encourage employee participatiomn@mts included:

The slackers are always going to object to anythifilgey’re always going to think the company’s
trying to get more work out of them; but on the ‘ehonost people take it on board as a positive
thing (M8).

Yes [there are cynical employees] but | think yan bead that off very quickly (M4).

If the company is honest and tells the staff whaniit for them, then they won't feel they're bgin
lied to (M6).

You do get some guys who are just anti—establishneert then you wonder why they bother to

come to work at all to be honest (M11).

These comments came from interviewees in management ovisopgrositions. Managers
in this organisation were open and frank about the success of annteevention, health—
related or otherwise, and the need to address possible critigsiredhe implementation
process. Overall, both managers and employees were confidentythieism was not a
considerable barrier to participation.

6.5 Maintaining participation

The issue of maintaining participation was intended to be meagsurdee questionnaire.

When the guestionnaire was designed, it was envisaged dgoanétative logistic regression
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analysis could be conducted on the data which may have resutiéterent variables being

related to different levels of participation. It was oridjjnahought that respondents who
enrolled but did not complete a particular activity could be fuitherstigated to determine if
any of the variables predicting participation influenced aitritates. Unfortunately, due to
small sample sizes in some activities, this was not pessibthe quantitative component of
this study. As a consequence, to gain an insight that wasinabiéain the questionnaire
results, interview participants were asked to comment on whyogags stop participating in

health promotion activities and how best to maintain participaates in the long term.

Table 6.4 illustrates that individual influences were found to hla@egreatest influence on
employee attrition rates. Most often, a lack of self-mttwaand boredom with an activity
were the most recurring themes expressed by the 20 intervigeigsarts. Not experiencing
enough personal benefits or changes to their health were alsoootynuoited reasons for

leaving an activity.

Table 6.4

Thematic analysis of the reasons why employees stop participatimgrkplace health
promotion activities

Descriptive themes

Reason n dentified Ecological influence
Lack of personal motivation 9 Self-motivation Indival
Boredom 7 Self—motivation Individual
Priorities change over time 5 Priorities Individual
No personal benefits 3 Outcomes Individual
Not enough incentives/‘freebies’ 3 Management Oiggtional
Lack of follow—up/communication 3 Management Orgatibnal
No one keeping the programme o
livehvisible 3 Management Organisational
Lack of management support 2 Management Organisdtio
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Four interviewees cited the term ‘human nature’ to describekadf personal motivation as

their reason for leaving:

It's human nature. Most people start off with ashand a roar; but who hasn’t decided to do
something and then think “that’s a bit hard” (F2).

“l just can’t be bothered” was another phrase used to descigeeeral lack of motivation.
Interviewees referred to their own lack of motivation and aisgeneral terms, referring to
others but not specific people or teams within the organisatioa.cbnsensus was that lack
of motivation was present among staff members, but expected bexfaaigeneral agreement

that it was “just the way things are”.

Becoming bored with an activity was another common reason ditedl lick of motivation
and therefore leaving that activity: “people get bored, thay wtdbegrudge the time” (M7),
and “it gets boring. The initial fun and excitement goes ahddbmes the same old régime”
(M8).

Changing priorities were also frequently cited. Employeeswsére naturally early adopters
of a new activity when it was introduced often pursued that agwity at the expense of
participating in a previous activity. Changing priorities dtsduded unforeseen changes in
circumstances, which meant they were no longer able or wibiegntinue to take part. This

point was effectively summarised by one senior manager:

People initially start with the best of intenticaisd think “this will be fun” or “I want to do it” bt
sometimes priorities change. These are the tygeeople that jump into everything that comes
along. As soon as another new thing comes thep jato that; or they have something else come

up that is more important or a higher priority (M1)

However, another manager had a different perception of @dolgters, believing the opposite

occurred:

For us it is the reverse, the guys need to seéwtrking then they need to get comfortable with
it. Our guys have been quite sheltered and aleags in their own little world. They let one or
two go out there first and see what it's like, ssek if it's a have. Then they will join up

themselves (M6).
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Contrasting opinions suggest tailored activities may not meetndesls of individual

employees but may suit teams or departments within an organisln a company where
there are considerable role distinctions, office workers andicsepersonnel, a single
implementation strategy does not allow for the different waysl@mees adopt and continue

to participate in a new activity.

Attrition occurred because of a lack of personal benefit. Pdrbenafits were referred to in
terms of seeing actual results from participating, suctuasessfully giving up smoking or
losing weight: “our people won't devote their time unless they theebenefits to them
personally” (M4). One manager referred to his frustratioattition rates: “no matter how
much you try and express to them [employees] that it's for thagflbesometimes they don’t
see it and they stop” (M9). Personal benefits and rewards refeneed to in both tangible

and intangible ways:

It's good to have recognition rewards. As a manageu have to look at the monetary side, but

recognition is easy and people always want to besed (F2).

If managers are going to invest in health promoposgrammes, they need to invest in quite a lot
in the rewards. If the rewards are too small ttheme’s no motivation for employees to continue”
(M8).

There must be rewards, a pat on the back, or masage come up with different rewards. You
can think of many things, even if it's just a togck [gym/sports bag]. It's a reward, and it keeps

people going (M2).

However, again, opinions differed in terms of how much infleetamgible incentives and
rewards, such as free t—shirts, had on continued participasiel-fhotivation and personal
results are much more important that rewards” (F4). Comitjcstatements suggest the need
for managers to explore and understand what motivates their wakiarorder to secure

higher long—term participation.

A lack of follow—up and continued communication was cited as a re@asoleaving an
activity: “when people are left to their own devices and thereifollow—up, only 20% will
take part. Another 30—-40% will start off, but then leave bectuse can’'t be bothered”
(M4).
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The negative effect of managers who lacked enthusiasm fprageamme was raised by two
non—managerial employees. One forthright statement was, “mggealacks enthusiasm. It

rubs off on us, so we just lose interest” (M13).

Individual influences were found to be the most recurring reastriysemployees left an
activity once they had joined. However, when interview pigditts were asked to comment
on factors that would influence their ongoing participation, orgaarsatinfluences were the
most important. Some of the ways of maintaining particdpatvere directly related to why
they left an activity. Continually changing an activity to metvboredom, was the most
frequently—cited suggestion. Offering more tangible incentives also a common idea. In
the same way, continuous communication and someone driving the progravere
important for maintaining participation, but not frequently—citedsoas for leaving an
activity. The social influences, which included adding a petitive element to the activities
and ensuring there was some form of group involvement, wereiedfeays of maintaining
participation, but earlier interview responses determined thatogees would not leave an
activity if these group or team elements were missifbis demonstrates that the reasons
employees in this particular company leave an activity affereint from what would

motivate them to remain with the programme.
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Table 6.5

Thematic analysis on recommendations for how managers can maintain panicipati
workplace health promotion activities

Descriptive themes

Recommendation n identified Ecological influence
Change it on a regular basis 9 Change Organisdtiona
Offer rewards/incentives/‘freebies’ 8 Incentives g@misational
Continuous updates/communication to o o

6 Communication Organisational
staff
Someone continually keeping the o o

) o 5 Communication Organisational

programme live/visible
Obvious ongoing commitment from o

2 Management Organisational
managers
Competitive element 3 Group involvement Social
Make activities group related 1 Group involvement ocial

One participant in a non—-managerial position was very specific abloamging the

programme on a regular basis to prevent boredom, pragmatitdihgs

Unless it's something new, people see it as a @asslcontinue on with something. If the
programme is spread out and different things hapbpen it keeps people’s interest. If it keeps
changing people don'’t think “here we go again” ingl their eyes. It's something different.
Maybe it's held in a different location, or thingse added on once people have being going for a

while, like going for a lunch somewhere (F7).

Continually changing the programme was also referred to ag/ afakeeeping things ‘fun’
and ‘interesting’, again, to prevent boredom. One manager comnéstercise should
always be kept fun and the weight management should be an ongoirangédiut in a fun
way” (M13).

The idea that health promotion programmes should be marketed toyeewmlin a ‘fun’ or

enjoyable way was then further explored through additional questions ath interviewee
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to continue that discussion point. Twelve people believed fun wasmtant element and,

therefore, had an effect on participation. Comments indtude

With our guys, always fun. If you don't keep thémterested, then after 15 min they'll just switch
off (M6).

If people stop and think about it and there’s no du enjoyment, they won't take part (M8).

It has to be fun, because if it's serous, no onetsvid be confronted with something serious (F6).

Only three of the 20 employees thought that health promotion adigitieuld be serious.
This belief was held by both managers and employees. One statieneommented, “the
fun element is important to a certain extent, but it only goesrstbdaause they are serious
issues” (F1). No obvious distinctions were identified betweeh msiamnbers who believed the
programmes should be fun and those who believed they should be serioustisggge
personal preferences or other information not explored in the intesrgeuld account for the

different viewpoints.

Five interviewees thought the activities were often oéross nature, but enjoyment was a

major contributor to participation nevertheless.

When you're pushing the serious side, you onlyvardt that when people have been through the
phase of enjoying it (M2).

It needs to be a mixture of both. | feel as a oesible employer these days you've got to do

something, but if it's all about the serious sthin who will want to be involved? (M5).

Managers were aware not only of the serious nature of sonté peafotion activities and
interventions but also the need to keep the activities as engogabpossible. The strong
health and safety focus in the company contributed to the serssusiecertain health
promotion activities, such as health screening assessment$eapbpensity for workplace

injuries among the service personnel if health and safetylatds were not followed.

Increased contribution or input from managers was a strong theragngelo how

participation could be maintained over time, in fact, increasetmunication from managers
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was the most common suggestion. This was an interesting outedmea other
communication-related issues, for example, the lack of awarehassaotivity (found in the
qguestionnaire), were not apparent among the interviewees. Conathumistrategies were
simple, including talking with employees to determine whethey twere happy with an
activity. One team leader said: “talk to them, ask ttadrout improvements, and get people
involved. Otherwise it's the same old thing; you need to kespark in it to get them to
come back” (M9).

Keeping the programme ‘live’ or visible, which included constamhmunication, was also

cited by five of the 20 interview participants. For amgte, one manager responded:

If things like this aren’t kept live, they don'tdathe distance. There’s personal motivation of
course, but if you want something to last the dis¢éa you've got to keep it live. Otherwise you'll

probably only get one in 10 people who keep goifipings on your own are hard to do; you've
got to have a whole heap of self-motivation. $oufs, when we’re implementing something like

this, it's how can we keep it live, what's our inten, and how long is it going to last? (M5).

A lack of tangible rewards and incentives was cited by thrdéipants as a reason why they
withdrew from participating in an activity; however, eight intewees said rewards were
fundamental in maintaining participation in the long—term. Oneager believed, “as soon
as those rewards disappear, then so does the programme” Mtther manager said,
“anything extra that's free is good. We’'re trying to break ddvat mentality that every time
they should expect something extra for free, but that's the watyad imy guys think” (M6).
While yet another manager commented, “you’d need to have a reéyymdf system for
continued attendance. It could be kilos lost, or heart or bloodyreethat you could monitor
and measure. Rewards need to be quarterly: three, six antionies. It's recognition from
the company saying ,“good on you” (M8). Interviewees in non—managesélons had the
same perceptions “throw in free stuff, like a barbeque, madexial, then we feel we can get

something more out of it” (F3).

Tangible rewards were also referred to as a way of continchbyging an activity to
maintain interest: “they [employees] start off and theninkerest dies and gradually people
drop away. When that happens, the firm has to come up withdeas to try to keep that

momentum going, whether it be rewards, goals or targets” (M4).
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It could be argued that each of the themes relating tticattand maintenance have strong
connections with personal motivation. This suggests that managersd identify and
understand what motivates their workforce, whether it is tangiaentives or personal
benefits, and develop ways to minimise boredom, through continually ioarnige

programme, if they want to increase and maintain high gaation rates among staff.

6.6 Summary of interview outcomes and comparisons with
questionnaire results

The 20 face—to—face semi-structured interviews provided key insiglts further level of
depth towards understanding the factors which facilitate and prewgibyee participation
in various workplace health promotion activities. In addition to ragldichness, the
interviews were also intended to triangulate the questionrestdts. The final section of this
chapter presents the comparisons made between the questionsaie aed the interview

outcomes. These comparisons are then examined in the followossiion chapter.

The popularity of activities was similar between the ovesaiey results, the five individual
organisations involved in the questionnaire, and the company invimivbe interview stage.
With the exception of weight management programmes beingydartycpopular among the
20 interview participants, the activities attracting tlreagest proportion of participants,
regardless of the organisation, were exercise actiyitiealth screening assessments, health

seminars, and fitness testing.

Following an ecological approach, a summary of the individualakaeid organisational
influences affecting participation among the 20 intervieweesbeagffectively displayed in
Figure 6.1, on the following page. The graph represents thbigednumber of individual,
social and organisational reasons from the Tables presented ireshiss chapter. The
frequencies were then converted into percentages to provide arabepéustration of the

weight of each level of influence.
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Figure 6.1:Individual, social ancorganisational influences affectingarticipation among th

20 interviewees.

Figure 61 clearly demonstrates that organisational facteese found to have the great
influence on initial participation in health promotion programmes, armaintaining
participation over time. This was remarkably similar to the questionnairelifigs, where
both predictors and barriers to participation wede®m dominated by organisational fac. In
contrast, individuafactors were found to most stigly relate to why employees cse to

leave an activity.

The main factors predicting participation in theegtionnaire were gender, age, perce
stress, perceived health climate, job satisfactioth supervisor supp. Interview response
were considerably more varied, with the timing atidties being the most influent.
Timing issues were dominated by scheduling acéisitither during work houror offering
the same activity both during and after w. Social factors, includingc—worker and
supervisor supporhad little influence on participation among the sfiennaire respondel.

However, supervisor support, in the forms of managenbu-in and providing employee
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with time off work in order to participate, were consideredeomore important by the 20

interviewees.

Both the questionnaire and interview participants were found to Veyesimilar barriers
limiting or restricting their participation. For both thaestionnaire and interviews, barriers
included excessive work commitments, activities scheduledinabnvenient times,

inconvenient locations, family commitments and a lack of petsootivation.

Another similarity relates to the association between qypation and perceived
organisational climate. A positive perception of an organisatiolimate was a significant
predictor of participation among the questionnaire respondents. Howaganisational

culture was cited as a barrier to participation amongyiieeviewees.

A notable difference between questionnaire and interview gaatits was in confidentiality,
privacy and trust issues. These were strong barriers tocipatibn among the 20

interviewees but less evident in the questionnaire results.

The gquestionnaire was unable to differentiate between the differegls of participation
(enrolled, attended, completed) and, despite not having quamtitesults to triangulate,
exploring employee attrition rates and ways to maintain participavere still major
discussion points in the interviews. Individual factors were faondominate the reasons
why employees chose to leave an activity. This was mosh ofte to a lack of self-
motivation and boredom. However, when asked how their participatiold be secured
over time, organisational factors were most often recommend®dggestions included
ensuring activities were changed on a regular basis to retaiest and enthusiasm for the
programme, offering rewards and incentives to participants, aathtamning regular

communication with staff.

The following chapter will present discussions of both the questi@nraid interview
outcomes. It will include an examination of where questionraickinterview results were
triangulated in the same way or where they differed. Thevioillg discussion chapter will
also include how both sets of results can assist managekingdo maximise employee
participation in the health promotion programmes available tgpla@mes in their

organisations.
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7.1 Overview of the study

The purpose of this research was to explore the factors infiigeamployee participation in
health promotion activities, and address many of the limitationgifigel in earlier studies.
Low employee participation has challenged researchers and msrsiie, and previous
outcomes investigating this problem provide limited applicationsabutions. EXxisting
studies are confined to a narrow (single activity) focus, faihdo consider not only factors
encouraging participation but also those preventing or discouragipigysas from engaging
in these workplace activities (Grosch et al., 1998; Robroek,e2@19). This current study,
therefore, chose to investigate a range of variables ascimediof, and barriers to,

participation in nine different health promotion activities.

A summary of the data collection method involved first identifyisgiables thought to
influence participation. Ensuring the variables found in teedture were applicable in New
Zealand was confirmed in a preliminary study consisting of sémétared interviews with
eight health promotion practitioners. This confirmation was followgddeveloping and
administering an online questionnaire to employees in five largenisedens offering
comprehensive health promotion programmes to employees. Datatlie questionnaire
were used to help understand the reasons why employees did or did tiogpgtarin the
health initiatives offered in their workplace. These reswere then used to shape a
qualitative study involving 20 semi—structured interviews wi#magers and employees from

one additional organisation not involved in the questionnaire.

