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(Abstract)

An eight-week weight loss competition was conducted in an industrial
worksite in Big Island, Virginia in the spring of 1993. Educational interventions
were based on theories of self-efficacy and social support.

Sixteen employees volunteered for the weight loss competition; fifteen
completed the program. A single case study design was used to analyze the
relationships among self-efficacy, intake of dietary fat, and weight loss as impact
variables. Process variables deemed important for the program’s success were
also examined for each individual. They included attendance at weekly weigh-
ins, completion of daily food intake forms, attendance at weekly educational
sessions, and completion of self-efficacy questionnaires.

Results showed that women were more likely to participate in the
program’s activities than men. Teams that worked together (within the same
department) were more successful and more supportive for each other than
teams composed of individuals from different departments. Individuals who
participated in the educational sessions and competed the assignments were
more successful in losing weight. Due to the small number of participants, no

significant effect was found between self-efficacy scores and weight loss.
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CHAPTER ONE

INTRODUCTION
The Problem

Obesity has been identified as a chronic condition affecting 25% of the American adult
popuiation. (United States Department of Health and Human Services, USDHHS, 1892) Overweight
and obesity have been associated with hypertension, hyperlipidemia, diabetes, heart disease, stroke,
gall bladder disease and some cancers {USDHHS, 1992). Obesity has increased in prevalence in
American adults in the past decade (Greenwood & Pittman-Waller, 1988). Several socioeconomic
factors have been associated with obesity including socioeconomic status, race, sec, and educational
background (USDHHS, 1992, Greenwood & Pittman-Wailer, 1988, Fielding, 1984)

The problem of obesity carries over into the workplace. Approximately 16.7 million workers
are classified as obese (Nelson, Sennett, Lefebvre, Loiselle, McClements & Carleton, 1987). The
costs of obesity-related ilinesses can be costly a company (Sloan, Gruman & Allegrante, 1987). To
address this probiem, employee weight control programs are the fastest growing, new employee
benefit provided by corporations today (Frankle, Johnson, Sternberg, & Smith, 1987). Worksites
utilize various strategies fo increase participation in weight management programs. One of these
strategies is the use of competitions. Competitions may increase the number of participants in the
program as well as improve their success with behavior changes. Competitions have been most
successful with weight loss and smoking cessation programs (Wilson, 1890). The competition
approach to weight control has shown a lower attrition rate and greater behavioral changes than the
more standard behavior change programs (Brownell & Felix, 1987).

Applicable Theoretical Constructs
Two theoretical constructs served as guide in the selection of educational sirategies for use in

this research. Social Leamning Theory (Bandura, 1986) is based on an underlying assumption that



one's behavior depends on environmental and personal constructs that influence each other
simultaneously (Glanz, Lewis, & Rimer, 1980). One component of this theory is self-efficacy, the
belief in one's capabilities of performing a specific behavior in a specific situation (Becker, 1990).
Research has shown that seli-efficacy can be used to predict behaviors, and interventions to increase
self-efficacy have resutted in targeted behavior changes (Glynn & Ruderman, 1986). This theory has
been very useful in studying eating behavior and weight control (Shannon, Bagby, Wang, & Trenkner,
1990).

Research has shown that an individual's improved physical and mental health can be related
to one's social support network (Cohen & Syme, 1985). This can be related to the use of
competitions in weight management programs. Social support from feliow team members may have
an additional positive aspect to one's success in the competition.
The Approach

This pilot study utilized the concept of team competitions and self-efficacy enhancement in a

weight loss program. The program was a modification of the Spare Tire Reduction incentive

Program (STRiP) developed by Continental Health Promotion in Richmond, Virginia. The study was
conducted at a Georgia-Pacific paper mill in Big Island, Virginia.

The following hypotheses were tested:

1) There will be no change in participants’ seif-efficacy scores from the beginning to
end of the eight-week program.

2) There will be no change in participants' body weight from Week 1 to Week S.

3) There will be no change in participants' intake of high-fat foods from the beginning
to the end of the eight-week program.

