
ABSTRACT

Oliver, John M. The effects of a wellness program
on employees of the Family and Children's Center
as determined by the Centers for Disease Control's
health risk appraisal. M.S. in Community Health
Education, 1989, 42 pp. (Dr. Roderick D. Duquette).

This research examined the impact of a wellness program on
employees at a small social service agency. The experimental
group was composed of 64 employees 'at the Family and Children's
Center of LaCrosse, Wisconsin. The control group was composed
of 26 employees at the County Human Services Department of
LaCrosse, Wisconsin. Behavior change waS measured by the
difference in pre-test and post-test mean appraised age scores
on the Centers for Disease Control's health risk appraisal.
This instrument was administered to both groups before and
after the wellness program, though only the experimental group
participated in the program. Independent and dependent t-tests
were used to analyze the data. Significance was established at
the .05 level. There was a significant difference between the
mean appraised age scores of the experimental group -before and
after the wellness program. There was no significant difference
between the mean appraised age scores of the experimental and
control groups.
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CHAPTER I

INTRODUCTION

Wellness is that state in which an individual feels good enough

about oneself to regularly assess hisfher life, to intervene whenever

necessary, and to find or develop the necessary reinforcement and

motivation to continue one's movement toward personal growth,

development, and utilization of hisfher potential (Curtis and

Detert, 1981). Wellness is enjoying a resurgence of interest in the

United States: a resurgence because, in the recent history of health

care and health care policy, the chronic diseases and problems that

are the major causes of death have begun to be addressed (Greiner,

1987). The involvement of businesses in employee health and well-being

is an issue of increasing interest. Workplace health promotion programs

are becoming increasingly seen as an integral part of a comprehensive

employee health management program (Lazes, Kaplan, and Gordon, 1987).

Background

Worksite health promotion is a combination of educational,

organizational, and environmental activities designed to support

behavior conducive to the health of employees (Breckon, Harvey, and

Lancaster, 1985). The worksite has been identified as an optimal

location for such programs for two reasons. First, people are

generally willing to participate in health programs offered at the
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worksite because they are both convenient and free to the employee.

Second, a sizable portion of the cost of health care is paid by

employers who see their return in the form of lower absenteeism and

disability, greater employee productivity, and ultimately reduced

health care costs (Masi, 1984).

Presently it is estimated that only about 2% of the total amount

spent on health care is devoted to keeping people well. Worksite

management personnel must continue to examine new strategies to

prevent spiraling health care costs. One way is through health

promotion and we11ness programs at the worksite (Detert and Kidd,

1989).

Typical we11ness activities range from low-cost information

dissemination to comprehensive programs involving screening,

treatment (clinical and/or educational), and follow-up procedures.

Program components usually include: a) nutrition and weight control,

b) high blood pressure control, c) alcohol and drug abuse education,

d) stress management, e) smoking cessation, and f) fitness and exercise

(Masi, 1984). The program components are designed to educate employees

about behaviors that contribute to lifestyle diseases such as

cardiovascular disease, cancer, and hypertension. The goal of the

program is to reduce the risk of lifestyle diseases by maintaining

healthy behavior.

Studies examining health promotion in the workplace have been

limited primarily to large employment settings. This has resulted in

difficulty obtaining evidence of success, as well as identifying

factors that affect the success/failure of health promotion activities
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in businesses with 250 or fewer employees (Smogor and Macrina, 1987).

The Family and Children's Center is a small (86 employees) social

in LaCrosse, Wisconsin that agreed to try a wellness

program for its employees. The administrators of the agency were

interested in educating the employees about different aspects of

wellness, in hopes that the education would lead to healthier behavior.

Significance of the Study

The significance of health promotion in the workplace has been

acknowledged by the U.S. Department of Health and Human Services in

terms of work objectives for the nation that are specific to the work

setting (National Center for Health Education, 1984). Currently, over

3,000 businesses, of all sizes, in the United States report some type

of employee health promotion, yet the vast majority of studies have

focused on businesses with more than 250 employees (Smogor and Macrina,

1987).

A small business may be able to implement and maintain a wellness

program on a small budget and expect its employees to benefit from

the program significantly. If such a program proved viable in terms of

healthier behavior, it could prove valuable to other small businesses

that could implement a similar program.

Statement of the Problem

The problem of this study was to determine the effect of a

wellness program on employees of the Family and Children's Center as

determined by the Centers for Disease Control's Health Risk Appraisal.

~
~~,
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Null Hypotheses

Two null hypotheses were developed for this study.

1. There is no significant difference between HRA mean appraised

age scores for employees of the Family and Children's Center before

and after a wellness program.

2. There is no significant difference between the HRA mean

appraised age scores of the employees of the Family and Children's

Center and the County Human Services Department of LaCrosse, Wisconsin.

Assumptions

The following assumptions have been made in this study:

1. Employee responses on the Health Risk Appraisal are honest

and valid.

2. The time period between the wellness program and the post-test

will be long enough to detect a significant change.

Limitations

Since this study was limited to employees of the Family and

Childrens Center and employees of the County Human Services Department

of LaCrosse, Wisconsin, it would be improper to extrapolate the results

to larger organizations or to employees who do not volunteer for such a

program.
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Delimitations

This study was delimited to employees of the Family and

Children's Center and the County Human Services Department of LaCrosse,

Wisconsin who were employed there from February 1 to June 1, 1988.

Definition of Terms

Health Promotion or We11ness Program- any combination of health

education and related organizational, economic, or political

interventions designed to facilitate behavioral and environmental

changes conducive to health (Masi, 1984). Program components usually

reflect the bUdget and overall employee needs. The program that was

offered to the employees of the Family and Children's Center included

stress management, personal fitness, massage, nutrition, financial

planning and spiritual we11ness. On-going "in-house" groups included

low impact aerobics, smoking cessation, yoga and a walking group.

