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EXECUTIVE SUMMARY

To improve public health and reduce health disparities, the California Department of Health Services (DHS) has been developing and delivering community-based public health initiatives.  These programs have used a variety of marketing strategies to help individuals adopt healthy behaviors, including proper nutrition and regular physical activity.  A natural expansion of existing outreach efforts would be the worksite environment.

Worksites are worthwhile locations for presenting health promotion programs to large segments of the public.  The majority of worksites across the U.S. offer some form of health promotion to their employees, but an analysis of their effectiveness yields mixed results.  DHS seeks to encourage a more comprehensive approach that enhances existing programs, and is also easily accepted and implemented by companies that do not have programs. 
This report focuses on low- and middle-income women.  Women are more receptive to health promotion interventions and more likely to help their children, partners, and other family members adopt healthy lifestyles.  In addition, qualitative data from low-income agricultural workers was is evaluated. 

Procedure

In the fall of 2001, DHS asked the Lifestyle Research Group to develop recommendations describing how health promotion could be effectively implemented at worksites throughout California.  These recommendations were to focus on the nutrition practices and physical activity behaviors of low and middle-income women.  
The process of developing these recommendations consisted of three main components.  The first component was a comprehensive review of the exiting worksite nutrition and physical activity literature.  This task resulted in the formation of literature matrices (literature reviews in a tabular format) summarizing all existing data regarding the target population and published worksite health promotion literature.  Matrix reviews were conducted on:

· the demographics of the target population
· published worksite nutrition and physical activity intervention
· worksite health promotion marketing data
· evidence on the supports and barriers faced by employees
· the financial benefits employers could realistically expect if they offered health promotion programs to employees.  
This work can be found in the Appendix.  Each of the five matrices covers a different body of literature and addresses different questions relating to this process.  

The second component of this quest included the collection of qualitative data to complement known gaps in the published literature. Interviews were conducted with 40 key business informants.  Interview data was gathered from responses to various questions on employee health promotion programs and the management decision-making process.  These interviews produced qualitative results gathered from 24 focus groups conducted across the state.  Focus groups included agricultural workers, low- and middle-income working women and worksite key informants and gatekeepers. 

The third phase of this work was to develop recommendations based upon the published literature and results from the qualitative research.  The recommendations would provide a well-documented blueprint on how to use worksites to improve public health in California.  These recommendations are explained in Sections VII and VIII.  Each section describes a different aspect of the work and is summarized here.

Health Improving Effects of Worksite Programs

Reviews of the published literature indicate that worksite health promotion programs can significantly impact nutrition and physical activity behavior.  Use of the worksite to promote employee health has both advantages and some disadvantages.  Cost, possible increased liability, and general apathy toward healthy living are all barriers that prevent more worksites from offering health promotion programs.  Promoting health at the worksite is not easy, but employees who adopt and maintain healthy lifestyles can expect to have reduced morbidity, reduced health care costs, improved productivity, and most importantly, improved quality of life. 

Demographics of Low- and Middle-Income Women

Matrix One in the Appendix and Section I of this report document the demographic profile of working women throughout California.  Low- and middle-income working women are primarily of ethnic minority, and 25 percent have limited English proficiency.  They are mostly employed by small businesses spread across manufacturing, agricultural, retail, and service industries.  Southern California has more Latinos compared to the north, where the low-income workforce is dominated by Asians.  

Worksite Health Promotion Programs

Evidence suggests that health promotion programs are an important element at many worksites.  Surveys indicate that the number of worksites with programs is increasing every year.  Health promotion programs have been guided by a few well-established behavior change theories and models.  These models and theories should be used in developing future programs.  Several program components are common among successful programs and should be part of any worksite efforts promoted by DHS.  Components include altering worksite environments, policy, and culture to support healthy eating and encourage participation in regular physical activity. 

Programs That Target Low-Income Workers 

The need for health promotion for low-income workers is immense. Several existing programs target low-income workers. Their approach and components demonstrate the difficulties in working with this population.  The Worksite Wellness Project is an excellent example.   Healthy nutrition and physical activity are promoted as part of a larger bundle of basic services that includes adequate food, shelter and access to medical care.  To their credit, these efforts try to alter unhealthy environments and culture by working with individuals in their communities, places of work, and church settings.  Individual lifestyle change is encouraged and promoted in the context of a much larger environmental approach. 

Qualitative Findings from Key Informants 

The published worksite health promotion literature provides substantial evidence of program effectiveness, but reveals precious little about actual concerns, supports, and barriers of working adults.  By interviewing key informants and conducting focus groups, a much clearer sense of actual employee and employer sentiment was documented.  Employers want to help employees improve their health, but they are hesitant to pay for such programs.  Employees want help in adopting healthy behaviors and feel that their employers should assist their efforts.  The cost of programs can be prohibitive.  Focus group participants discussed a variety of supports and barriers they experience and provided exceptional ideas on how to help employers start health promotion programs.  Key business informants discussed ideas and programs they could feasibly support if the cost was kept low.  These and many other qualitative observations are discussed in Sections V and VI.  This information was used to develop recommendations. 

Qualitative Findings from Focus Groups

Goals and Objectives

The research consisted of twenty-four (24) focus groups with various target populations, including male agricultural workers, low- and middle-income working females, and small/medium and large business decision makers also referred to as key informants.  The specific purpose of the research was: 1) to examine factors that facilitate and serve as barriers to implementing healthy eating and physical activity programs at the workplace; 2) to explore the development of a worksite-based social marketing campaign emphasizing physical activity and promoting the consumption of fruits and vegetables; and 3) to identify appropriate content and channels for message dissemination.

Findings

Perspectives on Employee Health Programs.  Overall, there was consensus among workers and key informants about the benefits both gain from having programs to keep employees healthy.  Among the low-income and agricultural worker groups, worker safety programs and policies to prevent workplace injuries were constantly mentioned. Workers recognized the value of staying safe and healthy and understood that such measures helped the employer avoid costly worker's compensation issues while keeping the workforce productive. Employers acknowledged  significant health risks to their employees.  The majority of worker participants felt that keeping them healthy would benefit their employers by helping maintain a happy, healthy, and productive workforce that gets sick less often. In general the Spanish-speaking groups felt it would be appropriate to have some type of program in the workplace.  Mixed ethnic participant groups were more inclined to think of health as a personal matter that should be left outside the workplace.

Worksite Nutrition Programs.  Participants from all groups acknowledged the importance of eating more fruits and vegetables and were receptive to the idea of a worksite nutrition program.  Most preferred a program that would educate workers on proper nutrition and show them how more fruits and vegetables could be incorporated into their daily meals.  In general, women in the mixed ethnic low- and middle-income groups advocated for more choice in a nutrition program.  The Spanish-speaking women preferred a more prescriptive program to achieve increased compliance and better results.  The low- and middle-income women thought that a nutrition program needed to give them easy access to healthy foods at affordable prices.  Agricultural workers were in a unique position because their job allowed them regular access to fresh fruits and vegetables.  However, this group seemed reluctant about a nutrition program because produce was hard to keep fresh in the fields. They preferred their meals to be more filling and tasty than nutritious, and their traditional diets consisted more of meats and starches.  Key informants believed that a nutrition program should educate employees about healthy eating and offer incentives for doing so.  The majority of participants in all groups felt the most effective way of convincing businesses to implement a program would be to demonstrate how a well-nourished and healthy workforce positively affected the financial bottom line. 

Physical Activity Programs.  All groups thought having a physical activity program at the worksite would benefit both employees and employers.  Some key informants reported that their work required them to be in good physical shape.  Many workers also reported having different employee-organized activities at their worksite such as intramural sports, walking groups, and exercise classes.  Those with physically demanding jobs were less enthusiastic about engaging in planned physical activity even if given the facilities and opportunity to do so.  Many felt that a worksite program would have to provide employees time, changing facilities and structure to keep activities organized and ensure long term participation.  Although also enthusiastic, most key informants felt it would be prudent for a company to partner with an outside program or facility to provide employees physical activity opportunities.  Small business key informants felt companies could neither afford the liability risks nor the long-term costs of on-site facilities.     

Barriers to Worksite Programs.  Although all participants identified the importance of healthy eating and physical activity, the most significant barrier to implementing any type of program was cost.  The worker groups felt that a program would be worth the cost to their employers because it would increase productivity, reduce absenteeism, and improve morale.  Key informants acknowledged these benefits but said employers would have to be convinced regarding cost-effectiveness before making wellness a business priority.  Therefore, any program needed to somehow mitigate these costs for the employer and/or convincingly demonstrate the financial advantages of a healthy workforce.  Assuming a program was implemented, the majority felt that lack of time, money, and education about proper health and nutrition would be the main deterrents to worker participation.  Many women saw their work environment itself as a barrier because easy access to vending machines, catering trucks, and fast food establishments made it very convenient and affordable to eat unhealthy food.  Thus, any successful program would need to make eating healthy and engaging in physical activity as easy and convenient as possible.

Assistance with Policy Change.  Tax breaks and incentives, given to the employer or directly to employees who purchase healthy foods, were stated as important strategies.  Key informants acknowledged the benefit of having employees eat healthier, but their checkbooks decided if a program of this nature was a business priority worth the investment.  Liability was cited as the most significant barrier to implementing worksite physical activity programs.  Most felt it would work best to partner with an external entity, such as a health club, to mitigate the risks.  It was suggested that a government agency could link employers with external programs for physical activity, and provide information about recreational areas close to the worksite.

Recommendations to Improve Health Awareness

To make worksite health promotion programs available to large numbers of businesses and worksites, DHS will need to develop a turnkey program that can be used by employers regardless of their proficiency in health intervention.  A turnkey program can include flyers, posters, tips, recipes and videos disseminated on-site.  These materials, designed to help employers make policy and workplace environment changes, will enable workers to adopt and maintain healthy lifestyles.  This turnkey program can be mass-produced and marketed throughout California. 

Many worksites already have some health promotion programming run by professionals who are in an excellent position to incorporate materials developed by DHS.  For worksites that do not have health promotion programs, an aggressive marketing campaign can be used to promote the program to business owners, human resource management personnel, and unions.  This marketing campaign could help pave the way for fundamental changes in workplace culture. Without the marketing campaign, it is unlikely that the turnkey program will have widespread dissemination and impact on public health.

Policy and Environment Recommendations

In addition to a turnkey program, DHS could encourage and pursue policy changes to help worksites create environments conducive to good health.  These include state policies as well as company and worksite polices such as permitting time for employees to exercise and improving on-site food selections.  Even offering healthy foods in vending machines can facilitate healthy behaviors.  Employees who participate in health promotion programs can significantly reduce chronic disease risk factors, but, without a supportive environment and policies, it is difficult to sustain healthy behaviors. 

Summary

Worksites can be valuable settings for improving the health of California’s low- and middle-income working adults. The Department of Health Services can maximize the potential of these environments by developing and marketing a turnkey worksite health promotion program. Partnerships with existing community and private health promotion resources can make it more cost-effective for employers and increase awareness and dissemination of information. 

INTRODUCTION

California is recognized nationwide for its progressiveness.  The programs and policies adopted by Californians today are likely to set precedents for other states in the future.  This reputation has been proven true in environmental policy, urban planning, and, most recently, health promotion and disease prevention efforts.  The California 5 a Day—for Better Health, Children’s 5 a Day—Power Play, Latino 5 a Day, Pre-K 5 a Day Plus Active Play, African American 5 a Day, and 5 a Day Retail Program health promotion campaigns are well-designed, community-based, behavior change programs that have no equal in any other region of the nation.  The Department of Health Services (DHS) has initiated the California 5 a Day Worksite Program to provide nutrition and physical activity interventions to low- and middle-income women. The goal is to reduce morbidity and mortality rates among the state’s most needy citizens.  This report is the first step toward reaching that goal.  The program recommendations contained here provide the best possible plan for success and justify why these programs should be offered in the first place.

Health Disparities

All deaths in California can be attributed to one of four factors:  genetics, environment, lack of medical care, or lifestyle.  Of these, 70 percent are lifestyle related.  The incidence, prevalence, mortality, and burden of lifestyle-related diseases and other adverse health conditions that exist among people of color are considerably higher than that of Caucasians.  These disparities are most apparent in terms of infant mortality, cancer, cardiovascular disease, diabetes, HIV infection, and immunizations.  Examples of the most striking disparities are reviewed here (statistics provided by the DHHS Initiative to Reduce or Eliminate Racial and Ethnic Health Disparities; and DHS, Death Records).

Heart Disease.  Cardiovascular disease, primarily coronary heart disease and stroke, kills more Californians than any other disease and is among the leading causes of disability. In 1999, 31 percent of all deaths in the state were due to cardiovascular disease.  It is also the leading cause of death for all racial and ethnic groups. The impact of cardiovascular disease on afflicted individuals is devastating in terms of personal loss, pain, suffering, and effects on families and loved ones. The annual national economic impact of the disease is estimated at $259 billion as measured in health care expenditures, medications, and lost productivity due to disability and death.  The major modifiable risk factors for cardiovascular disease are high blood pressure, high blood cholesterol, cigarette smoking, excessive body weight, and physical inactivity. Prevention measures have the greatest potential for reducing coronary heart disease morbidity, disability, and mortality.

Major health disparities exist among population groups.  Minority and low-income populations carry a disproportionate burden of death and disability from cardiovascular disease. The age-adjusted death rate for coronary heart disease for the total population declined by 20 percent from 1987 to 1995.  For African Americans, the overall decrease was only 13 percent. Compared with rates for Caucasians, the mortality rate was 40 percent lower for Asian Americans but 40 percent higher for African Americans in 1995. Stroke is the only leading cause of death for which mortality is higher among Asian American males than for Caucasian males. 

Disparities also exist in the prevalence of risk factors. Racial and ethnic minorities have higher rates of hypertension, tend to develop hypertension at an earlier age, and are less likely to undergo treatment to control their high blood pressure. For example, from 1988 to 1994, 35 percent of African American males ages 20 to 74 had hypertension compared with 25 percent of all men. When age differences are taken into account, Mexican American men and women also have elevated blood pressure rates. Among adult women, the age-adjusted prevalence of overweight continues to be higher for African American women (53 percent) and Mexican American women (52 percent) than for Caucasian women (34 percent).  Approximately half of postmenopausal women are at risk for heart disease.  The rates for regular cholesterol screening also show disparities for certain racial and ethnic minorities—only 50 percent of American Indians/Alaska Natives, 44 percent of Asian Americans, and 38 percent of Mexican Americans have had their cholesterol checked within the past two years. 

Cancer.  Cancer is the second leading cause of death in California.  The chances of developing cancer in a lifetime are nearly 50 percent for men and nearly 40 percent for women. About half of those who develop the disease will die from it. Many minority groups suffer excessively from cancer, in terms of both mortality and incidence rates. For men and women combined, African Americans have a cancer death rate about 35 percent higher than that for Caucasians (171.6 vs. 127.0 per 100,000). The death rate for cancer for African American men is about 50 percent higher than it is for Caucasian men (226.8 vs. 151.8 per 100,000). The death rate for lung cancer is about 27 percent higher for African Americans than for Caucasians (49.9 vs. 39.3 per 100,000). The prostate cancer mortality rate for African American men is more than twice that of Caucasian men (55.5 vs. 23.8 per 100,000). 

Paralleling the death rate, the incidence rate for lung cancer in African American men is about 50 percent higher than in Caucasian men (110.7 vs. 72.6 per 100,000). Native Hawaiian men also have elevated rates of lung cancer compared with Caucasian men. Alaska Native men and women suffer higher rates of cancers of the colon and rectum than do Caucasians. Vietnamese women in the United States have a cervical cancer incidence rate more than five times greater than Caucasian women (47.3 vs. 8.7 per 100,000).  Hispanic women also suffer elevated rates of cervical cancer.  
It has been estimated that up to 70 percent of all cancers are lifestyle-related.  The major cancer risk factors include tobacco use, poor diet, excessive ultraviolet exposure and sedentary living.  These leading causes of cancer are generally more prevalent among medically-underserved populations. 

Diabetes.  Diabetes is the seventh leading cause of death in California and is a major contributing factor in blindness, kidney failure, and lower-limb amputations. It also increases the risk of heart disease two to four times.  There are significant racial and ethnic disparities in the death rates, prevalence, complications, and care received by Californians with diabetes.  Compared to Caucasians, the diabetes death rate is 4.9 times higher in American Indians, 2.9 times higher in African Americans, and 1.7 times higher in Hispanic Americans.  The diabetes death rate among Asian Americans is increasing faster than among any other racial or ethnic group.

Nationally, people of color have higher rates of complications.  Among people with diabetes, kidney failure is two to six times greater in populations of color; lower-limb amputations are four times greater in American Indians; eye disease is two times greater in Hispanic Americans, and 40–50 percent greater in African Americans.  

The major risk factors for diabetes include obesity, a high fat diet, and physical inactivity.  Approximately 80 percent of people with Type 2 diabetes are obese at the time they are first diagnosed.  For people with diabetes, factors such as smoking and hypertension greatly increase the risk of complications, including stroke and heart disease

Causes of Disparities

Demographic and survey data show strong relationships between poor health and poverty, lack of education, lack of medical care, and minority status.  Most of these factors are common among individuals who work at jobs that pay entry-level wages or salaries.  Thus, low-income workers tend to also have the poorest health outcomes.  In California, 5.5 million citizens live below the poverty line – most of these citizens are uninsured, of ethnic descent, and work in low-income settings.1   Many of them are also women who are also responsible for raising children.  Since women oversee the majority of food choices and meal preparation decisions for the entire family, it is believed that these behaviors will likely transfer to their spouses and children.  For this reason, women are important targets for lifestyle interventions.  It is assumed that educated mothers will help children and spouses to also adopt healthy behaviors.  This approach is being used as a proactive way of disseminating health behaviors and education to several generations of family members living within the same household.  

California’s 5 a Day Efforts

A healthy diet and regular physical activity can have a profound impact on morbidity and mortality.  The California 5 a Day—for Better Health! Campaign is a statewide initiative led by DHS and administered by the Public Health Institute in cooperation with the National 5 A Day Program of the National Cancer Institute (NCI). The campaign encourages Californians to consume 5 or more servings of fruits and vegetables every day and be physically active at least 30 minutes a day for adults and 60 minutes a day for children.  Its behavioral objectives are designed to reduce the risk of diet-related chronic diseases, especially cancer, heart disease, and obesity. This health promotion effort is targeted at a variety of populations within an assortment of settings.  

The Children’s 5 a Day—Power Play! Campaign uses a multi-channel, community-based approach to reach 9 to 11-year-old children and their families with the 5 a Day and physical activity messages. The 5 a Day—Power Play! Campaign conducts comprehensive and interactive educational programs through schools, community youth organizations, farmers’ markets, supermarkets, and foodservices/restaurants. Regional public relations activities and television advertisements are aired in major media markets to reinforce these programs. The components of the program were formally evaluated and proven effective in significantly increasing fruit and vegetable consumption among children.2-4 At the community level, the 5 a Day—Power Play! lead agencies continue to expand the number of regional participants, and also work to establish 5 a Day and physical activity as the community norm through systems and environmental changes.