Sixteen employees participated in the 8-week program. They formed teams of 3-4
employees feam. The eight-week program involved weekly weigh-ins, educational sessions,

recording of daily food intake, and self-efficacy ratings four times during the program.



The Social Learning Theory and use of social support were used to plan the program and
educational interventions. The educational interventions consisted of weekly thirty-minute educational
group sessions on various topics relating to weight control. Educational materials were provided to
participants relating to the weekly topic. Recipes were included each week, with a sample recipe
provided for tasting at each educational session.

Participant data was analyzed for behavior changes in individuals using a single-case study
design Measurements of body weight, self-efficacy ratings, and daily food intake were graphed for
each participant to compare any changes among the three measurements. In addition, the
researcher sought qualitative input from participanis at the group sessions, weigh-ins, and at the
compiletion of the program.

Research

Chapter Two provides a review of the literature on obesity and weight control, worksite heaith
promotion, and the social learning theory. The methodology used in the study is described in Chapter
Three. Chapter Four presents the resuits of the study, a description of the study popuiation, and the
testing of the study hypotheses. Chapter Five conciudes with a discussion of the study results,

limitations of the study, and recommendations for future research and practice in this area of health

education.



CHAPTER TWO

LITERATURE REVIEW

OBESITY

Most of the serious health problems in America today are chronic diseases which
develop slowly over time. These diseases significantly decrease the quality of life by impairing
the activities of daily living (Fielding, 1984). A Surgeon General's report several years ago
revealed that aimost 50% of the U.S. mortality rate from the top ten causes of death can be
aftributed to unhealthy lifestyle behaviors. These behaviors include smoking, excessive use of
alcohol, poor diet, and insufficient exercise (Gray, 1983). These behaviors may lead to obesity.

Obesity has been identified as a chronic disease affecting 25% of the American adult
population (USDHHS, 1992). Overweight and obesity have been associated with hypertension,
hyperlipidemia, diabetes, heart disease, stroke, some cancers, and gall bladder disease. In
addition, overweight may be a factor in osteoarthritis of the weight-bearing joints (USDHHS,

1992).

PREVALENCE OF OBESITY IN THE UNITED STATES

Obesity has increased in American aduits in the past decade . The National Health and
Nutrition Examination Survey Il (NHANES H), conducted between 1976 and 1980, classified
approximately 34 million American adults as overweight. In comparison, NHANES |, conducted
between 1971 and 1974, estimated that 28.8 million American aduits were overweight

(Greenwood & Pittman-Waller, 1988).



DEFINITION OF OBESITY

The definitions of overweight and obesity have been defined by The Nationa! Research
Council (1989) based on relationships between body fatlean mass and height/weight. Obesity
is defined as “excessively high body fat in relation to body mass” while overweight is defined as
"a deviation in body weight above some standard of acceptable weight, which is usually defined
in relation to height" (National Research Council, 1989, p. 114). No standardized method of
calculating overweight and obesity has been established although several methods have been
suggested. The most widely used employs the Metropolitan Life Insurance Table, a
height/weight chart. Using this approach, overweight is defined as body weight 20 to 40% above

the median weight for normal frame size {National Research Council, 1989).

FACTORS INFLUENCING OBESITY

Scientists differ greatly in their opinions of the cause of obesity/overweight (USDHHS,
1892). There are two prevailing schoots of thought as to its origin. A dominant theory for
decades is that obesity is the result of voluntary over-ingestion, and is primarily a behavior
disorder (USDHHS, 1892). The other theory states that obesity is a result, at least in part, from
inborn metabolic predispositions that generate false homeostatic signals leading to behaviors
that sustain excess fat deposition (Greenwood & Pittman-Waller, 1988). Regardiess of the cause
of obesity, it is considered an important public health problem.