These activities were selected as a result of a survey of employee

interests at the Family and Children's Center.

Health Risk Appraisal (HRA)- a questionnaire designed to identify

health risks.

Inservice- an educational program, usually lasting 1-2 hours,

conducted at the Family and Children's Center.

Lifesty1e- the habits, attitudes, tastes, moral standards, and

economic level, that together constitute the mode of living of an

individual.
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Primary Prevention- education designed to promote voluntary

behavior change through increased awareness, knowledge and attitude

change.

Small Business- any business with 250 or fewer employees.

Wellness- the daily striving for the goal of becoming healthier

through ongoing assessment, intervention, and reinforcement (Gilmore,

1979).



CHAPTER II

REVIEW OF LITERATURE

The following review of literature will focus on the

wellness movement, worksite health promotion, the ecomomics of

wellness, a model for small businesses, and small business wellness

incentives.

The Concept of Wellness

Efforts to promote health and fitness and maintain wellness can

have considerable impact on the general welfare and on the economics

of health care. This phenomenon is termed the Wellness Movement

(Walker and Evans, 1987).

In the past, morbidity and mortality could be attributed to

improper sanitation, poor nutrition, and the lack of immunization.

Presently, infectious and contagious diseases have been replaced

by lifestyle diseases, such as cancer, cardiovascular disease,

hypertension, alcoholism, emphysema, gastrointestinal disorders,

and other chronic conditions (Ramsey, 1982).

Health is more than the absence of disease. Health implies a

quality of well-being and is the result of a positive lifestyle and

conscious effort (Curtis and Detert, 1981). Health professionals see

wellness as multidimensional (emotional, mental, social, spiritual,

and physical) and stress the importance of individual responsibility.

7
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About this, Curtis and Detert (1981) said:

~oncern with the health of an individual needs to focus
on that person's emotional, mental, social, spiritual,
and physical well-being. These dimensions are interrelated
and interdependent in the functioning of the whole person.
Wellness is that state in which an individual feels good
enough about oneself to regularly assess hisfher life, to
intervene whenever necessary, and to find or develop the
necessary reinforcement and motivation to continue one's
movement toward personal growth, development, and utiliza
tion of hisfher potential (p.7).

Gilmore (1979) defines wellness as the daily striving for the

goal of becoming healthier through ongoing assessment, intervention,

and reinforcement. Finally, Hettler (1984) describes wellness as an

active process through which the individual becomes aware of, and

makes choices toward, a more successful existence.

Worksite Wellness Programs

Worksite wellness programs grew out of the older industrial

medicine and hygiene programs that were concerned with first aid and

medical care; with environmental hazards, such as toxic components

and noise; and with safety programs that stressed accident prevention.

The occupational safety and health programs expanded in scope and

evolved in focus. The modern worksite health promotion program is

not limited to medical care, environmental hazards or safety; but is

concerned with total wellness (Breckon, Harvey and Lancaster, 1985).

During the last decade wellness programs have proliferated in

both the public and private sectors. The major impetus for these

programs has come from economic concerns resulting from rising health
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care costs and a growing body of research documenting the contribution

of lifestyle and behavior to morbidity and premature mortality

(Higgens, 1986).

The National Center for Health Education has established that

about 50% of chronic disease mortality is related to lifestyle risk

factors. Primary prevention efforts targeting unhealthy lifestyle

behaviors have the capability of reducing premature chronic disease

mortality, morbidity, and disability (Hale, Collins and Davis, 1986).

There is little hard evidence of the long-run cost-effectiveness

of wellness, partly because the trend is so young. Nevertheless, a

growing body of evidence indicates that businesses pay a steep price

for employee health problems that might be prevented (Fenn, 1986).

A study by Hollander and Lengermann (1984) showed that of the 255

companies that responded, 66% had health promotion programs in

operation, and 53% of those that did not have programs in operation,

reported that they had plans to start programs.

Approximately 50% of the companies with over 1,000 employees in

the United States provide some type of health promotion program for

their employees, whereas only 15% of the smaller and mOderately sized

companies provide such services (Smogor and Macrina, 1987).

Economics of Wellness

The nation's health care bill rose dramatically over the last

three decades from $13 billion in 1950 to $425 billion in 1985, and it

is projected to more than double between now and 1990 (to $756 billion)
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and to reach nearly one trillion dollars by the year 2000 (Chenoweth,

Government estimates indicate that 34 million workers have

hypertension, 36 million smoke more than one pack of cigarettes a day,

19 million have elevated cholesterol levels, and two million have

diabetes (Wilson, 1986).

A Pacific Mutual Life study showed that illness due to poor

nutrition costs employers $30 million annually. The same study gave

the average cost of replacing high-level corporate executives as

$250,000-500,000. (Masi, 1984).

A recent study by the National Interagency Council on Smoking and

Health indicated that cigarette smoking cost this country $27.5

billion, with $8.2 billion in direct medical costs and $19.3 billion

attributed to lost production. Lost wages due to cigarette-related

illnesses have been estimated at over $3 billion annually (Pelletier,

1984).

The Washington Business Group on Health, a national employer's

organization for health care issues, estimates that every smoker costs

an employer over $600 a year in illness, absenteeism, accidents,

disability and death. Hypertension costs businesses $2 billion

annually in lost workdays. It is also the primary cause of

hospitilization and accounts for 7.5% of all physician visits (Fenn,

1986).