The Latino 5 a Day Campaign uses a combination of culturally and linguistically appropriate mass media and community-based strategies to communicate the 5 A Day and physical activity messages to Latino adults and their families. The Latino Campaign airs Spanish and English television and radio advertisements, maintains a bilingual spokespeople program to support public relations activities, and operates a 5 a Day mobile billboard.  
The California Pre-K 5 a Day Plus Active Play! Campaign is developing an innovative social marketing campaign designed to increase fruit and vegetable consumption to 5 or more daily servings and improve active play among preschoolers in California. 

The African American 5 a Day Campaign creates culturally appropriate materials to reach the African American population via mass media and community-based channels. Through statewide Faith Community Outreach Projects, the African American 5 a Day Campaign utilizes a combination of education, advocacy and policy development to promote the 5 a Day and physical activity messages. 
The 5 a Day Retail Program conducts comprehensive merchandising and promotional activities in over 1,700 supermarkets, neighborhood markets, and warehouse stores statewide in an effort to increase the purchase of fruits and vegetables among low-income Californians. 

Each of these programs has taken the 5 a Day concept along with physical activity and tailored the program to specific cultural and demographic subgroups.  Similar adaptations have been made in other states and in different communities.  Evaluations of these different applications have been favorable. 5-17
Using Worksites to Help Eliminate Health Disparities

Health promotion has been defined as formal, planned sessions that address any health-related issue and that are offered on a regular basis.  It could be anything from a one-session program on healthy eating to an ongoing fitness/aerobic program. Health professionals can use a number of theories and models to design appropriate health promotion interventions.  Each one works better in some situations than in others, depending on the level of influence the intervention will affect.  The five levels of influence as defined from the ecological perspective are:18,19
· Individual level

· Interpersonal level

· Institutional or organizational level

· Community level

· Public policy level

In this context, health promotion is viewed as a change in the entire structure of society.  Many of the existing 5 a Day programs are effective within these levels.  DHS uses social marketing theory to design and deliver health interventions to underserved populations via churches, community centers, schools, tribes, farmer’s markets and businesss.20-25  These programs and a few others26-30 have recently demonstrated that media and community-based interventions do possess the ability to increase fruit and vegetable consumption.  A community-based focus can have a positive impact on both the interpersonal and individual levels.  

During a typical day, many adults spend eight hours working.  Because so much time is spent on the job, worksites are ideal locations to offer lifestyle interventions.  They play a prominent role in the lives of individuals and they influence social peers, organizational culture and policy. Working individuals are a ready audience for health promotion interventions.  Since most people eat at work, opportunities to influence nutrition abound. Many people also maintain social relationships with co-workers who can serve as a strong source of social support during behavior change.  

Wise business leaders realize that human capital is their most valuable asset, and that they gain significant financial and administrative benefits when they offer health promotion programs.  The competitive advantages available to health-conscious employers include improved employee productivity, reduced illness-related absenteeism, lower rates of employee turnover, and reduced health care expenditures.  When employers provide health promotion programs, there is almost always an improvement in the employee/employer relationship and overall employee morale.  
The advantages of health promotion programs can be enjoyed by businesses in both the public and private sectors. Many of the largest employers in California are state and city municipalities, schools, and some federal entities.

Health promotion programs have been on the rise over the last decade.  In 1992, 82 percent of all worksites offered at least one health promotion activity.  A recent national survey, conducted in 1999, revealed that the prevalence of worksites with health promotion activities had risen 9 percent to 90 percent overall.32   Smaller companies are less likely to offer health promotion activities.  There is a very strong correlation between having worksite health promotion programs and having an employee health plan.  Most worksites that offer employee health benefits also offer health promotion programs.  Conversely, employees who are not offered medical coverage are usually denied access to health promotion activities. 

Worksites have been somewhat overlooked by existing DHS health promotion efforts.  Since much of the public’s time is spent at work, it is logical to direct health promotion efforts in that direction.  The work environment should be considered as important as the community and home environments when encouraging individuals to adopt and maintain healthy behaviors. DHS can use worksites as a viable and effective avenue by building on existing employer-sponsored health promotion efforts and reaching out to employers who do not have programs in place.

SUMMARY

Health disparities are a major problem in California.  Health promotion programs at the worksite can help reduce these disparities.  Such an approach requires new health promotion tactics that address the needs of low- and middle-income women.  The Lifestyle Research Group has assembled several of the best and most experienced professionals from the fields of health promotion, marketing, labor, demographics, nutrition, exercise science, and minority health to contribute to this report and meet the challenge.  Extensive reviews of the existing literature, discussions with business and health professionals, and focus groups were all synthesized and reported in the first six sections of this report.  The last two sections are dedicated to making cogent recommendations that DHS can use to improve the health of working adults.  

The purpose of this report is to provide state health officials with a blueprint for initiating a worksite-based nutrition and physical activity intervention targeted at low- and middle-income women that can be adopted and used in worksites of any size and location.

SECTION I

HEALTH-IMPROVING EFFECTS OF WORKSITE NUTRITION AND PHYSICAL ACTIVITY PROGRAMS
Ethnically diverse communities suffer from certain disease at up to five times the rate of Caucasians.  The disparities in disease morbidity and mortality reflect the relatively poor health status of these communities.  The bulk of the health problems they face are related to socioeconomic status.  In California, disproportionately more people of color are living in poverty than Caucasians.1  The majority of diseases and death that affect low-income populations could be prevented with proper nutrition and regular physical activity. 

The need for intervention is clarified upon analysis of the nutrition and physical activity trends of minority and low-income populations.  The motivators and barriers these individuals face when participating in health promotion programs are also important factors.  Published literature indicates that existing worksite health promotion programs can favorably impact employee health. This section documents the need for worksite programs while taking into account some of the general concepts that have worked in the past.
Fruit and Vegetable Consumption

Proper nutrition is vital to maintain health and reduce risks related to chronic diseases.2  The Dietary Guidelines for Americans recommends three to five servings of vegetables and two to four servings of fruits every day.3  The 2002 Nutrition and Physical Activity Guidelines, released by the American Cancer Society, highlight the importance of eating fruits and vegetables while engaging in regular physical activity to decrease the risk of certain forms of cancer.  Americans consume less than the recommended number of servings a day.  Only two percent of the Hispanic population meets the recommended amount for vegetables.  Two or more servings of fruits are consumed by 32 percent of the Hispanic and Latino population.  There is no data shown for Asian or Pacific Islanders.  Data indicates less than 24 percent of the African American population is eating more than two servings of fruits a day and only 43 percent eat more than 3 servings of vegetables a day.  It is also known that the fruit and vegetable intake is less in families with a lower household income.  

An individual’s eating patterns are often determined by factors such as social norms, cultural traditions, and socioeconomic level.  Food choices may be associated with family and ethnic food traditions as well as life events and experiences.  Other factors that could also influence food choices are independent life events, such as transitions in residence, family roles, health problems, and life stage, as well as lifetime food experiences like food preparation skills, preference for specific foods, and gardening.  All of these factors impact men and women of all socioeconomic levels.  
California’s 5 a Day target population – low- and middle-income women – are more likely to be affected by several distinct factors. For low-income women, finances and access are two major concerns.  In a recent report on supermarkets located in low-income and inner city communities, available supermarkets are in short supply.  Access to fresh, affordable and  healthy foods is limited for this population.5   Middle-income women may be more influenced by education and life experiences.  Understanding these reasons allows educators to effectively design programs that have a greater likelihood of improving nutrition behavior. 

Results from the baseline survey of the Working Well Trial showed that women, older respondents, and those with at least some college education or a college degree consume foods more closely following the dietary recommended patterns.  For example, men consumed slightly more fat than women, and the fiber intake among blue collar workers was less than among other workers.7  In general, fruit and vegetable intake is the lowest among people with lower education and income, as well as lower among men than women.8, 9  Block, Norris, Mandel, and DiSogra10 used data from the NHANES III  to provide information about food sources of energy for low-income Hispanic women and their children. Results showed that cultural foods contributed less to the energy and nutrient intake of the Hispanic population.  
Motivation and Barriers to Healthy Eating at the Workplace

Since the late 1960s, worksites have become recognized as an ideal location for promoting health and reducing risks related to chronic disease.  Employers have instituted programs to assist in improving productivity and morale while decreasing absenteeism, turnover, and medical care costs.6   The use of the worksite as a key channel for promoting health continues to expand; however, its potential will only be realized when employers and employees work together to create programs that benefit both the organization and the individual.  Employers need to have the information, resources, and tools to make health a fundamental part of the workplace culture. 

The promotion of sound dietary habits should include both nutrition education and environmental support.  Environmental support includes availability and access to foods that support health (low-fat alternatives or fresh fruits and vegetables).  Support for individuals involves programs that educate them on the skills and knowledge needed for healthy eating.  The size of the organization appears to determine whether it offers a cafeteria or simply a lunchroom for employees.  In 93 percent of the worksites surveyed, facilities were available for workers to bring their meals from home; 96 percent have refrigerators and 98 percent offered microwaves to their employees to prepare food items.7 

To increase the acceptability of healthy foods, items should be labeled as healthy or nutritious and include point-of-purchase information.11  These messages should be stated clearly, simply, and understandably for the general population.12  Lack of nearby supermarkets, limited selections in the nearby stores, lack of transportation, and limited time are important aspects of food shopping practices in low-income families.13  Therefore, food shopping skills and food resource management should be an integral part of nutrition education programs. 

At the interpersonal and intrapersonal levels, barriers to choosing healthy foods at work can be a lack of social support or social norms, peer influences, as well as a lack of skills, attitude, or knowledge about healthy food.  Other barriers include the limited availability of healthy foods, children’s nutritional habits, and time to prepare quick, healthy food.14, 15  Multiple approaches to decreasing these barriers have been studied.  Some studies have attempted to improve personal nutrition knowledge and skills through the distribution of print material or classroom-style learning.16, 17, 18  Several studies have examined the characteristics of an ideal person to teach classes or be the program “champion” for minority populations.19, 20  These results support the use of a peer educator from the target population who will generate more trust, exhibit cultural sensitivity, and build collaborative relationships.  In particular, Taylor, Serrano, Anderson, and Kendall19 examined the impact of using an abuela (grandmother) to deliver nutrition education programs to a low-income Hispanic population. 

There is a minimal amount of research investigating the barriers for low- and middle-income women to be involved with worksite health promotion programs.  Much of the research reported is on large employers.  The most obvious and substantial barrier is the lack of health promotion activities available at the worksite.  Small employers may offer programs dealing with work safety issues, but they usually do not provide nutrition programs.  In addition, worksites of this size may not have an on-site cafeteria where healthy foods could be offered as examples of the targeted behavior.     

In one study, participation of low-income women in a worksite health promotion program was studied.  Emmons et al., using the Working Well Trial that utilized manufacturing settings, showed that 57 percent of the women employed did not attend any of the intervention activities.22  Top management support, willingness to allow attendance on company time, and line supervisor permission to attend programs all seem to play a role in facilitating participation.  Higgins and Learn report that urban adult Hispanic women are versed in contemporary health literature and take better care of their families than of themselves.23 

For low- and middle-income women, there are many recognized barriers that inhibit them from practicing healthy behaviors on a regular basis.  Some might include access to health coverage for themselves or their families, language and cultural issues, living conditions, access to healthy foods or physical activity opportunities, safe neighborhoods, and so forth.  Given these barriers, we need to begin somewhere with promotion of health behaviors such as the worksite, yet we need to be realistic about the outcomes of such a program.  To gain specific information about barriers and supports, focus groups were conducted with low- and middle-income working women. The results of these focus groups can be found in Section VI.
Effectiveness of Nutrition Programs 

The National Cancer Institute funded three distinct interventions for adults in the worksite environment.  The locations of these three worksites were Massachusetts, Arizona, and Seattle, Washington.  The worksites in Massachusetts and Arizona included sizable proportions of minority employees.  These three worksites used some or all of the following intervention elements:

· Employee Advisory Boards

· 5 A Day Media Kit

· Small group discussion

· Newsletters

· 5 A Day gifts

· Changes in the food environment

· Self-help manuals

· Family-focused activities

· Kick-off event

At the Massachusetts community health centers with large numbers of Hispanic employees, activities were modified to reflect the Hispanic diet, language, and culture.  In Arizona, messages were provided both in Spanish and English.  Another popular feature with Hispanic employees was the photonovella, a continuing melodrama of characters, including a 5 A Day peer educator, coworkers, and family members, presented in photographs formatted like a comic strip.  The results from these three studies showed increased fruit and vegetable consumption 0.3–0.5 servings.24
Glanz, Sorenson, and Farmer21 conducted a comprehensive review of weight management and cholesterol education programs, and it appears that more intensive strategies (that combine educational and environmental strategies) have the greater effect.  Hennrikus and Jeffery22 also conducted a review of literature for weight management and showed that workplace programs produced a 1–2 pound per week weight loss over the short-term.  

Emmons et al.5 showed the results of individuals who participated in a multiple risk-factor intervention at worksites in the Working Healthy Project (WHP).  Individual and organizational-level intervention strategies were used to promote physical activity, nutrition, and tobacco avoidance.  Results showed significant health behavior changes for physical activity and nutrition.  This research suggests that worksite health promotion programs should be made available all employees.

The purpose of the Seattle 5 A Day worksite intervention program was to increase employee fruit and vegetable consumption.23  The intervention was based on stages of behavioral change to improve individual-level behavior changes, and promoted changes in the work environment that would support individual change.  Baseline and 2-year follow-up data for worksite mean fruit and vegetable intake was compared.  The intervention effect was 0.3 servings of fruit and vegetables per day.  Results suggested that fruit and vegetable interventions designed to increase intake are feasible and effective in worksites with cafeterias.  

Patterson et al.24 conducted a study to examine the status of nutrition-related health promotion programs in intervention and control worksites after the completion of the Working Well Trial research program.  The study examined the institutionalization, durability, and diffusion of nutrition intervention programs.  Results showed a significant increase in the nutrition activity score in intervention worksites compared to control worksites, but results also suggested that research is needed to develop worksite-based interventions that have better institutionalization, durability, and diffusion. 

Sorenson et al.17 reported an increase of 0.5 servings of fruit and vegetable consumption in a workplace-plus-family intervention.  This was a 19 percent increase over baseline intake.  Kristal et al.18 reported an intervention effect of 0.47 servings/day in a multi-level approach to nutrition education.  Lastly, Havas et al.25 studied a group of working women.  The results showed fruit and vegetable consumption increased by .56 servings, and intervention participants showed greater changes in stages of change, knowledge, attitudes, and self-efficacy.  One-year, post-intervention consumption increased by an additional .27 servings.  

Collectively, these studies indicate that nutrition education at the worksite involving individual and environmental approaches has achieved promising, although modest, improvements in nutrition patterns among employees.  Many studies that have reported evaluations of nutrition-focused health promotion programs have drawn attention to the methodological challenges inherent in the studies.21, 6   These challenges include use of volunteer participants, lack of randomization, or use of unreliable surveys. 

Physical Activity Patterns

The California 5 a Day—for Better Health! Campaign recommends 30 minutes of daily physical activity for adults. The percentage of people not exercising is higher among women than men, and higher among Hispanics and other minority groups than Caucasians.  Fifty-four percent of the Hispanic and Latino population, 52 percent of the African American population, and 42 percent of the Asian or Pacific Islander population engage in no leisure-time physical activity.  For example, of the 46 percent of Hispanics and Latinos who are physically active, 11 percent are active for 30 minutes five or more days a week, and 23 percent are physically active for 20 minutes three or more days per week.  Data also shows that physical activity declines with lower levels of education and income.  Any type of physical activity can provide important health benefits compared to a sedentary lifestyle.

Motivation and Barriers to Physical Activity at the Workplace

Employers need to be convinced to offer physical activity programs that are clearly supported by top management and the company culture. They have the opportunity to alter the physical and social environment to support exercise adherence.  Such changes might include allowing flexible schedules so employees are able to exercise during the day, providing access to an on or off-site fitness facility, or offering fitness classes such as step aerobic or walking groups.  Without the commitment and enthusiasm of the employer, implementing physical activity programs is nearly impossible.  

In a 1998 study, Grosch26 used the 1994 National Health Interview Survey to examine the availability of, and participation in, a variety of health promotion programs throughout the country.  These results indicated that only 25.7 percent of worksites offered some sort of exercise program, with only 32.8 percent of the employees actually participating in these programs.  These programs were more available to professional Caucasians between the ages of 25 and 54 years, with at least a college education.  The lowest availability was found among minorities with a low level of education.  Grosch26 attributes this to the organizational culture, quality of programs offered, and management’s level of commitment.  The disparities are not surprising. Managers in professional organizations are more likely to place greater emphasis on employees’ stress levels and health in order to maintain a productive workplace.  Managers who oversee manual laborers or food service or retail workers might be less concerned with their turnover rate, thereby viewing physical activity programs as costly and frivolous.  

As seen with worksite nutrition programs, smaller companies are less likely to offer physical activity programs. They feel that their company is too small or that they do not have the capital needed to fund such a program.  Sometimes employers are simply lacking the information, support, and tools that might be found in a turnkey program.  It is important for employers to know that physical activity does not need to take place at the workplace.  The ultimate goal is to get people to be physically active – whether they do it at work or at home is irrelevant. 

Once these programs are implemented, there is no guarantee that employees will participate.  In a 1999 study of the incentives and barriers to physical activity, Jaffee27 sited a wide range of barriers, including a lack of:  discipline, interest in physical activity, motivation, experience/skills, time due to work or family, energy, confidence, money, and support.  Additional studies have found similar results, indicating that lack of self-confidence and experience, feeling “fat” and unathletic, physical ailments, and lack of motivation all serve as barriers to adopting physical activity into daily routines.28, 29

Several studies indicate that individuals participating in tailored, rather than standard, interventions were more likely to overcome the above barriers and become motivated to engage in regular physical activity.27, 30, 31, 32  Rather than assuming all employees are at the same stage of readiness to adopt physical activity behaviors, programs such as these tailor messages to an individual’s stage of readiness.  Marcus33 provides an example of a tailored intervention when comparing the efficacy of tailored vs. non-tailored messages.  Participants were provided with self-help exercise promotion materials that were stage-tailored for the intervention group and standardized for the control group.  Results indicated that the tailored messages were more likely to produce change.  Dishman31 and Krummel32 saw similar results.  These findings are consistent with Jaffee’s27 study that pointed to stage-specific barriers and incentives to the adoption of physical activity.

Though stage-tailored messages are important, research shows that multi-component health promotion programs are generally most successful.  Providing individuals with just one tool is not enough to inspire long-term change.  Individual counseling, support groups (such as group exercise classes), and daily self-monitoring are just a few other important tools.32  Dunn34 notes that employers can facilitate change through communication campaigns that encourage employees to park further away from the worksite or take the stairs.  Providing incentives to those who choose to exercise has also increased adherence to physical activity programs.35, 36  These added supports will encourage program adoption, and, in the end, employers may find that little changes can be cost effective.  