Other factors associated with obesity include socioeconomic status, race, sex, and
educational background. One national survey found poverty to be a factor among obese
women. In the survey, 37% of the women below poverty level were overweight compared to
25% of women above poverty level (USDHHS, 1992). However, the opposite appeared true
for males. More American men who live above poverty level tend to be overweight than men
who live below the poverty level (Greenwood & Pittman-Waller, 1988). The socioeconomic

variable, race, is aiso related to obesily. In general, the prevalence of obesity is greater for



black women than white women for any given age range. Since a larger proportion of American
blacks have incomes below the poverty line, it is not surprising that the prevalence of overweight
is twice as high in black women, ages 45-55 years, than white women (Greenwood & Pittman-
Walier, 1988). In addition, obesity occurs more frequently in individuals with limited educational
background and lower paying jobs (Fielding, 1984).

Previous weight loss attempts have often been used as predictors of success in weight
loss programs. Bonato and Boland (1987) confirmed this relationship during the treatment phase
only and had no positive effect on follow-up. Therefore, individuals may have the ability to lose
weight during a weight control program but lack the ability fo maintain the weight loss.

Bonato and Boland (1987) aiso found that women employed outside the home were
more successtul with continued weight loss after freatment than homemakers. Thisis an
interesting contrast to the previous finding that women who work in the home are more successful
during weight control programs than women who work outside the home (Pratt, 1989).

Positive outcome expectancies seemed to have short-term benefit as shown by the
achievement of monthiy weight loss goals was associated with greater weight loss during the
program. However, the relationship did not have the same effect on the follow-up period after
weight loss (Bonato & Boland, 1987). This leads to an important area that what is predictive of
short-term success may not be predictive of long-term success.

Research was not conclusive on any relationship between demographics such as age,
sex, education, pre-program weight, employment and socio-economic status and completion of
weight control programs or success in those who did complete weight control programs (Pratt,

1889, Bonato & Boland, 1987).



OBESITY IN THE WORKPLACE

Since obesity is a major public health problem, the effect is seen in the American
workplace as well. Approximately 16.7 million workers are classified as obese (Nelson et al.,
1987). Many psychosocial problems associated with obesity can have a negative impact on
mental health as well. The American society, which is very "body-conscious” has a strong
prejudice against obesity (Greenwood & Pittman-Waller, 1988). Emotional disturbances, such as
low seli-image; adverse, negative emotional reaction to dieting; and interference with
interpersonal relationships are the conseguences of obesity . in American society, overweight
women are usually less socially acceptable than moderately overweight men (Greenwood &
Pittman-Waller, 1988). The physical as well as psychological burdens make it more difficult for
obese individuals to get jobs (Greenwood & Pittman-Waller, 1988; Fielding, 1984). A survey in
Weight Watchers magazine of more than 2,000 readers revealed that many obese peopie sufter
from lack of self-confidence, and that their weight has infiuenced all aspects of their work life,

including hiring, promotion, and productivity (Frankie et al., 1987).

COSTS TO THE COMPANY

Since obesity is associated with many of the nation’s major diseases, it is understandable
that biilions of dollars are spent each year on related health care costs for the obese poputation.
The costs of iliness for a company include both direct and indirect costs. The indirect costs include
iost productivity, cost of temporary replacement or overtime, training of temporary replacement,
retraining of employee upon retum, and recruiting, selecting, and training permanent replacement
if employee goes on permanent disability or dies (Sloan, Gruman, & Allegrante, 1987). The
direct costs to a company include medical expenses, salary to the absent employee,
rehabilitation costs, survivor benefits (in case of death) and possible worker's compensation

awards (Sloan et ai., 1987).



Employers pay a major portion of ililness costs inciuding the largest share of heatlth
insurance costs (Fielding, 1984). In addition, they absorb the productivity losses (Fielding, 1984).
Deaths from coronary heart disease, hypertension, and stroke occur ten times more often than
deaths from industrial accidents among employed persons (Nelson et al, 1987). Approximately
29 million workdays and $2 billion in earnings are lost each year due to these life-style related

diseases, each of which is linked with obesity (Nelson et al., 1987).