Businesses are seeking effective methods of limiting health care

costs and increasing production. Current estimates suggest industry
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losses due to stress-related absenteeism, disability and decreased

productivity, approach $150 billion annually (Knight and Felts, 1988).

one million American workers call in sick each day,

resulting in 330 million workdays lost each year for health related

reasons. The average company spends $1,000 to $1,500 per year on medical

care for each worker. Each year, 26 million work loss days result from

hypertension and cardiovascular diseases, with a loss of $1.2 billion

in earnings to employers. Smoking costs an organization three dollars

per day per smoking employee based on insurance costs, sick days, and

maintenance costs (Wilson, 1986).

A study by Bly, Jones, and Richardson (1986), showed that the

Johnson &Johnson Live for Life program cut employee hospital cost

increases in half and saved their company nearly $1 million over five

years. Hollander and Feldman (1986) reported a significant reduction

in sick days and greater satisfaction with working conditions among

employees participating in Johnson &Johnson's Live for Life program.

compared with a control group.

Health Works Northwest, a nonprofit health planning and research

firm in Seattle, surveyed 31 small business owners in 1983 about their

reasons for starting a wellness program. The executives cited improving

morale and increasing productivity as their top two concerns. Cost

containment ranked a distant third (Hyatt, 1987).

!.he July, 1987 Inc. Magazine reported that 40% of U.S. companies

are receptive to spending money on health promotion. At that rate,

offering health promotion programs to businesses could become a $2.~

billion industry (Hyatt, 1987).
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A Model For Small Businesses

, Greg, and Roger Scherer of the Scherer Brothers Lumber

Company in Minneapolis, Minnesota decided to start their own wellness

program after a series of preventable deaths in the company. In 1974,

Clarence Scherer, founder of the company, died of alcoholism. In the

next four years, three other employees lost their lives to preventable

deaths. The company was beset by alcoholism, absenteeism, and low

morale.

After attending a wellness seminar at a local hospital, the

Scherers set up a wellness committee composed of both administration

and labor. After surveying the employees, they unplugged the cigarette

machines, started a smoking cessation program, installed a blood

pressure monitoring kit, held a weight-loss seminar, and replaced candy

machines with free fruit and popcorn. The company pays for free annual

physicals for employees over 55. Those over 40 receive the $130 checkup

at half price. The company offers its employees well pay, an employee

who is on time and has perfect attendance for a month earns two hours

of extra pay. Before well pay, 31 out of 100 employees were out in any

given month. A year later that figure was down to 6 out of 100.

All 60 office and supervisory staff members get a free hot lunch,

and each menu is approved by the American Heart Association. Over the

past three years, the company replaced all its eye straining light

bulbs with sodium halide and fluorescent lighting. For the past few

years, Scherer Brothers has spent nearly $20,000 a year, more than

$100,000 total, putting 30 workers through alcoholism programs.
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The company's insurance costs are declining and their productivity

is increasing. In 1979, each dollar of sales was costing the company

about 12 cents in labor. Now it's down to 9 cents. Absenteeism has

shrunk to less than 1% from a high of 3.5%. That alone saves them

$75,000 a year in hiring costs. The company's unemployment tax has

declined because fewer employees are being fired or laid off. Bob

Peters, Scherer Brothers director of personnel, offers this advice

on wellness programs: a) Start now-- the best time to discourage bad

habits is when the company is small, before they are woven into the

corporate culture; b) Do it yourself-- you know your employees' needs

better than anyone else; c) Lead the way-- participation by top

executives is the key; d) Be patient-- companies shouldn't expect any

tangible financial payback for several years. The short term reward

will be employee goodwill and increased morale (Hyatt, 1987).

Small Business Wellness Incentives

The idea of using incentives to promote participation in wellness

programs is becoming increasingly popular because of positive reported

results. At Johnson &Johnson, an employee can earn "Live for Life"

dollars, which can then be used to purchase reward items such as clocks

and sweat suits. King Broadcasting in Seattle, Washington, split

$284,000 with its employees during the first year of an insurance

incentive program (Levy, 1986). The Vermeer Manufacturing Company,

a Pella, Iowa Construction equipment manufacturer, donates a dollar

to charity for every hour employees exercise. Maupintour Inc., a tQur

operator in Lawrence, Kansas gives exercise clothing to employees who
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meet monthly fitness goals. Schwartz Meat Company, in Norman, Oklahoma,

offers its 15 employees up to two weeks of bonus pay if they exercise

daily. Sky Brothers Inc., a food distributor in Altoona, Pennsylvania,

pays a portion of health club memberships for employees who participate

in the company's physical fitness program. P1asko1ite Inc., a Columbus,

Ohio plastics manufacturer, gives bonuses to employees who do not smoke

and to those who actively participate in sports. F1excon Co., a Spencer,

Massachusetts processor of pressure sensitive film offers a $30 gift

certificate each month to ex-smokers who do not resume smoking (Fenn,

1986).



CHAPTER III

METHODOLOGY

For this study, a quasi-experimental design was used, comparing an

experimental group at the Family and Children's Center to a control

group at the County Human Services Department of LaCrosse, Wisconsin.

This chapter examines the method and procedure used to implement and

evaluate program impacts.

Subject Selection

A total of 64 employees who worked at the Family and Children's

Center from February 10, 1988, to June 1, 1988, voluntarily participated

in the study. The experimental group was composed of 18 males and 46

females who were predominantly white and who ranged from 19 to 65 years

of age. The employee's completion of the Health Risk Appraisal (HRA)

and their participation in the we11ness program were strictly voluntary.

The Family and Children's Center was chosen because it was a small

business (under 250 employees) and because of its availability.