Effectiveness of Physical Activity Programs 

While the literature on workplace physical activity programs is promising, there are still several obstacles to overcome.  Neither the programs implemented nor the measurement tools used to assess their effectiveness have been standardized.  This makes it difficult to compare one program to another and apply formats from past programs to future ones.  The majority of programs have been successful on an individual basis.  Worksite health promotion program research by Emmons et al.5 indicated that individuals participating in the Working Healthy Project were significantly more likely to increase physical activity than the control group.  The intervention group increased from 39.3 percent to 51.2 percent participation, while the control group increased from 39.4 percent to 41.1 percent.  Narrowing the focus to specific types of interventions, Marcus30 showed the effectiveness of a tailored versus non-tailored program for increasing readiness to change, with increases of 37 percent and 27 percent, respectively.  While these two studies were apparently successful, they are indicative of the fact that physical activity intervention studies vary greatly.  

SUMMARY

Low-income and minority women have some of the highest rates of chronic disease and need to improve the quality of their nutrition.  Barriers that prevent the adoption of healthy eating behaviors can be found in the home and workplace.  Worksite health promotion programs can provide nutrition programs and can help to alter the work environment in ways that support healthy eating.  Published evaluations of existing worksite nutrition programs suggest that program participants are able to demonstrate moderate improvements in nutrition behavior.  The literature also suggests that comprehensive, tailored programs are the most effective in helping participants change behaviors and overcome healthy-eating barriers. 

Low-income and minority women also have low rates of participation in physical activity.  The adoption of a physically active lifestyle could have a significant impact on the amount of chronic disease experienced by these individuals.  Worksite physical activity programs also have the potential to change individual behavior, worksite policy, and help foster healthy environments.  Though there is limited published evidence of physical activity program effectiveness, tailored programs appear to have an advantage over untailored programs.  All worksite nutrition and physical activity programs have personal and cultural barriers that need to be overcome before employees will be able to experience meaningful improvements in health behavior.  Part of the challenge of developing effective worksite programs within California will be to determine how to help employees overcome these barriers. 


SECTION II
THE DEMOGRAPHICS OF LOW- AND MIDDLE-INCOME WOMEN
A strategic way for DHS to address public health issues is through the worksite. In California in 2002, nearly 80 percent of the 16 to 65-year-old population, which is estimated to be about 21 million people, was either working or looking for work.  This rate of employment participation does not vary dramatically across income groups, race/ethnicity, or sex.  Over 95 percent of households in California have at least one member working.1
Although health promotion programs at the worksite have become more popular in recent years, not all of them involve healthy eating or physical activity. Companies address employee health issues in a wide variety of ways that may not be consistent or effective. The people who are least likely to have access to any health promotion program – low- and middle-income women – are also the people who need the most help in making healthy lifestyle changes. DHS recognizes the untapped potential that health promotion programs at the worksite offer in reaching California’s 5 A Day target population.   
For a better understanding of the challenges ahead, we examine the workplace and demographic characteristics of low- and middle-income populations throughout the state.  The types of worksites where they work and the demographic characteristics are identified.  We also analyze the regional concentration of worksites in California by size.  Next, we look at the prevalence and trends of unions in the state, since they may be helpful in enhancing outreach and participation in the health programs.  

Workplace and Demographic Characteristics  

Our analysis of the workplace and employee demographics relies heavily on our tabulations of the March 2001 Current Population Survey (CPS) Microdata file.  The CPS is the chief source of labor-market information in the United States and is carried out by the U.S. Bureau of Labor Statistics.  It includes information on income, demographic, and workplace characteristics for the entire sample of individuals in interviewed households.  Our analysis is restricted to the sample of households residing in California.  
For a number of work-site and employee characteristics, we designated four groups of employed workers, all of whom were18 years of age or older in March 2001. The categories represent  individuals in families with family incomes:

· less than 75 percent of the poverty line
· 75 to 99 percent of the poverty line
· 100 to 130 percent of the poverty
· above 130 percent of the poverty line.  
Poverty lines are adjusted for household composition according to equivalency-scale adjustments for household size provided by the U.S. Census Bureau.  All figures pertain to the year 2001. For example, the federal poverty line in 2001 for a one person household was $9,214, and $11,859 and $18,267 for a two and four person household, respectively (U.S. Census Bureau, 2001).  These federal poverty line thresholds apply equally to all states.  
Additional statistical analysis of the data indicates large differences between low-income men and women in industrial concentration in California.  Low-income men are much more likely to work in agriculture and construction, while low-income women often work in hospitals, medical services, and educational services.  However, both low-income men and low-income women are concentrated in retail trade.
We use this survey along with additional data sources to characterize several aspects of the working-poor population.  First, we analyzed the industrial affiliation and the number of workers at workplaces that tend to employ the working poor.  Next, we used the household data to describe the demographic characteristics of the working poor themselves.

The Industrial Affiliation of Workers Residing in Low-Income and Non-Low-Income Households

Low and middle-income workers are disproportionately employed in the agricultural sector relative to workers in families more distant from the poverty line.  In 2001, approximately seven percent of workers in low-income households were employed in agriculture, while only two percent of high-income workers (defined as workers with family incomes above 130 percent of the poverty line) were employed in agriculture. 

There is also a concentration of low-income workers in manufacturing, ranging between 7 and 11 percent for 2001.  Higher income workers, however, are more concentrated in manufacturing because workers in this sector consistently earn more per hour than similar workers in non-manufacturing industries.  

The greatest concentration of low-income workers is in retail trade.  Between 20 and 25 percent of low-income workers in 2001 worked in the retail trade industry, compared with 14 percent of higher income workers.  “Retail trade” includes stores, shops, fast food outlets, restaurants, and many other employers of low-income workers (often referred to colloquially as service jobs).  

Firm Size

The CPS includes information on the number of employees at the workplaces of survey respondents.  This information is key in characterizing the workplaces of low-income workers relative to non-low-income workers.  

Low- and middle-income workers are concentrated in fairly small establishments.  Nearly 40 percent of workers in families hovering around the poverty line work at firms with fewer than 25 employees, compared with 30 percent of workers in non-low-income families.  However, a substantial portion of low-income workers work for large employers.  Specifically, nearly 30 percent of low- and middle-income workers are employed by firms with more than 1,000 employees.  

Women from low-income households are slightly more likely to work at large establishments relative to men in low-income households.  For example, 23 and 31 percent of men in households with incomes less than 75 percent and 75 to 99 percent of the poverty line work at establishments with more than a thousand employees.  The comparable numbers for women are 35 and 37 percent.  While a strategy targeting low- and middle-income workers should be disproportionately skewed towards small firms, outreach efforts at large firms is also merited.
Firm Location

We also analyzed the geographic location of California’s businesses.  Using data from the 2001 County Business Patterns, we characterized the geographic location of small (0 to 99 employees), medium (100 to 499 employees), and large firms (greater than 500 employees).  The regional locations of small, medium and large businesses are quite clear.

· Most of the small businesses are located in Los Angeles (28 percent), the Bay Area (14 percent), Orange County (10 percent), and Santa Clara County (8 percent).  

· Most of the medium size businesses are located in Los Angeles (30 percent), the Bay Area (15 percent), Orange County (12 percent), Santa Clara County (9 percent), and San Diego County (9 percent).  

· Finally, most of the large businesses are located in Los Angeles (31 percent), the Bay Area- Alameda, Contra Costa, San Francisco Counties (16 percent), Orange County (12 percent), Santa Clara County (11 percent), and San Diego County (8 percent).  

Hence, these patterns clearly define the target regions for each business size to maximize coverage of the target population.

Employee Demographics

CPS data also helped us document the demographic differences between workers in low-income and non-low-income households.  Again, we compared average demographic characteristics by groups defined by the workers’ household income relative to the federal poverty line.  The most prominent differences between low-income and non-low-income households include:

· Family size – The number of persons per household is slightly larger among workers in low-income households than among workers from non-low-income households.
· Children under 18 – Low-income households are more likely to contain children under 18 years of age and have slightly more children in this age range.
· Rental property  – Low-income households are considerably more likely to rent their homes than non-low-income households.
· Female head of household – Low-income households are more likely to be female-headed with children. 

· Location – The proportion of low-income households residing in California’s central cities is only slightly larger than the proportion of non-low-income households.
· Citizenship – Workers in low-income households are are more likely to be foreign-born and non-citizens. 

· Ethnicity – Approximately half of the workers in low-income households are Hispanic

· Age – Workers in low-income households are relatively young.
· Education – Workers in low-income households have relatively low levels of educational attainment.

Further analyses shows that these patterns apply equally to low-income men and low-income women.  Detailed numerical comparisons of these and other characteristics are presented in the attached matrix.  In general, the correlates of poverty in California are comparable to what is observed in the rest of the nation.  
Low-income Californians are young with relatively low educational attainment and are more likely to reside in female-headed households.  What distinguishes them from similar populations in other states is the reality that they are predominantly Latino, are more likely to be immigrants, and are distributed more evenly between central cities and suburbs.  For outreach purposes, these distinct aspects of the California population pose some additional challenges.  First, the geographic dispersion suggests that household-based outreach efforts may be more difficult.  In addition, the high proportion of Latinos and the high proportion of immigrants suggest that language barriers must be taken into account.  
A recent study by the Public Policy Institute of California2 sheds light on the specific language hurdles that the 5 A Day outreach efforts must overcome.  The clearest gauge of the limited English language ability comes from figures on school-age children enrolled in California’s public schools that are designated as English learners.  Nearly 25 percent of California’s public school children have limited English proficiency.  Of these students, 83 percent speak Spanish as the primary language.  For the remaining 17 percent, the most prevalent non-English languages (in order) are Vietnamese, Hmong, Cantonese, Filipino (Tagalog), and Cambodian (Khmer).  Reaching the immigrant population will require outreach efforts in Spanish as well as in a variety of Southeast and other Asian languages.

Trends and Prevalence of Unions in California

Since unions already have regular contact with working members, they could be an effective channel to increase awareness of and participation in California’s 5 a Day interventions.  Though detailed data on unions is somewhat limited, a number of general trends have been identified that will be useful in determining what role unions can play in worksite health programs.

California had the largest number of union members, about 2.3 million workers, of any state in the nation in 2000.3  A few interesting trends regarding these workers include: 

· Rate of Unionization – This remained fairly constant from 1995 to 2000, at about 17 percent, but the number of workers who are union members increased during this period from about 2.1 to 2.3 million. Most of the increase in membership came from the public sector.
· Rise in Public Sector – In 2000, the number of union members in the private and the public sectors was about the same, at about 1.2 million workers, although the rate of unionization in the public sector was over twice as high as that in the private sector, or 57 versus 11 percent, respectively.

· Full-time status – Most union members were full-time workers.
· Female membership - Half of union members were women.  
On a national basis in 2000, the rate of unionization was very similar across racial and ethnic groups, with African Americans having the highest rate, at about 19 percent, and Asian Americans having the lowest rate at 13 percent.  The rate of unionization was also similar across educational groups.  Those with a high school degree or less of education (the group most likely to include the target population of California‘s 5 a Day program) had a unionization rate in 2000 of 13 percent, while the comparable rate for those with higher education levels was 15 percent.  

Most union members are in the largest metropolitan areas of California:

· In 2000, nearly 75 percent, or 1.7 million union members, were located in the three largest metropolitan areas in the state; namely, the Los Angeles/Riverside/Orange County area, the San Francisco/Oakland/San Jose area, and the San Diego area.
· Over half, or nearly one million, of these union members were located in the Los Angeles/Riverside/Orange County area alone.
· Also, a sizeable number of union members (200,000) were located in Sacramento.  

Each of these areas also has unionization rates that equal or exceed the rate for the entire state.  
Union data by industry is not available by states, but it is for the nation as a whole.  The industrial distributions for California and the nation are similar, indicating that we can analyze union data in the nation along this dimension and make relevant projections for California.  We focused on the number of union members rather than on the unionization rate, since the goal is to maximize coverage of the program’s target population.  In this instance, an industry with a high unionization rate, but with few union members, is unlikely to accomplish this goal.

The analysis of union members by industry for 2000 indicates that they are concentrated in a select few industries.  These industries include construction, nondurable and durable goods manufacturing, transportation, communications and utilities, education (such as teachers, child care workers, etc.), public administration, hospitals, and retail trade.  Together, these industries account for approximately 85 percent of all union members.  The industries with the largest numbers of union members include education (about 23 percent of all union members), public administration, and transportation (each of which represents about 12 percent of all union members).  Many of these industries have high concentrations in California, such as retail trade, education, hospitals and other medical services.  As noted above, a large share of the state’s low-income women work in these industries.

California is home to a host of union organizations.  In 2000, there were about 71 affiliated labor organizations and 81 unaffiliated ones in the state.  The largest of these affiliated unions included the AFL-CIO Trade and Industrial Departments, the American Federation of Government Employees, the American Postal Workers Union, the Communication Workers of America, the International Brotherhood of Teamsters, the International Association of Machinists and Aerospace Workers, the National Association of Letter Carriers, and the United Nurses Association of California.  Each of these unions, as well as the others in California, have multiple site locations across the state.  The name, address, and contact information for each union in California can be found in the American Directory of Organized Labor: Unions, Locals, Agreements and Employers, edited by Cynthia Russell Spomer, Detroit, London: Gale Research, Inc., 1992.

Little is known about union interest and participation in employee health promotion programs.  It is not known how much unions support such efforts and if they would be willing to support state- sponsored programs.

SUMMARY

Analysis of demographic data reveals that almost all households (95 percent) in California have at least one member working.  These working members spend the majority of their time at work, suggesting that worksites may be an important avenue for the promotion of healthy behaviors.    Within California, the target populations work at both small and large-sized companies, the highest concentrations of which are located in larger metropolitan areas such as Los Angeles and San Francisco.  Low-income workers are predominantly Latino and are more likely to be immigrants, requiring outreach efforts in Spanish as well as various Southeast and other Asian languages. Approximately 17 percent of all California workers belong to a union.  Besides targeting worksites, health promotion efforts should also include discussions and programs aimed at helping unions learn more about the importance of helping workers stay healthy. 

SECTION III
WORKSITE HEALTH PROMOTION PROGRAMS
The American Journal of Health Promotion defines health promotion as the science and art of helping people change their lifestyle to move toward a state of optimal health.  Optimal health is defined as a balance of physical, emotional, social, spiritual, and intellectual health.  To facilitate long-term lifestyle change, individuals need to gain awareness, change behavior, and live in an environment that supports good health practices.  When these activities are conducted in a worksite setting, they are often called worksite health promotion programs.  This section explores the prevalence of worksite health promotion programs, how they are developed, what components appear to be successful, and the need to improve worksite health policies and environments.  Section IV will review the published literature that has evaluated the effectiveness of worksite health promotion programs. 

Trends and Prevalence of Worksite Health Promotion Programs in California

Although the national prevalence of worksite health promotion programs is fairly well established, there is no California specific data.4-6 Since these surveys included representative samples from across the U.S., it can be assumed that many of the worksites sampled were located in California.  National survey data suggests that transportation, communication, utility, agriculture, construction, and insurance industries are more likely to have a corporate mission to improve employee health than services, manufacturing and retail industries.  
The larger the worksite, the more likely it is to offer health promotion activities.  Smaller firms, or those with less than 100 employees, are less likely to offer such programs.5   These results are also confirmed by Healthy People 2010, a health promotion agenda for the nation done by the U.S. Department of Health and Human Services, which also included 1999 employer data from the National Worksite Health Promotion Survey.  With fewer employees, smaller worksites have less of an incentive to implement a health promotion program. These employers feel that their company is too small or that they do not have the capital needed to fund such a program.  
According to the1999 National Worksite Health Promotion Survey, the number of employers offering health promotion programs increased from 1992 to 1999. However, the percentage of firms that have such programs is small.6   About 50 percent of those without health promotion programs indicated that they intend to offer such programs in the future. 

Among firms that have programs, the types of activities offered differ in characteristics.  The most common health promotion practices include health and safety issues such as the potential harm from illegal drugs, alcohol, and tobacco.  Many also offer health screenings and risk assessments, such as those for high blood pressure, cholesterol, and cancer.  Awareness education is also a major activity, particularly in regards to HIV/AIDS, prenatal care, nutrition/cholesterol, and balancing work and family.  Some also have programs on lifestyle behavioral changes, such as those concerning substance abuse, weight control, smoking, stress management, and physical activity.6
HEALTH PROMOTION PROGRAM DEVELOPMENT

Theories and models provide a systematic method of planning and a guide for decision-making throughout the health promotion program planning process.  The flexibility of these theories and models gives the program planner options to ensure a customized program for the organization.  Successful programs take a multi-theory approach when motivating and educating the target population on health behavior.

There are two general categories of theories and models that are directly related to health promotion programming.  The first category helps to explain individual and group health behavior.  Consideration of these models during planning greatly enhances the development, selection and implementation of programs.  The second category supports the entire program planning process, lending a broader perspective than those in the first category do. 

Behavior Change Models

The three theories and models that comprise the first category – behavior change – are the Health Belief Model, the Stages of Change Theory, and the Social Learning Theory.  Health promotion practitioners use all of these frequently.  Each theory and model enhances their understanding of the health behavior change process.   They also assist in explaining how to effectively reach individuals or populations in order to elicit health change. 

Health Belief Model.  The Health Belief Model (HBM) was developed in the early 1950s by a group of social psychologists at the U.S. Public Health Service.  The original intent was to understand the widespread reluctance of people to access disease prevention services for the early detection of asymptomatic diseases.  The basic components of the HBM are derived from a well-established body of psychological and behavioral theory whose various models hypothesize that behavior depends upon two variables:  (1) The value placed on a particular goal by an individual; and (2) An individual’s estimate of the likelihood that a given action will achieve that goal.  The HBM includes the following dimensions:  perceived susceptibility, perceived severity, perceived benefits, perceived barriers, and cues to action.  
Application of the Health Belief Model

	Concept
	Definition

	Perceived Susceptibility

Perceived Severity            

Perceived Benefits/Barriers

Cues to Action                
	What is the problem? 

What are the consequences?

What are the benefits or barriers to taking action?

How can the environment support the action?


Stages of Change Theory.  Prochaska and DiClemente proposed the Stages of Change Theory after working extensively with smoking cessation and the treatment of drug and alcohol addiction.  The basis for the theory is that health behavior is a process, and that individuals are at varying levels of readiness for change.  Matching a message with the individual’s stage may be more effective for promoting health behavior change than sending out universal messages.  Different educational and communication strategies may be used to move people from their current stage to the next appropriate stage.  This is considered a spiral model with people fluctuating through the stages in response to internal and external factors.

Application of the Stages of Change Theory

	Concept
	Definition
	Program Focus

	Precontemplation

Contemplation  

Preparation

Action

Maintenance

	Not even thinking about physical activity 

Begin considering physical activity program

Investigate physical activity programs

Enroll in a physical activity program

Live a physically active life
	Raising awareness

Assisting with how change is made

Assisting with making specific plans

Social support, problem solving

Preventing relapse


Several studies indicate that individuals participating in tailored, rather than standard, interventions were more likely to overcome barriers and become motivated to engage in regular physical activity.27, 30, 31, 32  Rather than assuming all employees are at the same stage of readiness to adopt physical activity behaviors, programs such as these tailor messages to an individual’s stage of readiness.  Marcus33 provides an example of a tailored intervention when comparing the efficacy of tailored vs. non-tailored messages.  Participants were provided with self-help exercise promotion materials that were stage-tailored for the intervention group and standardized for the control group.  Results indicated that the tailored messages were more likely to produce change.  Dishman31 and Krummel32 saw similar results.  These findings are consistent with Jaffee’s27 study that pointed to stage-specific barriers and incentives to the adoption of physical activity.