WORKSITE HEALTH PROMOTION

DEFINITION

Worksite heaith promotion or wellness programs have become an increasingly popular
part of American corporate heaith care plans. Health promotion has been defined as "any
combination of heaith education and related organizational , political, and economic interventions
designed to facilitate behavioral and environmental changes conducive to heafth” (Green &
Kreuter, 1991). This definition can be related to the same types of programs and interventions
that are carried out in a work setting. Workdac&s are a natural location for activities aimed at
promoting healthier lifestyles because they provide convenient access to a large percentage of
the population (85%), who spend half of their waking hours at work. In addition, work sites have
the organizational structures to support programs and the peer support to enhance involvement

in health promotion activities (Cohen & Murphy, 1989).

ELEMENTS OF HEALTH PROMOTION PROGRAM
While there is no single model for a successful health promotion program. Fielding

(1984) has identified certain elements which may lead to a successful program. They are:
1) Long-term commitment



2) Top management support

3) Employee involvement in planning

4) Professional leadership

5) Clearly defined objectives

6) Careful planning

7) Confidentiality

8) Strong and continuing promotionai efforts

9) Assignment of program responsibility
10) Family involvement

TYPES OF PROGRAMS
Although worksite health promotion programs take many forms in their implementation in
the workplace, generally they can be categorized as one of the following:

1) Awareness programs - These types of programs are aimed at increasing
employees’ awareness of health through newsletters, posters, seminars,
and special events.

2) Individua lifestyle change programs - These programs are implemented to
encourage employees to make lifestyle changes to improve their health;
these activities include health assessments and education, exercise
programs and other types of programs.

3) Supportive environmental programs - These programs deal with changes in
the employees' environment which are condticive to making healthier
lifestyle choices. Examples of these types of programs include no
smoking policies, incentives to adopt a heatthy lifestyle such as reduced
health insurance, premiums for non-smokers, and availability of on-site

exercise facilities (Mayer & David, 1991).
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PREVALENCE OF PROGRAMS

Activities that are offered in health promotion programs are widespread and varied,
depending on the organization and its needs, its commitment to worksite health promotion, and
the budget is able to provide for the purpose. The first systematic nationwide assessment of
worksite health promotion activities was reported by Fielding and Piserchia in 1989. A sample of
worksites was selected in each of two categories: 1) worksites with 50-99 empioyees, and 2)
worksites with over 100 employees. Nine types of heaith promotion activities were asked about
in the telephone interviews: 1) health risk assessment, 2) smoking cessation, 3) blood pressure
screening and treatment, 4) exercise and physical fitness, 5) weight control, 6) nutrition education,
7) stress management, 8) back problem prevention and care, and 9) off-the-job accident
prevention. Worksites reporting one or more activities were asked to distinguish the activities as
passive or active employee participation (Fielding & Piserchia, 1989). Sixty-five percent of all
worksites reported at least one health promotion activity. The following is the frequency of the

nine health promotion activities starting with the highest frequency to the lowest frequency:
1) Smoking cessation (35.6%)
2 Health risk assessment (HRA) activity (29.5%)
3 Back problem care and prevention (28.5%)

Stress management (26.6%)

Exercise and physical fithess (22.1%)

Ofi-the-job accident prevention (20%)

Nutrition education (16.8%)

Blood pressure control (16.5%)

Weight control (14.7%)

L9 Jog s

Smoking cessation activities ranged from formal policies on smoking restriction to individual and
group workshops for smoking cessation. The South had a much lower prevalence of smoking
cessation activities. Since a large proportion of tobacco production occurs in the South, the
economic effects of reduced tobacco consumption may be related to less emphasis on smoking

cessation. HRA activities were defined as any activity designed to measure employee heaith
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status or health risk; such as physicals, screenings, exams, or health risk appraisals. Worksites
with 100-249 employees reported the second highest frequency of providing subsidized heaith
club memberships to employees, but had the lowest frequency of on-site exercise facilities.
Over 80 percent of worksites reported organizational changes to reduce stress in the workplace
with two-thirds providing a place for employees to relax. The larger worksites (750 or more
employees) were twice as likely to offer each type of activity as worksites with less than 100
employees (Fielding & Piserchia, 1989).