A control group of 26 employees who worked at the County Human

Services Department of LaCrosse, Wisconsin from February 10, 1988 to

June 1, 1988 were chosen as subjects for the control group in the

study. This group was composed of 9 males and 17 females, who ranged

from 21 to 58 years of age. These subjects voluntarily completed the

Health Risk Appraisal, but did not participate in the we11ness program.

15
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This group was chosen because their occupations (counselors) were

similar to the experimental group and because of their availability.

Instrumentation

Three instruments were used for the implementation and analysis

of this study: The Family.and Children's Center Wellness Survey (see

Appendix A), the Centers for Disease Control's Health Risk Appraisal

(see Appendix B) and the Lifestyle Questionnaire (see Appendix C). The

Wellness Survey was completed by the experimental group only, because

the control group was not to receive a wellness program. The Health Risk

Appraisal was used as a pre-test and post-test for both groups. The

Lifestyle Questionnaire was administered to the control group only, to

determine if they had participated in any wellness activities at work.

Wellness Survey. The purpose of the survey was to assess

employee interest in a wellness program, current perceived level of

wellness, interest in and attitudes towards wellness lectures and

activities, and proposed attendance at wellness lectures. The instrument

was developed by this researcher. The component choices were gotten from

a review of the literature about typical wellness components. In a test

of face validity (see Appendix D) 18 of 20 health professionals,

including social workers, psychologists, and health educators, deemed

this instrument valid. Of the two who deemed the instrument invalid,

the first thinks that face validity is not an acceptable basis for
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determining the validity of a test, and the second says more descriptors

are on question #2, a rank limit is needed on question #4, and

question #6 needs clarification.

Health Risk Appraisal (HRA). Generically, HRA's have been

developed to enhance an individual's perceptions of susceptibility

to chronic illness and stimulate appropriate risk-reducing steps

(Hyner and Melby, 1986). The Centers for Disease Control's HRA uses

37 demographic and health related questions to assess risks commonly

associated with death, illness, disease or accidents. Degrees of

predictable risk were assigned to each question based on mortality

tables developed by insurance actuaries and biostatisticians. Using

these tables and comparing each subject to a population group with

similar health risk predictors, the HRA generates the risk of dying

within a specified time frame unless the risk was changed by the

subject. The HRA can also generate a "risk age", which could be

compared to the subject's chronological age, and a statistically

generated "attainable age" (Horowitz, Blackburn, Edington, and Berlin,

1987).

In a comparable study, HRA output (expressed as either mortality

risk, morbidity risk, heart disease risk, life expectancy or general

health status) was correlated with a composite mortality coefficient

estimate derived from data taken from the Framingham Study (1950) and

the Risk Factor Update Project (1981). Of the 44 instruments tested,

the prototype of LifeScore Plus ranked sixth with an overall

correlation of .756 (where .791 ranked as the highest and .144 the
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lowest). In addition, this BRA ranked first for men with data from

the Framingham Study with a correlation of .789. The results of this

research have shown that the BRA can demonstrate consistent group

summary statistics over repeated measures, even when known biomedical

measures are substituted for largely computer-generated norms (note:

systolic blood pressure, r -.52; cholesterol, r-.64). This finding is

similar to results reported in other research on summary statistic

comparisons using the test-retest method, although in this research

known biomedical results were not included. This finding adds to a

growing, although modest, list of evidence supporting BRA reliability

(Golaszewski, Vickery, Pfeiffer, 1987).

The BRA serves as an educational tool, to help individuals become

aware of their health habits. Individuals are likely to begin health

promoting behaviors when they perceive their identified risks as serious

and believe that a change in lifestyle could reduce their chances of

serious illness (Robbins, Coogle, and Link-Mullinson, 1987).

Lifestyle Questionnaire. This researcher developed this

instrument to determine whether the control group participated in nine

health related activities, which were available to the experimental

group at their workplace. In a test of face validity (see Appendix E) 18

of 20 health professionals, including social workers, psychologists, and

health educators, deemed this instrument valid. Of the two who deemed

the instrument invalid, the first thinks that face validity is not an

acceptable basis for determining validity of a test, and the second

thinks it measures participation, but not to what degree.



19

Procedures

The study involved an experimental group from the Family and

Children's Center and a control group from the County Human Services

Department of laCrosse, Wisconsin. This study examined the effects of

a wellness program on employees of the Family and Children's Center as

determined by the Centers for Disease Control's Health Risk Appraisal,

over a four month period. During the first month, administrators of

the Family and Children's Center were surveyed about the feasibility

of conducting a wellness program at their agency. The response was very

positive, so a Wellness Survey was administered to all of the employees

to assess which areas of health promotion were of interest to the

majority of employees.

The areas of most interest, as reported on the surveys, were:

personal fitness, stress management, massage, financial planning,

nutrition, yoga, smoking cessation and spiritual wellness. Due to the

limited budget, it was decided that local professionals could provide

education about some of the topics through inservices, while others,

like yoga and personal fitness could best be done in on-going groups

conducted at the agency.

Before the inservices or training groups began, both the

experimental group and the control group participated in the HRA

pretest. Health Risk Appraisal data for the Family and Children's

Center is presented in Appendix F. Health Risk Appraisal data for

the County Human Services Department is presented in Appendix G.
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The return rate for the experimental group was 74% and that of

the control group was 87%.

An inservice was conducted, for the experimental group only,

at the end of the first month to introduce the concept of wellness

and the HRA, to review the results of the Wellness Survey, and to

introduce the proposed wellness program.

The program started the following month, with attendance being

strictly voluntary. The program was held at the Family and Children's

Center, with the groups (yoga and low-impact aerobics) being conducted

by this researcher at lunchtime. This program was not available to the

control group.