Social Learning Theory.  The Social Learning Theory (SLT) was introduced by Miller and Dollard and later enhanced by Bandura, who renamed it the social cognitive theory.  Although the SLT is complex, many of its constructs may be useful in the health promotion setting.  Its underlying premise is that there is continual interaction between a person, his/her behavior, and his/her environment.  Consequently, the behavior is dynamic and depends on the interaction of the environment and the person.  Therefore, the remaining constructs can be understood by grouping them under personal factors, environmental factors, and behavioral factors.

Application of the Social Learning Theory

	Concept
	Definition

	Reciprocal Determinism

Behavioral Capacity

Expectancies   Observational Learning

Self-Efficacy
Reinforcement

	Continual interaction between the person and the environment
Knowledge and skills

The values placed on a specific outcome

Learning by modeling other behavior(s)

Confidence in the ability to take action and accomplish a goal

Positive or negative triggers for the behavior to be repeated


These three behavioral change models have been applied to nutrition and physical activity programs. The model primarily used in the past ten years is the Transtheoretical Model.  The research demonstrates the impact of tailoring messages based on the individual’s stage of readiness.  In particular, Sorenson18 and Feldman41 have shown positive results, that is, increasing fruit and vegetable consumption based on a tailored intervention.  Within the Transtheoretical Model, the construct of self-efficacy also found in the Social Learning Theory, has been positively associated with increasing fruit and vegetable intake.  
Program Planning Models

The final category of models has a considerably broader approach than the behavior change category.  Program planning models help direct planning efforts toward successful programs with long-lasting outcomes.  The three models are the Precede-Proceed Model, the Social Marketing Model and the Social Ecological Model.

The Precede-Proceed Model.  The Precede-Proceed Model was designed by Lawrence Green and Marshall Kreuter for health promotion programs.  It requires a great deal of analysis prior to program planning; however, the benefits gained from understanding the population, the environment, the health issues, and the resources are critical.  The model reminds us of the importance of each of these factors when building a strong foundation.  

The Precede-Proceed Model includes an analysis of the issue prior to implementation.  Some analysis is being completed through this report, including the health issues of the target audience, and an analysis of the environment and resources available.  However, Glanz et al. studied auto workers using the constructs of the Precede-Proceed Model.  Specifically, the study investigated the predisposing, enabling, and reinforcing factors associated with fat and fruit and vegetable intake.  Predisposing (e.g. individual’s beliefs and attitudes toward a behavior) and enabling (e.g. supportive cultures and norms, social support) factors were significantly associated with stages of change and current diet in the sample of high-risk male auto workers.42  
Social Marketing Model.  Social marketing is based on the commercial marketing practice of focusing on the consumer while the planning, implementing, and evaluating of the program progresses.  Rather than selling a product or service, health promotion practitioners are promoting an individual or community behavior change to enhance well-being.  Commercial marketing constructs can be extremely useful to a program planner for increasing participation, thereby enhancing program effectiveness.  Social marketing assists planners with “selling” health promotion ideas to consumers in such a way that the required commitment of time and effort becomes not only attractive, but also desirable.  The marketing model underscores the importance of the consumer being the central focus, rather than the health issues.  The six phases include: 1) planning and strategy selection; 2) selecting channels and materials; 3) developing materials and pretesting; 4) implementation; 5) assessing effectiveness; and 6) feedback to refine the program.  A related marketing theory, the Diffusion of Innovations, explains how, over time, a new idea gains momentum and diffuses through a given population.  

The California Department of Health Services has embraced and extensively used the Social Marketing Model.  DHS has worked diligently to connect with its target audience and build many of its programs based on the needs, wants, and desires of this population.  The social marketing processes used by DHS follow the guidelines discussed by Nedra Weinwreich in her text, Hands-on Social Marketing, (Sage Publications, 1999).  This approach includes identifying the product to be marketed, the price, place and mode of promoting the product.  It also encourages including any audiences that might be useful in promoting the product, such as partnering with other community and public organizations.  Weinwreich also suggests that successful social marketing efforts also seek to change public policy and pay attention to the need to attain and maintain funding.  

Social Ecological Model.  The University of California, Irvine Health Promotion Center has developed a model for promoting worksite health that has four primary components.  This model, known as the Social Ecological Model, targets the individual employee, the physical workplace, the organization, and the community.  The components are interrelated, and linkages should be made when they work toward supporting a common health behavior.  Effective behavioral change programs need to address each level within a similar timeframe for maximum success.  For example, to decrease smoking rates in the workplace, tobacco education programs are supported with organizational and community policies for no-smoking areas, government laws taxing cigarettes, and enforcing clean indoor air legislation. 

A worksite using the social ecological model would start with individual employees and offer them lifestyle/behavior change programs such as smoking cessation, weight loss, healthy eating, or stress reduction programs.  Implementation might include encouraging workstation stretching programs, organizing a healthy potluck or recipe exchange, and providing self-care health guides to all employees and dependents.  Other ideas might include targeting holidays and summer months for fitness or nutrition, facilitating team-building activities for work groups, and putting together walking clubs or contests for employees. 

At the physical workplace level, efforts would be focused on changing the work environment in ways that support healthy behaviors.  This could include changing vending machine snacks to low-fat items, placing announcements on stairwells to encourage walking, creating and maintaining a health bulletin board, or designating a quiet room for relaxation or meditation.

Efforts would be focused on organizational development and policy, such as scheduling activities around health theme months, subsidizing fitness or health club memberships, sending periodic health tips via email, flyers, newsletters or payroll inserts.   Creating departmental competitions for miles walked, weight lost, or hours of exercise and acknowledging participants in flyers or newsletters are also appropriate activities.  Some worksites may implement health- related policies such as no-smoking policies or consider employee health in the organization’s mission statement. 

Thomas Golaszewski from the Department of Health Science, SUNY Brockport, Brockport, New York has developed the Heart Check survey for measuring worksite organizational resources.  This survey has been used to help worksites determine if they have an organization or environment that encourages healthy behaviors.  The survey and instructions for scoring can be found on the internet at http://www.co.tompkins.ny.us/wellness/worksite/heartck/ hckques.html.  It allows worksites to assess their current wellness and healthy eating environment, and it can give wellness coordinators ideas on how to improve corporate culture and environment. 

The last area of influence to consider based on social ecology is community connections.  By participating in local health coalitions and collaborating with other businesses, government agencies, and non-profit organizations, worksites are increasing the chances that their employees who are making lifestyle changes will be able to maintain them.  Some worksites have tried to increase community involvement by organizing a health-related speaker series or lunch hour discussion groups.  Others have asked local restaurants to conduct low-fat cooking classes, or sponsored community events such as fun walks or runs.

PROGRAM COMPONENTS 
Many of the models discussed have key aspects that should be incorporated in a health promotion program. The Precede-Proceed and the Social Ecological Models both address the individual, the organizational, and the environmental areas of program planning.  The use of the predisposing, enabling, and reinforcing factors is taken from the Precede-Proceed Model and is used to illustrate how program components may fit into an overall planning model.  These factors are closely related to the behavioral change programs that target the individual employee, the physical workplace and the organization as seen in the Social Ecological Model.

Predisposing factors include the knowledge, attitude, values and beliefs of a person.  Enabling factors are social and environmental determinants which make behavior change possible.  Reinforcing factors are different types of feedback and rewards that either encourage or discourage the continuation of a behavior change.  The table which follows gives examples of programs associated with influencing a person’s behavior based on these three factors.
	Predisposing Factors
	Seminars

Pamphlets

Posters

Audio or video tapes

	Enabling Factors
	Availability of a shower facility or walking route

Making healthy food choices available at the worksite 

Providing healthy meals at work

Making healthy food choices available in vending machines

Fitness/Recreational areas or structures

Time for physical activity

	Reinforcing Factors
	Social support through coworkers

Team competitions

Reductions on insurance co-pays

Reduced insurance premiums

Social support through family

Incentives 

Discounts for health clubs

Discounts for fruits and vegetables 


The above examples illustrate the importance of developing health promotion programs on a multi-level basis. All of the activities can be divided into four broad categories: communication activities, interactive interventions, incentives and regulatory/work environment activities. Each category is an important component to laying the foundation for a successful health promotion program and will be explored in further detail.

Another key component, taken from the Social Marketing Model, is the involvement of the target audience throughout the program planning phase. Involvement is accomplished through focus groups where participants can offer their input about program strategies or incentives. Other opportunities may include the use of peer health educators or role models. 

During the implementation phase, simultaneous environmental changes and direct education at the worksite will build a climate for initiating and maintaining change. Such an approach supports the Precede-Proceed Model which indicates that broadening program focus on all three factors – predisposing, enabling and reinforcing – is a much more effective route than simply offering any individual approach on its own.

A final component to program planning involves evaluating the effectiveness of the planning and implementing process. The evaluation process might include process, impact or outcome questions directed at the target audience via surveys or focus groups. This evaluation data should circle back into improving the program during the next phase of implementation. Periodic re-evaluation thereafter would help program planners and employers fine-tune their efforts and keep them focused on the needs of the target audience that may change over time.

A coordinated effort among program planners, employers and employees is crucial to building effective workplace health promotion programs. The enthusiasm and commitment demonstrated by the employers offering such programs are equally as important as the tools and activities presented. When companies and upper management endorse the program’s activities, it sends a positive, caring message to employees and encourages participation within the group.  

Below is an overview of the four broad activity categories – communication activities, interactive interventions, incentives and regulatory/work environment activities – that can be used as part of an intervention program. These components all contribute to a unified message of education, personal change and group support that will raise participation and motivation levels among individual employees. 
Communication Activities

Communication activities can increase awareness, increase knowledge, change attitudes, and provide cues for action.  Tools for communication could include brochures, fliers, posters, and newsletters.  Self-help materials are another channel of communication.  Educational materials could also include recipes for healthy eating.  Mass media allows the dissemination of information via local television or radio stations as well as local newspapers.

Between 40 and 44 million persons in the United States have rudimentary literacy skills.  When written materials are required, they should be written at the 5th grade level or lower and supplemented with non-written communication.43  The Stanford Nutrition Action Program demonstrated that, to stimulate the interest of low-literate, low-income populations, a curriculum combining interactive teaching techniques and behavior change programs was effective in reducing dietary fat intake.  These interactive teaching techniques included videotapes, food demonstrations, posters, and group discussions.44  Further, DHS’s Latino 5 a Day program has developed very interactive recipe books used in their community programs.  A complete review of low-literacy materials would need to be conducted if print media was the recommended strategy for reaching this population.
Self-Help Manuals.  Self-help manuals are designed to place the power of learning in the hands of the individual.  It is necessary for people to feel that they are in control of their own behaviors. Though experiential learning, such as classes and demonstrations, provide important instructions for employees, self-help manuals supply the added information needed for behavior change.  Self-help manuals can be an inexpensive and easy way to guide individuals teach employees about proper nutrition and physical activity.  To encourage their usage, self-help manuals must be designed in a manner that is culturally appropriate.  Images that appeal to the population must be used, the language must be appropriate, and the content must be appealing (i.e., using culturally appropriate foods in a nutrition manual at an appropriate reading level or in an appropriate language).

Posters and Brochures.  Posters and brochures serve as a means of spreading a message.  Though these two print mediums will not change behaviors, they may serve as triggers for change.  They can be displayed at the workplace in locations such as break rooms, cafeterias and bathrooms; also, they can be brought home and displayed in a visible place for all family members.  Brochures, however, differ in that they can also serve as mini self-help manuals.  They can provide specific information on exercises that can be done at work or information on easy and inexpensive recipes.  To properly convey their message, posters and brochures must be culturally matched and accurately represent the group.  They should provide enough information without overwhelming individuals and should use culturally appropriate images and language.  After developing these materials, a focus group can provide feedback on the design, readability, and appeal. 

Interactive Interventions

It is recognized that face-to-face interaction can greatly enhance behavior change. Workshops and seminars could be offered to increase general knowledge and address topics like cafeteria selection and money-saving ways to buy healthy foods. With the expansion of technology, the use of videotapes and websites might also be an opportunity to reach the target population.

It is important to offer interactive interventions in the target audience’s first language or use an easy- to-understand English level.  A sample of these interventions might be offered to family members as well because the family support in low- and middle-income populations is very important.  It is also crucial to identify peer educators who will spread the health message. 

Classroom Activities.  Classroom educational activities need to actively engage the employees.  Activities could include demonstrations and experiments, discussions, and guided discovery.  Short lectures could be used to give practical information, which employees can use at work and at home and to teach their family members.  Educational activities to promote good nutrition can include food tasting, preparation, introduction of easy and inexpensive recipes, or cafeteria and supermarket visits.  Educational activities to increase physical activity could include instructions for easy exercises which can be done at home or at work.  Stretching exercises might also be taught.  Written materials could be developed to complement the classroom message.

Videotapes.  A large number of people can be reached, including the families of employees, through the usage of videotapes.  Videotapes should be bilingual and use peer educators.  Topics could include information about many different fruits and vegetables as well as food preparation and cooking instructions.  Disease prevention, especially regarding diabetes and cancer, could also be covered.  Another use for videotapes would be to give instructions on physical activities. A 20 to 30 minute exercise video would enable the target audience to exercise at home.  

Technology. The use of technology may be more geared to the middle-income workforce.  Depending on the type of industry, computers may be available in their workplaces or in a library.  With the number of people who have access to computers and the Internet increasing each year, information about useful websites might be considered a viable option.  Recommend websites must be easy to understand and target the population.

One resource that will interest peer health educators and program planners is the website for ‘Take Action!,’ a worksite-based physical activity program developed by the California Health Promotion Collaborative. The site can be found under the following address: http://www.ca-takeaction.com.  This program, disseminated to employers via the web, provides employees with a guide to increase their physical activity.  It is not targeted to a specific population, but provides information for the general workforce.  The Take Action program requires on-site captains or coordinators to organize employees into teams. The teams then engage in a ten-week physical activity program and compete against each other.  A spirit of competition is used to encourage individuals to begin and maintain a lifestyle of regular physical activity.  Coordinators are invited to join in on conference calls with state health promotion staff to talk about any issues, problems, or successes they may have.  The program has been shown to be successful and a Spanish version is currently in development.

Since the website of Take Action! is used at the worksite, it may be used as a model for reaching middle-income women, but it is important to note that all of the Take Action! web-based materials are designed for program coordinators.  Employees who wish to participate in the program do not need access to the web.   

Another useful website to increase fruit and vegetable intake is the ‘California 5 a Day’ site, which can be found under the following address: http://ca5aday.netcomsus.com.  This site has a calendar of events, recipes, and provides information on how to prevent diseases.  It also provides information in Spanish for the Hispanic community.

Cafeteria Program. Foodservice programs may be appropriate for organizations that have cafeterias on-site.  They enhance educational activities by providing the environmental support needed for successful behavior change.  Foodservice programs include labeling low-fat foods and offering fresh fruits, salads, or alternatives to high-fat foods.  If a cafeteria is not available on-site, occasionally a lunchroom may have a refrigerator, microwave, or other kitchen items that enable employees to bring their own healthy snacks and lunches. Another option is to make nutritious food choices available in vending machines located at the worksite.
Incentives
Incentives are rewards or triggers that encourage individuals to take part in a program or remind them of their accomplishments while reinforcing the behavior.  To motivate people, it is important to know what type of incentive will induce change. There is little evidence-based research on the use of incentives; however, it is well recognized that providing triggers in one’s environment can assist in the behavioral change process.  One study conducted in Michigan demonstrated that the use of coupons helped in increasing fruit and vegetable intake among low-income women.45  Incentives can include anything from tangible items, such as T-shirts and water bottles, to items that promote the message, such as coupons and a free week at a local gym.  Program planners might use a focus group to determine what incentives are considered culturally appealing.  To simplify, incentives can be broken down into three categories.  
Social reinforcers are used to provide recognition to an individual within a population.  Praise from managers or public recognition for accomplishments may work by encouraging the individual to continue a behavior, and encouraging non-participants to get involved.  

Material reinforcers can include a variety of items, such as hats, mugs, t-shirts, towels, coupons for healthy food items, memberships at gyms, etc.  These can be used as rewards for accomplishments or as incentives to join programs.  Employers can also provide employees with a discount on future health insurance or with fringe benefits to an existing health insurance package.  
Monetary incentives are straightforward methods of rewarding behavior.  They can include year-end bonuses, lotteries, or raffles designed to reward individuals who participated in a program or maintained a change.  Examples of how to incorporate incentive programs into worksite settings will be given in Section III.

Regulatory/Work Environment Activities

Regulatory activities are the organizational policies that help to reinforce the importance of employees’ participation in health promotion programs.  Such policies are usually agreed upon by the company’s leadership.  Examples might include release time from work to exercise, allowing a peer health educator to come on-site for educational programs, or distributing incentives for program recognition.  Adding employee health as a component to a company’s mission statement can also contribute to the success of a health promotion program. Even a communication campaign that encourages employees to park further away or take the stairs is a little change that can increase physical activity at the workplace.34  These added supports will serve to increase program adoption, and, in the end, employers may find that little changes can be cost effective.  
COMMON THEMES FROM SUCCESSFUL PROGRAMS

Successful health promotion programs that have improved nutrition and physical activity behaviors share several key elements and themes.  Behavior change is viewed in the context of the individual as well as the social, economic, and cultural environment.  Therefore, a successful workplace health promotion program must balance educating and motivating the target population (low- and middle-income women) while building an environment (the workplace) that allows these behaviors to be achieved and maintained.  The message must also involve their families and extend to the communities where they live, worship, shop, and socialize. 

Inclusion of Family

The inclusion of family has been studied as a side note to most worksite health promotion research.  This information suggests that long-term behavior change is more likely to occur when whole families are involved.  The family may be used as a motivating force to help the individual change his/her behavior.  Minority populations value family and may change their own personal behavior for the sake of the family unit.  By reaching one employee and extending it to the family, the program has the potential to reach an even greater audience.  Inclusion of family through workplace health promotion sends a message to the employee and the family that the employer cares about the health and welfare of the family.

Coalition Building

Coalition building needs to occur at several levels of program development.  At the individual level, employees need to work together as a social network to support the behavioral change process.  Business coalitions would allow companies to work together and share ideas about program planning, implementation and evaluation. 

A good example of coalition building is the California Health Promotion Collaborative (CHPC), a group of local and regional health promotion organizations throughout California.  Other examples might be: 

· Association for Worksite Health Promotion, a not-for-profit network of worksite health promotion professionals, recently merged with the American College of Sports Medicine to form the ACSM Health Promotion Special Interest Group.
· The California Nutrition Network for Healthy, Active Families (Network) has brought together five state agencies, nearly 200 public entities and nonprofit organizations, 30 media outlets, and more than 60 business and industry partners.  It is the state’s largest network targeted toward limited-income consumers to promote positive health behavior change.
· The California Wellness Foundation offers grants in several areas – one in particular is to address the health needs of traditionally underserved populations.  Their knowledge might provide insight into effective programs that have been implemented.  
· The California Health Promotion Collaborative (CHPC) is a network of 400 health promotion professionals that created the Take Action! physical activity program for worksites.