Hollander and Lengermann (1988) conducted a similar survey of Fortune 500 companies.
Results of their study found two-thirds of the companies reported a worksite health promotion
program and one-third of the responding companies without programs planned to initiate a
program in the near future. Companies most likely to have a program in place and offer more
activities were in the higher ranks, larger and high-technology companies. Activities most often

offered in the Fortune 500 company programs are:
1) hypertension screening and control (83%)
2 health risk assessments or periodic health evaluations (78%)
3 alcohol and other drug education (76%)

4) smoking cessation (75%)
4 accident prevention, safety and first aid (75%)
4) fitness and exercise (75%)

5 weight control and nutrition (65%)

6 stress management (61%)

6) cancer screening and control (61%)

7 mental health information and counseling (36%)

In addition, 72% of the companies initiated other health-related changes in the company (i.e. no

smoking areas, food/salad bars) (Hollander & Lengermann, 1988).
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ADVANTAGES

Work site health promotion programs have increased in popularity because of the many
advantages such programs provide for both the employee and the employer. Hollander and
Lengermann (1988) and Tones, Tilford, and Robinson., (1990) point out the many advantages of
establishing workplace health promotion programs (Table 2.1). One of the main reasons for this
increased interest in employee health is the desire to reduce the high health-care costs which
plague American business and the public and non-profit sectors. A recent survey of a sample of
Fortune 500 compariies and the largest 250 industrials suggests that health insurance costs will

equal profits after taxes for many companies in approximately eight years (Tones et al., 1980).

PARTICIPATION AND ADHERENCE

Little is known why people choose to participate in health promotion programs. This
raises the serious question of whether health promotion programs are benefiting those who
need these activities the most and/ or those employees who are most likely to improve their
level of wellness (Zavela, Davis, Cottrell, & Smith., 1988). Participation in health promotion
programs has received relatively little attention in worksite health promotion research (Wiison,
1990).

Approximately 30% of the work force are considered "blue coilar,” who, because of the
nature of their work, their income and educational levels among other things, may be at greater
risk for developing chronic diseases (Gottlieb, Weinstein, Baun & Bernacki, 1992). To make a
significant reduction in the morbidity and mortality of our nation, behavior changes must be
targeted to these high-risk groups, and long-term behavior changes adopted (Gottlieb et al.,
1992).

Individual characteristics and environmental influences have been shown to influence

compliance with health care regimens. They are categorized as follows:
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Table 2.1 ADVANTAGES OF WORKSITE HEALTH

PROMOTION PROGRAMS
EMPLOYER | EMPLOYEE
1. Reduced health insurance costs 1. Lower health-care costs
2. Decreased disability and death 2. Less use of sick leave
benefits
3. Greater co-worker and employer
3. Reduced treatment costs support for positive health

behaviors

4. Reduced absenteeism
4. Increased morale based on

5. Decreased on-the-job accidents management's concern
for health
6. Reduced turnover and replacement
costs 5. Increased satisfaction with health
activities

7. Increased productivity
6. Improved health and quality of life

8. Improved corporate image

9. Increased capacity of attracting
competent staff in a
competitive market

10. Increased worker morale

11. Increased worker heaith and
quality of life

REFERENCES: Hollander & Lengermann (1988); Tones, Tilford, & Robinson (1990)
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1) Characteristics of individuals including individual health behaviors, attitudes, beliefs,

psychological and physiological factors, and sociodemographic variables.

2) Characteristics of treatment including the complexity of the treatment, the amount of

time invoived, and patient-practitioner relationship.

3) Environmental factors such as the individual's access to medical care, the cost of

medical care and social support system (Sloan & Gruman, 1988).

Iinconsistent findings have been reported by studies examining recruitment and
participation in worksite health promotion activities (Mavis, Stachnick, Gibson, & Stoffeimayer,
1992). Behavior change is a complex issue which may be influenced by the individual's personal
efficacy, stress level, and trait anxiety. Low self-efficacy may influence an individual to initiate a
program of behavior change, but a higher self-efficacy appears to show greater success in
achieving goals in behavior change programs (Davis, Jackson, Kronenfeld, & Blair., 1984). The
same idea can be found with stress. Individuals who report high levels of stress are more likely
to participate but are not as successful in the change program as the individua! who reporis a
lower stress level (Davis et al., 1984).