An ecological approach was adopted throughout this thesis to catetjogiseariables
associated with participation into individual, social or orgarosali influences. This
approach recognises that changes made to one level of influsndeaak an effect on other
levels of influence, and that health behaviours are notedriid individual factors (Spence &
Lee, 2003). This categorisation of variables was adopted to proledgcal underpinning for
the research design, and emerged as a simple but effembivéor managers to tailor their

health promotion programmes to best suit the charactsrisititheir workforce.

The current study clearly identifies that different varialdesdict participation in different

activities. To demonstrate the importance of these findiihds necessary to explore why
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these outcomes occur and to critically examine how these resripare with existing

knowledge and literature within the area.

7.2 Discussion chapter structure

The following discussion chapter is presented in three partdirgiesection explores the
possible reasons why each variable was found to affect patibcipa each of the nine
activities investigated in this study. The factors enconrpgr predicting participation are
discussed, followed by those that were found to be barriers to emglayéspation. The

second section explores the practical implications of these finfiimgmanagers, and how
these findings enable them to improve the rates of participatihealth promotion activities
in their organisations. The third section of this chapter highlitjetstrengths and limitations

of this study, and provides recommendations for relevant futseaureh.

7.3 Individual variables associated with participation

7.3.1 Age and participation

Age is an important but complex variable in most social reBeafrtie findings in this study
strongly suggest that the age of employees predicts in whiehdlyactivity they are more
likely to engage. Older employees are more likely to gpete in health screening
assessments and education—orientated activities, which inclodssfitests, health screening
initiatives, health seminars, weight management and streszagament programmes,

whereas younger employees are more likely to take paxeirtise initiatives.

Establishing the connection between older employees and pditinifpa activities such as
health screening assessments is consistent with the outcdneesame investigation by
McLellan et al. (2009). It revealed that among the 2023 employeedoskaopart in their

study, participants in health screening assessments weremigtionately older. Similarly,
Brill et al. (1991), in their study of 11830 employees working inDladlas (Texas, USA)

school district, found older employees were more likely to ppetiei in health screening
assessments.
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Possible explanations for older employees being more likely tbanggr employees to
participate in health screening assessments and educationtedeatsivities include the
greater likelihood of older individuals having experienced illlthethrough age-related
chronic health conditions (Shephard, 2000). Similarly, older employeesot only more
likely to have experienced ill health themselves, but also ¥e kaperienced the effects of
the ill health of a friend or family member. As a consegegotder employees are more
aware of their own health status, and risks associated wathgagvhich encourages them to
try and identify possible health issues by taking the opportunity ¢iCipating in a health
risk assessment or an educational programme to minimisastkatr manage the health issue
concerned. An example from Dobbins et al. (1998) cites a sgntfipredictor of
participation in a health risk assessment is an employee’sipedcrisk of cancer, which has
a strong influence on their decision to take part in this type atthetervention. Typical
workplace health assessments include evaluating cardiovasmatih, serum cholesterol,
and blood pressure, which are indeed health concerns generallyngftéder individuals. It
would appear, however, that although older employees are significaatte likely to
participate in health screening assessments, they aremalso likely to cite inconvenient
scheduling as a barrier to their participation. This idahip is further enforced in a
comment made by one of the 20 interviewees (M2), who statézla“perception of older
people that everything is inconvenient. They get in their condorte, so with any
scheduling [of health promotion activities] they'll say for argte ‘that’s my 6 o’clock drink
hour’. They won’t want to go, or be inconvenienced in any way”. Titerviewee was a

male senior manager aged in his mid—fifties, and wasrief) to people aged older himself.

Younger individuals typically perceive themselves as less ralthes with fewer health
concerns, and evidence in the current study indicates that youngeyeggpbre considerably
less interested in their health status, and are less likelfend a health screening assessment
or education—orientated activity. Indeed, when the barriers tiwipation were analysed, a
significant association was found between a lack of selfaeffi@and participation in health
screening assessments. This is influenced, in part, byggowmployees believing that the
exposure of a possible health issue could threaten their futurer gaospects and further
discourage younger employees from participating in health sog@ssessments. Younger
employees, yet to establish themselves in their positioheinMorkplace, express concerns

that supervisors and managers could be privy to any health isdweath identified through a
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workplace health screening assessment. Their worry washthabndition might be taken

into consideration, possibly jeopardising the employee’s future promapportunities.

Whilst younger employees were found to be less likely to paatEipn workplace health
screening assessments or education—orientated health actikisggunger cohort was more
likely to engage in exercise activities. This is coesistvith the outcome of a similar study
by Wilson et al. (1994), which investigated the characteristice500 employees, 212 of
whom participated in an organisational exercise programme ared siggrificantly younger
than the non—participants. Wu and Porell (2000) and Alexy (1991) alsondeddr that
younger employees have higher participation rates than older eseployexercise activities,

and that they are more likely to attend employer—sponsoredsfiteesres when available.

The association between youth and participation is also explaingaunger employees
often having more free time and being less likely to have depéndr other family
commitments. This can discourage participation, particularlgctivities are scheduled
outside work hours (Evandrou, Glaser, & Henz, 2002). In the curraiyt, $his association

was found in the questionnaire and was continually cited bgQheterview participants.

An alternative reason for younger employees being more likely ticipate in exercise
relates to younger people generally being more competitive. &tek(000) suggests that,
compared with older employees, younger employees are more regptmsgine competitive
and social aspects of workplace exercise activities. rivitie competitive appeal of exercise
activities was explored by Kaewthummanukul and Brown (2006) in thelysasmaof the
literature relating to employee participation, older emmgyeroved to be considerably more
relaxed and, therefore, less likely to even consider engayiag exercise activity offered in
the workplace, let alone participate in one.

Exploring this point from a different perspective, Kolt, Drivend Giles (2004) suggest older
employees are less inclined to participate in workplace eseeaditivities because of a decline
in their physical fithess. This reluctance to take parkar@se activities may, in part, be due
to the fear of injury or concerns about aggravating or precipgtadi particular condition,
illness or health problem. Evidence supporting this suggestionvglpd by Alexy’s (1991)

study involving 201 participants and non—participants in a workplaeecisg programme;
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where obesity, hypertension, and post-surgical issues were thé&egoently—cited reasons
for not participating.

The results of this investigation clearly indicate the impodaot age as a predictor of
employee participation in specific types of workplace healthatiies, namely, health
screening assessments, education—orientated activities, amdisexactivities.  This
information is useful for managers establishing which acts/iiee more appropriate for
different age groups in their organisation.

7.3.2 Gender and participation

Gender differences are commonly reflected in the choices ofitesipeople make, and
participation in workplace health promotion initiatives is no excepti@ender, as one of the
individual variables investigated in this study, was assatiaf¢h fitness testing, exercise
activities, weight management programmes, counselling, dnof @ahe grouped activities
(total combined activities, education—orientated activitieslatthvioural change activities).
Female employees were considerably more likely to participatdl of these activities, a
result that is consistent with the outcomes of a number ofquestudies (Desmond et al.,
1993; Glasgow et al.,, 1993; Lemon et al.,, 2009; Lewis et al., 1986ijs et al., 1992;
Petersen et al., 2008; Thompson et al., 2005).

Various explanations have been offered for why women are more lizkgbarticipate in

health promotion initiatives. For the purposes of the current discuggader explanations
have been separated into female—focused and male—focused cosisler&ome authors
suggest that, overall, women are more likely to take partdrkplace health promotion
activities because they are generally more aware of uhfekflestyle behaviours, and,
therefore, more willing to attempt to change that behavden the opportunity arises
(Vasianovich, van Teijlingen, Reid, & Scott, 2008). For exanftmale respondents in
studies by Harris and Cale (2007) and Vasianovich et al. (2008) mvere likely to

participate in fitness assessments, an outcome thatlesteef in the current study results.
Having baseline measures has important implications for futwalthh and fitness

determinations, which women, with their relatively better theawareness, are more

interested in, compared to their male colleagues (Vasiametial., 2008).

173



Chapter 7 — Discussion

Similarly, current study results found a greater proportion of wowere significantly more
likely to participate in workplace weight management prograsamiehis finding is further
supported in the barriers to participation, where men were rnanettice as likely to believe
they did not have a weight problem and, therefore, did not negalrticipate. These trends
are not surprising given the outcomes of studies by Petersén(20@8) and Markey and
Markey (2005), who suggest women are more inclined to evaluateetdi#g habits and
ensure they are eating a balanced diet, regardless of whethet thiey have an issue with
their weight. A consistent finding in a number of other studiefiroomthat women are more
concerned with their weight than men, and have a considerablggpeateived need to lose
weight (Crawford, Owen, Broom, Worchester, & Oliver, 1998; HFnenkeffery, & Wing,
1994). Serdula et al. (1993) found that, at any one time, between 70-9@%meh are
reported to be on a diet.

Women often have greater family, childcare, and household maeageommitments, and
this consideration could explain why women were more inclined them to participate in
workplace exercise activities; particularly when the ati¢isiare scheduled during working
hours when women had no family or childcare responsibilities. Fustingport for this
outcome is evident in a study by King et al. (2000) involving 306@&HNAmerican women
aged 40 years and older, which reveals that caregiving durgethe most prevalent barriers
to participating in physical activities. This finding implid&t women without children are
more likely to participate in workplace health activitiebhis is an area worth investigating,
as a better understanding of how gender affects participegttes could help managers to

better direct their efforts in tailoring health promotioriatives in the workplace.

The current thesis revealed that men had lower participaties mra fithess testing, exercise
activities, weight management programmes, and counsellingtives. One explanation for
lower participation in fitness tests and assessments ré@teen being more inclined to
make self—judgements on their fitness or being less intdr@stenowing their fitness level.

Advocates of fitness tests highlight the value of baselieasures in evaluating fithess
components, progress and health status; however, men are sftéikdly to feel the need for
this information and are, therefore, often less likely to tade in fitness testing (Harris &

Cale, 2007).
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Reasons why men were less inclined to engage in workplace weighbigement
programmes, are partly attributed to men generally entertaloingr health awareness
(Petersen et al., 2008; Markey and Markey, 2005), or to the hd¢ahey feel considerably

less inclined to justify their size if they are oeerunder—weight (Cash & Henry, 1995).

The demonstration of lower participation rates for men in workpéaercise activities in the
current study can be explained, in part, by the previously medtidifference in the health
and fitness awareness between men and women. Further, memutiakerpore leisure—time
exercise, as opposed to workplace and work—time physical actiedss week, compared

with women (Kouvonen et al., 2005).

Overall, female respondents were found to have higher participates than males in most
of the workplace health initiatives assessed, and althoughrea®usly mentioned, there is
broad support for this outcome, there are other studies that remaficting outcomes
(Bagwell & Bush, 2000; Davis et al., 1987; Dishman et al., 28@#iroek et al., 2009; Sloan
& Gruman, 1988; Wu & Porell, 2000). The conflicting outcomeatesto men being more
inclined to participate in workplace health promotion activitigarticularly exercise
activities. The delicate nature of differences in Ieadfttivity participation rates is illustrated
in a study by Grosch et al. (1998), who found even though women are indezdkalyrto
take part in workplace health promotion activities, the diffees are small. This suggests
that managers have more flexibility when considering what ty@etwfities to implement as

part of a workplace health promotion programme.

Further research to explore how the formula or presentatiomyfof these workplace
activities might affect gender participation rate diffeesavould be a useful adjunct to the
existing literature. For example, are women more likely t@ tpart in lunchtime yoga
sessions, and men more inclined to participate in social rtegoys or indoor cricket

matches?

7.3.3 Perceived health status and participation

Health promotion programmes generally attract people who a&&dglicommitted to healthy
lifestyles (Lerman & Shemer, 1996). Furthermore, individuwath higher self—efficacy are

more motivated and therefore more likely to engage in health prmmaditivities (Lannon,
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1997). It is also reported that employees with the greatdstofi health issues such as
hypertension and cardiac disease are less likely to attenth h@amotion programmes
(Kizer, Pelletier, & Fielding, 1995; Thompson et al., 2005; Zaetlal., 1988). However,
other studies have tended to question these assumptions. Gros$cli1898) found that
healthy employees are not consistently more likely to partipat health promotion
initiatives when compared with unhealthy employees. Indeederturstudy results
established that perceived health status was not a maglctpreof participation in any of the
nine health promotion activities investigated. This was atsterated in the barriers to
participation, where perceived health status was not assdeigth any of the reasons for not
participating. This finding corresponds with Robroek et al. (2009) wdod no clear
differences in the health-related status between participadt®on—participants, which the
authors suggest could be interpreted positively, as it imgiaswyorkplace health promotion
programmes are able to reach not only healthy employees, buhaedsowith greater health

risks and possibly in greater need of health care intepresti

7.3.4 Perceived stress and participation

An employee’s perceived stress, whether associated witbnager work—related issues, has
the potential to affect their performance and productivity atkyand their participation in
health promotion initiatives. The questionnaire used in this study fourehgfoyee’s
perceived stress was associated with fitness testing, chogsesmoking cessation
programmes, total combined activities, and the group of behavichaafje activities (which
included exercise activities, alcohol and drug programmes, ctiogseand smoking
cessation programmes). Perceived stress was alsoaedowith a number of barriers to
participation including embarrassment, scheduling, knowledge, seistefficacy, and work

commitments.

Surprisingly, there was no association between perceived sinésparticipation in stress
management programmes. However, this result supports the outdaanether study by
Arthur (2005), which found low participation rates in workplace sclsemesigned to address
workplace stress among employees who were actually expegemigh stress. This
indicates that, in some instances, employees choose to addiiesgtress in ways other than
workplace stress management interventions, such as receiwater employer—sponsored

counselling. Indeed, in the same study, Arthur (2005) reportsn#icagt proportion of
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employees who experience stress at work seek help from a waglqaanselling programme

or an Employee Assistance Programme (EAP) service.

In the current study, perceived stress was not a predictor oicipation in stress
management programmes; however, it was found to be a signibeamgr. Respondents
with higher perceived stress were more likely to cite & tdcself—efficacy and a lack of trust
in their managers or supervisors as barriers to their geation. Goldberg and Steury (2001)
suggest this relationship is explained, in part, by stress pronmfettiggs of powerlessness
and an increased prevalence of depression among employees. €lgnaerd somewhat
unsurprisingly, the current examination also found employees with lpeseived stress
were more likely to cite a lack of need as their rea®omdt taking part. These findings
further indicate that employees experiencing high stress d@aketirect action in the form
of participating in a stress management programme, but mayteeinclined to do so if they
have had success in the past with such initiatives andatteepot threatened or concerned

about any repercussions from their supervisors for taking part.

Stress is frequently cited as influencing smoking behaviourksgtr, 2005; Sarna, Bialous,
Wewers, Froelicher, & Danao, 2005) and high perceived stressls@sssociated with the
likelihood of participation in smoking cessation programmes. Tlsscegion implies that
employees with high perceived stress are more likely to pttémncontrol their smoking
behaviours, perhaps because they are unable to control other straslesges et al. (1988)
found smokers who make no attempts to stop smoking are more likehydtose weight
control programmes compared to smokers who actively try to stop sgnokiremains to be
determined as to which of the following comes first; if Steesemployees are more likely to
smoke and try to stop smoking, or if smoking is the perceived stresbhis study has
provided a starting point by highlighting that there is a relationstiyvd®en higher stress and
a greater willingness to stop smoking. This interpretatioartedr enforced by the barriers to
participation, where no associations were found which limit oricest stressed employee,

who is also a smoker, from taking part in a smoking cessptagramme.
7.3.5 Perceived job satisfaction and participation
The question of whether job satisfaction contributes to highercimation in workplace

programmes or whether participation in these programmes improtesatisfaction is
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significant. In the current study, questionnaire results foundpraeived job satisfaction
was positively associated with employee participation in workplamunselling and other
behavioural change activities, which were more intensive andireelqgreater personal
commitment (exercise activities, alcohol and drug programmed, smoking cessation

programmes).

This result has important implications for managers by demoingtridtat employees who are
more content in their job are significantly more likely to adsinesgative health issues by
participating in workplace health promotion activities, particylathose requiring a
substantial personal commitment. Furthermore, job satisfaeidmo significant influence
limiting or restricting participation in any of the nine adi®s investigated. Therefore,
strategies designed to improve overall job satisfaction amompjogees not only improve
staff retention and productivity (Matzler & Renzl, 2006), but alscoerage employee

participation in more intensive health promotion activities.

Little other comparative evidence was found to support the asiswcibetween job
satisfaction and potential increases in participation ratesealth promotion activities.
However, a study by Peterson and Dunnagan (1998) analysed the outdcmesrkplace
health promotion programme on 1283 university employees and found that cailyideore
participants than non—participants appreciated the value thah h@algrammes had on

advancing their health and well-being.