The inservices, presenters, and dates were as follows:

Personal Fitness with Cynthia Licht, Nautilus Coordinator at the

YWCA; March 15, 1988; Stress Management with Dorothy Wetterlin of the

Health Education Department of Lutheran Hospital; March 17, 1988;

Financial Planning with Fred Fletcher of the Private Ledger; March 22,

1988; Massage with Cynthia Licht and Kim Hammer of the YWCA; March 29,

1988; Nutrition and Wellness·with Jim Rye, Chairman of the Nutrition

and Dietetics Department of Viterbo College; April 5, 1988; Spiritual

Wellness with Tom Thibodeau of Viterbo College; April 12, 1988.

In late May the HRA was administered again to both the experimental

and control groups as a post-test.
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Statistical Treatment of Data

test and post-test mean appraised age scores from the CDC

Health Risk Appraisal were used for analysis. The statistical method

used to determine significance of between-group differences

(experimental and control groups) was the independent t-test. This

method was chosen because the data was collected from two independent

groups and was interval. The statistical method used to determine

significance of within-group differences (pre-test and post-test

scores of the experimental group) was the dependent t-test. This

method was chosen because the data were collected from the same group

and was interval. The acceptable level for significance in differences

was established at the .05 level of confidence.
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CHAPTER IV

RESULTS AND DISCUSSION

Introduction

This study examined the effects of a wellness program on

employees of the Family and Children's Center in LaCrosse,

Wisconsin as determined by the Centers for Disease Control's

Health Risk Appraisal, which was administered to both the

experimental group of 64 employees at the Family and Children's

Center, and the control group of 26 employees of the County Human

Services Department of LaCrosse, Wisconsin. The wellness program

was offered only to the employees of the Family and Children's Center.

This chapter presents data collected on the experimental and control

populations, and statistical analysis of the data with a discussion

of the relevant £indings. An independent t-test was used to

determine whether significant differences existed between the mean

appraised age difference scores of the two groups. A dependent t-test

was used to determine whether significant differences existed between

pre-test and post-test mean appraised age scores of the experimental

group. The significance level was set at .05.

The results and discussion of this study were divided into five

subheadings: Subjects, Health Risk Appraisal Scores, Statistical

Testing of Null Hypotheses, Discussion of Results, and a Summary of

the chapter.

22
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Subjects

The experimental group consisted of 64 employees of the Family

and Children's Center, (46 females and 18 males) whose ages ranged

from 19 to 65, with a mean age of 33.7. The experimental group

participated in the study on a voluntary basis. The control group

consisted of 26 employees of the County Human Services Department

of LaCrosse, Wisconsin (17 females and 9 males) whose ages ranged

from 21 to 58, with a mean age of 38.57. The control group voluntarily

completed the Health Risk Appraisal, but did not participate in the

wellness program. Subject data are presented in Table 1.

TABLE 1

Number and Mean Age of Subjects

Subjects Number Age Range Mean Age S.D.

Experimental Group 64 19-65 33.70 8.69

Female 46

Male 18

Control Group 26 21-58 38.57 8.90

Female 17

Male 9
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Health Risk Appraisal Scores

and control groups were administered the

Center for Disease Control's Health Risk Appraisal before and after

the wellness program. The results of the appraisal, in the form of

a computer printout, are shown in terms of actual age, appraised age,

achievable age, and a difference score arrived at by subtracting the

achievable age from the appraised age. The appraised age scores were

used in the computation of the independent and dependent t-tests.

The means and standard deviations for the appraised age scores for

the pre-test and post-test by each group is presented in Table 2.

The table shows that the mean appraised age score for the experimental

group decreased from 29.53 pre-test to 29.15 post-test, while the mean

appraised age score for the control group decreased from 35.4 to 35.13.

TABLE 2

Means and Standard Deviations of Appraised Age Scores

Experimental Group Control Group

Pre-test

Post-test

Mean

29.53

29.15

S.D.

10.37

10.46

Mean

35.4

35.13

S.D.

12.01

11.76
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Summary of Results

Analysis of the statistical results indicates that:

1) There is no significant difference between mean appraised

age scores for the experimental group before and after the wellness

program. Analysis of the mean appraised age score data before and

after the wellness program revealed a t-value of 3.29 for the two

tailed test. This was significant at the .05 level, therefore the null

hypothesis was rejected. Rejecting the null hypothesis suggests that

there was a significant difference in the pre-test and post-test mean

appraised age scores of the experimental group.

2) There is no significant difference between mean appraised age

difference scores of the experimental and control groups. Analysis of

the mean appraised age score data between the two groups revealed a t

value of 0.51. This was not significant at the .05 level, therefore,

the null hypothesis was not rejected. By failing to reject the null

hypothesis, it was indicated that the experimental group did not

demonstrate a significant difference from the control group in these

mean appraised age difference scores.

Discussion

Although a statistically significant difference was shown

between the pre-test and post-test appraised age scores of the

experimental group, it is doubtful that this difference was the

result of the wellness program. It is more logical to conclude,

given the small number of actual participants in the program (see



Appendix I), that the difference may have been the result of a

significantly younger population in the experimental group. Younger

individuals may show results quicker than older individuals because

26

of a social desirability effect to appear healthier. It may also have

been that changes in appraised age scores show up more quickly in

younger individuals, because they are younger and may be more willing

to try healthy changes sooner than older individuals.

While a few of the younger people in the experimental group

changed, resulting in a significant difference before and after the

program; the majority of the experimental group did not change, nor

did the control group. Therefore the difference in appraised age

scores for the two groups was not significant.