Few differences have been found between participants and non-participants. Only two
distinguishing factors have been reported consistently. One is that non-smokers tend to
participate more often than smokers. The second is that education level may influence
participation rate, with more educated individuals participating more often {Mavis et al, 1892;
Cottreli & Smith, 1982). '

Worksite health promotion programs need to move beyond the traditional referral
strategies (open letter from company president) to more specific strategies to target the
employee at high-risk through informai channels (Rost, Connell, Schechtman, Barzilai, & Fisher.,
1990). initial program planning should include not only a survey of potential program topics, but

also an assessment of employee needs and interests. The challenge for healthffitness directors
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is to involve the "disinterested” employees in planning and designing wellness programs that will

atiract this group of employees (Zavela et al., 1988).

STRATEGIES

Worksites can utilize various strategies to increase participation in heaith promotion
programs. Different approaches can be tried to enhance participation. Erfurt, Foote, Heirich and
Gregg (1990) found that on-site programs easily attracted the "eager" employee but a one-to-
one approach was more effective in recruiting the "reluctant” employee. In addition, they found
that offering a variety of approaches, from self-help to group classes, will increase participation in
wellness activities (Erfurt et al., 1990).

Another strategy for increasing participation is the use of competitions. Competitions
not only may increase the number of participants in the program but may also improve their
success with behavior changes. Competitions have been most successful with weight loss and
smoking cessation programs (Wilson, 1990). However, competitions are a one-shot endeavor
and while they may boost initial enthusiasm, they may not be as successful in creating long-term
behavior change (Wilson, 1930).

Incentives and rewards are recognized as a component of successful worksite health
promotion programs. Selecting effective incentives and rewards can be a challenge in these
programs (Chenoweth, 1987). Incentives are used to promote participation, while rewards are
given as a reinforcement of positive behavior change (Chenoweth, 1987). Incentives are most
effective if small and frequent, and if they are tailored to the characteristics of the target group
{(Wilson, 1990). In addition, incentives should not conflict with the organization's policies and
shouid reinforce the company’s image (Chenoweth, 1987; Wilson, 1990). Incentives are usually a
tangible resource. Some examples of incentives include money (money earned or reimbursed
by company); social reinforcement {praise, recognition by supervisor and peers, public

recognition through incentive board or company newsletter); awards (certificates, t-shirts); and
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release time {free half-hour on company time to use on-site exercise facilities) (Chenoweth, 1987,
Wilson, 1990).

Peer pressure has shown to play an important role in adoption of health behaviors and
can be utilized in health promotion programs. Friends and colleagues encouraging each other to
stop smoking, increase exercise or lose weight have been a more successful strategy than
encouraging individuals to go it alone. Public monitoring of participants' success uses peer
pressure and social support to the program's advantage (Wilson, 1990). Utilizing the existing
peer group will provide an excellent starting point for building a healthy-support network

(Gottlieb et al., 1992).

ETHICAL ISSUES

As behavior change agents, health educators take on the responsibility of encouraging
people to adopt health habits that are presumed to promote health and prevent various
diseases. Methods they use may include fear appeals, social pressures, education and
behavior modification techniques (Hochbaum, 1980). Health educators are often evaluated by the
amount of change they have succeeded in bringing about in their clients.

There are four major ethical concerns faced by heaith educators in worksite health
promotion programs.

First, our democratic society was built on a comerstone of individual rights protecting
individual's rights is one of the concerns for health educators. We state that individuals have a
right to choose their own lifestyles, which may be unhealthy, assuming that they are fully aware of
the potential consequences of their choice. However, we may take away that right to protect the
heatth of other individuals in our communities. These ethical principles can pose conflict for heatlth
educators deciding which principle should predominate (Hochbaum, 1980). Individual rights
shouid be upheld whenever possible unless individual actions impose a health danger to others.

if this occurs, individuals have the right to defend themselves and health professionals are



17

obligated to identify and stop such actions. This can be accomplished through educationai or
legal means (Hochbaum, 1980). A simple decision rule for health educators can be found in the
nature of the program. In programs that address individual health problems which do not pose a
serious threat to others, the individual's right to adopt or not adopt recommended behavior
should be the priority of the health educator. In programs that address issues that affect not only
the individua!l but also seriously pose a threat to others, the health educator is justified to support
legal or other coercion means to protect the majority of people (Hochbaum, 1980).