7.4 Social variables associated with participation

7.4.1 Perceived co—worker support and participation

Existing literature suggests that social support predicts patiien in workplace health
promotion programmes, as studies identify that a common reason ficipading in
activities, particularly workplace exercise activitissthe social interaction and support from
friends and colleagues (Bryan & Rocheleau, 2002; Hersey, é20818; Kirkby, Kolt, Habel,
& Adams, 1999; Thogersen—Ntoumani, 2009). However, the questionnaireiruskd
current study found that social variables (co—worker and supervisor Sugidonbt have the
same influence on participation rates as have been previopsiya#, and the effect of these

social variables on participation were considerably less tharefteet of individual and
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organisational variables. Co—worker support was not strongly atesberdgh participation in
any of the nine activities investigated, and supervisor suppast only found to predict
employee participation in stress management programmeslai$y, the interview outcomes

provided further evidence that social support had little inflaercparticipation.

This lack of association between co—worker support and partaipat health promotion
activities suggests employees in New Zealand are lessemed than other populations
studied with the social aspects of participating in workplaealthh activities, This could
indicate that either employees have an existing relationshiptiagir colleagues already and
that taking part in a health promotion activity with them has n®dddcial value, or that
they choose to participate in health promotion activities regezdd whether or not they
have company for the activity. This assumption is further suppbytélae relationship found
between co—worker support and the reasons for not taking part. Ineselts m the current
study found employees with higher co—worker support were more likelyeta lack of need
to participate in certain activities, in this case stresanagement and counselling
interventions. This indicates employees are more inclinedabvdéh these issues with the
help of their friends and colleagues, rather than a health pammptogramme. However,
employees with lower perceived co—worker support are more liketytd various excuses,
including inconvenient scheduling, a lack of self—efficacy, andladadrust in managers as
reasons for not taking part in more sensitive activities suaoasselling and alcohol and

drug management programmes.

Lee (1993) suggests that a lack of association between social tsapg@guarticipation is not
unjustified, particularly in exercise activities as womea arore likely to exercise alone
rather than in groups. The same idea is also reflected in arsttidy by Ball, Salmon,
Giles—Corti, and Crawford (2006), who report that women are likelpappreciate the
opportunity of spending time alone while they exercise. More@uarit et al. (1999) found
that the idea of exercising with others is a common bawigatticipation for older women,
and suggests that this cohort is more motivated to exercise ienld not have friends or
colleagues exercising with them. Another possible explanation nelate to lower co—
worker support being associated with a lack of knowledge about sxextivities, as found
in the current study results. This suggests that the populafritgxercise activities is
particularly partial to word—of-mouth and more informal communicationway of

colleagues simply talking to one another.
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7.4.2  Perceived supervisor support and participation

Perceived supervisor support, the other social influence emgpliorethis investigation,
emerged as being significantly associated with employeeidei® participate in workplace
stress management programmes. Although several studieinkiastgated the influence of
supervisor support on employee stress (Anderzen & Arnetz, 2005; Kobayashi 2008;
Renaud et al., 2008), few have examined the relationship betupenvisor support and
participation in workplace stress management programmes hémsttidy demonstrating that
perceived supervisor support can predict employee participatiortréss smanagement
programmes, also found that an association was more prevalent aniéagnales in higher

level positions (Crump et al., 1996).

The association between supervisor support and participation ins stnesagement
programmes could stem from employees who are experiencing higgiveer stress and who
believe their supervisor has some control or influence on #teess. Having their
supervisor's support encourages them to participate in a strasagement programme.
Considering this point from another angle, higher supervisor supportsigagicantly
associated with a lack of need for stress management progsamhen the barriers to
participation were analysed. Conversely, employees with l®upervisor support were
significantly more likely to cite a lack of trust in theiamager as a reason for not taking part

in a stress management programme.

In addition to this, perceived supervisor support affects an emptoyiisions not to
participate in health promotion activities more strongly tharr tthecisions to take part. A
lack of trust in managers was continually cited in the quesiomras a reason for not
participating, suggesting even when employees believe they comdditbieom a particular

health intervention; they are still very reluctant to ta&s, mlespite the benefits.

In the same way, another barrier to participation cited by iet@nparticipants in the
qualitative study, and repeated when asked how participation could ib&imed, was the
need for someone to monitor the programme, ensure staff are adlgtimiormed and
maintain the programme’s visibility within the organisationthe same way that mandatory
occupational health and safety requirements should be upheld. 3Jimggestions further

indicate supervisor support should include more than just a managetlyweeassuring an
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employee or giving them a token reward, but should demonstrate am@mrgonmitment to
the programme’s success. This point was supported by Seavémsbr(2909) who found
management support was also associated with successful prograamde a strong

performance in employee health outcomes.

Perceived supervisor support was related to a number of recissthgor not taking part in
various activities, but the lack of stronger associations legtvem—worker or supervisor
support predicting participation in more activities could alsdedlathe large size of the five
organisations involved in both the questionnaire and the intervi€ésasgow et al. (1990)
found that smaller worksites with greater perceived superggpport were predictors of
employee participation in workplace smoking cessation programrRegher investigation
may confirm whether smaller organisations support a greateciaissio between supervisor

support and participation in stress management and other pealtiotion programmes.

7.5 Organisational variables associated with participation

As with the individually—orientated variables, the organisatiorariables investigated
(perceived health climate and perceived job flexibilitygrevfound to have a considerable

influence on the employee participation rates in sevevgkplace health promotion activities.

7.5.1 Perceived health climate and participation

Organisational climate refers to an employee’s work environmeihich influences their
work—related attitudes and behaviours (Ngo, Foley, & Loi, 2009), eatthhclimate is one
component of the overall organisational climate. In the quawéitatudy in the current
study, a more favourably perceived health climate was assdeiath an increased likelihood
of employee participation in a wide range of the workplace ngaibmotion initiatives
offered, including exercise activities, health seminars dred grouped activities (total
combined activities, education—orientated and behavioural changéies)t This indicates
that the perceived work environment has considerable importarmceating an atmosphere
that supports making and sustaining positive health behaviour chaRgsegive perceptions
of an organisation’s health climate encourage increased cordidanong employees that
their workplace will not jeopardise or hinder their attempts to adegatithier lifestyle

behaviours. For example, a completely smoke—free work environmedrgneficial for
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employees effectively completing a smoking cessation programites point is further
strengthened by the reasons cited for not participating. Empggloygl more positive
perceptions of their organisation’s health climate were saifly less likely to need
counselling or health screening interventions. Conversely, thod®e more negative
perceptions cited embarrassment, insufficient knowledgekafaself—efficacy, and a lack of
trust in their managers as barriers to their partimpat This finding has important
implications for managers by strengthening the possibility thabikers believe that their
organisation is concerned with their health, they are moreylitelparticipate in health

promotion interventions when offered.

The notion of the perceived health climate influencing participats seen in studies
recognising the benefits of taking a more holistic view towdh#s programmes. This
includes developing and creating awareness of the actiaitagkble to encourage employees
to participate, and subsequently remain with the programme (Y2883%). This point is
emphasised by considering the association between health ciindteducation—orientated
activities, as found in the current study results. Education—ateghactivities are somewhat
redundant if the organisational environment does not support healtbtyléf@ractices that
might encourage employees to at least attempt to adopt the leawmied information. For
example, a seminar on balanced nutrition is significantly défective if the organisation,
while informing employees of the benefits of healthy eaticmptinues to stock on-site
vending machines with unhealthy food choices. A workplace environmernis tharceived
to support health promotion efforts could enable employees to feebdabié enough to
begin to make lifestyle changes after attending a health seoimeving a health screening

assessment.

Social support was not strongly associated with most of theitiest investigated in the

current study, however; the importance of perceived supervigqosg is demonstrated by
the impact on organisational climate perceptions, where sspersupport and input is
fundamental. Organisational climate, particularly in tewhsbvious supervisor support,
influences employee participation in health programmes insafdine programme is viewed
as an organisational goal (Lovato & Green, 1990). Dishman €0fl19) suggest supervisor
support intersects with the concept of organisational climateainemployee perceptions of
their supervisor’s support in participating in health promotionvitiets play a key role in

formulating perceptions of an organisation’s health climate. Aighdights the importance of
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managers understanding how employees build an impression of healéttecperceptions
including the organisation’s culture, norms, values, underlyingieaalated attributes, and
physical attributes. Reinforcement strategies for masageronsider involve ongoing health
promotion activities, frequently recurring activities, awasasninterventions such as posters,

emails, pamphlets and other informative material detaligajth—related issues or events.

7.5.2  Perceived job flexibility and participation

The finding that perceived job flexibility was positively asstailawith participation in total
combined activities, and the education—orientated group of adjvitigports that found in
the study by Heaney and Inglish (1995) who investigated employedgsitio in workplace
fitness centres. They suggest job flexibility charactessassociated with specific jobs
include having greater flexibility in scheduling work tasks andirtta\nigher autonomy.
Similarly, a five—year investigation by Rost et al. (1990) imva 679 employees found
employees with greater work—time flexibility are considerabtyremlikely to participate in

workplace health promotion programmes.

The association between greater job flexibility and employsécypation in programmes
demonstrates that health promotion programmes are more effectorganisations where
employees have greater control over scheduling their work requiteraed structuring their
day. The reasons cited by current study respondents for not ditigin general health
promotion activities were, specifically, a perceived lack tiofie and external family
commitments taking priority when time is limited, and confitmattincreased job flexibility
supports employee participation in workplace health activitiezywmcz, Casey, and Jones
(2007) report that workplace flexibility contributes to positiveslifde behaviours among
employees, and thereby plays a crucial role in developing a@ctigfé workplace health
promotion programme. Moreover, when perceived job flexibility aaalysed against the
barriers to participation in this study, respondents with highefi¢akbility were found to be
significantly more likely to cite a lack of need as the&rsen for not taking part. This finding
indicates some employees have the flexibility to deal with mems$ues outside the
workplace, and are able to utilise a non—workplace service dunhegworking day.
Conversely, employees with lower job flexibility who are forcedparticipate in a more
sensitive workplace health intervention such as counselling at Wwecluse they are unable

to leave work to take part off-site, were significantly endikely to cite feelings of
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embarrassment, lack of self—efficacy, lack of trust, and workmitments as their reasons for

not taking part.

As was found with the relationship between other variablesandoyee participation rates,
the characteristics of the five organisations involved irctiveent study may have influenced
the outcome of increased job flexibility with likely increagegmployee participation. This
is because white—collar workers, those who took part in this stegprted greater job
flexibility, compared with blue—collar workers (Glasgow et 4P93; Morris et al., 1999).
Strong evidence reflecting this point was also found in theviete outcomes where service
personnel with very little flexibility in their schedules found iffidult to participate in the
health interventions available, whereas managers who wereiénted readily admitted they
found it considerably easier to take part because of the fléxilmlitheir schedules and

autonomy in how they structure their day.

7.6 Barriers to participation

Each activity in the range of health initiatives invesegawas found to be associated with
very specific barriers preventing or limiting employee pastiton. This provides further
evidence of the complexity associated with employee paatioip in workplace health
promotion initiatives, and confirms the need to investigateiphlhealth activities in order
to more fully understand the factors related to participatiois drgued that this is where the

current study provides the greatest contribution to existing kiogwle

Understanding the possible barriers to employee participation in @oekblealth initiatives
is essential in assisting managers to tailor programmethamdork environment to maximise
participation. For instance, given that several studies, imguthe current study, have
shown that women are more likely than men to participate in he@thotion activities, it is
particularly important with a predominantly male workforceutwlerstand and minimise or
remove barriers to participation in these programmes in @oderaximise the number of

employees taking part.

The reasons a discussion on the barriers to participation is essparately from the
predictors of participation is to offer the reader an explanaif why key predictors are in

place but the organisation still experiences low partimpaiates. Previous studies highlight
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the need to specifically address the perceived barriers twipation to encourage initial

participation and maintain employee involvement (McLeroy efl8B8; Person et al., 2010).

7.6.1 Inconvenient scheduling

Inconvenient scheduling was a major reason for not participatimgaimy of the activities
investigated in the current study, including fitness testirgrogse activities, health screening
assessments, health seminars, and weight management pregrariive current thesis did
not explore the timing of activities. However, regardlgssien an activity is scheduled, the
current study findings illustrate that participation is hinderedvbyk commitments if the
activities are scheduled during work hours and by family comemtsif the activities are
scheduled outside work hours. This finding supports previous resear&lotsba and
Bentley (1988) and Jewson, Spittle and Casey (2008) in which both stodiesa lack of

time because of personal responsibilities as the most corpandar to participation.

The current study findings imply that scheduling activitiesirdumwork hours is effective
when employees are able to include the activity in their wdnkdwde. This point appeared
in both the questionnaire results and interview outcomes. Crung. €1996) found
employees are more willing to participate when they are dives off work, as scheduling
difficulties present less of a problem for employees wartbrigke part. Reger et al. (2009),
in their study of a 12—week health promotion programme offered to aitywestaff, found
that the most convenient time to schedule health screeningmesgs is during work hours.
They also add the importance of scheduling activities to accomenadark schedules,
ensuring that the activities are of short duration and arategeluring the day (for example,
morning, noon and early evening) to eliminate any scheduling bartets reduce

participation.

One of the five organisations involved in the current study hadge laroportion of call
centre workers, with many reporting they were unable to finchanemployee to cover their
work duties when they wanted to attend a health programme on dffes. indicates some
activities suffer from lower participation rates in workplacehere the employees are
physically required to be at their workstations during working hodmsnwhe activities are

scheduled.
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Interestingly, inconvenient scheduling or poorly timed actisitieere found to both help and
hinder participation. Despite the apparent duality of timingonveniently timed activities
pose a greater hindrance to participation because a consideuatider of other factors, such
as work commitments, deadlines, job requirements, and familyomstbilities, most
commonly provide the reason why the timing of an activity is incoleve. The interview
participants involved in the current study frequently cited diffetenes for when activities
would be convenient for them, indicating the only possible way to nsmirtthe excuse of
inconvenient timing was to schedule activities at multiptees. This finding adds further
support to previous studies that also demonstrate the importarschearfuling activities at
several different times throughout the day (Carnethon et al., 200&,0W McElroy, &
Elliott, 1994).

Palank (1991) and Hughes and Parkes (2007) found greater job flexibilitpondsacive to
higher employee participation rates in exercise activitiesthe current study, a perceived
lack of job flexibility was a frequently—cited barrier to pagation, providing further
evidence that work constraints prevent or limit participatidémployees with higher job
flexibility are more able to schedule their workday in order totigpate in health
interventions. This is obviously a major advantage for employdes ave interested in
participating. Timing issues are less apparent for employesapervisory or managerial
roles where they have an increased ability to schedule tbeking day, irrespective of their
work commitments. Indeed, this point was cited frequently amtemgterview participants,
who also stated that in some cases using inconvenient scheduliagdaahdof job flexibility
was simply an excuse for not participating. However, it is @mpathat within all

organisations, some employees find the time to participate easily than others.

7.6.2 Work commitments and a lack of time

The current study findings revealed that employee participatisrorkplace health activities
is limited by a perceived lack of time due to work commitmeats,outcome common to
several previous studies (Lemon et al., 2009; Lovato & Green, X988k et al., 2006;
Mavis et al., 1992; Strange et al., 1991b; Wilson, 1990). Lemah €2009) found that,
among 1593 hospital employees, decisions to participate in weigltolcgrogrammes,
exercise activities, and nutrition information seminars vsegeificantly hindered by a lack of

time due to work commitments. In addition, Strange et al. (19%H&saed 505 employees
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participating in various workplace health promotion activities anohd in their sample of
predominantly office workers, as in the current study, timeyafn@m work is seen as an

undesired distraction from their primary responsibilities.

Some authors suggest an actual lack of time is not the rdasamot participating in
workplace health promotion activities. This point was put t®theterview participants for
comment; most agreed a typical excuse for a general lackenést in an activity was to cite
a lack of time due to work commitments. Again, most int@nparticipants agreed a lack of
time is a commonly used excuse covering another reason for not pekinglt is argued this
excuse is minimised if employees are given time away fla@ir work requirements to take
part. However, managers may find it difficult to challergeemployee who would rather

continue with their work schedule.