Although the results were statistically significant, the

practicality of the program must be questioned, considering the time

and effort invested, number of participants, and HRA appraised age

score change realized by the employees.

I
I
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CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS

Introduction

The purpose of this study was to examine the effects of a

wellness program on employees of a small social service agency.

The experimental group was composed of 64 employees at the Family

and Children's Center of LaCrosse, Wisconsin. The control group

was composed of 26 employees at the County Human Services Department

of LaCrosse, Wisconsin. Both groups volunteered for the study. A

wellness questionnaire was administered to only the experimental group

to determine program components. Appraised age scores were measured by

the Centers for Disease Control's BRA. This instrument was administered

before and after the wellness program to both groups, though only the

experimental group received the wellness program. A lifestyle

questionnaire was administered to the control group to determine if they

had participated in any wellness activities at work. Wellness inservices

and groups were offered to the experimental group over a four month

period. Independent and dependent t-tests were used to analyze the

data. Significance was set at the .05 level.

27
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Conclusions

Based on the statistical analysis of the data collected, the following

conclusions are put forth.

1. There was a significant difference (p< .05) between the

experimental group's pre-test and post-test mean appraised age scores.

2. There was no significant difference (p< .05) between the mean

appraised age scores of the experimental group and the control group.

Recommendations

Based on the findings and limitations of this research, the following

recommendations are made in regard to future studies:

1. A similar study be conducted with a larger sample of subjects

and for a longer period of time.

2. The experimental and control groups be matched more closely

according to age.

3. Assessment should include awareness, knowledge, and attitude

change, as well as behavior change.

4. Include employee representatives from both management and labor

in the planning, imp1ementaion, and evaluation of the program, to

guarantee employee participation in inservices and groups.

5. Encourage administrative support of the program.

6. Determine strategies for motivating individuals to participate

in the program before it starts.



7. Encourage management to offer real rewards to individuals who

adopt or maintain healthy lifestyles.

8. Encourage family participation in both wellness education and

activities.

29



30

REFERENCES

Bly, J.L., Jones, R.C., & Richardson, J.E. (1986). Impact of worksite
health promotion on health care costs and utilization. JAMA, 256,
3239.

Breckon, D.J., Harvey, J.R., &Lancaster, R.B. (1985). Community
Health Education. Aspen, Colorado: Aspen Publishers.

Chenoweth ,D. (1987). Containing corporate health care costs requires
input from all participants. Occupational Health and Safety, 1,
46, 48.

Curtis, J.D., & Detert, R.A. (1981). How to relax: A holistic
approach to stress management. Palo Alto, California: Mayfield
Publishing.

Detert, R.A. &Kidd, T. (1989). Identifying feasibility of health
promotion at the small business worksite. Fitness in Business,
l, 131.

Fenn, D. (1986). Keeping fit. Inc., ~, 101.

Gilmore, G. (1979). Planning for family wellness. Health Education,
10, 12.

Golaszewski, T., Vickery, D. & Pfeiffer, G. (1987). Efforts to
substantiate the quality of program evaluation instruments.
Fitness in Business, 2, 217-8.

Greiner, P.A. (1987). Nursing and worksite wellness: missing the boat.
Holistic Nurse Practitioner, l, 44.

Hale, C.D., Collins, T.R., &Davis, R.C. (1986). Assessing lifestyle
health risk reduction program needs. Health Education, 17, 13.

Hettler, B. (1984). Wellness: encouraging a lifetime pursuit of
excellence. Health Values, ~, 15.

Higgins, C.W. (1986). Evaluating Wellness Programs. Health Values,
10, 45.

Hollander, R.B. & Feldman, R.H.L. (1986). Health education research in
the workplace. Health Education, 17, 34.



31

Hollander, R.B. & Lengermann, J.J. (1984). Caring for women at work:
Findings from a survey of Fortune 500 companies. Paper presented at
the meeting of the American Public Health Association, Anaheim,
California.

Horowitz, S.M., Blackburn, R.T., Edington, D.W., &Berlin, J.A. (1987).
Predicting Fitness Parameters from 'the Health Risk Appraisal.
Health Education, 18, 14, 15.

Hyatt, J. (1987). Healthy returns. In£., ~, 80-86.

Hyner, G.C. & Melby, C.L.(1985). Healthy 1ifesty1ing. Journal of
American College Health, 33, 264.

Knight, E.A. & Felts, W.M. (1988). Comprehensive health programs
should include stress management. Occupational Health and Safety,
39, 46.

Lazes, P.M., Kaplan, L.H. & Gordan, K.A., (1985). The Handbook of
Health Education. Aspen: Aspen Publishers.

Levy, S.R. (1986). Work site health promotion. Family & Community
Health, ~, 58.

Masi, D.A., (1984). Designing Employee Assistance Programs. New
York: American Management Associations.

National Center for Health Education, (1984). Workplace Health
Promotion, (2nd ed.). Washington,D.C.

Pelletier, K.R. (1984), Healthy People in Unhealthy Places Stress
and Fitness at Work. New York: De1acorte Press.

Ramsey, J. (1982). Basic Pathophysiology: Modern Stress and the
Disease Process. Menlo Park, California: Addison - Wesley
Publishing Company.

Robbins, S.B., Coogle, D.L. & Link-Mu11inson, M. (1987). The Utility
of Brief Health Promotion Workshops. Health Education, 18, 36.

Smogor, J. &Macrina, D.M. (1987). Problems in worksite health
promotion- the perspective of small business. American Association
of Occupational Health Nurses Journal, 35, 224-5.

Walker, V., & Evans, W. (1987). Worksite We11ness. Occupational
Health and Safety, 1, 13, 14.