The second ethical concern faced by health educators is the question of informed decision
making versus coercion. One way out of this dilemma of imposing change strategies on
unknowing clients is through informed consent, a process which allows the consumer to make
one's own choice after all the information has been presented. In reality, according to Hochbaum
(1980), heath professionals do not believe in informed consent alone. Many frequently pressure
clients to "do the right thing" even after they have been presented all the information but still
choose not to comply with the health professional's recommendations. It is important to
remember that health education is defined as "any combination of learning experiences designed
to facilitate voluntary actions conducive to health” (Green & Kreuter, 1991, p. 17). The emphasis
here is the voluntary participation in health promotion and health education programs.

The third ethical concem is the question of loyalty of the health professional. Is the loyalty
to the employer, employee or both? This question can pose serious conflicts for the health
professional who is trying to implement behavior changes but cannot ignore the need for
organizational change as well and who is paid by the employer (Allegrante & Sloan, 1986). In
negotiating a worksite health promotion program, the health professional may struggie with
issues of allegiance or neutrality with respect to management and workers. An ideal solution is
one which combines behavioral and environmental approaches to heaith promotion, inciuding
input from both management and labor (Green & Kreuter, 1891). An underlying assumption in

heatth promotion programs is that individuals who are not currently practicing heaithy behaviors
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should change. The assumption is made that individuals want to change, can change and will
change to benefit not only themselves but their family, employer and community, in general
(Brownell & Felix, 1987). Individuals who do not support these assumptions may face a negative
work environment if they refuse to join or if they join and are not "successful” in making a behavior
change.

A very sensitive worksite health promotion issue is the ethical problem of ighoring
environmental health problems and directing programs at individual behavior change solely.
Labor groups have expressed concern about the issue of "blaming the victim" where individuals
are designated as the cause of their illnesses,, when, in fact, individuals may have had to work in
an unhealthy environment, or had too low a salary to seek medical care (Green & Kreuter, 1991).
A shoricoming is focusing on individual change alone without consideration of environmental
changes which may promote more healthy behavior and change (Brownell & Feiix, 1987,
Allegrante & Sloan, 1986; Sloan, 1887).

The final ethical issue is the issue of unintended or inappropriate consequences
(Allegrante & Sloan, 1986). Studies have shown that many companies are reducing health care
benefits for employees in response to escalating employee health-care costs (Brownell & Felix,
1987). Some may view the deveiopment of health promotion programs as a replacement for
health care benefits. However, these health promotion programs should be considered an
important health care beneifit and part of a comprehensive corporate cost containment strategy
and not a replacement for medical benefits (Brownell & Felix, 1987).

Another possible consequence of health promotion programs is the use of screening
programs for purposes other than which they are intended; i.e., identify potential health
problems early in order to avoid more serious health problems later on. However, screening
programs have the potential for screening out employees who may have serious health
problems such as alcoholism or depression, or those at increased risk of developing other health

problems because of family history or elevated risk factors such as cholesterol. This type of
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screening could lead to job discrimination and dismissal of the employee. Uniform policies and
guidelines regarding the use of health screening are needed to avoid this potential harmful
consequence of a well-intentioned program for employees (Brownell & Felix, 1987, Sloan, 1987).
These ethical concems can be guarded against in two ways when developing and
implementing worksite health promotion programs. One way is to involve both employer and
employees in planning and implementation, aliowing each group to voice their concems.
Assessments of the epidemiological, environmental, and behavioral aspects of the worksite can
assist in the recognition of working conditions which may need reform to be conducive to health
and identify areas where worksite hazards interact with worker behavior. These assessments can
also help the planner to justify the need for a comprehensive health promotion program (Green

& Kreuter, 1991).