Lovato and Green (1990) suggest low attendance rates in somiieacsignal that the
activity is unappealing to large sectors of the working populatiothatrjoining the activity
is inconvenient for large numbers of employees. Further evidemeevided by Mavis et al.
(1992) where two-thirds of non-respondents in their study cited time aiotstas their
reason for not participating; however, these authors note thaugh employees frequently
have a genuine shortage of extra time in which to participate,pibssible that employees
regard attending a health promotion activity at work as a lowigyristhen arranging their
working day. Similarly, Bowles et al. (2002) found a perceiadk lof time was the most
frequently—cited barrier to participation in exercise atiéisj their study comments that this is
most often due to busy work demands, but also report that the vyeerdack of time is
actually a lack of self-motivation, and that a lack of tiwes given as an excuse. Some
authors propose that citing a lack of time as the barrierrtipation in these activities is a
convenient pretext for not wanting to take part and being unwiliredmit it (Kouvonen et
al., 2005).

7.6.3 Family commitments and a lack of time

A major disparity between the predictors and barriers tocpaation was caused by social
factors influencing the reasons not to participate, when these found to have little
significant influence on the predictors of participation. Fpraommitments taking priority

over participating was cited in both the questionnaire and theimtey. General comments
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from the interview participants related to family comnatits taking priority when activities
were scheduled outside of work hours. Previous studies suggestdhon is more common
among women (Ball et al., 2006; Desmond et al., 1993; Schwetschesla(2€05). Ball et
al. (2006) also found that women worry and suffer feelings of guilsaliithness when they
put activities like exercising ahead of their family cormmgnts, and this discourages them
from exercising. Jewson et al. (2008) acknowledge that pattamptor women is further

restricted because they are over—burdened with work and ipgreatnmitments.

A notable finding in the interview outcomes suggests the typegahdation has an effect on
the severity of family commitments acting as a batagrarticipation. The company involved
in the interviews had a high proportion of staff that had famitied, therefore external family
commitments. Hence, offering activities within work hours Wwaguently cited. However, in
workplaces where the proportion of staff with families is loatjvities offered outside of

work hours are more successful. This area would benefit from fugbearch.

7.6.4 Lack of knowledge or information

A lack of knowledge was identified in the current study as a camibarrier to employee
participation in fitness testing, health seminars, stresgganent programmes, and smoking
cessation programmes. This lack of knowledge relates to #utigad details regarding the
activity, place or time of the presentation or activity, ndiyfunderstanding what the activity
or initiative involves and what the initiative seeks to achiewewhat is required of the
participant. In addition, some employees do not know how to acceswfthrmation
required, or they ignore the information that is given to thé&my of these possibilities could
explain why a lack of information or knowledge was a strong bawig@articipation. How
the information is provided, as well as how the information isived, are important when
considering how to overcome the barrier regarding a lack of kdgelabout a workplace

health activity.

Willemsen et al. (1999) suggest the location of informativeera is of considerable
strategic importance in encouraging participation in health promattwities. Their study
recommends that comprehensive information should be circulated widedyently, and
repeatedly to fully inform employees about an activity. HSeikforts are perceived to enrich

the workplace environment and create a culture and climate abgitates participation.
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Improving the provision of information to employees using multiple clgrna also shown to
positively influence participation. Glasgow et al. (1988) haxtass in recruiting participants
to a worksite smoking cessation programme by means of posterphless, and in—house
memos announcing the availability of the programme; this appreasxchited 60% of the

employee smoking population across a number of different organizations

Circulating information with generic rather than specific detabout an activity also affects
participation. For example, an employee who dislikes having bidahtcould perceive any
health screening assessment to involve needles, whereas yhie raa incorrect assumption
for the health assessments offered in their workplace. Thentwtudy results from the
quantitative study found that fear caused by lack of knowledge ca&nahdwect result on an
employee’s choice not to participate, or make them less wiltmgrearrange their
responsibilities or workday to participate, possibly citing incore@nscheduling as a reason
for not taking part. Other examples were found in the intervievagre employees were
interested in utilising the counselling services available vireite often unclear about the

service and therefore reluctant to participate.

7.6.5 Embarrassment

Another reason cited for not participating was the feeling of emtmment. This was

particularly evident for workplace counselling services.

Embarrassment preventing participation in counselling servicéesdisative of the New
Zealand culture, where emotional issues are typically kepateriand individuals tend to be
more self—conscious about outwardly acknowledging such issues. [&aple are reluctant
to take part in any counselling intervention, preferring to deti any emotional issue
without external help. The current study findings indicate thasoped or emotional
problems, as with alcohol and drug issues, are considered outsidepkiyex’s control or
influence. Howard, Tuffin, and Stephens (2000) found this is alsizydarly evident among

police officers.

Current study findings also illustrate that even employer—sponsmredselling services
located outside an employee’s workplace are ineffectigenfloyees believe their supervisor

could use their health information inappropriately, or it will effféheir future career
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ambitions. Making use of a counselling intervention is partiguldifficult when an
individual is embarrassed about being unable to address the hgsnsetves, and become

even more difficult if the counselling intervention is offeegdvork.

Feelings of embarrassment also contribute to low participationldoh@ and drug
programmes. This may have related to the demographics ofgheisations involved in the
current study; the organisations were large corporate environnmaardsalcohol and drug
issues are not as common in this sector as in the more labensive blue—collar industries
(Berry, Pidd, Roche, & Harrison, 2007). Feelings of embarrass@nd shame, and the
perceptions of others as having an alcohol or drug problem are comoami€ & Coombs,
1991), and it is likely that the stigma attached to alcohdl@rug—related issues contributes

to low participation in these interventions.

7.6.6 Lack of self—efficacy

A lack of self—efficacy, or not believing the programme wilbrk because the employee
would not be able to comply with it or achieve a desired outconmejdeatified as the main
barrier to participating in smoking cessation programmess fEsult is consistent with the
findings of McNeill et al. (2006) who found that self—efficacy ver® more important under
challenging circumstances such as trying to stop smoking. Themaf self-efficacy has on
behavioural change is further supported by Brod and Hall (1984) who, ireadgyhealth
promotion research, found a link between self-efficacy andcjpation in workplace
smoking cessation programmes. Their study of 108 smokers, who ethrpdsticipants and
non—participants in a workplace smoking cessation programme, estdblist participants
had significantly higher perceived self—efficacy compared to tinse decided not to take
part. In addition, Brod and Hall (1984) suggest that participahtsbelieved they possessed
the necessary skills to successfully change their smoking behaamimore likely to join
this type of intervention.

Addley et al. (2001) regard smoking as the most difficult behawnanange, compared with
encouraging exercise habits, healthy dietary habits and moderatiigpkintake. Moreover,
Willemsen et al. (1999) report this difficulty in changing a béhav affects employee
participation in workplace smoking cessation initiatives. Ifratividual believes smoking is

more beneficial than not smoking for weight control reasons, or ey have a
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psychological need to smoke, then encouraging that person to modifpehaviour is
considerably more difficult. Similarly, if a person believiee or she is unable to stop
smoking, then implementing other motivators, incentives or iviéia will have little effect,
unless their personal beliefs can be changed. Bandura’s 8e#egfTheory (Bandura,
1997) provides theoretical support that assumes a person’s wismgmenodify behaviour is
dependent on their attitudes towards their actual behaviour emdi#@sired behaviour, their
perceived social influences, and their personal belief in lactging able to perform the new

desired behaviour.

The implications of the complexity involved in behaviour modificatians that managers
should be aware of how personal beliefs influence employee a@exidp engage in
interventions involving behavioural change. For example, higheeped stress was not
found to affect stress management programme participation, tbakearly influences
participation in smoking cessation programmes. The problematicenatugvaluating the
expectations and beliefs of a workforce is somewhat overcome\atd_and Green (1990)
who advise that asking people about their expected health behawoeibisst way to predict
these expectations, in their case, exercise participatiomadmetence. The authors support
their approach with evidence suggesting self—efficacy ratimgsaacurate predictors of
adherence and relapse. The same strategy could be applied tt paaticipation in

smoking cessation programmes where self—efficacy wasraggpredictor of participation.

7.6.7 Lack of trust

Issues surrounding confidentiality, including a lack of trust in @arsahaving access to an
employee’s health information, emerged as a major batdeparticipation in health
promotion activities among the 20 interview participants. [8nhgj in the questionnaire, a
lack of trust emerged as the strongest barrier to employé&eipation in workplace alcohol
and drug programmes. The importance of trust is supported byoLandtGreen (1990) who
suggest an organisation’s commitment to confidentiality & it achieving and maintaining
participation rates in these programmes. Tthe most prevadaison for employees not
participating in alcohol and drug interventions when they are dfferéhe workplace is not

trusting supervisors or managers with the knowledge they meate@hol or drug problem.
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This sentiment reflects the sensitive nature of alcohol andpminilems in society, and has
considerable implications for managers. The degreeflobimce and the right to influence is
obviously a relevant factor relating to an employee believingttiear behaviour outside the
workplace is their own business. Current study results identifylagk of trust discouraging
employee participation in alcohol and drug programmes further demtssissues explored
in previous studies that question the validity of managers beiotyegw in what an employee
does in their own time. For example, in their investigatiowardkplace substance abuse and
prevention, Hersch et al. (2000) report maintaining confidentiaity inajor concern among
employees, and is more evident among employees with unique jab ditlether easily

identifiable characteristics.

The association between trust and participation, as evidenchis ithésis, also supports the
findings of previous studies by Reynolds and Lehman (2008) and KonovskyrepanZano
(1991). Employees with alcohol or drug issues are concerned dftedt their employment
status, future job opportunities or chances of promotion, and igligyHikely that employees
could feel that their chances of promotion are jeopardiséeyf were to attend an alcohol or
drug management programme. Harlow (1998) reports that emplagee®ie likely to make
use of an EAP service to address alcohol and drug issues ifatieeyconfident that
participation will not have a negative impact on their cardéarlow’s investigation found
that employees frequently believe that information discussed douaselling session is
passed on to managers. Concerns that participation in mordveehstlth initiatives will
have detrimental effects on future career prospects areatfent in a study by Athanasiades
et al. (2008), who found that perceived trust and confidence in the prnograre significant
predictors of employee participation in a counselling initiasiveh as an EAP service. These
concerns are reiterated by Carroll (1996) who suggests an enipl@ereeption of the
potential consequences of using an EAP or counselling serviceiocadheer progression is a
significant deterrent to their willingness to use that padicervice. The association
between trust and participation signifies that programmes dedigraeitiress sensitive health
issues are considerably more likely to suffer from low paditbdn rates because of incorrect
perceptions and fear on the part of the employees. Current stsulys relentified that
younger interview participants in the qualitative study attachedegative stigma to
counselling services, whereas older interviewees were obyiousle comfortable with the

idea. This would indicate that to encourage participation in th@ss tyf interventions, it is
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advisable that managers spend time reassuring employeesnthgiarticipation is strictly

confidential.

The large organisations involved in the current study may haveeiddd the low
participation rates for programmes addressing sensitive hmaliflestyle issues. As Elliott
and Shelley (2006) found, employees in smaller businesses are riimg twiself-disclose
problems about drug and alcohol issues, suggesting smaller orgensisave the advantage
of employees working more closely together, enabling them to desttomer relationships
and increased trust. However, on the other hand, larger orgamsshave the advantage of
anonymity. Further research in this area should be directegphttriag the relationship
between the size of an organisation and its effect on an eegdogerceived trust and their

participation in health programmes.

A lack of trust is highly dependent on an individual organisatiather than being a factor
found in all organisations. The frequency of this barrier among thet@®iew participants
was more pronounced compared with the questionnaire respondentstingdisame
organisations experience this problem to a greater extent thars.otOn the other hand, a
lack of trust may not be a company-wide issue but more divisionahich case, it is argued
that managers indeed have a strong, albeit indirect, mdu®n participation. This was
clearly evident among the 20 interviewees, some of whom haagsteservations about their
managers being privy to their health information, while otliiad no concerns whatsoever
and trusted their manager implicitly. If lack of trustvwsdent in a particular organisation, the
current study findings could infer that addressing the problem aanosstire organisation is
not always necessary or effective. Rather, if the probkemss from the attitudes of a few
managers or supervisors, the entire organisational culture reenessarily suffering from a

lack of trust.

One finding from the interview outcomes was that staff who fessh lvith the organisation
for many years did not cite trust as a barrier to participatiofiact, interviewees who had
been with the company for many years had a considerable levelsbfin their senior
management team. One interviewee (M13) had been with the corpaayconsiderable
period of time and was adamant that trust was not a beoparticipation, suggesting trust in
managers can change over time. Lewicki, McAllister and Bi®98) state that trust within an

organisation concerns employee confidence and the positive expestatiployees have
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about the intentions and likely future actions of their manawesspervisors, implying that a
workplace with low staff turnover does not experience the satie df trust barrier to

participation.

7.6.8 Inconvenient locations

An unexpected barrier to participation, one that was not promingheifiterature, was the
location of various activities. In the questionnaire, inconveniecations were frequently
cited as a reason why employees did not participate in genergblace health promotion
activities. This finding was apparent in two of the five oigations involved, indicating that
activities were not always available to all employees, tmhge who can access the activity
or facilities. In those two organisations, a wide range ashgrehensive activities were
offered to employees; however, employees working in Auckland wemsiderably more
advantaged as activities were predominantly located in the dngtidrea. Some employees
were annoyed by this which is, in part, related to the social pemmn among New
Zealanders living outside of Auckland and the resentment of theeiped benefits,
financially and otherwise, they believe those living in Aucklarderience (Carter, Craig, &
Matthewman, 2004). Similar concerns over the lack of acoeastivvities and facilities were
identified by Lewis et al. (1996), who found that off—site programrpasjcularly exercise
programmes, reduce the number of individuals who might participatieei activity. The
same access concerns are described by Giles—Corti and Donovan {@@®2)so found the
likelihood of participating in exercise activities decreageaccess to facilities is more
difficult. These earlier studies, concur with the quamatstudy findings, and provide
further proof that any difficulties in physically getting to a tre@romotion intervention will

have a profoundly negative effect on participation and atteedates.

7.6.9 Perceived lack of need

In the current study a decision was made to exclude questiomeapendents from the
logistic regression analysis who stated they had no need fortiaufza health promotion
activity. Further investigation of the data revealed thastmespondents who stated they did
not need a smoking cessation programme, for example, were indeesinuiers. However,
despite a large proportion of non—participants having no need toipete, some employees

continue to practise unhealthy lifestyle habits, such as smokidgi@not believe they need
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to participate in a smoking cessation programme. Groeneveld(20@9), who investigated
participation among employees with a higher risk of cardiovasait®ase, found non—
participants also cited a lack of need and feeling healthy asrélasons for not taking part.
However, further investigation revealed many of these empoyedfered from high
cholesterol and/or high blood pressure. The authors concluded that pesdoparceptions
are often inadequate, and a substantial mismatch often e&tstedm actual and perceived
risk and need for a health intervention, which is most often causiedufficient knowledge.
This point was clearly evident in a comment made by one of the 2fviewees (M6)
involved in the current study. His rationale for not parti¢cigatin a smoking cessation
programme, despite being a smoker, was a belief that he cmddd stop smoking without

attending any such programme. More importantly, he had no ioeritigiving up the habit.

A perceived lack of need is a difficult challenge for mammgeying to maximise
participation. However, when this point was raised in theitgtige study, the majority of
the 20 interviewees, and both managers and employees in non—manaagtions, thought
that managers would approach a high-risk employee if they havercerad®ut their job
performance, albeit the approach must be in a non—confrontationaleasitive manner.
Personal habits that affect other staff members’ safatyant a manager to intervene; for
example, alcohol or drug use affecting the ability to safelyatpanachinery, as was required
by employees in the company involved in the qualitative study.edexy it is suggested that
personal habits which do not affect the safety of others #reref less concern or beyond

the scope of a manager’s ability or readiness to intervene

7.7 Maintaining employee participation

The reasons employees chose to leave an activity afteraangeeriod of time, and ways to
maintain their participation were explored in the interview phat the data collection
process. Applying an ecological approach to the interview outsoggests that the reasons
employees leave an activity are dominated by individual faciocluding a lack of personal
motivation, boredom, and changing priorities over time. Howethermajority of factors
encouraging ongoing participation are organisational influenoesst often involving
ongoing communication with staff, constantly changing whatfexed to staff, and providing

participants with ongoing incentives.
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7.7.1 Incentives and motivation

Davey, Fitzpatrick, Garland, and Kilgour (2009) investigateel factors motivating New
Zealand university employees to participate in on—site exeactsaties. Intrinsic motivators
included competence, being interested and continuing to enjoy theammog; while
extrinsic motivators were actions performed in order to gainnarce or incentive. Their
findings concur with the current study results, which determined ahlack of personal
motivation and boredom are strongly related to participation.