· Other opportunities exist through universities, such as UC Irvine in their Health Promotion Center.  One program offered through the Center is the Small Business Workplace Wellness Program.  This project is based on an ecological model that integrates behavioral change strategies of health promotion.  The focus of their programs tend to be related to job safety. Building a partnership with this group may be beneficial and provide an entrée into existing small businesses where they work.

On a broader national level, one coalition of note is the Partnership for Prevention, a Washington, DC-based organization that has a large network of businesses involved with the Partnerships for a Healthy Workforce.  PHW engages private and public employers in improving employee health and productivity by investing in comprehensive worksite health promotion programs. Group discussions are conducted that allow employers to exchange ideas and experiences, which serve as “real world” applications for those looking to implement such programs.
Health promotion at organizations that employ less than 100 employees may work toward building joint program efforts to share program costs.  Program planners at the local level need to become networked into other groups promoting similar goals.  For example, smaller companies and organizations can tap into the California Nutrition Network for Active, Healthy Families, Their primary purpose is to promote nutrition in communities.  

At the state level, coordination of other 5 a Day program activities also needs to occur.  The community 5 a Day programs in California are established with well-designed educational materials targeted toward both the Latino and African American populations.  A synergistic effect will occur when the target audience receives the same message and materials from the community and the workplace.  Successful coalition building demonstrates to the target audience that the program is a well-orchestrated effort with a consistent message.

Social Networks and Support

Closely tied to coalition building are social networks and social support.  Health behavior is easier to achieve if people have the support of those around them.  A major reason why workplace health promotion programs have so much potential for success is that the working environment lends itself to social support. 
Program planners might capitalize on this strength by conducting group classes, incentive programs, or interventions built around a “friendly” competition.  The buddy system could be used when individuals begin practicing the new behavior.  Public recognition can also be a strong motivator built within the social network. Recognition could include mentioning an employee in newsletters or bulletin boards, or sending letters to job supervisors noting the participant’s progress in the program  

Cultural Issues

The culture of the target audience should be ever-present when promoting healthy behaviors among a minority population.  Program planners and educators need to work effectively within the cultural context of the community.  Education materials must focus on the aspects of a culture that are most important to that group of people.  This will help program leaders in establishing the trust and collaboration of the target audience throughout the program process. Although there are a number of factors to address, there is little evidence about which culturally competent techniques are effective and less evidence on when and how to implement them properly.  Section VI of this report describes the results from focus groups that included low- and middle-income working women and provides information on cultural issues that can impact health behavior.

As individuals and their families settle into the United States, they become acculturated to this society.  The transition and adoption of American eating styles and American activity patterns place individuals at risk for chronic diseases.  A culturally appropriate program has the opportunity to reincorporate fruits and vegetables from one’s homeland, as well as to organize familiar cultural activities that promote physical activity.  
THE NEED FOR CHANGES IN POLICY AND ENVIRONMENT

Most of the behavior change models examined in this report also suggest the need for policy changes.  Without a supportive environment, it is difficult for successful behavior changes to be maintained.  Policies within a department, worksite, corporation, city, county, state and even the federal government can act as barriers or supports to healthy lifestyles.  For example, tobacco control policies have enabled non-smokers to work and live in smoke free environments.  Such policy changes have altered the work environment in a way that supports healthy living.  At the worksite level, companies can change the types of foods offered in on-site vending machines, contract with local food vendors to offer healthy foods, and work with unions to provide incentives for healthy eating.  Similar policy changes can be made that will encourage physical activity. An investment in employee health can result in reduced health care costs and improved productivity.  

Because not all worksites have health promotion programs, it is common for some worksites to invest in employee health only to have the employee leave and be replaced with another employee who needs to improve their lifestyle.  This lack of coordination between worksites can act as a disincentive for those companies who are thinking about offering health promotion to their employees.  State and federal policy changes could help worksites offer health promotion programs.  At the county, state, and federal level, policy changes could include tax incentives to companies that make efforts to provide healthy on-site foods, or who encourage employees to be active. Other policies to increase physical activity might include: 
· developing safe walking or biking paths;
· using flextime at work so employees can show up later or exercise during lunch breaks;
· encouraging participation in fitness programs offered by local gyms; and 
· creating a locker room where employees can change before and after exercise.

SUMMARY

According to national surveys and published literature, worksites are a viable avenue for providing health promotion programs to employed women.  When based upon sound models of behavior change, these programs have been able to increase fruit and vegetable consumption and physical activity among program participants.  Many program components and important themes are common among successful programs.  A mix of communication activities, interactive interventions, incentives and regulatory/work environment activities is involved that addresses the employee’s motivations on a familial, cultural and social basis.  However, the list of activities explored is not meant to be exhaustive.  Specific recommendations for offering health promotion programs to low- and middle-income women will be provided in the Section VII. 


SECTION IV
WORKSITE PROGRAMS THAT TARGET LOW-INCOME WORKERS

Many low-income and culturally and ethnically diverse populations are unaware of basic prevention strategies and do not know where to obtain low-cost health care services.  These underserved populations often neglect to seek timely primary or routine medical care, waiting until a problem becomes critical and ending up in an emergency facility.  Providing health intervention programs to these groups is difficult.  They face challenges such as limited food choices and activity options in low-income neighborhoods.  They often live in unsupportive physical environments where recreational facilities and programs are inadequate and personal safety is a major concern. Low-income populations also face other barriers to participating in physical activities that include: negative attitudes toward physical activity, lack of time and resources, and the absence of role models and social support. 

Despite these obstacles, special efforts must be made to reach the state’s low-income workers since they are at the highest risk for chronic disease.2  The term “underserved” is appropriate in describing them because most low-income employees  do not have access to even basic health services, including health promotion programs.  
Worksite Health Promotion Programs for Low-Income Workers

There are several worksite health promotion programs that specifically serve low-income workers.  One is the Wholistic Stress Control Institute in Atlanta, Georgia. California-based programs include Wellness WORKs! in Stockton, Latino Health Access in Santa Ana, and the Worksite Wellness Project (WWP) in Los Angeles. 

The Wholistic Stress Control Institute (WSCI) is a non-profit community-based organization whose mission is to teach holistic stress management by promoting wellness and healthy lifestyle choices.  WSCI provides a variety of human services in the areas of prevention, intervention, and treatment related to mental health, education, juvenile delinquency, violence, substance abuse, HIV/AIDS and other areas. Training programs on stress control are offered to:  1) children, teens, and young adults, 2) parents and the general public, 3) incarcerated youth and adults, and 4) corporations and small businesses.  Stress management and conflict resolution in the workplace are offered to small businesses for a fee. WSCI markets this program through a Speaker’s Bureau, word of mouth, and lunch and learn seminars for business leaders.   

Wellness WORKs! is a center located on the Stockton campus of  Cal State University, Stanislaus that provides wellness classes and activities to San Joaquin County CalWORKs welfare participants.  It is a joint venture between CSU Stanislaus and San Joaquin County Mental Health.  Wellness WORKs! provides a variety of educational services that support the entry of CalWORKs participants into the work world, increases their success as employed citizens, and optimizes their functioning as individuals, family members and parents. The program is a one week (36 hour) training course, based on a holistic/integrative model of wellness, that includes nutrition, exercise, self-esteem building, a personality profile exercise, smoking cessation, tai chi and yoga, sexually transmitted diseases and family planning, coping with stress, conflict resolution, parenting and healthy relationships.  Classes are held at the center with breakfast and lunch provided to participants.  The vast majority of participants are women referred by their case managers to the program. The first class was held in December 2000, and to date, approximately 300 individuals have undergone the training. 

Latino Health Access (LHA) is a non-profit community-based organization committed to improving the quality of life and health of uninsured, underserved people through quality preventive services and educational programs. LHA health programs begin with needs and resources identified by the Latino community in Orange County.  With support and training, LHA helps residents become proactive in making decisions that affect their own health and encourages them to assume the responsibility of organizing, facilitating, and hosting programs that lead to better health. LHA offers programs in self-management of chronic diseases and prevention education that emphasizes nutrition, fitness and other lifestyle behaviors.  WWP provides an existing model on how to reach and serve low-income employees.  

The Worksite Wellness Project (WWP) was established in 1996 to reach medically underserved and uninsured low wage workers at the worksite with relevant and timely health information, medical screenings, and referrals for health care.  Since its inception, WWP has successfully worked in partnership with small businesses and collaborated with local health care providers to deliver culturally and linguistically appropriate health promotion activities at the worksite.  WWP is unique in its efforts to target hard-to-reach individuals at their workplaces in central Los Angeles and nearby industrial areas.  Its primary goal is to create a bridge between these underserved workers and the health care system by providing information at the worksite that encourages personal responsibility, self-care, and timely and appropriate utilization of services.  A secondary goal is to increase the health awareness and, ultimately, improve the health status of low-income wage earners by maximizing their use of existing health education and health care resources.  The strategy is based on the theory of worksite health promotion that is defined as “an organized program in the worksite that is intended to assist employees and their family members in making voluntary behavior changes that reduce their health risks and enhance their individual productivity and well-being.”3  

Though each of these programs has been in existence for a number of years, only the Worksite Wellness Project has experienced both formative and summative evaluations.  The findings from the Worksite Wellness Project provide valuable insights about how to help low-income workers adopt healthy behaviors.  

Description of the Worksite Wellness Project

WWP services include health education, health awareness materials, and medical referrals.  The main focus is on-site health education that involves tailoring existing health education techniques to meet the special needs of the target population.  WWP’s health promotion model, based on medical self-care principles, approaches intervention from three angles: 1) Behavioral Capability – providing knowledge and information on how to use the resources provided; 2) Expectancy Values – raising awareness among participants concerning the value of having and knowing how to use these resources; and 3) Self-Efficacy – helping participants to gain confidence in their ability to perform and implement skills successfully.  

Service delivery of WWP’s health promotion model includes information and training on medical self-care, preventive health practices including chronic disease prevention and health care access.  The curriculum is culturally sensitive and linguistically appropriate for the target population.  Modules are conducted in an interactive workshop format by either WWP staff or a collaborating health provider at the worksites.  The workshops use group exercises and small group discussion formats and written materials are used only to reinforce messages conveyed in the workshops.

The chronic disease prevention curriculum includes discussions on diabetes, cholesterol, high blood pressure, nutrition, and physical activity.  Each module contains learning objectives and educational materials either developed by WWP or obtained from other health organizations.  For modules regarding disease, topics consist of facts on each disease, causes and risk factors, signs and symptoms, complications, and  preventive measures. The nutrition module covers subjects such as facts of a healthy diet, best sources for essential nutrients, and reading food labels for cooking and shopping.  The physical activity module encompasses the importance and benefits of physical activity, types of healthy physical activities, and the demonstration of a 10-minute, low-impact aerobic exercise that can be performed at the worksite.

The method of delivering WWP health promotion activities is continuously refined. Once a business is deemed eligible to participate, an in-depth needs assessment is completed.  WWP uses the assessment to determine the demographic profile of employees, health issues of concern to the business, absenteeism and turnover rates, and company culture and management strategies.  A health interest survey is also administered in English and Spanish to employees to assess their health education interests and needs.  The data helps identify those health issues of most concern to each business and its employees and provides the basis for developing a customized program.

WWP develops a worksite wellness program schedule that meets the company’s health promotion needs.  An employee liaison from the participating company then works with WWP staff to schedule and coordinate health promotion activities at the worksite.  Depending on the employer’s preference, programs are scheduled during break time, before or after shift changes, or as part of safety meetings.  At the conclusion of each health program, an evaluation form is distributed to employees.  Since many employees are not completely literate in Spanish, the questions are verbally read to the employees for further understanding.  The evaluations provide feedback to WWP on how well the information is presented and understood and on other topics employees are interested in learning.

WWP Project Evaluation 

The evaluation format involves regular interaction and feedback between WWP’s evaluation consultant and WWP staff.  Outcome and process measures of the program are reviewed.  WWP assesses the effectiveness of program components and methodology and gauges the results of program strategies and activities.  Evaluation tools have included interviews, post-test surveys, and focus groups.  

A finite set of outcomes has been articulated for three groups—employees, employers, and health education providers—based on the unique environment of small businesses and the limited resources of WWP.  Expected outcomes for employers have been defined as 1) increased awareness of employee health needs and interests; 2) recognition of the benefits of providing health education to employees; and 3) knowledge of local resources to which employees may be referred for health problems.  

Expected outcomes for employees have been identified as 1) increased knowledge of the relationship between lifestyle and health; 2) increased interest in disease prevention and health promotion; 3) increased motivation to adopt and sustain healthy behaviors; 4) improved knowledge of locally available health care resources; and 5) improved knowledge of effective utilization of available health care resources.  Two outcomes expected for health education providers have been improved knowledge of the needs and concerns of the target population and adaptation of education to the target population.  

A summary of the impact of WWP’s programs during the period, October 1, 1999 through September 30, 2002, is listed below: 

Employer Interviews.  Employer interviews were intended to assess the impact of WWP from the perspective of the employer or owner of the company.  Only two owners agreed to interviews, while the remaining five referred a human resources representative or manager.  Participants provided the following information:

· Four of the seven employers/representatives stated that they attended all of the worksite presentations.  

· Respondents reported that the employees have a great need for the information, are receptive to the presentations, and are healthier and happier as a result.  

· Although all of the respondents were aware that employees receive referrals for medical services, they were generally not sure about what types of referrals had been provided or where their employees had been referred.

· About half of the employers/representatives noticed that the employees are happier because they are able to access medical services, they feel a sense of empowerment, and they know that their employer cares about their health.

· The majority of respondents stated that the information from the presentations is most beneficial, followed by the referrals.  

· Four of the respondents said that balancing productivity and the time required for WWP’s activities was their biggest challenge.  

Post-Presentation Surveys.  The evaluator and WWP staff collaborated on the development of the post-test survey that was distributed to workshop participants following each worksite presentation. The survey was designed to assess employee knowledge of the symptoms of each condition, contributing factors, and preventive behaviors.  A total of 392 post-tests were completed at selected sites following the Diabetes (40 surveys), Hypertension (133 surveys), Health Access (13 surveys), Cholesterol (51 surveys), Chronic Disease (28 surveys), and Nutrition (127 surveys) presentations. In general, the majority of employees were able to correctly identify survey items related to current knowledge (e.g., “Do you know what Hypertension is?”), risk factors and causes (e.g., true or false “Family history is a cause of high cholesterol”), and prevention (e.g., “When is a person at risk for developing Diabetes/hypertension?”). 

Respondents were also asked to describe how they might benefit from the information. In general, employees stated that increasing their knowledge would help them prevent health problems. Highlights of the findings for the cholesterol and nutrition presentations include:

Cholesterol

· Most employees (82 percent) stated that they are familiar with high cholesterol, and 94 percent were able to correctly answer that there are two types of cholesterol.

· More than three quarters of the respondents identified “lack of physical activity” (78 percent) and “being overweight” (94 percent) as risk factors of developing high cholesterol.

· However, 86 percent of respondents incorrectly identified “stress” and 78 percent incorrectly identified “drinking a lot of alcohol” as risk factors. 

· The majority of employees (60 percent) correctly responded that high blood pressure does not cause high cholesterol, and between 24-34 percent correctly identified “family history,” “lack of physical activity,” and “high fat intake” as causes of high cholesterol. 

Employees were asked what preventive measures can be taken to prevent high cholesterol. The majority responded with various combinations of behaviors that included “eating healthy,” “not eating fat,” “eating a lot of vegetables,” “exercising,” “not being overweight,” and “not smoking or drinking too much alcohol”. Other responses included “using medication correctly,” and “getting regular check-ups.”

Nutrition

· The majority of employees correctly identified that eating less fat helps to control weight (54 percent), decrease the risk of heart attack (78 percent), and decrease blood cholesterol levels (88 percent).

· Almost all of the respondents (98 percent) correctly indicated that the FDA’s “Food Pyramid” can be used to choose healthy foods.

· Approximately 60 percent of employees correctly indicated that good nutrition habits are learned early in life, and that exercise combined with a diet low in fat promotes good health. 

Employee Interviews.  WWP staff conducted employee interviews because the staff has conducted worksite presentations and has been the primary source for employee referral and follow-up encounters.  It was presumed that the familiarity of employees with WWP staff would facilitate participation in the interview process, as well as the sharing of sensitive or private information.  Items on the employee questionnaire included:

· Have the health presentations at your worksite helped you in any way? If so, how have they helped you?

· Have you received any referrals for health care? If so, what type of services did you receive referrals for?

· Did you get the services you needed?

· Have you learned anything from the health presentations at your worksite? If so, what have you learned?

All of the 41 employees surveyed indicated that the information provided in the worksite presentations was the most beneficial component of the program for them.  Respondents stated that the presentations relay information about how to prevent illness, how to recognize the symptoms and risk factors of certain diseases or health problems, where to go for medical care when it is needed, and the relationship between diet and certain illnesses.  Others gave more specific examples such as, “I learned about venereal disease and how to protect myself,” “. . . what the normal levels of cholesterol and blood pressure are,” “. . . how to manage stress,”  “. . . that I should include vegetables and fruits in my diet,” and “. . . that if I feel bad I should not be shy, I should go to the doctor and ask questions.” 

Survey responses indicated that the most popular presentation topic has been Nutrition (16), followed by Cholesterol (10), Diabetes (7), STD’s (6), and Hypertension (5).  Respondents also indicated that having the information presented in Spanish, having the opportunity to ask questions, and having the information brought to them rather than seeking it out on their own time were all valuable aspects of the program.

When asked if they had changed any of their behaviors, or noticed any changes in themselves or the way they think about their health, the majority of employees reported making a number of changes that most often included their diet (e.g., eating less fat, more vegetables).  Other changes included “I’ve started using condoms as a result of the STD class,” “I’ve changed the way I use medication,” and “I smoke less.” 

Most of the respondents stated that they do feel better able to care for their family’s health and that they became more involved by preparing healthy meals, regulating what their children eat, and having family members get regular medical check-ups.  Employees often took home what they learned to share with their partners or other adult family members.  One employee took information on diabetes to her father, and another took the pamphlets home to share with his family (especially the recipes, which his wife began to use).  Employees also felt more capable and, in some cases, more confident discussing health issues (e.g., STD’s), or acting on the information they received (e.g., going to the doctor and asking questions).  

Over half of the survey respondents received health care referrals for services such as vision care, insurance enrollment, dental services, or more specific medical needs such as a cervical cancer exam, treatment for hypertension or diabetes, or back problems.  Approximately half of the employees interviewed indicated that referrals received resulted in needed services.  Referred employees who did not receive services stated that they did not have time to go to the clinic, were unfamiliar with the clinic’s location, the clinic was not open on weekends, they changed their minds, or were forced to wait too long (in one case five hours).  