FUTURE OF WORKSITE HEALTH PROMOTION

Worksite health promotion programs will continue to play a major role in national heaith
promotion and prevention efforts. The "first generation” of health promotion research focused on
cost/benefit and cost-effectiveness analyses of workplace programs (Pender, 1989). Typically,
costs are assigned to three categories: 1) direct costs of personnel, supplies, facilities and
equipment, and employee's time to participate; 2) indirect costs of higher pension and
supplemental health insurance benefits for retirees who are living longer; and 3) intangible costs
including the employee's perception of invasion of personal privacy (Wamer, 1990). Documenting
the cost/benefit and cost-effectiveness of workplace programs is a time-consuming process. In
the meantime, the fate of worksite health promotion programs lies in the hands of labor and
management, influenced by their attitudes towards and experiences with health promotion
programs (Wamer, 1580).

The "second generation” of worksite heatth promotion should focus on the following

areas: 1) factors that influence maintenance of health behaviors over time; 2) characteristics of
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work environments that promote healthy behaviors; 3) the needs of women, minorities, and the
elderly in the workplace ; 4) use of incentives to promote program participation and success; 5)
availability of program “packages”; 6) more focus on small worksites; 7) increased attention to
employees' right to privacy; and 8) changes in the worksite structure (Pender, 1989; Wamer, 1990).
These issues pose a chalienge to all health professionals working in worksite health promotion.

This thesis includes the use of incentives to promote program participation and success.

WEIGHT LOSS IN THE WORKPLACE

Worksite weight control programs for empioyees are the fastest growing, new employee
benefit provided by corporations today (Frankle et al., 1987). Weight contro! programs can be
varied, containing many different components. Behavior modification is one popular method of
weight control. Components of behavior modification-based program may include: self-
monitoring (such as a food diary, weight record); stimulus control; self-reinforcement; exercise
management; calorie counting; and relapse prevention (Stunkard & Brownell, 1980; Marcoux,

Trenkner & Rosenstock, 1980).

CHARACTERISTICS OF PARTICIPANTS

Fowiler, Follick, Abrams, and Rickard-Figueroa. (1985) studied the characteristics of
completers and dropouts in a worksite weight loss program. Their findings revealed that
dropouts reported more previous weight loss attempts in formal treatment programs, greater
weight gain in the two weeks prior 1o the treatment, higher weight loss expectations, greater
expectations of maintaining their weight loss at 6 months, higher estimates of their current weight
loss skilis, less expectation of family support, and onset of obesity at a later age than

completers of the program. These findings support the hypothesis advanced by Abrams and
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Follick (1983) that participant characteristics (especially motivational characteristics) are related to

attrition in worksite weight loss programs.

ATTRITION

Several areas have been researched which may indicate an individual's potential for
success in weight control programs. One of the first things is to ook at the attrition rate of weight
control programs. Pratt (1989) identified six major variables related to atirition in these programs:
1) intention to drop out of the program, 2) attitudes, 3) environmental factors, 4) personal
factors, 5) program variables and 6) demographic variables. Several factors may influence an
individual's intention to drop out of the program including one's personal commitment to the
program, outcome expectation, social support and attitude of the individual and their social
network. Attitude toward the weight control program can be influenced by the participant's
perception of the program and the program's value to the individual's heafth. Social support
from family as well as fellow program participants (in group programs) tends to diminish attrition
rates in weight control programs (Pratt, 1989). Monetary incentives as a motivation to compiete a
weight control program has produced conflicting resuits in research studies. An individual's
expected weight ioss can predict attrition rate. Setting realistic weight loss goals in the
beginning of the program can decrease attrition by participants {Pratt, 1989). Self-efficacy and
self-reinforcement are associated with positive weight loss and completion of weight loss
programs. The completion of the weight control program is the first step in achieving success in
weight loss (Pratt, 1989).

There are several features of the work site which may cause the unusual high attrition rate
for these weight loss programs (Fowier et al., 1985). The first factor is the low or no cost of the
program to the employee. Therefore, individuals who are not sufficiently motivated to lose
weight may participate in such a program since it is no cost to the individual and when more efiort

is required than they desire, they drop out of the program (Fowler et al., 1985). Social pressure


































































































































































































































