A strongly recurring theme apparent from the interview outsom@s the belief that
participation is more easily maintained if the organisatioeretf incentives to staff. The
organisation involved in the interview process did not provide si#tif monetary incentives
to secure their involvement, but frequently provided t—shirts and wotberorabilia related to
the activity or intervention. Incentives can take the formgdf vouchers, coupons,
merchandise, time off, awards, and recognition (Taitel.e2808). Other current studies,
particularly North American investigations, provide monetaryntiges to staff. Seaverson
et al. (2009) explored the influence of monetary incentives orcipation in health

screening assessments across 36 different organisations and foemtd/éscoffered ranged
from between US$50 and US$100. In contrast, according to the eighiteos interviewed

in the preliminary study presented in Chapter Three of thEshmonetary incentives were
not considered normal practice to entice participation in Nesaland organisations.
Interview participants in the qualitative study commented thaople always want to be
praised” and that recognition and a “pat on the back” were eféetbrms of incentives

within their organisation. Indeed, this finding supports Tatedl. (2008) who cited the 127
organisations involved in their investigation commonly used recogratsoan incentive to

continue to take part in activities.

As with continually modifying and changing a programme to maintaipl@yee interest,
continuing to offer employees incentives is another effective wfaynaintaining their
participation over time. One interview participant in the aurstudy (M2) stated, “You'd
need to have a reward type of system for continued attendarsteuld be quarterly at three,
six and nine months. Any form of recognition from the company sagowd on you’ will
keep people participating”. The same approach has beerniveff@r smoking cessation

programmes (Volpp et al., 2009). The authors of that investigati@hnigeetary incentives
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to encourage employees to remain smoke free: $250 if an employeestopuldmoking
within six months, then $400 for every six months they were ablestainirom smoking. It
would appear, however, that public acknowledgement or recognition isr@ @ffective
incentive. Volpp et al. (2009) also determined that offering filhnocentives had a
significant impact on short—term smoking cessation rates, howdicemot translate into

long—term cessation.

Following from this point, other researchers investigatingvldee of incentives commonly
find such extrinsic motivators, particularly financial inceaivare useful in securing short—
term participation, but have minimal effect on long—term behasi changes or continued
involvement in a health promotion activity or intervention. In faocme authors believe they
have a negative effect on long—term programme adherencey(Baed¢, 2009; Frederick &
Ryan, 1993; Robison, 1998; Seaverson et al.,, 2009). Robison (1998) subgesisst
frequent reason for this relates to incentives or reinforo&srigeing related to outcomes as
opposed to behaviours. For example, financially rewarding empdgedosing weight can
lead to increased adherence in a weight loss programme ghdineterm but provides little
ongoing or long—term direction for developing the appropriate behaviouraintain their
desired weight or to lose more weight. Gaither et al. (20Q89reled on this idea stating that
although extrinsic rewards and incentives have an initial apipéainal motivators are more
strongly associated with long—term involvements, becauseipation is strongly affected
when the incentive is removed. Robison (1998) referred to thesgasisations creating an
artificial culture when the incentives provide motivation for emeés/to engage in activities

in which they would not normally be involved.

7.7.2 Communication

Ongoing communication providing staff with continuous informatioadfack and support,
and asking staff for suggestions and improvements, is fundamemtahaintaining
participation rates. This was very apparent among the iatemparticipants, some of whom
remembered activities were available to them only dftey were provided with the list of
nine activities included in the questionnaire. The interview outsciemonstrated that direct
communication appears to be more beneficial than traditional foirmr®motion like emails,

worksite posters, and web site advertising (Taitel e2@08).
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An interesting observation highlighted by Seaverson et al. (200%hagBnancial incentives
played a key role in encouraging initial participation in ltheascreening assessments.
However, this was in conjunction with continuous communication siaff. The influence
of ongoing communication between managers and staff also finds supgh@tcurrent study
where interview participants cited communication as a regutheme to secure long—term
involvement in multiple health interventions. The relationshipweeh effective
communication and successful workplace health promotion programmestsique to this
study. Indeed, the link between communication and employee patiticipis frequently
cited (Goetzel et al., 2007; Taitel et al., 2008).

7.7.3 Continuous change

The interview respondents involved in the current study frequenglg thie need for someone
within the organisation to constantly drive the programme. Pate@pbing the programme
visible, which was suggested in the interviews, is to ensurénocouns improvements and the
development of any health promotion initiatives available to stafhis will also help

alleviate the problem of employees leaving an activity becafidoredom. This outcome
adds to existing evidence documented by Taitel et al. (2008) who edtptbe factors

associated with employee participation in health screeningsassets. One finding that
emerged from their investigation was the need for a ‘gam to take a leadership role to
encourage others to have their health assessed. Champioesaibedl as leaders from any
level of the company who were recognised by their peers andagedie as having an
influential relationship with fellow employees. The same theras expressed by interview
participants in the current study, providing further support for not @myinually changing a

programme to keep it interesting over time, but also having amp&rhin the organisation

in a position of influence to ensure employees are aware of #rges, and perhaps more

importantly, are satisfied with how the programme is developig time.

7.8 Practical implications for managers

A major focus of this study is to provide practical recommeadstfor managers who are
either considering implementing a new health promotion programimeinorganisation, or
seeking to improve participation in the activities currentigilable to staff. Davey et al.

(2009) conclude there are two relatively distinct streamseséarch in workplace health
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promotion programmes, particularly in exercise initiativ€se stream of thought deals with
theorising about the motivation encouraging healthy behaviour, the sthesre focused on
the practical implications of implementing health promotionvéis in workplace settings.
This thesis adopts the latter approach, while recognising thesgitgcef basing practical

implications and recommendations on a sound theoretical platform.

In a study by Goetzel, Luisi, Ozminkowski, Roemer and Taher (206@8uthors found that
employers believe health promotion programmes have beneficial cegcton employee
health and health care costs, but they are unaware of which progralments are the most
cost—effective and achieve the greatest benefit. Both dattex concepts are dependent on
effective employee participation rates. Moreover, many eyept are at a loss when
attempting to implement effective health promotion programriesassist managers who are
unsure how to adopt, implement or improve a workplace health promotion rprograthe
following recommendations may facilitate the choice or design offrammes, and the

implementation process.

7.8.1 Schedule activities at convenient times

One strong recommendation for managers derived from this rbssdocconsider scheduling
activities during work hours and giving staff time away fromirtiweork requirements to
participate. One of the most frequently—cited particgpabarriers in the questionnaire was
that activities were scheduled at inconvenient times. Sigildre interview outcomes also
provided strong evidence suggesting activities scheduled duringheoark will then become

“part of their working day” (M3).

Scheduling activities outside of work hours often means family domants take priority

and participating in the activity becomes inconvenient. Fanoilgroitments were found to
be the main barrier to participating in fitness testingiatives and exercise activities.
Similarly, one of the most prominent findings from the 20 intersiemas that activities
outside of work hours were unappealing, particularly if an empldyes to return from home
to participate. The problematic issue of scheduling aa#/ito prevent work and family
commitments inhibiting participation could, in part, be overcomlewahg the suggestion of
Crump et al. (1996), who reported that providing employees withdfingork to participate

in health initiatives significantly increases the likelihodeyt will participate. A manager
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should consider scheduling initiatives during work hours in order to nsaithie potential of
an employee being unable to participate because of family abhigaand responsibilities. In
support of this, Lerman and Shemer's (1996) study, involving 353 ammylogees
participating in a four—day workplace health promotion programme, fouhg@ahicipants in
the programme tended to have more dependent children than nornpaatsic which
indicates that scheduling activities during work hours is partiguédtractive to employees
with childcare commitments that would otherwise prevent or lingir ability or willingness
to participate. Ideally, scheduling activities at muétipimes can minimise or remove all
work or family barriers, however, with limited resourcegjvattes should be made available

primarily during regular work hours.

7.8.2  Provide employees with useful information

Another major barrier to employee patrticipation in workplace hegalbmotion activities
identified in the current study results was the lack of infeionaprovided about certain
activities. Concerns surrounding a lack of information were rabw&ous in fithess testing,
health screening initiatives, stress management, and smolgagtiom programmes. These
results suggest that providing employees with sufficient and apgmformation about an
activity is an achievable, effective and relatively inexgpee way for managers to improve
employee participation rates. The information should at leakide details about what the
activity involves, how long it will take, what it seeks @shieve, and any other relevant
information. Ideas for information dissemination include ensuimfigrmation posters are
placed in obvious locations, information brochures being made lyeadcessible and

available, and emails being sent to employees.

Lovato and Green (1990) suggest that goal—setting, contractingregnédmme tailoring are
effective ways managers can gain information about whatogegs actually want from a
workplace health promotion programme. However, the key is to bafispabout an
employee’s individual goals rather than make general statenmrmil as'practise better
nutrition’ or ‘to improve health’, which are less effective. In addition)gosust be realistic,
short—term, and flexible. Serxner et al. (2004) agree that gdiloressages are a more
effective means of communicating with employees. They facushe Stages of Change
model and believe much of the communication effort should concerdratmoving pre—

contemplators and contemplators to the next stage of change. Tiey furggest employees
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should be made aware of the benefits of behavioural changeshyrmoving employees who
have never considered their health behaviours into the pre—coatemgitegory of change,

where they are thinking about changes in the future.

In modern workplaces, one of the most effective ways of commtingcaith employees is
online. Sciamanna et al. (2002) conducted a pilot study on the outocbmsing a physical
activity website to encourage employee participation inagseractivities. They report that
using the Internet is very well-accepted and employees obsewnwebderiers to this
communication method. Franklin, Rosenbaum, Carey, and Roizen (20@8}igaved the
benefits of using email to relay health promotion messagdaftabout physical activity and
good nutrition. Their study investigated the feasibility of usngail messages to inform
employees in a New York insurance company about healthy lifesiglivities and
behaviours. The authors found a high rate of enrolment, sustainé@dippéion, and
acceptance among the participating employees, who amounted to 4680360 employees
involved. This finding suggests daily emailed messages hakiefdagibility, a broad reach,
are well received, and have considerable value in the wokpl&urthermore, a study by
Franklin et al. (2006) of emailing health promotion material andcadw employees found
significantly more participants were female, with anrage age of 43.7 years. This
corresponds with the current study findings where gender and agestwmrgly associated
with participation in education—orientated activities designedntorm employees about

health behaviours.

Another benefit of using online communication strategies to providelayees with
information about the activities available is that it reduesdings of embarrassment and
improves trust issues. In their investigation of the benefitoonline weight control
programmes, Petersen et al. (2008) found this approach helps to easifitulties
experienced by many large organisations in delivering information aiptertventions
directly to employees. The advantage of using online communicatiategies is also
evidenced by Kurioka, Muto and Tarumi (2001), who found email counsellsgijoss are
particularly popular among younger Japanese employees aged b&tvesard 30 years.
They suggest this approach is an effective means of addrdssioghi (death due to

overwork) which is a well-documented occupational health haaalaban.
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Despite the benefits of online messages, this form of comuationcis less effective for
initiating long—term behavioural change. Cook et al. (2007) found onkssages are more
effective than printed material as a means of communicdigadth promotion messages;
however, they note Internet programmes yield no significant lheredi physical fithess or
stress. Therefore, they are useful for disseminating infavmaiut less effective in actually
changing behaviours. Adding to this notion, Dawson, Tracey and B2008) warn that
using email and the Internet attracts more employees, butatietto—face interventions are
essential for behavioural change. However, their study didrtasn that weekly group
meetings in conjunction with online messages had more positivdtsréer increased
participation in exercise activities compared to weekly mgstiwithout the provision of

online information.

7.8.3 Create a positive health climate

The current study reports on several outcomes that suggesttbdaeforganisations that
create and support a positive health climate. Organisatibmedte is behaviour—orientated
(Patterson et al., 2005), meaning the health climate of amisagi@n represents patterns of
behaviour that support health. Therefore, implementing waysmbiing the health climate
of the organisation will likely have a positive effect on the henof employees who choose
to participate in health promotion initiatives when they arereffe The benefits of positive
health climate perceptions are more obvious for participatiordrcise activities and health
seminars, which were significantly and positively assodiatgth the perceived health
climate. Ways of improving perceptions of the health clkmiat an organisation could
include simple efforts such as providing staff with fresh fant a daily basis, or more
complicated longer—term strategies such as modifying the organelaculture to be more

receptive to health promotion activities and lifestyle cleang

Organisational climate is also reflected in leadershyestand communication channels
(Gershon et al., 2004). Current study results suggest that althopgtvisor support was
important in encouraging employee participation in stress managenegmammes, the lack
of information about an activity was a considerably greaterdvawi participation in health
initiatives. It follows, therefore, that managers should eddrtie communication of

appropriate information within their organisation as a way of miog employees about a
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health promotion activity, and improving the current perceptions af éhganisation’s health

climate.

7.8.4 Work with identified employee characteristics and perceptions

Having determined that employee participation in health inigatoffered in the workplace is
influenced by, amongst other factors, the suitability of thirigcto the demographics of the
workforce, it is advisable for managers, where maximisingggaation is a central goal, to
carefully evaluate the health promotion activity in terms led tharacteristics of their
workforce. Based on data emerging from relevant studiessratka, including the current
study, an activity can be suitably matched to some chastaterihat are easily determined,
such as the dominant age and gender of a workforce. Howeverfaittees that influence
participation, such as the employee—perceived health climapervisor support, stress, and
job flexibility, are subjective influences and are moitfiadilt to measure. Nevertheless,
there are various strategies a manager could adopt to abseswlevant needs and
characteristics of their workforce. An effective informppeoach could be simply talking to
staff to gauge their needs, or, alternatively, more formategies such as anonymous
guestionnaires, may be more appropriate. For example, Crumip @986) found that
participation needs and requirements, including convenient schedulieg, tivere effectively

determined by employee needs assessment surveys.

Establishing the characteristics and assessing the needs rapegtipas of their particular
workforce is beneficial to managers when they are selectingvatuating the health
initiatives that are offered to staff. A manager woulddné® work with the variables
associated with participation that are set (being age armtegeand then concentrate on other
factors that affect employee perceptions. For instancendastablished that employee
participation in programmes is associated with perceptions of rip@nieational health
climate, supervisor support and job flexibility, the manageinia position to favourably
modify these variables, if necessary, to encourage greatpfoyee participation in the
planned activity. Managers could, for example, actively idmstaff with more obvious
support, in order to encourage their participation in stress-glafggrventions and initiatives.
This explanation is supported by Alexy (1991) who suggests it isreasiecrease support
from supervisors than rely on an employee’s family membeessm# colleagues to provide

support for a particular behavioural change.
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The process of assessing employee perceptions also revealacitwes that hinder employee
participation efforts, and managers can implement stestegi overcome these barriers. For
instance, Strange et al. (1991a) suggest that predictors arerdaorparticipation specific to
an organisation or worksite, such as inconvenient scheduling or aflankormation, are

easily addressed by managers.

Tailoring activities to suit an organisation’s workforce washpps the most striking
observation from the interview stage of the data collection psocEsery interviewee in a
managerial role indicated a strong understanding of the needs obfirtireediate team
members and was, therefore, able to make valuable judgeowemtsw best to implement
activities that would attract participants, and then t@menend strategies to maintain their
participation. For example, allowing field workers to use compeslyicles to attend
activities after hours was suggested, and subsequently verdgedn effective way of
encouraging participation. This, and other examples, implyitti@not necessarily the size
of an organisation and the resources available that make assutceorkplace health
promotion programme, but the degree to which managers understaritt $petars, perhaps

unique to their workforce or work team, that facilitates pgodition.

In the same way, tailoring activities to best meet the ael® and interests of an
organisation’s workforce is not a new concept. However, currady sesults identified that
the activities that attract the greatest number of ppaits are relatively similar across
different organisations, namely, exercise—related acsyitiealth screening assessments and
health seminars. It is argued that these three activitigmrticular demonstrate a mix of
social or fun elements in team-orientated exercise activiidisidually specific information
from health assessments; and more general activities ohtewsity designed to educate or
increase awareness in the form of public health seminargis finding could further
strengthen already established views that workplace health poonmbgrammes should
offer a broad comprehensive blend of activities, thereby inagaélse possibility that most

employees will be attracted to something and take partasseequence.

7.9 Study limitations and future research opportunities

This research has achieved its objective of identifying sofrtee key variables associated

with employee participation in different workplace health promotictiviies. Despite the
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strengths of the current study, it also has some limitatidhs. following section will address

these limitations and provide suggestions on how future resesirog overcome them.