Most employees expressed satisfaction with the program and did not feel that anything needed to be changed.  A few employees suggested that the presentations last longer or occur more frequently.  Others requested more information (STD’s and family planning, nutrition and exercise, and medical services) or more frequent on-site medical screenings.  Similar responses were given when employees were asked how the project could better help employees care for their health.  Employees also requested information about resources such as clinics (convenient location, shorter waiting period, no cost, and Saturday hours).  

Service Provider Interviews.  Service providers included staff from agencies providing on- or off-site services such as health education presentations, health screenings, or subsequent referrals.  Providers held positions such as “Health Education Coordinator,” “Intake Coordinator,” “Education Outreach and Advocate,” and “Outreach Project Manager.” The feedback they provided included the following:

· The majority of service providers gave health presentations intended to convey information on health access or care and prevention.  

· Other activities included referrals, counseling, financial screening, or health insurance enrollment.

· Respondents stated that the employees had been very receptive to them, that they used the information they provided, and that the rate of referrals provided increased as a result of their participation in the project.  

· More than half of the respondents stated that they had seen positive changes in the employees (e.g., at follow up some employees were feeling better and were very grateful; some employees had life changes as a result of the health information or screenings).  

· Identified challenges primarily related to the cooperation of worksite administrators and related issues (time allocated; accommodations).  

· Service providers stated that increasing the breadth of services offered (immigration services, legal assistance, and housing) and having more time with employees would make the program more helpful.  

Funding Agencies

Over its duration, WWP has received funding from the private sector, including The California Endowment, The California Wellness Foundation, Robert Wood Johnson Foundation, ARCO Foundation, Jewish Community Foundation, Los Angeles Wellness Council (a professional health association), Los Angeles Women’s Foundation, Queens Care Charitable Division, and in-kind support from Community Development Technologies Center (a nonprofit economic development corporation).  WWP has also received grants from public and private entities to conduct outreach and provide enrollment assistance of low wage workers’ children into subsidized children’s health coverage plans.  WWP’s fiscal agent is Public Health Foundation Enterprises Inc. (PHFE), a nonprofit corporation in Los Angeles County.  In its role as a fiscal intermediary for community-based health projects, PHFE provides supportive management and professional resources to assist projects in working more efficiently and effectively and to maximize their funds.  

Interventions Effective with LOW-INCOME WORKERS

The Worksite Wellness Project’s target audience is low-income and medically underserved workers of small manufacturing businesses in central Los Angeles.  Since this workforce mainly consists of Latino, Spanish-speaking only, immigrant workers, WWP adapted its health promotion model, utilizing both worksite and community health promotion concepts to reach this population.  Their health beliefs and practices should be taken into consideration in outreach efforts and in the development of culturally and linguistically competent programs.  Moreover, due to the cultural and financial barriers that they face, this population usually seeks health care at a later stage of a health problem that requires emergency or specialty care.  Emphasis on health education and preventive care is crucial to maintaining the good health of the target audience and to conserving health care resources.  
Issues/Barriers 

Issues that play a key role in culturally diverse populations and lead to gaps in, or barriers to, health promotion information and services include:  

Attitudes, Beliefs and Practices.  Health attitudes, beliefs, and practices of culturally diverse populations may be shaped by major political, social, economic, or historical issues.  A “family-centered” approach builds on the positive cultural health beliefs of the individual and group, clarifies misinformation, and adds useful and practical tips to improve and enhance lifestyles.5 

Cultivate Trust Among Employee Participants.  A sense of trust must be cultivated among an immigrant workforce that is not knowledgeable and is highly suspicious about the health care system.  The various Immigration Reform policies have negatively impacted immigrants’ ability to access health care.  Immigrant workers may avoid accessing publicly-funded programs for fear of being reported to the Immigration and Naturalization Service.  By its ongoing presence at the worksite, WWP has been able to establish a level of trust and credibility amid this population.  

Lack of Culturally Sensitive and Competent Health Providers.  The lack of culturally sensitive health providers impacts the likelihood that the target audience will access health care services, particularly for their personal health needs.  They may postpone preventive screenings until they are at a later stage of a disease.  Cultural and linguistic barriers also affect the interaction between patients and their providers, including patient compliance with health care treatment.  Through one-on-one counseling, WWP has assisted workers requiring further assistance with accessing health care and motivated them to seek follow up treatment.  In many cases, WWP staff has served as patient advocates on behalf of workers.

An understanding of and ability to address these issues are essential to the success of a nutrition and physical activity program targeting low-income and culturally diverse women at worksites.

Interventions 

WWP has found that their target population responds best to a personalized, interested engagement in the health and wellness process.  Merely handing out printed materials does not guarantee that they will be read, understood, or used.  Interventions that are recommended for use with low-income populations include: 

Nutrition Presentations.  Conduct bimonthly bilingual educational nutrition workshops during workers’ lunch or break time.  Topics might include:  reading food labels, giving guidelines on how to shop for grocery items, and how to compare and select healthier food items.  Use visual aids to demonstrate healthy portions of each food group.  Provide recipes that are nutritious and culturally relevant.  Tailor this program to fit employees’ food purchasing, preparation, and economic capabilities.  Not everyone uses a microwave, shops in large supermarkets, or can afford to purchase specialty grocery items from a health food store.6
Physical Activity Clubs.  Form physical activity clubs by identifying employees willing to be trained and to lead physical activities during the lunch or break time at the worksite.  Incentives should be provided to these employees.  
Health Promoters.  A challenge that WWP encountered is the lack of bilingual educators.  There is an industry-wide shortage of trained, bilingual health educators.  To address this gap, WWP uses health promotion paraprofessionals who are community residents trained to provide health education to the target population in a culturally and linguistically appropriate manner.  The use of health promoters has proven to be very effective in gaining trust and motivating workers to practice healthy lifestyle changes and to access community programs.  WWP has seen an increase in trust through the number of phone calls and inquiries it has received from workers.
Videos.  Due to low educational attainment, many low-income populations have a lower literacy level in either English or their native language.  Videos may be an effective tool to provide education and motivation to these populations.  According to a national survey, 84.7  percent of Latino homes have VCRs.7 
Incentives.  Incentives such as food certificates, T-shirts, water bottles, sun visors, and culturally appropriate recipe cookbooks can encourage participation in nutrition and physical activity programs at the worksite.     

Community-based Programs.  Utilize existing community-based and outreach programs that have a track record of working effectively with the target population.  For example, Los Angeles County’s Department of Health Services, Office of Chronic Disease Prevention and Health Promotion (CDPHP), has developed a nutrition and physical activity program, “Steppin’ up to Better Health,” that consists of a six-week training course.  The training includes goal setting/motivation, nutrition, aerobic fitness, strength training, stretching, and weight management.  A “Fuel Up/Lift-Off LA” video on nutrition and physical activity is also available in English and Spanish. This worksite wellness course and video are offered to interested community-based organizations. The classes are designed to target persons who are members, employees, and clients of community-based organizations and who are primarily sedentary.  CDPHP has provided its program to county health centers, school districts, alcohol and drug rehabilitation centers and head start programs.  The county has trained WWP staff on the physical activity component which has been adapted by WWP to conduct at worksites using culturally appropriate music.  This session was well received by low-income female workers of WWP’s participant businesses. 

Summary

Low-income workers have a higher incidence of acute and chronic health conditions that can be effectively treated or prevented with behavior changes and early identification.  This population has severely limited access to health promotion and disease prevention information and services,  especially among culturally and ethnically diverse workers.  Many of the health problems faced by these communities are related to socioeconomic status.   

Few health promotion programs have reach low-income populations at the worksite and even fewer have been evaluated.  One such program in Los Angeles county is The Worksite Wellness Project.  WWP has established an innovative model utilizing culturally and linguistically appropriate methods to promote preventive health practices and services to an  underserved workforce.  It develops links between employees, employers, community resources, and health care services to ultimately improve the health status of low-income workers and their family members.

Evaluations of the WWP have revealed several barriers and problems in providing health promotion programs to this population, such as adopting a family-centered approach, garnering trust among employees and finding culturally sensitive and competent health providers. Their findings also indicate the necessity for health care and other basic services to be addressed simultaneously with health promotion efforts.  The information gleaned from WWP’s efforts will be vital in the development of future worksite-based nutrition and physical activity programs targeted at low-income workers. 


SECTION V

QUALITATIVE FINDINGS FROM KEY INFORMANT INTERVIEWS
The body of worksite health promotion literature indicates that most nutrition and physical activity programs appear to improve employee health behavior.  For best results, worksite health promotion programs need to be championed and promoted by company management.  Whether these worksites are public entities, small companies, or large corporations, initiating and maintaining health promotion efforts are impossible without management support.  Most existing programs are administered under the departments of human resource management or employee benefits.  In many cases, program decisions are made at the department level and are approved by upper management.  In small companies, the owner or CEO has the final say.

An understanding of employer perspectives is vital to ensuring the adoption and success of any worksite health promotion program.  Interviews with key informants were conducted for this purpose.  Key informants were defined as any worksite managers or executives who have decision-making power and authority to decide to have or not to have worksite health promotion programming.  These interviews reveal several important barriers and facts about the current opinions of key informants.  Section VI of this report includes the results of focus groups that were also conducted with key informants.  Results from the key informant interviews and the key informant focus groups are used to help guide the overall recommendations made in Sections VII and VIII.   

METHODS

Recruitment

During August of 2002, interviews were conducted with 40 key business informants.  Information about California businesses was obtained from the Dun and Bradstreet database of all private and public companies located in the state.  From the more than 700,000 businesses, a random sample of large companies (greater than 500 employees) and small- to medium-sized companies (less than 500 employees) was created.  Because there are considerably more small to medium-size businesses located in California (2000 County Business Patterns for California, U.S.  Census Bureau) it was determined that the random list of companies might not include any companies with more than 500 employees.  To avoid this possibility, random oversampling of companies with more than 500 employees was conducted.  Of the 40 completed interviews, 12 were from companies with more than 500 employees.  

The first telephone contact made was targeted at the company president or CEO as defined by the Dun and Bradstreet database.  The interviewer asked to speak to the president or CEO and would then ask to speak to any administrator capable of making company-wide decisions regarding employee health.  The CEO or company owner was told that they would receive a $120 honorarium at the completion of the interview.  In many cases the interviewer was forwarded to the director of employee benefits or the human resource manager.  With each new contact, the interviewer repeated the introduction and asked to speak to the administrator capable of making company-wide decisions regarding employee health.  Overall, 61 businesses were contacted and 40 agreed to be interviewed (65 percent response rate).  The main reason interviews were not conducted was because the key informants declined to be interviewed.  

Development of the Interviewer’s Guide

The authors, in conjunction with other officials at DHS, designed the interviewer’s guide.  The readability and content of each question was evaluated by the authors and DHS officials.  Based upon this evaluation, small changes were made to improve the guide.  The objective of the guide was to elicit responses from key informants to the following topics: employer perspective on employee health, the status of worksite health promotion efforts in the corporate environment, support for employee health promotion programs, the link between employee health care costs and employee health, and environmental and policy issues regarding employee health.  All questions in the guide were designed to address at least one of these five topics.  The final guide was reviewed and approved by the Institutional Review Board of DHS.
Interviewer Training

To eliminate any between-interviewer bias, only one interviewer was used to conduct all of the interviews.  This individual had previous interview experience, a master’s degree in health promotion, and had completed a four-hour training workshop to learn how to probe and discuss worksite health issues.  The workshop was conducted by one of the authors and included training on how to avoid interviewer bias and techniques on how to probe and use follow-up questions to get more complete responses.  The interviewer was also trained in how to take notes that were later used in the evaluation of the interview transcriptions.  The training ended with mock interviews where the interviewer would use the guide to conduct an entire interview with the trainer.  Recordings were made and later replayed to allow the interviewer and trainer to evaluate the interviewer performance and effectiveness.  Any difficulties or problems encountered during the mock interviews were used to adjust the interviewer’s guide and technique.   

Pilot Interviews

In addition to the mock interviews, three pilot interviews with actual key informants were conducted.  Each of these interviews lasted approximately 25–40 minutes.  After completion of the interviews, verbatim transcriptions of the interviews were made, and the data was analyzed to help identify any possible data analysis issues that might arise.  After the pilot interviews had been reviewed and the data analyzed, additional interview training was conducted to further improve the process.  A few of the questions on the interviewer guide needed to be re-worded or modified.  The answers from these altered questions were destroyed; however, answers from unaltered questions were archived and included in the final analysis.  

Data Analysis

Once the interviews were completed, verbatim transcriptions of each were made.  Two types of data were gathered from the interviews.  Quantitative data included information about the number of employees at each company, demographics, and percent of employees that could be considered blue collar workers.  This quantitative data was summarized using means, percentiles, highs and lows, and standard deviations.  Analysis of the qualitative data (responses to open-ended questions) was completed using an inductive content analysis (Lincoln & Guba, 1985).  The responses from each key informant were coded so that the answers to each question could be tracked to determine what question it was in response to and which informant made each statement.  The entire data set was coded twice; once each by two independent researchers.  In order for the responses to be properly coded, all interviews and interviewer notes were read at least twice.  The answers of each key informant were coded by question.  On some occasions, the interviewer would ask additional questions to clarify the key informant’s response or redirect the them to give a more complete answer.  These follow-up questions were coded as part of one answer.  After the coding procedure, the coded data was sorted by question such that each question from the interviewer’s guide was followed by all of the 40 different informant responses to that question.  To ascertain whether or not the coding process was objective, the two coded data sets were compared to determine if both researchers coded the responses in precisely the same way.  It was determined that there was no inter-researcher coding variability, and that the coding process appeared to be objective.  

Once the responses were sorted by question, they were categorized using the constant comparative method (Glasser & Strauss, 1967).  The purpose was to compare and contrast each unit of information with all other units of information, to unite those with similar meaning and separate those with different meanings, and to assess the overall range of responses (Glasser & Strauss, 1967, Patton, 1980).  As before, two independent researchers were used to create the different categories.  
Analysis of the different categories led to the identifying of common themes or higher-order themes (Lincoln& Guba, 1985).  These themes then served as summaries or general overviews of the raw data within each question.  The resultant categories and themes from the two researchers were compared.  In most cases the general themes and categories were identical, but, in a few cases where they differed, the data in question was once again analyzed jointly and the two researchers worked to form a consensus.  

Results


Under the direction of the CEOs and company owners, most interviews were conducted with directors of benefits administration and human resource managers.  Key informants also included controllers, chief financial officers, chief medical officers, and a few CEOs.  The number of employees per company ranged from 30 to 25,000 employees.  Twelve key informants represented companies with greater than 500 employees.  Among these large companies, the average number of employees per company was 4,781 ( SD 6,715.  The average number of employees among companies with less than 500 employees was 177 ( SD 129.  Key informants stated that approximately 41 percent of all employees could be considered blue collar, most (55 percent) were Caucasian, with the rest of the workers being composed of Hispanics (21 percent), African-Americans (7 percent), Asians (12 percent) and other (5 percent).  Between-worksite variability in race was large.  For example, one company had a workforce that was 98 percent Hispanic and another 95 percent Native American.  Using similar industry segments as other national surveys (U.S. Department of Health and Human Services, 1993; Wilson MG, et al.  1999; Association for Worksite Health Promotion, 1999) it was determined that the 40 key informants who were interviewed worked for companies in the following industry segments: services (33 percent), manufacturing (18 percent), insurance/real estate (3 percent), transportation/communication/utility (10 percent), wholesale/retail (15 percent), agriculture/construction (13 percent) and other (8 percent).  The key informants represented a diverse group of worksites.  

Employer Perceptions of Employee Health

Key informants were asked if their employees had any unhealthy behaviors.  More than half stated that smoking was a health concern, but, generally, few (<25 percent) of employees smoked.  When asked to list other unhealthy behaviors, poor diet and sedentary living were mentioned by 30 percent of the informants.  Other common unhealthy behaviors included being overweight, alcohol abuse, and being overworked.  Five of the 40 informants stated that there were no unhealthy behaviors among their employees.  

The Status of Worksite Health Promotion Efforts in the Corporate Environment

Most informants (76 percent) acknowledged that employee health and wellness was not a core company concern.  Other issues, such as revenue production and the day-to-day requirements of running the business, took priority.  Companies could not permit the use of employee time or resources on issues that were not directly related to the business.  At many worksites, maintaining an effective staff and keeping employees safe were more pressing needs.  When these same key informants were asked how difficult it would be to get management to make employee health a more important part of their worksite environment, most (36 percent) said it would be very difficult or impossible because of budget and time constraints.  One informant summed this up by stating, 

“I think it would be very difficult to get them to do that.  We are focused on getting the job done, being productive, and putting out a quality product.”

Some key business leaders (36 percent), believed that it would not be difficult to get management to change the worksite environment and policies in a way to make employee health a priority so long as costs could be kept low.  

Other key informants (24 percent) stated that employee health was a company priority.  When asked, “What things does your worksite do to demonstrate its concern for employee health?”, the most common response was offering flu vaccinations, followed by providing healthy foods, and having an on-site fitness facility or offering reduced membership costs to local gyms.  Other responses included any health-promoting activities.  In most cases, the opportunity to participate in these activities was also extended to dependents. 

Support for Employee Health Promotion Programming

Half of the key informants stated that their worksite had health promotion programming.  Informants then listed at least 15 different health promotion components to back their claims.  Common program offerings were health screenings, health fairs, and flu vaccinations.  

Very few offered smoking cessation programs.  Key informants estimated an employee participation rate of approximately 46 percent.  Seventeen of the 20 informants actually participated in the programs and did so because they were concerned about their own health, wanted to reduce stress, stay fit, or lose weight.  

According to the informants, the main reason why health promotion programs were offered was to help maintain healthy, happy employees and to show employees that management really cares about them.  One informant stated, 

“We hire the whole person, not just their back or mind.  I think one measure of our success is the health of our employees.” 

When these programs were initiated, the main expectations were to help employees have good health, increase health education and awareness, and increase participation in flu vaccinations.  All key informants indicated that these expectations were met.  They also mentioned that other benefits of having a program included improved employee morale, reduced absenteeism, and overall happier employees.  An informant recalled, 

“Actually, it was kind of started as a perk for employees.  It was looked at as a way of retaining employees.  It’s been a year and a half now and more and more employees are participating and taking advantage of it.”

The key informant interviews also helped determine how health promotion programs were initiated by different companies and who makes company-wide decisions regarding the programs.  Of the 20 worksites with health promotion programs, 16 were started by vice presidents or managers of human resources.  In some cases, programs were originally requested by the employees and were eventually implemented.  Current program decisions are made by company management including vice presidents, managers of human resources, the corporate executive officer, a leadership team, or a benefits committee.  

The impact of a health promotion program is not entirely beneficial.  Key informants were asked to discuss any problems they perceived with having a program.  Half of all key informants with programs expressed concerns about the expense.  Other problems included lack of employee interest and time and productivity losses because of health promotion-related distractions.  When asked what if any changes they would like to see, most informants expressed the desire for a more comprehensive program.  