Wilson, M. (1986). A national survey of occupational health programs in
federal government agencies. Health Education, 17, 28.



I
I
I

I
r

I
i

I

APPENDIX A

FAMILY AND CHILDREN'S CENTER WELLNESS SURVEY



32

FAMILY AND CHILDREN'S CENTER

WELLNESS SURVEY

I'm the model
of wellness.
on your own-

10-

Please return to John Oliver by Friday, Jan. 8

1. What does wellness mean to you?

2. Please rank your present wellness.
1- I'm a physical, emotional,

and spiritual mess.
3. Would you participate in wellness activities at work or

such as a walking or yoga group? yes____ no __
4. Rank with 1 being your first choice the following activities/

inservices in which you would participate.

Stress Management Personal Fitness

Healthy Eating ____ Yoga

Meditation Commonsense Financial
Planning

Smoking Cessation Leisure Counseling

Spiritual Wellness Alcohol

Massage __ Drugs

Other (please list)

the Family and Children's Center allow time off from regular
to participate in wellness activities at work?

no _

5. Should
duties
yes _
Why? _

6. Would you attend personal wellness (as
development) inservices here at FCC?

7. What personal wellness areas would you

opposed
yes _
like to

to professional
no _

know more about?
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LIFESTYLE QUESTIONNAIRE

Directions: Please indicate your current involvement in the following
yes or no.

1. Low impact aerobics .•.•.....•...•........•.•.•.... yes no

2. Quit smoking program yes no

3. Nutrition education............•.................. yes no

4. Stress management education yes no

5. yoga yes no

6. Personal fitness education................•....... yes no

7. Massage education...................•............. yes no

8. Financial planning education yes no

9. Spiritual wellness education yes no

10. Are you currently engaged in any of the above
activities at your workplace? yes no

35
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Face Validity Evaluation

for the

Family and Children's Center

Wellness Survey

The term "face validity" often is used to indicate whether an instrument,

on the face of it, appears to measure what it claims to measure. (Isaac and

Michael, 1981)

The Wellness Survey was designed to measure employees' interest in a

wellness program.

In your opinion, does the Wellness Survey measure employees' interest in a

wellness program ?

Yes__

No__

Not sure__

Comments _

Signature:

Date:
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Face Validity Evaluation
for the

LaCrosse County Human Services Department
Lifestyle Questionnaire

The term "face validity" often is used to indicate whether an
instrument, on the face of it, appears to measure what it claims to
measure (Isaac and Michael, 1981).

The Lifestyle Questionnaire was designed to measure employees
participation in nine wellness related activities and whether they
do them at work.

In your opinion, does the Lifestyle Questionnaire measure employees
participation in the activities listed and whether they do them at work?

yes__ no__ not sure

Comments, _

Signature:

Date:
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FAMILY AND CHILDREN'S CENTER
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Pre-test Age Post-test Age

Subject Actual Appraised Achievable Difference Act. App. Ach. DHf.
1. 19 16.7 14.7 2.0 19 16.7 14.7 2.0
2. 25 19.7 14.7 5.0 25 19.7 14.7 5.0
3. 25 23.7 22.6 1.1 25 23.7 22.6 1.1
4. 25 18.9 14.3 4.6 25 18.9 14.3 4.6
5. 25 12.2 12.2 0.0 25 12.2 12.2 0.0
6. 27 25.4 22.3 3.1 27 25.1 22.0 3.1
7. 28 22.2 13.0 9.2 28 16.0 11.8 4.2
8. 29 30.4 18.6 11.8 29 30.4 18.6 11.8
9. 34 14.3 14.3 0.0 34 13.6 13.6 0.0
10. 36 31.8 12.9 18.9 36 31.8 12.9 18.9
11. 37 36.1 33.5 2.6 37 36.1 33.5 2.6
12. 39 32.7 30.7 2.0 39 32.7 30.7 2.0
13. 39 35.5 35.4 0.1 39 35.5 35.4 0.1
14. 39 40.2 37.6 2.6 39 40.2 37.6 2.6
15. 40 46.5 38.3 8.2 40 44.3 35.8 8.4
16. 40 35.5 35.4 0.1 40 35.5 35.4 0.1
17. 41 40.5 35.5 5.0 41 39.5 34.5 5.0
18. 42 39.4 38.0 1.4 42 39.4 38.0 1.4
19. 22 16.2 13.6 2.6 22 15.2 12.6 2.6
20. 23 14.4 12.7 1.7 23 14.4 12.7 1.7
21. 24 15.5 13.9 1.6 24 15.5 13.9 1.6
22. 24 16.2 14.6 1.6 24 16.2 14.6 1.6
23. 25 19.2 13.9 5.3 25 17.5 12.6 4.9
24. 25 14.4 12.7 1.7 25 14.4 12.7 1.7
25. 25 19.2 13.9 5.3 26 19.2 13.9 5.3
26. 26 20.4 18.4 2.0 26 18.4 16.4 2.0
27. 26 24.6 19.2 5.4 26 22.3 18.3 4.0
28. 27 20.5 18.5 2.0 27 20.5 18.5 2.0
29. 27 16.6 15.6 1.0 27 16.6 15.6 1.0
30. 28 20.5 18.5 2.0 28 20.5 18.5 2.0
31. 28 19.8 17.4 2.4 28 19.8 17.4 2.4
32. 28 23.7 23.5 0.2 28 23.7 23.5 0.2
33. 29 20.5 19.0 1.5 29 20.5 19.0 1.5
34. 30 22.9 19.8 3.1 30 22.9 19.8 3.1
35. 30 31. 7 31.2 0.5 30 31. 7 31.2 0.5
36. 30 27.2 27.2 0.0 30 27.2 27.2 0.0
37. 30 23.1 22.1 1.0 30 23.1 22.1 1.0
38. 31 26.3 21.3 5.0 31 26.3 21. 3 5.0
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39. 31 28.4 27.4 1.0 31 28.4 27.4 1.0
40. 31 24.9 24.4 0.5 31 23.9 23.4 0.5
41. 32 32.7 30.5 2.2 32 31. 5 30.5 1.0
42. 32 23.5 23.5 0.0 32 23.5 23.5 0.0