7.9.1 Measuring participation

A challenging aspect of this study was attempting to measutieipation in a way that
recognised the multiple levels of participation. One majuitdition identified in previous
studies was the lack of a standardised measure of participdtfioreover, where definitions
did exist, they were often limited measures designed to eeapsticipation in a single
activity rather than acknowledging that different activitiegjuiee different levels of
involvement. An attempt was made to evaluate participaisomy a more definitive measure
that recognised the many ways an employee can participatdaredifactivities. However,
although this approach was theoretically strong, in the questionmb@e employees were
asked to comment if they enrolled, attended or completed each ofntheactivities, low
response rates resulted in the difficult decision to collapdecambine each separate level of
participation into a single measure that identified respondemithas a participant or a non—
participant in each activity. This limitation was addressethé qualitative semi—structured
interviews, which followed the questionnaire. Intervieweesewasked to discuss why
employees left an activity after a certain time, and tethods they thought would encourage
ongoing participation. Although the interviews yielded more subatansight into attrition
and maintenance, it is unfortunate that these views could naiolmpared to the 883

guestionnaire respondents.

Future researchers seeking to evaluate participation in a miduaeecognises the different
ways a person can take part in an activity will need to enbagehave a sample size large
enough to warrant an extensive measure. Another effectideativa technique is to
measure initial participation and then measure extended long—tertitipadion or
involvement separately, as demonstrated by Thompson et al. (Z008)is a method of

separating the different ways an employee can justifialbly part.

7.9.2 Activities

The nine activities included in the questionnaire were tesigalrately; however, no attempts

were made to differentiate the number of different waaymrticular activity could have been
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implemented in each of the five organisations. For example, sghal@ssation initiatives
could involve participants wearing nicotine patches, or be desigmeshda education and
support without any physical intervention. Similarly, no distinctiorese made between
highly vigorous forms of exercise, such as running or aerobics, anthiemsity activities,

such as yoga. Other scholars remark on the limitation of igedisig health promotion
activities across multiple organisations. The nature of heatttmgtion programmes tailored
to particular organisations means the lack of standardisatioottinprogramme modality and
activities offered are unavoidable (Seaverson et al., 2009k clinient study highlights the
importance of establishing the reasons associated withipating in different activities, but
further research is required to determine whether the variabxiated with one form of

intervention are the same for other forms and modaliti#seofame intervention.

In the questionnaire results, some readers might disagreethdgtidecision to remove
respondents from the logistic regression models who stated thegdhaeed to take part.
This was a matter of lengthy discussion and careful consigiera It was believed that
analysing the variables related to participation of responaérdsdid not participate because
they believed they had no reason to take part would distort thdtse For example,
perceived stress or co—worker support has little bearing on a non—8w#asion to choose
to participate or not in a smoking cessation programme. The ceargement is that
respondents may be smokers who believe they do not need to give up smokheycurrent
study, removing respondents who stated they had no need to partiegsateelieved to be
warranted, however, future researchers might include thgsenaesnts, or include additional

questions that would corroborate or discredit statements conceraick) af perceived need.

7.9.3 Independent variables

An attempt was made to include all of the key variables fgigtdd in previous investigations
to predict or hinder participation in workplace health promotion progesnmHowever,

despite examining more variables than most existing studies,@hables could have been
included. Additional variables were measured in the questionhaitré was later considered
that those variables provided relatively limited value. Two tlodse variables were
organisational status, and position in the hierarchy within thengation (Questions 17 and
18 in Appendix E). Organisational status was measured but remmradirther analysis

because 96.9% of respondents were permanent employees, 2.1% mgveatg workers,

206



Chapter 7 — Discussion

and 1.0% of the sample stated they were contract staffgan@®ational hierarchy was
included in the questionnaire primarily because earlier studiisated hierarchy could
influence participation. Crump et al. (1996) found employees in éwsl Ipositions were
more open to participating in exercise activities if theyengiven time away from work tasks
in order to take part. Chu et al. (1997) are among those who reedgmow workplace
health promotion programmes have evolved. Initiatives were ormitalale exclusively to
senior managers, however, it is now considerably more commail fanployees, regardless
of organisational status, to have access to activities atidtids. Despite this, future
researchers could find benefit in exploring the relationship betwegsmnisational status,
health status and participation. This potential relationship alladed to in the interview
outcomes where managers claimed a lack of motivation was nbar@ger to their
participation, suggesting people who are more motivated in othisrgiaheir lives are more

likely to take part in health promotion activities.

The variables investigated in the questionnaire and face—tantaceiews were derived from
the literature and the results of the preliminary study, in wigigit health promotion
consultants were interviewed. Investigating all possibleatses related to participation was
considered beyond the capacity of a single study. One exampglefaaftor excluded was
ethnicity; this was despite New Zealand having strong Inedikparities in some ethnic
groups, specifically, Mori and Pacific populations (Harris et al., 2006). Clinton, Walto
Cairns, Reeve, and Mahony (2008) recognise thadrivand Pacific people in New Zealand
traditionally experience lower access to health care anthiaimotion, and would therefore
benefit from a workplace health promotion programme. Howeves #rgued that the
purpose of the current study was to identify the predictors anceitsata workplace health
initiatives, rather than establish what employees would experig@cenost benefit from
those programmes. Single ethnicities may dominate a partmganisation or industry in
New Zealand, for example, adri and Pacific people are more likely to work in blue—collar
occupations as unskilled or semi-skilled labourers on an hourly waggst{&aNew
Zealand, 2004) and should, therefore, be included in studies thatcsdecus on those
industries or occupations. However, the current study objeatiges to provide findings for
managers that do not identify or stereotype particular ethnicitieis argued that the same
rationale should be applied to other possible variables such as edacatisacio—economic

demographic factors, because individuals with lower levelsladaion and those from lower
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socio—economic backgrounds are found to receive less access kbdaealeind have lower
health status (Pearce & Dorling, 2006; Wilson, Blakely, & Tepb2006).

Activities implemented as part of a workplace health promotionranage can incur some
financial cost to the employee. Financial payment was rotidad as an independent
variable or explored in the current study. The reason for Kukigon was based on the
preliminary study where each of the eight workplace health promptamtitioners was asked
to comment on any financial cost incurred to an employee whoipatéd in an activity (see
Question 13, Appendix C). All eight consultants thought that wheslogees are reluctant
to participate, adding a financial cost would certainly excltisr involvement.  For
example, one response was, “if the employee had to pay, oibcoatpart of it, it wouldn’t
work because a lot of employees need every bit of their money togeémeir day to day
lives” (P6). Another practitioner commented, “when employeese h@en expected to pay
for things the uptake rate drops away” (P1). Therefore, aayndial contribution required
from an employee would certainly affect their willingness tdigi@ate in a voluntary health
promotion activity. The second reason for not including financial ezsdsthat, despite only
one of the five organisations involved in the quantitative study felibsidising all the
activities, four of the eight consultants interviewed commenked most organisations
covered the entire cost of a programme, particularly wherdesmga small number of
interventions were available. This was also common wheree thegre legislative
requirements to have a particular service availablee tfilnd reason for excluding cost as a
variable was a particularly long discussion with one praceti (P4), and reiterated by
another (P7), that financial costs had a stronger impact quogees on lower incomes.
Practitioner P4 also stated that in her experience “many obith@nisations will fund
programmes; some ask for a contribution but most don’t because iinpact participation

when there are people on lower incomes”.

The variables measured in the questionnaire were not presentedpegiive respondents in
a way that grouped them into individual, social and organisationtdréac In hindsight,

adopting the same groupings would have been consistent with the tiasttoesis, however,
the questions were randomised to some extent in the online forraatattempt to visually
appeal to prospective respondents. The decision not to follow the orgeesifons as they
are presented in the methods chapter was based on cosmetic apticasssisons to entice

employees to respond. The order of the questions was guided by éypJuodttked on each
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web page of the questionnaire. Future researchers might chooses a&onsistent order, but
for the current study it was considered more important thawéfesite format was as simple
and appealing as possible. When the questionnaire was deveiepeelisting studies had
utilised online questionnaires, and this approach was speculatieelyed acceptable to

respondents.

7.9.4 Data collection

The timing of the questionnaire may have had an unexpected impahe awareness and
prevalence of certain activities. A number of questionnaiforetents participated in fitness
testing and exercise activities. This could have been irdagerby recent fithess and
exercise—related events offered at some of the organisatisngrjor to administering the
guestionnaire. These included a ‘10,000 Steps’ initiative, andape'@ BIuff’ challenge
whereby participants wore pedometers and ‘walked’ the length of Remland. As a
consequence, the popularity of these activities may have bgged. However, subsequent
interview results demonstrated the strong impact awarehess activity has on employees,
providing further support towards managers ensuring employees eatedato and fully
informed of the activities that are available to thenesite this, researchers might consider
staggering the timing of the distribution of the questionnainaihimise any ‘recency’ effect

where a respondent only remembers the last activity théigipated in.

The design of the qualitative study, the questionnaire, rélesdily on self-reported data.
Many investigations have found validating self-reported health bmiraVi changes
challenging, particularly when the behaviour involves smoking andsigdly activity
(Campbell et al., 2000; Goetzel et al., 1998; Gomel et al., 12&@&rson & Aldana, 1999;
Poole et al., 2001). The issue of receiving socially—desira@sigonses was recognised by
Addley et al. (2001) who highlighted that despite using anonymous questésnai
respondents may answer according to what they think they should be athiegthan what
they are actually doing. To minimise issues around self-repoiéa, future researchers
might consider using other forms of data collection to confirm kdrethe responses to
particular questions are valid. For example, using a heakistignnaire followed by a
medical assessment of a respondent could ascertain whether ayesmigl being honest

about their lifestyle habits.
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Despite using an anonymous Internet questionnaire to minimisdl\seésirable answers,
low response rates for alcohol and drug programmes and smokingaressisiaitives are
evidence that respondents may have had concerns about disclosiiyesemformation.
Future researchers in this area should be aware of this pogsibd might consider other
approaches, such as interviewing alcohol and drug counsellors tiskstheir views on the
factors associated with participation, and the barriersretent employees from utilising

these health initiatives.

7.9.5 Sample characteristics

More female employees responded to the questionnaire. This ismal, particularly in
health—related research questionnaires (Troped et al., 2001) partiadity was also evident
in another New Zealand study of 134 university employees and thaivations for
participating in an employer—sponsored exercise programme (Daaty 2009), where the
authors reported three—quarters of respondents were femalemighissuggest women are
more open to answering health—related questions, or women arefanoliar with health
promotion activities available to them and therefore morengilto respond to the survey.
The larger proportion of female respondents provides further catfomthat women are
more inclined to be interested in workplace health promotion inteoremti Future
researchers could remove this bias by sampling an equal huminenaind women in order
to further explore the relationships between gender and participatlinoh were clearly

evident in this study.

Conrad (1987b) and Shephard (1996) identified another issue with datehatas; health—
related questionnaires attract more physically fit and headthscience respondents. The
guestionnaire was offered to all members of the five orgtaiss involved in the quantitative
study and there was the possibility that fitter and healthigri@mes were more inclined to
take part. As with many studies, employees who are moreegteer in health and health
promotion are undoubtedly more likely to complete a questionnaire osuthect. Muto,
Saito, and Sakurai (1996) cite in their study of over 700 male wotkatsthose who do not
participate in any health promotion initiative are significanégsl likely to participate in
research on the topic. Similarly, Addley et al. (2001) found seliéeted participation was a
bias towards employees with healthier lifestyles in gendratheir case, fewer smokers were

prepared to take part. This could explain the lower responsefoatesth participants and
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non—participants in the more undesirable health habits, namely smakithg/cohol and drug

use.

It was necessary to collect data from organisations tiateof many, if not all, of the nine
health promotion activities included in the questionnaire to #iployees to identify the
variables associated with participation in a wide range ofiges. This was a considerable
challenge because very few organisations were found toaffeéde variety or large nhumber
of health promotion activities. Employees from five organisatieei® invited to participate
by completing the online questionnaire. One limitation withghantitative component of
the current study is that it is difficult to generalise theesmilts to an entire population when
only five organisations were involved. The questionnaire was latsiked to large
organisations because small to medium-sized businesses were@higitess likely to have
many of the nine activities available to staff. In Negal&and, large organisations with 100 or
more employees account for only 0.5% of enterprises, but employ od7te working
population (Statistics New Zealand, 2004). Eighteen large organisavere approached, six
agreed and five were included. At the time of the questiondaii collection phase, this
was believed to be all of the organisations with the appropriadentials for this study.
Future economic and legislative changes in this country malyeheficial to prospective

researchers in attracting a larger number of particigatrganisations.

Lewis et al. (1996) document the limitations of generalisingllt®s They point to the
unigueness of individual organisations and workplace characteris@@msequently, any
workplace health study outcomes may be limited only to the orgamsaitivolved in the
investigation. The barriers to participation also vary and wargue across different
workplace settings (Schwetschenau et al., 2005). To minimsdirhitation in the future, a
questionnaire could be distributed to a larger household population sas@eplied in a
study by Lowe, Schellenberg, and Shannon (2003), rather than invitipigyees only from
certain organisations to respond. Grosch et al. (1998) provided amoteple of this
approach when they investigated characteristics of participantsrkplace health promotion
programmes among 5219 North American employees from the generaltfmpukther than
approaching individual organisations. The authors then generalisedethdis to the entire

population of workers in the United States of America.
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7.9.6 Measuring employee perceptions

An employee’s perception of their organisation’s health climate identified as having a
strong association with participation in a number of health promaictivities, yet few
studies provide valid ways of measuring this perception. Ranidl Reischl (1993) suggest
there is an identifiable health climate within organisatiand self-reported questionnaires
are the most useful method of measuring such perceptions. Thdgpel/¢he Worksite
Health Climate Scales to evaluate a range of environmtadiars influencing participation
in health promotion programmes. The co—worker support subscale was rudéé i
questionnaire; however, future researchers would benefit figplying the full Worksite
Health Climate Scale in order to more effectively meathaeperceived health climate. This
approach was not adopted because it would have considerably increaseagtheof the
guestionnaire and reduced the response rate as a consequenct.ariRitiReischl (1993)
suggest their scales should complement commonly—used measurekho$tadas and health
behaviours in order to further understand the impact health climaten health behaviours.
For example, if nutrition classes are offered to educate emglayerit healthy food choices,
the authors suggest using the Nutrition Norms scale they dedeéspa way of measuring

changes in the workplace regarding nutritional norms.

The other obvious factor in perceived health climate is supergspport. Although
perceived supervisor support itself did not feature strongly icdhent study, the influence
of perceived organisational climate was a strong predictoengbloyee participation in
workplace health initiatives. The degree of supervisor sumaortbe assessed across time
using perceptual and observational measures. Future reseawhier€xamine perceptions

of supervisor support as part of an assessment of organisatioreticl

7.9.7 Longitudinal studies

The cross—sectional nature of the research design does notfatl@my interpretation of
causality. The current study identified the variables thataost likely to predict employee
participation in health programmes, but it did not attempt to makeoaitor any changes that
might affect participation rates in any of the six orgaiesa involved in the questionnaire or
interviews. Although the findings cannot provide causal assertibag, can provide the

initial step in explaining the relationships between various inflegrand participation rates
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in health promotion activities. Further research is requiretiermine whether participation

rates improve after changes are made.

Future researchers investigating causal relationships itogegpparticipation rates in health
activities would benefit from adopting an ecological approach toefrdmair study. In this
investigation, the ecological approach was used as a way of grqueidigtor variables and
acknowledging the effect one level of influence has on anotherghy justifying the
investigation of individual, social and organisational variabksoeiated with participation.
Other researchers, such as Lemon et al. (2009), have alsonuseal@gical framework; their
study explored the perceptions of worksite support influencing emplolyesity, physical
activity and diet. They suggest that an ecological framewnelites a platform for future
researchers to apply an environmental approach in establishirigrsfamfluencing
participation. This would be useful in determining any increaseparticipation when

organisational changes are made, rather than identifyiulcpres.

7.10 Discussion chapter summary

This chapter examines the strengths and contributions this mststi has made in
understanding the factors associated with employee participationeatth promotion
programmes. A greater understanding of these associationsnalileemanagers to make
more informed decisions about the activities that would havegtbatest appeal to their
employees, by considering the characteristics of theikfaare. Understanding the variables
associated with participation also enables managers to ntodifiactors within their control,
namely, social and organisational variables, in order te@se the participation rates in
activities that have already been implemented and made aeaitabtaff. This chapter also
explores the benefits of understanding the barriers to partaipatiThis is particularly
important in organisations where the characteristics of thé&faroe do not fit the ideal
characteristics of participants. Finally, this sectiomitfies the potential limitations of the
current investigation and provides ways that future researcaergvercome these limitations
and expand on what has been found. This study provides a number ofstes#ifud) points
for future researchers seeking to find ways of maximisingiggaation in workplace and

community health promotion activities.
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The final chapter in this thesis will present the conclusionghis investigation. It will
provide the reader with a clear understanding of the importantteso$tudy, and the main

research outcomes.