Lack of Support for Employee Health Promotion Programs

Key informants also provided insight into why some companies do not offer health promotion programs.  Of the 18 informants involved, 4 of them had never thought or talked about having one.  In most interviews, key informants stated that discussions had taken place with upper management and staff about offering health promotion programs, but they were never seriously considered because they were perceived to be cost prohibitive and/or that employees really were not interested.  

These same key informants were asked if they thought health promotion programs could offer any benefits to the company or employees.  Almost all informants (88 percent) believed there were benefits to having a program.  The most common perceived benefits included improvements in employee productivity, reduced illness-related absenteeism, and lower employee health care costs.  

Informants were also encouraged to discuss any disadvantages to offering these programs.  Only a few mentioned program costs and possible time away from work.  The major barriers they perceived to offering programs included lack of money, having no time to participate, and the belief that such programs would never be approved by management.  Informants were then asked what would have to change before their companies would consider funding an employee health promotion program.  Most indicated that management would be willing to try a program if it were free or low cost.  

Health Care Cost Experience and Health Promotion

All key informants stated that their health care costs had increased between 15 percent and 35 percent every year for the past three years.  They gave primarily three different responses when asked to describe the steps they took to reduce this rapidly increasing expense.  The most common solution was to shop around for a less expensive HMO or preferred provider plan; some informants said they were doing nothing; others were using a variety of cost-sharing tactics to shift a greater percentage of the cost to employees.  Some worksites stopped covering employees or moved production facilities to sites located outside the U.S.  Implementation of a health promotion program was not mentioned by any of the informants.  

Informants were asked the following:  A few worksites have implemented employee health promotion programs in an effort to help reduce health care expenditures.  What are your perceptions of this action?  Fifty-five percent of informants thought this was a good idea; 22 percent weren’t sure or stated that the situation was more complex than just poor health behaviors.  Many, however, had an even more pessimistic regard for this approach, stating that such a move would only be a short-term fix, that costs would go up regardless, and that few employees would participate.  When referring to a health insurance vendor who tried to implement health promotion activities, one informant commented,

 “We canned that vendor.  They use some sort of questionnaire to try and target certain health risks, and I think either the vendors aren’t up to par yet, or employees don’t want to participate in these programs.”

Most worksites are experiencing similar increases in health care costs. Since the impact of health promotion programs on these costs is either unknown or financially unfeasible, they are not considered a viable cost-reducing option.  

Worksite Environmental and Policy Issues

A series of questions about worksite environment and policy issues revealed some unexpected perceptions.  Key informants were asked, “Many worksites have very restrictive and protective smoking policies, environments, and rules, but few pay much attention to employee diets or physical activity.  Why do you think this is?”  Most informants stated that smoking directly affects others, but diet and physical activity do not.  Several informants noted that a company’s efforts to help employees eat well or become physically active could be seen as being intrusive or an invasion of privacy, that employers might be accused of discriminating against those who eat differently, or that most people don’t want to hear about it.  These answers suggest that some may view employer efforts to improve employee health as corporate meddling in personal matters and that it should not be a company concern.  This attitude is reflected in several comments like this one:  

“If you get fat and let yourself go and become unhealthy, you only hurt yourself.  Maybe it’s too personal to go and say you need to eat more healthy.”

Some informants (18 percent) said there was nothing the worksite could do; however, many others were quite enthusiastic about helping employees improve their health.  Most listed at least one idea about policies or restrictions that would encourage healthy eating and physical activity.  The most common idea was to make healthy foods available in eating areas or vending machines.  Provide a fitness and weight control program, distribute written materials/newsletters or provide incentives were also ideas mentioned by key informants.

Almost all informants thought it was important that employees increase fruit and vegetable consumption and get regular physical activity, and stated that these were crucial for good health.  When asked if they thought employees are able to change the way they eat, get regular physical activity, or lose weight, most said yes, but suggested that this ability was an individual matter of wanting to.

Finally, informants were given a list of worksite policies regarding healthy eating and regular physical activity.  They were asked to give their opinion on whether or not they thought each policy could be effectively accepted and promoted by management.  Three-quarters of informants supported the idea of making healthy food choices available at on-site food suppliers and in vending machines.  Most informants were in favor of providing incentives for walking and making fitness facilities and equipment available.  Most disliked giving paid time off for physical activity, but did favor having a flexible work schedule.  When asked about a policy of increasing health insurance premiums for individuals who have high lifestyle-related health risks, most (83 percent) opposed the idea.  

Discussion

This is the first time qualitative methods have been used to interview key informants regarding worksite health promotion programs and worksite health policies.  The results indicate several areas of concern that need to be addressed in order to garner widespread support among employers. 
Good nutrition and regular physical activity are seen as important, but are considered to be common health employee issues.  Only one-in-three adult Californians consume the recommended minimum of 5 daily servings of fruits and vegetables.  (Foerster S, et al, 1999)  Based upon fruit and vegetable consumption alone, it appears that the majority of adults in California could dramatically improve their health by improving their diets.  Similar data regarding low rates of participation in regular physical activity also suggest that there is much potential to improve public health (National Center for Chronic Disease Prevention, 1996), but most business leaders may not view these health risks as important employee health concerns.  This perception is supported by the fact that five of the 40 informants stated that there were no unhealthy behaviors among their employees.

Many companies do not view health and wellness as a core company concern.  Just as individuals are in various stages of readiness to change health behaviors, key informants have revealed that worksites and their management are also in various stages of acceptance of their role to promote employee health.  For example, several key informants were employed at worksites that already offered comprehensive health promotion programs and were very enthusiastic about any help the state might offer.  In contrast, other worksites made no attempts to improve employee health and actually perceived such activities as invasions of employee privacy.  This variation in attitudes toward worksite health promotion programs has important ramifications for the marketing and developing of any statewide attempts to improve employee health.  In some cases, simply creating awareness of how poor employee health directly affects employee productivity may be enough to get some worksite managers to begin thinking about helping employees improve their health.  Other worksites may already have health professionals on staff and are ready to implement any new nutrition and physical activity program the State might produce.  

Perhaps the single most important factor in determining whether or not a worksite has a health promotion program is cost.  Even informants at worksites that already had programs expressed concerns about the expense of the programs.  This emphasis may be partially due to the economic conditions in the U.S. when the interviews were conducted (August, 2002).  The bursting of the stock market bubble has had a tremendous impact on company profits, layoffs, and sales.  Under these trying conditions all aspects of a worksite comes under close scrutiny, especially those that have difficulty contributing directly to the bottom line.  

Merely having a health promotion program is not enough to elicit improvements in employee health.  Informants expressed concern about the lack of employee interest in improving health.  Apathy is the Achilles’ heal of all health promotion professionals.  Unless employees actually participate in programs and make meaningful lifestyle changes, they will experience few of the benefits of healthy living.  Many key informants questioned whether or not employees would actually participate in programs if they were offered.  In an effort to support those who are trying to make better lifestyle choices, Stokols, 1992 suggests that health promotion efforts will be more successful if they surround individual behavior change efforts with a supportive environment and organizational policies that encourage rather than discourage healthy living.  When given a list of environmental and policy suggestions that are conducive to healthy living, most informants responded favorably to the possibility of adopting such suggestions at their places of work.  Making healthy food choices available in vending machines and at on-site food services is relatively easy to do and appears to have broad management support.  

Limitations

The qualitative information gathered in these 40 interviews is not representative of all worksites in California.  It is possible that the informants who were interviewed did not represent a full cross section of state businesses and may have introduced a bias into the interviews.  

Despite using two different researchers to analyze the date, there is still the possibility that the summaries and themes drawn from the interviews may not have represented the full context of the interviews.  Some themes may have been overlooked, while others may have been overemphasized.  

Use of an honorarium to remunerate informants may have also introduced a bias in how informant responses were worded.  Informants knew the interviews were being conducted on behalf of DHS, and responses may have been stated in a way that made the worksites appear to have a more favorable attitude toward employee health.  If this expectation bias did occur, then the information reported here is more favorable toward employee health than in reality.  Lastly, despite efforts to define terms and establish a baseline understanding, all informants may not have understood each question in the same way.  Follow-up questions and probing were used to make sure each question was understood.  

SUMMARY

The results of the key informant interviews shed light on some of the motivations and barriers employers face regarding health promotion at the worksite. An understanding of and catering to corporate culture is essential in winning the support of business leaders to implement health promotion programs at their worksites.  Apprehension over program costs, lack of participation, and more pressing business priorities led many key informants to believe that employee health is not a company concern. The possible perception that they, as employers, would be invading their employee’s privacy by offering nutrition and physical activity programs also accounted for their reluctance.  On a more positive note, most key informants were willing to work with management to change worksite policy and environments in ways that would help employees adopt and maintain healthy lifestyles.  A concerted effort must be made to not only educate California’s 5 a Day population, but also to influence and inform the owners and management of the businesses that employ them.  

SECTION VI

FINDINGS FROM FOCUS GROUPS
Focus groups are among the best methods for exploring and developing marketing concepts.  When used with a trained and knowledgeable moderator, they permit the researcher to collect data in a relatively short time frame from a specific type of participant who meets the needs of the project.  The method affords flexibility in exploring issues with a number of informants at once.  For promotional concept development and testing, the method is ideal because it permits exploration, discovery and understanding issues in-depth and in context.  Focus groups provide a means for identifying how things are and how they got that way.

The specific goals of this research were to:

· Examine factors that facilitate and serve as barriers to implementing healthy eating and physical activity programs at the workplace.
· Explore the development of a worksite-based social marketing campaign emphasizing physical activity and promoting the consumption of fruits and vegetables.
· Identify appropriate content and channels for message dissemination.
METHODS
Design

Focus groups were conducted with six specific segments of the population: 
1) Spanish-speaking male agricultural industry workers
2) Spanish-speaking low-income female workers
3) low-income female workers of mixed ethnicity
4) middle-income female workers of mixed ethnicity
5) small/medium business key informants, and 
6) large business key informants.  
Participants within each of the six target populations were recruited to participate in focus groups conducted throughout California.  Because of the dominant Hispanic influence in the state, some group discussions among low-income women and agricultural workers were conducted in Spanish.  In Fresno and Salinas, four (4) groups were conducted with Spanish-speaking male agricultural industry workers.  There were also four (4) groups in Oakland and Los Angeles with Spanish-speaking low-income female workers in various occupations.  Four (4) groups were carried out in Oakland and Los Angeles with low-income female workers of mixed ethnicity, which included African American, Anglo, Asian and English-dominant Latinas.  Four (4) focus groups were conducted in Oakland and Los Angeles with middle-income female workers of mixed ethnicity.  Finally, a total of eight (8) groups were conducted with small and large business key informants, which are defined as decision-makers and decision-influencers within their respective companies.  Focus groups with key informants were held in Los Angeles and Oakland.  Findings from each of the six target populations are presented separately. 

Recruitment

Focus group participant screeners were developed for recruiting and selecting only individuals who were open to talking about the idea of having worksite-based physical activity and healthy eating programs.  Different recruitment strategies were used to gather individuals from each of the six different population groups.  These strategies included face-to-face appeals in various locations such as supermarkets, clinics, community recreation centers, jobsite interviews, and telephone interviews of potential participants listed in existing demographically-appropriate databases.  The screening protocol and moderator’s guides were developed by DHS.  In order for an individual to be invited to participate, he or she had to meet all of the following inclusion and exclusion criteria:

· Not be employed in a public relations, advertising, or marketing research agency

· Not have received payment or gifts for participating in a consumer focus group or round table discussion in the past 12 months

· Be at least 20 years or older but less than 55 years of age

Each potential participant was also asked questions regarding consumption of fruits and vegetables, participation in physical activity, marital status, and education level.  These questions were not part of the required inclusion criteria, but they were used to help recruiters assure that a variety of participants were invited.  For example, if the recruiter contacted a high number of participants who all happened to participate in regular physical activity, recruitment efforts would focus on finding additional individuals who were sedentary.  This system of recruitment allowed the composition of the focus groups to more accurately reflect population demographics.  Additional inclusion screening criteria was used within each target population.  The population-specific criteria is mentioned in the separate target group discussions.  At the conclusion of the focus group meetings, participants were paid $75. 

Development of the Moderator’s Guide


Researchers, working in conjunction with officials at DHS, designed the moderator’s guides.  The content of each topic was evaluated by the authors and other researchers from DHS.  Based upon this evaluation, small changes were made to improve the guides.  The objective was to help the group facilitator elicit responses from focus groups to the following topics:  What are the factors that facilitate and serve as barriers to implementing healthy eating and physical activity programs at the workplace?  How could an effective worksite-based social marketing campaign emphasizing physical activity and promoting the consumption of fruits and vegetables be developed, and what are the appropriate content and channels for message dissemination? Depending on the target population, additional topics were discussed.  The final guides were reviewed and approved by the Institutional Review Board of DHS.  Copies of the different moderator's guides are provided in the appendix of this report.  

To eliminate any between-moderator biases, only one moderator was used to conduct all of the focus groups within a specific target population.  For example, one moderator conducted all the focus groups with the Spanish-speaking agricultural workers.  Moderators had to have at least 5 years experience conducting focus groups within their specific target population.    

Data Analysis
Transcriptions of each group discussion were made.  During the focus groups, a concealed researcher made annotations regarding general ideas and attitudes discussed within the groups.  These notes were used to assist in the analysis of the transcripts.  Two researchers analyzed the data using an inductive content analysis.1   The responses from each focus group participant were coded so for tracking purposes.  This was necessary to combine and contrast responses from the different focus groups within the different target populations.  To ensure proper coding, all transcripts and researcher annotations were read at least twice.  On some occasions, the moderator would ask focus group participants additional questions in an effort to clarify a point of discussion or redirect the participants so that ideas were more completely considered by all.  This follow-up discussion was coded as part of one topic.  After the coding procedure, the coded data was sorted by topic such that each topic in the moderator’s guide was followed by all of the focus group discussions regarding that topic.  

Once the discussions were sorted by topic, categorization of responses using the constant comparative method was conducted.2   Its purpose was to compare and contrast each unit of information with all other units of information, to unite those with similar meaning and separate those with different meanings, and to assess the overall range of responses.2, 3   Both researchers reviewed the data and independently created their own summary categories.  In most cases the researchers were able to agree upon the general themes and categories, but in a few cases focus group discussions were re-read and the two researchers worked to form a consensus.  Once the key informant responses were categorized, analysis of the different categories led to the identifying of common themes or higher-order themes.1   These themes then served as summaries or general overviews of the raw data within each topic.   
Findings from Agricultural Worker Groups

Fresno and Salinas

This section of the report presents general findings for all men who participated in the four (4) agricultural workers' focus groups in the cities of Fresno and Salinas, California.  Findings are organized by area examined and include the following:  

· Existing Behavior and Working Conditions

· Perspectives on Employee Health Programs

· Development of Worksite Nutrition Programs

· Development of Worksite Physical Activity Programs

· General Conclusions for Agricultural Worker Groups

Participants in these groups had to be Mexican American, Mexican, South or Central American or Latino.  Only those who were Spanish language dominant and who made less than $20,000 per year were included. 

Existing Behavior and Working Conditions.  Participants were asked about their current housing conditions and their workday routine.  The majority lived in either a house or apartment in the surrounding areas with family (mainly with their wives and children) and began their workday around 6 or 7 AM. However, many left home very early to get to the worksite by on-time. Some rode contractors’ buses to worksites or drove long distances to get to the fields.  Only a few men from all four groups mentioned living in some type of housing located in the fields on which they worked.  

Although several participants worked in fruit and/or vegetable packing warehouses, the majority were field workers.  Approximately half of them worked under some sort of contract for their services, in which they were paid according to the number of produce boxes they were able to collect each day.  The other half were either paid according to an hourly wage or under a working agreement in which they were paid both hourly wages and also had to meet a production quota.  The field workers also reported working much longer hours during the harvesting seasons (between 10 to 12 hours each day).  Their typical work day began by about 7 AM followed by a 15-minute break around 9 AM and a 20 to 30-minute break for lunch around noon. 

	When you get to work in the morning, at 6, you may be still half asleep, so doing about 5 minutes of exercise will wake you up and avoid a possible accident.

-Salinas Agr. Worker

[Our employers] think that the least we know, the better for them.

-Fresno Agr. Worker
	Perspectives on Employee Health Programs.  Most participants said that they had no knowledge of any structured health programs offered by their employers.  They did, however, have mandatory programs and/or educational materials to prevent workplace injuries and chemical poisoning.  When probed about these programs, several explained that they did mandatory warm-up and stretching exercises for about fifteen minutes each morning prior to engaging in physical labor.  Many also explained that they were occasionally given materials or spoken to in the fields about precautions they must take to avoid poisoning by pesticides and other harmful chemicals.  
Participants saw some benefit in these programs.  Several men in all groups noted that being able to warm up one's body helped raise their energy level and loosen up their bodies to prevent muscle pulls or back strains.  One man from Salinas said that his former employer used to make these warm-up exercises mandatory and, as a result, no one suffered serious injuries on the job.  Once a new employer took over and the exercises were no longer mandatory, more employees suffered injuries on the job.  He was convinced that these obligatory exercises were directly beneficial to improving their working conditions.  


Participants also recognized the benefit of occupational health hazard programs and materials. Chemical poisoning was a danger these men faced on a daily basis. Some participants explained that they would have to attend mandatory meetings to educate them about this subject.  They also received materials and supplemental information in the form of brochures, posters, through videos shown in the fields via mobile A/V units, or through talks.  

The moderator then queried participants as to why their employers offered these programs.  All strongly felt it was in the best interest of the employer due to insurance and workers’ compensation issues.  Although they perceived a personal benefit to these limited types of programs, most felt the larger benefits were reaped by their employers.

The participants were asked to identify barriers to having a health promotion program at their workplace.  Many mentioned that the farm owners and their superiors would object to any programs or activities that cut into their work time and decreased productivity.  Costs to their employers and/or the employee were also cited as barriers.  Several participants were even more distrusting and said their employers would not implement any type of program that would empower employees in any way.  Many field workers were very doubtful that a program could have regular access to those in the field and/or those in the field could have regular access to a program because of their outdoor working situation.

	The majority of people would just buy the tacos because you only have 15 or 20 minutes to eat. So if you are hungry, you are going to eat the tacos first because you might not have enough time to eat the fruit as well. 

–Fresno Agr. Worker

I think [the employers] would not be interested.  They are just interested in production.

-Fresno Agr. Worker

If you want to eat something and you’re not on your break, you need to run over to wash it and then eat it on the run on your way back.  

–Salinas Agr. Worker

Many of us don’t know what is health food. We believe what our parents tell us, and we think that that is healthy. Then you watch TV and they tell you that that is not healthy. So finally I don’t know what truly is healthy and what is not.

-Fresno Agr. Worker

I don’t think [the fruits and vegetables from the catering truck are] very well washed.

-Salinas Agr. Worker

Where I work I constantly eat strawberries. I also like apples, celery, lettuce.

-Salinas Agr. Worker

You should tell us what type of fruit you should eat to have more energy, or make us healthier.  Also, which ones have more protein and which ones less.

-Fresno Agr. Worker

It is like those festivals of fruit and vegetables. People see the food and they try it.

-Salinas Agr. Worker

My wife gets one dollar coupons to get organic vegetables. People get really excited with them.