-"------------"""-43:" 33 27:4 26.3 1.1 33 27.4 26.3 1.1
44. 33 26.0 24.8 1.2 33 26.0 24.8 1.2
45. 34 33.0 30.8 2.2 34 32.1 31.1 1.0
46. 34 36.4 32.9 3.5 34 35.4 32.3 3.1
47. 34 30.3 30.0 0.3 34 30.3 30.0 0.3
48. 35 34.6 33.7 0.9 35 33.9 32.9 1.0
49. 36 35.1 33.1 2.0 36 35.1 33.1 2.0
50. 36 36.3 34.4 1.9 36 35.3 34.4 0.9
51. 37 34.2 33.0 1.2 37 34.2 33.0 1.2
52. 38 35.3 34.5 0.8 38 34.8 33.8 1.0
53. 39 35.5 34.5 1.0 39 35.5 34.5 1.0
54. 39 40.5 35.5 5.0 39 40.5 35.5 5.0
55. 40 35.2 35.2 0.0 40 35.2 35.2 0.0
56. 40 38.7 35.8 2.9 40 38.7 35.8 2.9
57. 40 40.1 37.8 2.3 40 40.1 37.8 2.3
58. 42 44.5 39.5 5.0 42 44.5 39.5 5.0
59. 45 40.9 40.9 0.0 45 40.9 40.9 0.0
60. 46 41. 9 40.9 1.0 46 41. 9 40.9 1.0
61. 46 44.3 42.1 2.2 46 44.3 42.1 2.2
62. 50 44.6 44.4 0.2 50 43.6 43.4 0.2
63. 62 52.4 51.1 1.3 62 52.4 51.1 1.3
64. 65 59.1 57.7 1.4 65 59.1 57.7 1.4
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Pre-test Age Post-test Age

Subject Actual Appraised Achievable Difference Act. App. Ach. DHf.
1. 34 18.8 18.0 0.8 34 18.8 18.0 0.8
2. 34 35.6 33.4 2.2 34 35.6 33.4 2.2
3. 40 44.3 35.8 8.4 40 44.3 35.8 8.4
4. 40 35.5 35.4 0.1 40 35.5 35.4 0.1
5. 41 31.9 31. 7 0.2 41 31. 9 31. 7 0.2
6. 43 44.6 41.8 2.8 43 44.6 41.8 2.8
7. 44 46.1 40.8 5.3 44 46.1 40.8 5.3
8. 46 47.1 44.6 2.5 46 47.1 44.6 2.5
9. 51 47.7 44.8 2.9 51 44.7 44.8 2.9
10. 21 18.3 16.8 1.5 21 18.3 16.8 1.5
11. 24 22.6 16.2 6.4 24 22.6 16.2 6.4
12. 25 16.6 15.6 1.0 25 16.6 15.6 1.0
13. 25 10.6 10.5 0.1 25 10.6 10.5 0.1
14. 32 25.7 23.2 2.5 32 25.7 23.2 2.5
15. 32 23.9 23.4 0.5 32 23.9 23.4 0.5
16. 33 32.1 31.1 1.0 33 32.1 31.1 1.0
17. 37 30.0 28.8 1.2 37 30.0 28.8 1.2
18. 37 35.0 34.1 0.9 38 35.0 34.1 0.9
19. 39 36.2 34.7 1.5 39 36.2 34.7 1.5
20. 39 36.9 33.9 3.0 39 36.9 33.9 3.0
21. 41 37.7 36.5 1.2 41 36.8 36.5 0.3
22. 45 42.5 40.2 2.3 45 42.5 40.2 2.3
23. 46 47.2 42.6 4.6 46 47.2 42.6 4.6
24. 47 49.6 46.9 2.7 47 46.3 42.8 3.5
25. 49 44.8 43.2 1.7 49 44.8 43.2 1.7
26. 58 59.4 56.8 2.6 58 59.4 56.8 2.6



,
--,","~~--""-".._",-""--,,..,." "

APPENDIX H

FOLLOW-UP SURVEY

4

!

I
I
11



41

WELLNESS PROGRAM FOLLOW· UP SURVEY

1. Please mark the wellness groups and inservices you attended.
~--_...._•......•.......•_......•......

r

INSERVICES
Personal Fitness
Stress Management

- Financial Planning
_ Massage

Nutrition
- Spiritual Wellness

GROUPS
_ Aerobics
_ Walking
_ Yoga
_ Smoking Cessation

2. If you did not attend any groups or inservices, please indicate the
reason. _

3. Which groups or inservices did you find beneficial?

4. How could the Wellness Program have been more beneficial to you?

5. What other Wellness inservices or groups would you attend in the
future? _
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Wellness Program Group Attendance

Group Employees Attendin~

Personal Fitness ....•...••..•.••..••...•.•........... 5

Stress Management ...•.••..••.•.......••...•......... 13

Financial Planning...••..••.........••............... 9

Massage ...•...•.•.......•.....•..................... 14

Nutrition and Wellness ....•....•••.......•...•....•.. 7

Spiritual Wellness ...•......••.....•.•.•............. 7

/
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