214



CHAPTER 8: CONCLUSIONS

Outline of Chapter Eight:

8.1 Overview of the study

8.2 Overall conclusions

8.1 Overview of the study

An individual's health is fundamental to their physical, emoticavadl social well-being.
Most working adults spend a significant proportion of their day at wbrrefore, their
individual health not only affects their personal well-being, sa that of the organisation
in which they work. The organisational benefits of a healin@kforce are well-established
and include increased productivity and job satisfaction among employedsced
absenteeism and employee turnover, and reduced health cargStefiisk et al., 2006;
Taitel et al., 2008). For these reasons, it is in an empdobest interests to ensure their

workforce is as healthy as possible.

Workplace health promotion programmes are designed to improve thike beamployees.
In doing so, individual employees achieve a greater sense efeily and the organisation
is able to realise the benefits of a healthier workfoidewever, despite the best intentions of
employers, the benefits of a healthier workforce are diffitultachieve unless a sizable
number of employees participate in the activities availablthém as part of a workplace
health promotion programme. This realisation led to conducting a witidyhe intention of
understanding the complex reasons affecting employee participatidifféerent workplace
health promotion activities, and exploring and identifying the bartieas prevent their
participation. This greater understanding will enable emplogeds managers to be better
informed as to how they can maximise employee participation inhéadth promotion
activities implemented in their organisations, to fully achighe benefits of a healthier

workforce.

The variables associated with participation in health promadivities are particularly

useful when managers are considering which of the many agiwtd interventions would
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best suit their organisation. This is achieved by consideringchleacteristics of their
workforce and choosing activities that best suit those chaisitier As well as identifying
the variables associated with participation in those a&svithe current study also confirms
the existence of a number of specific barriers that presemliscourage employees from
participating. This information on the barriers to participatienparticularly useful to
managers when their workforce characteristics are not fliiped with the characteristics
shown to influence participation. For example, women are caabigemore likely to
participate in many of the activities investigated in thiglg. Therefore, information on the
barriers to participation provides a useful insight into whabfameed modifying in order to
encourage participation in organisations where the workforce is predotlyi male and,
therefore, less likely to become involved. In these situatibns crucial for a manager to
understand the reasons that prevent or limit participation amdaetion to minimise any

barriers that are present.

8.2 Overall conclusions

It is argued that workplace health promotion programmes wilmatily fail without
employee participation. Yet, until now, the factors assotiatéh participation in these
programmes, and the barriers that prevent or limit an emplogb#gity or willingness to take
part in multiple activities, have not been fully addresse@ihe key strength of this
investigation is that it applied an ecological approach to exatheassociations between a
comprehensive range of individual, social, and organisationabblkes and employee
participation in nine different activities. Table 8.1, on fodowing page, provides a

summary of these relationships.
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Workplace health promotion activities and the characteristics of graptowho are more

likely to participate in them

Activity

Employees who are more likely to participae

Fitness testing

Employees with lower stress
Female employees

Exercise activities

Employees with positive peraap of the organisation’s
health climate

Female employees
Younger employees

Health screening assessments

Older employees

Health seminars

Employees with positive perceptafrtie organisation’s
health climate

Weight management programmes

Female employees

Counselling

Employees with higher stress
Female employees
Employees with higher job satisfaction

Stress management programmes

Employees with hpgineeived supervisor support

Smoking cessation programmes

Employees with higtiess

Total combined activities

Female employees
Employees with higher stress

Employees with positive perceptions of the orgaiss
health climate

Employees with higher job flexibility

Education—orientated activities

Female employees
Older employees

Employees with positive perceptions of the orgaiss
health climate

Employees with higher job flexibility

Behavioural change activities

Female employees
Employees with higher stress
Employees with higher job satisfaction

Employees with positive perceptions of the orgaiss
health climate
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The current investigation demonstrates that women are morg tikglarticipate in health
promotion activities. Health screening assessments, fitesiag and educational activities
attract older employees; exercise activities are bedtéted to predominantly younger
workforces; participation is increased when employees have jolorBexibility; smoking
cessation and counselling initiatives attract employe#s higher stress, while fitness testing
assessments are popular among lower stressed people; fipadigive health climate

perceptions influence participation in exercise actizidad health seminars.

Previous indications suggest that healthier employees arelik&lgeto participate in health
promotion activities, and that higher risk employees with poestile behaviours do not
generally take part. This assumption was not fully upheld in therustudy; no significant
difference in health status was found between participantxamgbarticipants. However,
employees who are in good health are considerably less likelygtoreesome health
promotion initiatives, and have significantly fewer trust and emaBament issues restricting

or limiting their participation.

In contrast to early predictions, social variables (co—workersapervisor support) have a
relatively low influence on participation. However, supervisapport forms part of the
organisational health climate, which is an important factoro@maging employee
participation in exercise activities, health seminamg, @l of the grouped activities. When the
ecological framework is considered, it demonstrates thaalstactors, most often family

commitments, present the greatest barrier to participation

One of the strongest contributions the current study has made tootly of knowledge
surrounding workplace health promotion literature is identifying andbating specific
barriers to participation in individual activities. Managarsl future researchers are thereby
allowed to consider their workforce characteristics and thities currently available to
employees, and establish whether the barriers identified inirthéstigation are present

within their organisation.

The barriers to participation are inconvenient scheduling, @tk family commitments, a
lack of sufficient and relevant information regarding the #@gtivself—~consciousness and
embarrassment, a lack of self—efficacy, a lack of ttushanagers being privy to personal

health information, and activities held at inconvenienafions.
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More specifically, in stressful workplace environments, engd#gyare more likely to feel
embarrassed, lack trust in managers, and lack self—sffigduch strongly influences their
decisions not to participate in counselling or stress managgmegriammes. Inconvenient
scheduling negatively affects participation in exercis&iéies, health screening assessments,
health seminars, and weight management programmes. Inadedoateaiion prevents
employees using health screening assessments and stressemmmagorogrammes.
Embarrassment and low self—efficacy are the key reasons eseplaye reluctant to take part
in counselling and smoking cessation programmes, and trust issuedecalnly reduce

attendance in alcohol and drug programmes.

Following an ecological approach throughout this entire investigatiowsalmanagers to
consider the different levels of influence (individual, sbeiad organisational) in uniquely
targeted and pragmatic ways. Organisational factors are fourdbminate employee
participation, therefore, a manager must consider the orgianisaenvironment, including
managerial support and cultivating a positive organisationalhhelihate. The timing of
activities must be considered; specifically, scheduliriyiies during normal working hours
and providing time off for employees to take part. More jokilfiéty to reduce work
commitments which prevent participation would be beneficial. Fullysidising the financial
cost of activities is necessary, as is assuring empldiiaésheir health information is secure

and confidential, to avoid trust or embarrassment issuessadiyaffecting participation.

When attrition is present, managers must consider employee atmmtivand, more

specifically, whether boredom is a problem. Solutions include contincicaisge, rewards
and incentives, and constant communication with participating engsoyéanagers would
also benefit by demonstrating high levels of personal motivat@mmmitment and enthusiasm

in the programme.

Despite the contributions made in this investigation, employegcipation in workplace
health promotion programmes remains complex. Future research tsuggemclude
exploring how different presentations of particular workplace hesattivities might affect
employee participation, investigating the effect of a poputagample comprising equal
numbers of male and female employees, utilising a household—{zasplt snstead of a large
corporate sample, and monitoring the change in participation wétes suggested changes

are implemented.
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This study was always intended to provide a practical contribtwidrow workplace health

promotion programmes are implemented and managed, to maximisestivegss and

produce the greatest possible benefits for both individual employeetha organisation.

The outcomes of this investigation regarding the variableseinding employee participation
in workplace health initiatives serve as a valuable contribttidhe body of research guiding
health management in the workforce.
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APPENDICES

Appendix A: Cover letter for practitioners
Dear XX,

I am currently working towards a Doctor of PhilobgDegree at Massey University in Albany. As
part of my degree, | am undertaking a researchisimsthe subject: Workplace Health Promotion in
New Zealand Organisations. | am particularly iested in exploring the factors that influence
employee participation and the characteristicsasfigipants and non—participants in health prommotio
programmes at work.

My research involves surveying employees in orgdites with professionally implemented health
promotion programmes. However, before | instigatesurvey, | would like to consider what you, as
an expert in this field, think about participationworkplace health promotion programmes.

| would be very grateful if | could discuss thipto with you. Our discussion would take place at a
time and place that is most convenient for you.

This research should be of great interest to mesnbgrthe corporate wellness profession, as my
survey involves investigating the factors and cti@rstics influencing participation of a large
number of employees from a variety of differentaorigations in New Zealand. No known academic
study has investigated this specifically in a Nesaldnd context.

| have enclosed a detailed Information Sheet iitistg the purpose and specifications of my researc

If you would be willing to discuss your experiencasd perceptions on employee participation in
health and wellness programmes, please email mexakx@hotmail.com. Alternatively, you can
contact me directly on (09) 4XX 9XXX or (021) 3XXX.

Please be assured that the information you prowitlebe held in the strictest confidence and your
identity kept anonymous. If you have any questiggarding this research, please do not hesitate to
contact either my research supervisor Dr Margot &de at Massey University (Phone 4XX 9XXX
ext. 9XXX) or myself.

Thank you for your time and | look forward to hegrifrom you.
Yours sincerely,

Joanna Edwards
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WORKPLACE HEALTH PROMOTION

IN NEW ZEALAND ORGANISATIONS

Information Sheet for Workplace Health Promotion Practitioners

The Researcher

My name is Joanna Edwards. | am currently a foflet student working towards my Doctor of
Philosophy Degree at the Albany Campus of Massdydgsity. This research is administered under
the supervision of Dr Margot Edwards and Dr Jarsgte® from the Department of Management and
International Business at Massey University, Albany

The Research

This research is being conducted to explore wodlsealth promotion programmes in New Zealand
organisations. | am specifically interested inestgating the factors that influence New Zealand
employees to participate in workplace health proomotprogrammes, evaluating the different
characteristics between participants and non—feitits, and investigating the perceived barrieas th

reduce employee participation.

The objectives for this study include:

* To determine what workplace health promotion progres are of most interest to New
Zealand employees.

* To explore the benefits New Zealand employees bagerienced from participating in such
programmes.

* To investigate what motivates and encourages NeMaAd employees to participate in
workplace health promotion programmes.

¢ Toinvestigate the barriers or difficulties thauii or reduce employee participation.

I would like to administer a survey to employeesnganisations with workplace health promotion
programmes. However, | would first like to consigéhat you, as an expert in this field, think about
employee participation in health promotion progragsrat work.
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Participation Involvement

Your involvement in this exploratory research wolld an informal discussion to explore your
perceptions on employee participation in workplaealth promotion programmes. This interview
would be_held at your convenieneed take approximately 40 minute$ would like to record our
discussion, with your permission.

Participation Recruitment

Information and contact details for Company X wignend via an Internet search of workplace health
promotion providers and practitioners in New Zedlan

Uses of the Information

The information you provide would be used in thehmndology section of my thesis as evidence that
my survey is reliable and peer reviewed. Your tids and perceptions on the topic of participation
in workplace health promotion programmes would &lsccollaborated with the survey results in the
discussion chapter of my thesis and used to irgliessumptions regarding the perceptions of
workplace health promotion programmes in New Zeélan

Please be assured the information you providebgilheld in the strictest confidence and your idgnti
will be kept_completely confidential Your name and any identifying features wouldrésoved to
ensure your identity is kept anonymous. After @iscussion, | will transcribe the audio recordimgl a
then the tape will be wiped on the completion @ #tudy. In accordance with Massey University
protocol, the transcript will be stored in a lockebinet at the University for a period of five yea
and then destroyed. The final thesis will becoime property of Massey University and be made
available in the library.

Participant’s Rights

If you choose to participate in my study, pleaseagsured you have the following rights. You have
the right to:

» Decline to answer any particular question;

« Withdraw your involvement from this study by Frida{ November, 2004;

» Ask any questions regarding the research projemiyatime during your participation;

» Ask that the audio recorder be turned off at angetduring the interview;

» Provide information on the understanding that yoame would not be used;

» Be given access to a summary of the project’s figsliwhen it is concluded if you wish.

This section of research has been reviewed andegprby peer review under delegated authority
from the Massey University Human Ethics Committed AHEC 04/069. If you have any concerns
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about the conduct of this research, please coRwafessor Sylvia Rumball, Assistant to the Vice—
Chancellor (Ethics & Equity), telephone 06 350 52&8ail humanethics@massey.ac.nz.

| would greatly appreciate your participation iistresearch. If you have any questions regardiigy t
research, please do not hesitate to contact meepd® 4XX 9XXX, email xxxx@hotmail.com.

Thank you,

Regards,

Joanna Edwards
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Appendix B: Consent form for practitioners

WORKPLACE HEALTH PROMOTION PROGRAMMES
IN NEW ZEALAND
PARTICIPANT CONSENT FORM

This consent from will be held for a period of five(5) years

| have read the Information Sheet and have hadetails of the study explained to me. My questions
have been answered to my satisfaction, and | utsthetshat | may ask further questions at any time.

| agree to the interview being audio taped.

| understand that the information | provide maydyae part of a Doctoral thesis and form the basis of
academic journal articles and publications.

| agree to participate in this study under the @ions set out in the Information Sheet.

Signature

Full Name (Printed)

Date
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Appendix C: Preliminary study interview questions

“This research is on workplace health promotion programmes. gradominantly focused
on the reasons employees participate in health promotion astiaitee what factors influence
their participation.

| would like to survey a large number of New Zealand employe®king in organisations
with professionally implemented health promotion programmes.

I have chosen professionally implemented programmes as opposedidase programmes
to concentrate solely on health promotion and wellness initiawesnot occupational safety
and health or singular activities, such as one—off flu vaticins.

As a professional in this area, your perceptions and opinions wouldrpevateable in
determining the barriers to participation, and also, extremeheflmgal in finalising my
questionnaire.”

How would you define workplace health promotion?

Why do you think New Zealand organisations implement wellnessgoges?
What types of programmes do you think are the most popular ord&hisations?
Why do you think NZ employers are concerned with the healtheaf employees?

How far do you think NZ employers can influence the healtihef employees?

o g bk~ w NPk

Do you think enough resources are committed to employee he&lh in

organisations?

7. Do you think workplace health promotion will become part of aamiggation’s core
human resource management strategy?

8. What type of employees do you think participate in wellness gnagres in NZ?

9. What sort of things do you think encourage or motivate empogeparticipate?

10.Why do you think some employees are reluctant to participatellness
programmes?

11. Do you think incentives encourage participation? What typeceiitives?

12. Do you think management are ever concerned about the healdpetific employee
who is not participating?

13.How much do you think an employee should be expected to paglen tor
participate?

14.Do you think NZ organisations have specific measurable obgsctihen they

implement a wellness programme?
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15. How effective do you think they are in achieving those objesfiv

16.How do you factor in what an employee does in their own tirhé&ghwcould be
detrimental to their health?

17.Do you think encouraging employees to adopt sensible health habits turn,
influence their families to adopt healthier lifestyles? Ruixbalth perspective?

18. Would you be willing to allow me to approach your clients tdipi@ate in my

research?
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Appendix D: Cover letter for organisations

Dear XXX,

I am currently working towards a Doctor of PhilokgDegree at Massey University in Albany. As
part of my degree, | am undertaking a researchstwsthe subject: Workplace Health Promotion in
New Zealand Organisations. | am particularly iested in exploring factors that influence employee
participation, characteristics of participants aotd—participants and the perceived barriers tltaiae
employee participation in health promotion prograsnat work. No known academic study has
investigated this specifically in a New Zealandtesh

| have developed an on-line survey for employeekiwg in organisations with health promotion and
wellness programmes. The survey is designed teegatformation relating to why some employees
choose to participate in workplace health promoéind wellness initiatives, while others do not.

I would like to invite XXX employees to participaite my research by completing the on—line survey.

The survey should take employees approximately ffutes to complete and their involvement is
entirely voluntary.

Please be assured that all information providetlvilheld in the strictest confidence. The surigey
anonymous and XXX will not be named or identifiedany way. This study has full approval from
the Massey University Human Ethics Committee inahijp.

This research should be of great interest to XX>$wavey results could provide valuable strategies i
increasing employee participation and improvingt @fectiveness. | will provide you with the full
research findings and analysis.

If you have any questions regarding this resegig@ase do not hesitate to contact either my researc
supervisor Dr Margot Edwards at Massey Universiiigne 4XX 9XXX ext. 9XXX), or myself
(Phone 4XX 6XXX).

Thank you for your time.
Yours sincerely,

Joanna Edwards
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Appendix E: Questionnaire

WELCOME COMPANY X EMPLOYEES

The aim of this survey is to explore why people may or may not take part in the health
promotion activities available to them at work.

Thank you for taking the time to complete this survey.

Please note your responses are confidential. Your responses will be collated and used as
part of my PhD results. Company X will not be given any individual information.

This survey should take about 8 minutes to complete.

Ql The following is a list of health promotion activities that might be available to you at
work.

Please indicate your involvement in each activity by ticking the appropriate box

Fitness testing and/or fitness advice a a a a a

General health screening check a a a a a
(cholesterol, blood pressure etc)

Weight management programme a a a a a

Counselling assistance e.g.: EAP a a a a a
Smoking cessation programme a a a a a
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Q2 Have you been involved in any other health promotion activities at work?

If so, what were you required to do?

Q3 How flexible your job is can affect your ability to take part in workplace health
promotion activities.

Please indicate how much you agree or disagree with the following statements.
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Q4 The people you work with can affect your ability to take part in workplace health
promotion activities.

Please indicate how much you agree or disagree with the following statements

My colleagues would be supportive of me if | a a a a a
started exercising

My colleagues would help people who were a a a a a
trying to stop smoking

My colleagues would support me if | was trying a a a a a
to adopt new health habits e.g.: healthy eating,

exercising etc

My colleagues would not ridicule anyone here a a a a a
for trying to look after or improve their health

| feel | can openly talk about safety issues with a a a a a
supervisors and get support

Q5 Your work environment can affect your ability to take part in workplace health
promotion activities.

Please indicate how much you agree or disagree with the following statements

Most employees here are very health—conscious a

Around here they look at how well you take care a a a a a
of your health when they consider you for

promotion

Supervisors always enforce health—related rules, a a a a a
smoking policies etc.
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jo)

6 Your manager or supervisor can affect your ability to take part in workplace health
promotion activities.

Thinking about your current supervisor, please indicate how much you agree or disagree with the
following statements

My supervisor really cares about my well-being a a Q a a

If given the opportunity, my supervisor would | | | | |
take advantage of me

My supervisor cares about my opinions a a a a a

My supervisor shows very little concern for me a a Q a a

Q7 Taking everything into consideration, how do you feel about your job as a whole?

Extremely satisfied d

Moderately satisfied d

Moderately dissatisfied |

Extremely dissatisfied |
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Q8 How would you rate your overall health at the present time?

Q9 Do you smoke cigarettes?

Q10 How would you describe your physical activity in a typical week?
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Q11 Howyou feelin general can affect your ability to take part in workplace health
promotion activities.

For each question, please tick the box that is most appropriate to you

In the last month, how often have you felt
that you were unable to control the
important things in your life?

In the last month, how often have you felt
that things were going your way?

Q12 Are there any health promotion activities available to you at work that you do not
participate in?

Please choose as many activities as applicable to you

Fitness testing a

Health screen

Weight management programme

Counselling assistance

Smoking cessation programme a
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Q13 The following is a list of common reasons that limit or restrict participation in the
above activities

Please indicate if any of these reasons apply to the activities you do not participate in

A Reason

I don’t know enough about it |

Taking part means too much time away from my work commitments d

| don’t believe it will work for me d

I don’t need to take part d

Q14 Isthere anything else that limits or restricts your participation?

Finally, for statistical purposes, could you please answer the following?

Q15 Could you please state your gender?

Male d
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Q16  What was your age at your last birthday?

Please enter the number

Q17 How would you describe your current position?

Senior Management d

Team Leader/Supervisor a

Other, please specify

Q18 What best describes your employment situation at Company X?

Permanent employee a

Fee for service contractor a

Please remember, the information you have provided is completely
confidential.

SUBMIT

THANK YOU AGAIN FOR COMPLETING THIS SURVEY

YOUR INVOLVEMENT IS GREATLY APPRECIATED
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Appendix F: Information sheet for questionnaire participants

WORKPLACE HEALTH PROMOTION PROGRAMMES

IN NEW ZEALAND
What is this study about?

Workplace health promotion is the proactive action taken by empltyéssand improve the
health of their employees. It is predominantly found in Amermaanisations. This study
aims to explore factors that influence participation in workglahealth promotion
programmes and activities in New Zealand organisations, and \aha@¢rd prevent New
Zealand employees from participating in such programmes.

To date, no known academic studies have investigated workpladk peahotion in New
Zealand organisations.

Participation recruitment and involvement

I would like to invite you to take part in a survey regarding yparticipation in the
workplace health promotion activities available to you at wonlealise your time is valuable
and your involvement in this study would be greatly appreciategbulthoose to participate,
your involvement would be completing the attached on—line questiennair

The aim of the survey is to find out:

* The health promotion activities at work that interest you
* The factors that make it easier for you to take part isetlaetivities
» The factors that restrict or limit you from taking parthese activities

The questionnaire should take longer than 10 minuteso complete.

* You can choose not to answer a particular question;

* You can ask for further information before you choose to parteipaly contact
details are listed below;

* You are welcome to read the research findings when this sdidyshed;

» The completion of this questionnaire implies your consent.
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Your answers are confidential and your identity will not be kno¥our answers will be sent
to a secured database that only | can access.

The surveys will be collated and will become part of my PhBisheThis thesis will become
the property of Massey University and be made available ifibitzy. It will also form the
basis of academic journal articles and publications.

| offer my sincere gratitude for your participation and timenaking this research successful.
Many thanks,

Joanna Edwards

Email: xxxxx@hotmail.com

Phone: 021 xxx Xxx

This project has been reviewed and approved by the Massey Ulyividtsnan Ethics
Committee, ALB Protocol 04/069. If you have any concerns about the confiuhis

research, please contact Associate Professor Kerry ChambeZhair, Massey University
Campus Human Ethics Committee: Albany, telephone (09) 414 0800 ext. &0ad,

humanethicsalb@massey.ac.nz

Supervisors:

Dr Margot Edwards Dr Keith Macky

Massey University Massey University

Private Bag 102 904 Private Bag 102 904

North Shore Mail Centre North Shore Mail Centre
Auckland Auckland

Ph (09) 414 0800 ext. 9218 Ph (09) 414 0800 ext. 9239
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Appendix G: Information sheet for Company X

Understanding the predictors of participation and the barriers to employee
involvement in workplace health promotion programmes

Company X Services
INFORMATION SHEET
The researcher

My name is Joanna Edwards, and | am currently working towaisctor of Philosophy
Degree at Massey University in Albany. This researadministered under the supervision
of Dr Margot Edwards and Dr Darryl Forsyth from the School of Man#nt at Massey
University, Albany.

The research

Workplace health promotion programmes involve proactive action takemployers to try
and improve the health of their employees. Workplace healthtinés have been found to
improve overall employee health, increase productivity, feoamd job satisfaction, and
reduce absenteeism and employee turnover. However, despiextansive range of
established benefits for both the employees and the organisatignammes continue to
experience low employee participation rates. | would like to 6od why this occurs by
investigating the factors that influence participation ins¢éhépes of programmes, and to
explore the barriers that prevent employees from taking part.

Company X’s involvement

I would like to invite employees at Company X Servicesake tpart in my study by allowing
me to interview them. | would like to explore their perceptions albleeitthings which
influence their participation in the health promotion activitigailable to them at work. This
interview would be_held at the convenience of each participatimgloyee and take
approximately 30 minutes| would like to record these discussions with the permission of
each interviewee.

Uses of the Information

The information provided by Company X Services employees wilbbated and used in the
results section of my thesis to provide explanations on the faictitugncing employee
participation in health promotion initiatives at work.
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The information provided will be held in the strictest confickeand all employee identities
will be kept completely confidential. Participating empla/eeames and any identifying
features will be removed to ensure their identity is kept anongm Additionally, Company

X Services will not be identified in any way. After each imiew, | will transcribe the audio

recording and then the tape will be wiped on the completion oftthdy.s In accordance with

Massey University protocol, the transcript will be stored iocked cabinet at the University
for a period of five years and then destroyed. The finalghedl become the property of
Massey University and be made available in the librarywilt also form the basis of

academic journal articles and publications.

Company X Services’ rights

In allowing me to invite the employees of Company X Sesviogparticipate in my study, the
organisation has the following rights:

. Ask any questions regarding the research at any time;

. Be given access to a summary of the study’s findings vtheraoncluded.

If you have any questions regarding this research, please do itatehescontact me: phone
09 xxx xxxx, email xxxx@hotmail.com

Thank you,
Regards
Joanna Edwards

Supervisors:

If you have any questions about this research, please do not hesgatdact my supervisors
in the School of Management at Massey University.

Dr Margot Edwards, ph 414 0800 ext 9218, or email m.f.edwards@ nassey

Dr Darryl Forsyth, ph 474 0800 ext 9135, or email d.forsyth@ massey

This study has been evaluated and approved by peer review undextetklagthority from
the Massey University Human Ethics Committee MUAHECyoli have any concerns about
the conduct of this research, please contact Dr Ralph Batlithat;, Massey University
Campus Human Ethics Committee: Albany, telephone (09) 414 0800 ext. &,
humanethicsalb@massey.ac.nz
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Appendix H: Information sheet for interviewees

Understanding the predictors of participation and the barriers to employee
involvement in workplace health promotion programmes

PARTICIPANT INFORMATION SHEET

Thank you for responding to the initial email sent to you by Mrs X.rdye is Joanna
Edwards, and | am currently working towards a Doctor of Philosoplgreeat Massey
University in Albany.

The research

Workplace health promotion programmes involve proactive action tak@mployers to try
and improve the health of their employees. Workplace healthtinés have been found to
improve overall employee health, increase productivity, feosamd job satisfaction, and
reduce absenteeism and employee turnover. However, despiextansive range of
established benefits for both the employees and the organisatagrammes continue to
experience low employee participation rates. | would like to 6od why this occurs by
investigating the factors that influence participation ins¢héypes of programmes, and to
explore the barriers that prevent employees from taking part.

Your involvement

| would like to invite you to take part in my study by allowing roenterview you to explore
your perceptions about the things which influence your participatidmeimealth promotion
activities available to you at work, and how your employer could faslitate your
involvement. This interview would be held at your conveniesmoe take approximately 30
minutes | would like to record our discussion with your permission. | seajiour time is
valuable and your involvement in this study would be greatly ajspeelc

Participant’s Rights

The following rights are designed to keep your information safe arfalential. In allowing
me to interview you for my study, please be aware that yoe thevright to:

« Decline to answer any particular question;

* Withdraw your involvement from this study by Monday 1 November, 2010;
» Ask any questions regarding the research at any time durimgtéingiew;

» Ask that the audio recorder be turned off at any stagegltine interview;
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» The opportunity to read and edit the interview transcript;
* Provide information on the understanding that your name will nased,;
* Be given access to a summary of the study’s findings wherdncluded.

Uses of the Information

The information you provide will be collated and used in the resaltion of my thesis to
provide explanations on the barriers which prevent employees fikingtpart in health
promotion initiatives at work.

Please be assured the information you provide will be held irirtbeest confidence and your
identity will be kept completely confidential. Your name ang &lentifying features would
be removed to ensure your identity is kept anonymous. After our sisnuswill transcribe
the audio recording and then the tape will be wiped on the completithis study. In
accordance with Massey University protocol, the transcriptbeilstored in a locked cabinet
at the University for a period of five years and then destroyiéw final thesis will become
the property of Massey University and be made availableeirilthary. It will also form the
basis of academic journal articles and publications.

If you have any questions regarding this research, please do iatehescontact me: phone
09 480 8047, email edwards base@hotmail.com

Supervisors:

If you have any questions about this research, please do not hisgai¢act my supervisors
in the School of Management at Massey University.

Dr Margot Edwards, ph 414 0800 ext 9218, or email m.f.edwards@ nassey
Dr Darryl Forsyth, ph 474 0800 ext 9135, or email d.forsyth@ massey
Thank you once again for participating in my study.

Kind regards,
Joanna Edwards

This study has been evaluated and approved by peer review undextettlagthority from
the Massey University Human Ethics Committee MUAHECyoli have any concerns about
the conduct of this research, please contact Dr Ralph Batlithat;, Massey University
Campus Human Ethics Committee: Albany, telephone (09) 414 0800 ext. &,
humanethicsalb@massey.ac.nz
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Appendix I: Interview guide

Semi-structured interview questions
Introduction

Background to the study: Workplace health promotion programmes (ofted eatliness
programmes) involve proactive action taken by employers to try andwephe health of
their employees. As part of my PhD thesis, | have been igagéisg the factors that influence
employee participation in these types of programmes in Nevade@alrganisations. | am also
interested in exploring things that may prevent employees fromgt@krt when activities are
made available to them.

One of my data collection methods was a comprehensive on-liegtiaunaire, which
attracted 883 respondents. The results of this questionnanieghtgd some valuable insights
into what influences employee participation in different healtbmation activities. The
results also pointed out some interesting and common barriers twgadidin. | would like to
explore some of these findings in more detail, which is why irderviewing employees at
Company X Services.

All

1. Are you aware of any health promotion or wellness activitigsateavailable to you
at work?

2. Have you ever used or taken part in any of these act®ities

3. Are there any health promotion or wellness activities you wolkd th see offered
here at Company X?

4. What type things would make it easy for you to participatbése activities?

5. What type of things would make it hard for you to take part?

6. This is a list of common barriers to participation in healitbmotion and wellness
programmes. Would any of these be a barrier for you? Why would#?atn what
sort of activity?

7. This is a list of commonly available health promotion actisijtis there anything on
this list you would definitely take part in, if it were @able? Why would you take
part?

8. Is there anything on this list you would definitely not take p&twhy would you not
take part?

9. If you consider this list, do you think these activities shouldume ér more serious
because they are meant to be helping employees improvedhéh’h

10.Why do you think companies offer health promotion or wellness aetiviv staff? Is
it to benefit the employees or the organisation?
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11.Do you think managers are aware of the problem of low partioipasites in WPHP
programmes?

12. Participant numbers in WPHP programmes are typically lowhy 6 you think this
is the case? (Probe: Do you think people are suspicious of workpldeesg such
programmes? Trust issues? Confidentiality issues?)

13.A common reason why people don'’t take part in health promotion actigtiEscause
they don’t have enough time, but really they don’t want to. Do yok tthis is a
reason for low participation? For yourself or people you know?

14.1f someone really doesn’t want to take part (smoker, oveht)edp you think it is a
manager’s business or responsibility to try to encourage tibhgrarticipate?

15.Have you ever enrolled in health promotion activities (in or out @fkjvand then
decided not to go, or you went for a little while and then decided you adnt to go
anymore?

16.Why did you decide not to go? Or leave after a while?

17.0ften new activities attract a larger number of partmipabut then the novelty wears
off and people become less interested. What do you think marsigers do to keep
people interested in health promotion activities?

18.Do you know of other organisations who offer health promotion or wellness
programmes to their staff?

19.Do you think these programmes are popular among their staffowilyy not?

Those are all of my questions, is there anything you woulddikesk me?

Thank you very much for your time.
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Appendix J: Ethics application (questionnaire)

30 August 2004

Joanna Edwards

C/- Dr Margot Edwards & Dr Janet Sayers
College of Business

Massey University

Albany

Dear Joanna

HUMAN ETHICS APPROVAL APPLICATION — MUAHEC 04/069
“Workplace Health Promotion in New Zealand”

Thank you for your application. It has been fully consideredappdoved by the Massey
University, Albany Campus, Human Ethics Committee.

If you make any significant departure from the Applicatiomjsroved then you should
return this project to the Human Ethics Committee, Albaagn@us, for further consideration
and approval.

Approval is for three years. If this project has not bmmmpleted within three years from the
date of this letter, a new application must be submitt¢iaba time.

Yours sincerely

Associate—Professor Kerry Chamberlain
Chairperson,

Human Ethics Committee

Albany Campus

cc. Dr Margot Edwards & Dr Janet Sayers
College of Business
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Appendix K: Ethics application (interviews)
23 September 2010
Joanna Edwards
C/- Dr Margot Edwards & Dr Janet Sayers
College of Business
Massey University
Albany

Dear Joanna

HUMAN ETHICS APPROVAL APPLICATION — MUAHEC 10/069
“Workplace Health Promotion in New Zealand”

Thank you for your application. It has been fully considered appdoved by the Massey
University Human Ethics Committee: Northern.

Approval is for three years. If this project has not beenpieted within three years from the
date of this letter, a new application must be submittéiaba time.

If the nature, content, location, procedures or personnel of ppuoged application change,
please advise the Secretary of the Committee.

Yours sincerely
Dr Ralph Bathurst

Chair
Human Ethics Committee: Northern

cc: Dr Margot Edwards, Dr Darryl Forsyth
College of Business
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