-Salinas Agr. Worker
	Development of Worksite Nutrition Programs.  The majority of participants ate a light breakfast each workday consisting of coffee, juice, some fruit or perhaps some yogurt.  Many men had their wives regularly prepare a lunch of tacos or burritos of beans and some sort of meat.  Some men played a more active role in preparing their lunch so it included healthier items such as salad and fruit.  The few who did this were older and more concerned about their health.  Some men purchased lunch from local vendors or catering trucks that frequently visited the fields.  They bought lunch from a vendor about once a week at most.  All participants felt that a healthy meal should include a good portion of vegetables and fruits.  

When asked about the lack of fruits and vegetables in their lunches, most explained that, in the fields, their food choices were limited.  Perishable food could easily go bad when stored in their cars or in the fields.  Burritos and tacos were perceived to be the most convenient food option.  Many participants felt that a meal consisting of tortillas, meat and beans was more filling than a meal made mostly from vegetables or fruit.  Although a large part of men admitted that a healthier and lighter meal would make them feel more energetic and less heavy, they preferred to feel full and satisfied with their break time meals.

None of the men were aware of any worksite programs offered by their employers to promote healthier eating.  The majority were receptive to the idea but expressed much skepticism at the possibility of establishing something at their workplace. Several explained that they worked through contractors who were more interested in meeting some quota in produce harvested. This set up an adverse relationship most men felt they had with their “employers.”  Most consistently noted that their employers made them feel dispensable.  It seemed important to not “cause waves” in their workplace or get sick or injured because they could lose their jobs and be replaced.  

The moderator asked participants to help identify barriers he would face at their worksite if he sought to introduce a healthy eating program.  Suggestions on what it would have to offer and look like to ensure their participation were also encouraged.  The most common barrier noted was the will of their employers to implement such a program.  Unless it was shown that a nutrition program would save money, they believed that any participation would have to be done on their own time and at their own expense.  
Lack of education on proper nutrition also appeared to be a participation barrier for these groups.  Many men had little knowledge about the recommended servings of fruits and vegetables but were eager to learn more, especially about the types of vitamins and direct health benefits that come from eating certain fruits and vegetables.  Most men also expressed serious interest in learning how the foods they regularly consumed could be prepared in a healthy manner.  
The majority felt their employers were more likely to institute a healthy eating program if it showed concrete benefits for the employer, had low or no cost and was easy to implement.  In terms of lobbying, participants would have to do so collectively because most felt their jobs would be at risk should they do so individually.  The moderator asked who would be the most appropriate person to contact in order to discuss these ideas.  Those who worked in packinghouses recommended contacting their managers before seeking the help of a business owner.  Field workers recommended contacting their supervisors in order to gain approval from the labor contractor and/or farm owners.

A significant number of men said it would be best to receive nutrition information through a credible person, such as a nutritionist, who could talk to them.  They also mentioned traditional channels such as brochures, posters and videos.  Ironically, most men admitted not paying serious attention to information received in written form.

Participants were asked about other ways to make healthier meals available at their worksite.  Although many participants purchased a meal from a catering truck about once a week, most seemed hesitant to regularly buy food from these vendors, even at a discounted price.  Several mentioned being uncertain about the cleanliness of the food prepared by these vendors.  Various men also mentioned having regular access to farmers' markets or other produce vendors.  Many felt that coupons and discounts would be a good incentive to motivate them to purchase more produce.  A significant number from each group were also able to eat produce on the job or were able to take it home from where they worked.  Several men believed that, if their employer made participation in a healthy eating program mandatory in some way, they would eventually realize the benefits and continue to practice the idea, much like what has happened with the mandatory warm-up exercise programs.  


When asked about the types of activities that would interest them in a healthy eating program, most men suggested holding lunch meetings where a nutritionist regularly came to teach and remind them about healthy eating.  The majority felt the message would be best conveyed by an actual person and through visual learning tools such as videos.  Several also mentioned the idea of having healthy food festivals, where they could receive samples, ideas and recipes for healthier food items.  Many also liked the idea of receiving coupons or discounts to purchase produce at local markets and said a lot of wives regularly used coupons.

	I feel better with [warm up exercises].  Usually we are in the bus nice and warm and then at 7am we get out in the field and start working, and the exercise always helps.

-Salinas Agr. Worker

If I was not doing anything physical I would do it. But when I started out, I was taking care of the stock which is very demanding physically, so in that case I am not going to go on my break to do even more physical activity.

-Fresno Agr. Worker

The work schedule makes it difficult to do anything else.

-Fresno Agr. Workers

If the companies or the owners  would be really interested in us being more fit, they should have a place for people to practice a sport during their breaks. 

-Salinas Agr. Worker

There are different departments in that company and each department  does different types of exercises depending on the type of work that they do. For example, in a department where there are women or they use the hands a lot, they do exercises for the hands. 

-Fresno Agr. Worker

Brochures should include some drawings explaining different types of exercises. If it is about food, with some pictures of the food; because if you only see writing on it, you just throw it away.

-Fresno Agr. Worker

	Development of Worksite Physical Activity Programs.  The final part of the discussion focused on physical activity.  When asked what the phrase "physical activity" brought to their minds, most men said they thought about exercise and sports.  Several also felt their job involved a lot of physical activity.  Although there were many perceived benefits, few acknowledged the importance of engaging in physical activity outside of work in order to keep up with the physical demands of their jobs.  Some of the mentioned benefits were less workplace injuries, being more alert and more focused, and overall better health as a result of physical activity.  The large part of participants said their workplace offered no real programs to promote physical activity separate from the muscle stretching and warm-up exercise routines previously mentioned.  Many men did mention intramural sporting activities that usually took place on the weekends.  These activities were organized on an individual basis and were done outside of their worksite.  

When the groups were asked about their interest in participating in a worksite physical activity program, there were mixed reactions.  The moderator asked what would prevent them from participating.  The most common answer was that their jobs were already physically demanding, and they would be too tired to engage in physical activity outside of work.  When asked if they would participate if these activities were organized at their worksite, most men doubted their employers would implement such a program because of the lack of time and because of liability issues.  Those field workers who were under a quota contract especially found this to be a "Catch-22" situation: although their agreement could allow time for such activities, they personally could not afford to do so because they were being paid according to how much produce was boxed and/or picked each day.  The other men who worked on hourly wages said they would have to be paid during the time they participated in these activities.  However, they did not think it would be possible to convince their employers to pay them for that time, especially since any injury suffered by an employee during time on the clock could be claimed as an on-the-job injury.

The moderator asked what specifically would need to change at their worksite in order to facilitate a physical activity program.  Many felt that the most important change would be for them to be given company time that would be specifically dedicated to physical activity.  Several felt that there should be facilities close by for sports and other activities to increase the chances that workers would engage in physical activity.
Participants described what a physical activity program would have to look like in order to encourage their participation.  The younger men had a stronger interest in sports such as soccer, basketball and volleyball.  Older men said they would be interested so long as less strenuous activities were included such as walking or biking.  One person also recommended that activities be appropriate for the type of work they perform on a daily basis and reported that they did physical activity in his workplace already.  The majority admitted that it would be difficult to motivate them to participate on a daily basis due to the regular fatigue of their jobs in the fields and packaging warehouses.

The men then indicated what type of information they would prefer to receive regarding the importance of physical activity.  Several older men in each group mentioned having health problems and, as a result, seemed more motivated to eat well and exercise.  They felt they needed more information on how to take care of themselves or certain ailments as they grew older.  Several of these older men were also interested in alternative forms of physical activity, since they were less athletically inclined.  Again, traditional channels of dissemination were mentioned, such as brochures, flyers, and videos.  Many felt if they were spoken to by an actual person educated on the subject, they would be more likely to absorb the information and try to put it into practice.  


General Conclusions for Agricultural Worker Groups

Listed below are general conclusions drawn from the findings previously summarized for this particular population of interest. Important to note is that there are opportunities available for working with this group. Two important ones are that they want to be educated on nutrition and that they have access to fruits and vegetables. 

	I once had a similar situation [in which my employer said he was offering me a benefit], but at the end of the week I did not get the amount  I was expecting in my check because he told me that he had given me credit, so instead of taking out $15 he took out like $40 or $50. So I would not trust someone again in a similar situation.

-Fresno Agr. Worker
	Adversarial Relationship with Employer.  The most significant barrier to implementing a healthy eating and/or physical activity program was the perceived adversarial relationship with their employers.  Although there were exceptions, it appeared that most men felt their employers were only concerned about productivity and offered them the minimum in terms of benefits and perks.  Many participants mentioned feeling dispensable and were reluctant to express any complaints or be out sick, since they could easily be replaced.  All of these feelings made it difficult for them to imagine what a worksite wellness program would look like because they could not see any type of program reaching them due to the lack of support from their employers.  These groups did, however, explain that something could be done so long as consent was first given by their supervisors and/or contractors, and it was also shown that any type of employee health program would benefit the employers financially.  


	There used to be a woman that once offered me to share what she was eating, which consisted of cauliflower, potatoes, cherry tomatoes and some fruit. At the end of that day I was less tired than usual. When I got home, I analyzed what I had eaten, and concluded that fruit and vegetables don’t have a lot of fat and they have a lot of nutrients that revitalize your body.

-Salinas Agr. Worker
	Lack of Education on Nutrition and Physical Health Issues.  Another recurring issue was the participants' lack of education on proper nutrition and health.  Several men openly admitted that they were not sure what amounted to a food serving or how many fruits and vegetables were recommended a day.  They also had difficulty understanding how more fruits and vegetables could be incorporated into their everyday meals.  They were receptive to learning about the nutritional value of certain foods for their bodies.  Older participants were more concerned about their health and more interested in receiving this type of information.  All groups felt that the best way to share educational materials and program information would be through a trained and knowledgeable person who could regularly visit them in the fields or at the packaging warehouses during break times, with the permission of their managers or contractors.  The participants felt that, once they gained more knowledge about healthy eating and physical activity, they would be more prone to change their behavior. 




	I always tell my children to eat more vegetables and fruit to be healthier. Although many times Mexicans don’t feel full if they eat only that, and have to eat some meat, beans and tortillas to feel full.

-Salinas Agr. Worker
	Access to Fruits and Vegetables.  Fortunately, most participants in these groups had regular access to fresh fruits and vegetables as a result of working in the agriculture industry.  Several men had employers or supervisors who allowed them to bring home fruits and vegetables from the fields, some even for free.  Many others also said they were able to purchase fresh produce at reasonable prices from local farmers' markets or produce vendors.  Produce was not packed in their lunches due to a lack of appropriate storage places for perishable foods in the fields, as well as access to fresh water to wash fruits and vegetables.  It was easier to take food that would not go bad in the sun, such as burritos and tacos.  This was not an issue with the men working in the packaging warehouses who had regular access to appliances such as refrigerators and microwaves.  To accommodate fruit and vegetable consumption at the worksite, most men in this group needed a convenient means of storing perishables and outside vendors who offered fresh, clean healthy meals at low cost.  The most important motivator would be education on proper nutrition and specifically how they could easily integrate these practices in their daily lives.


Findings from Low-income Women

Oakland and Los Angeles

This section of the report presents general findings for all women who participated in the eight (8) low-income female focus groups in the cities of Oakland and Los Angeles, California.  Four (4) of these groups (two in Oakland and two in Los Angeles) were conducted with Spanish-dominant women and were moderated accordingly.  Findings are organized by area examined and include the following:  

· Perspectives on Employee Health Programs

· Development of Worksite Nutrition Programs

· Development of Worksite Physical Activity Programs

Each of the women in these groups had to be making less than $20,000 and be employed in manufacturing, service, or agricultural positions.  Women in the Spanish-speaking groups had to be Spanish language dominant and Mexican American, Mexican, South or Central American or Latino origin.  

	Where I work, they give us a 15 day training program to avoid injuring ourselves while lifting heavy things.

-Los Angeles Spanish Group

It is very important for the employees, because if they see that the company is concerned with their well being, then the employees will also care for the well being of the company.

-Oakland Spanish Group

I’m such a busy mom, so I wouldn’t have time to drive all the way to a fitness club.  I wouldn’t be able to do that, but if it's at my work I can do it, or somewhere near my work.

-Los Angeles English Group
	Perspectives on Employee Health Programs.  Most women in both the Spanish and English groups said that their employers did not offer any structured health programs except for mandatory policies and/or educational materials to prevent workplace injuries.  There was consistent mention of occasional health promotion events at their workplace such as health fairs and screenings for various conditions (e.g., diabetes; hearing; flu shots; smoking cessation; stress), as well as Walkathons for different causes, more so in the English groups.  Many women in the English groups noted having mental health programs or hotlines available to employees to address such issues as stress and smoking cessation.  Some women from these groups also received a health club discount or subsidy as part of their benefits package.  A few women in both groups worked at schools which allowed them more access to health information and some programs for students.

The women were then asked what they thought of the idea of having programs at their worksites to keep workers healthy.  The majority in both the Spanish and English groups were very receptive to the idea.  They felt it would be in their employers’ best interest to improve the health, productivity and energy of employees, whereas being malnourished would have a negative impact on their performance. Any type of program geared at having healthy workers would be seen as a sign of having a caring and dedicated employer.  Several women in the English groups felt that employee participation should be voluntary, while this concern was not really voiced by participants in the Spanish groups.  




When asked to identify other barriers that may prevent their participation, lack of time was mentioned the most by all groups, as well as a concern for cost.  Several women from all groups also felt that lack of self-motivation would prevent whole-hearted participation.  Among women in the Spanish groups, a lack of knowledge on how to prepare healthy food was cited as a barrier, along with a general lack of knowledge about programs, information and resources available to keep workers healthy.  Women in the English groups also felt that men would be less inclined to participate in a worksite health program and noted that smaller companies would probably have less resources to invest.  Several participants in the English groups voiced concern about their personal physical or mental health issues being disclosed to their employers if they accessed these programs.  Some of these women were not only adamant about health being a personal issue best left outside of work, but were also seriously worried that their employment could be compromised if their employers found out about their health issues.

	For me, when it comes to eating, it is all about control.  If I can’t control what I eat, how can I control my life?  How can I make the right choices?  The right decisions if I am constantly eating bad?

-Los Angeles English Group

In many places people work together but they don’t talk to each other. This program would be a good way for people to communicate with each other.

-Oakland Spanish Group

I think it is a good idea, but in my company I don’t know how that would help us.  We have 5 or 6 crews and sometimes they don’t have time to go and eat.  They grab something fast.  They have to go and finish their job. 

-Oakland English Group

In my case, I don’t think my boss would do anything. He says that since every day he has a lot of people filling out applications willing to work for the minimum wage, why should he pay someone more than that.

-Los Angeles Spanish Group

Talk to people like OSHA on safety and health issues.  I think that would be good because they have access to the different companies and they can direct you, and guide you where you need to go.

-Oakland English Group

I think it would be great to partner up with one of those farms that does the box and have it delivered to the work place and then you could have trays of vegetables or fruit out and people can decide if they want it.

-Oakland English Group

Maybe if there is someone against [eating 5 to 7 servings of fruits and vegetables] it is because they look at the money aspect of it. If the companies would offer help to the employees to participate in  these programs, I would imagine that that could motivate someone.

-Oakland Spanish Group

They could hire a nutritionist to come in. Someone, you could say that is what I usually eat and they can tell you how many calories, and they could tell you theories on how much protein people need and how much carbs.  And simple vs. complex.,etc.

-Oakland English Group

I think the social aspect really helps.  If you do some kind of potluck and everyone has to bring some kind of special dish.

-Oakland English Group

Not eating healthy is so convenient it’s pathetic.  A lot of people don’t know they can go to Jack In The Box and get chicken pieces and a salad instead of French fries.

-Los Angeles English Group

If they came up with a program that had healthier food or something, they would have to show it to me in a lunch, show me what I would be getting for me to do it.  Because vegetarian is not an attractive word to me. 

-Los Angeles Group

It would be good to have a poster with the food groups and also have choices:  Coffee vs. tea.  Fruit vs. candy.

-Los Angeles English Group

I would get involved in a program like that not only for myself, but also for my children. I suffer from obesity, and I would not like my children to suffer from it when they get to be my age.

-Los Angeles Spanish Group
	Development of Worksite Nutrition Programs.  The topic changed to nutrition as the women were asked about their daily routines and the meals they eat.  Most women in all groups had small children who required their care each day, including the preparation of their breakfasts and sometimes their lunches.  They constantly expressed concern about their children’s diets and wanted to make sure they ate well-balanced meals.  Regarding their personal diet, most women appeared uncertain or did not comment much on whether or not their meals were well-balanced.  Several women in the English groups felt that, as children, they were not educated on proper nutrition nor developed those habits.  In the Spanish groups, the majority ate a relatively light breakfast each workday, consisting of coffee, juice, some fruit or perhaps some yogurt.  About half of these participants regularly brought their lunch from home and frequently ate lunch with co-workers, depending on the work environment (i.e., if employees took breaks on their own or mainly worked alone).  More women from the English groups reported eating a larger breakfast usually consisting of cereal, bagels, muffins, eggs and/or pork.  These women also bought lunch more frequently at their workplace, and usually ate with co-workers.

When asked to describe a healthy lunch, all women agreed that it had to be a well-balanced meal, consisting not only of fruits and vegetables, but also healthy meats and grains.  Most women felt that they could and should include more fruits and vegetables in their current meals.  Many also agreed that eating a healthy lunch made you feel better both mentally and physically as opposed to eating a not-so-healthy lunch.  Both groups said that a healthy lunch would give you more energy; would make you feel lighter, and could even boost your self-esteem.  Although several women in all groups said they would be willing to pay as much as $10 to $12 for a healthy lunch, the most reasonable price was placed at $5 to $6.

Interest in a worksite program to promote healthier eating was strong in all groups, but several women (especially in the English groups) felt that it should be up to the employee whether or not to participate, since one’s eating habits may be a personal issue.  Some also admitted that they may feel embarrassed discussing their diets at work, especially if they are overweight.  Several participants in the Spanish groups said that any type of program that had co-workers eating together would also promote team building and camaraderie.  These women also expressed more concern about having to give up the foods they regularly ate in order to eat healthier.
The women were asked to identify the appropriate person to contact in order to make such a program happen at their workplace.  Those working for a large company said that the Human Resources department would probably be the best place to start, while the women who worked for smaller companies and businesses (especially in the Spanish groups) mainly identified their bosses, managers, and supervisors as the right people to talk to.  Several women from both the Spanish and English groups suggested that they first talk to the employees about their interest in a healthy eating program.  This information could be used to convince their employers of the need to have a program.  Women in the Spanish groups were more skeptical about implementing a healthy eating program due to the lack of resources or because it would fall very low on their employers’ priority list.  To overcome this type of resistance, several women from the English groups recommended working with a government entity like OSHA who already has a strong presence and influence over health and safety policies.

Participants were asked what could be done and/or what needed to change to make it easier for their companies to promote healthy eating.  Women in all groups suggested that their employers change the work environment to be more conducive to eating healthy.  Most reported having regular access to vending machines that sold junk food such as chips, candy bars and cookies.  If more healthy snacks were sold in these machines in place of junk food, the women believed that employees would eventually make it a habit to buy something healthy out of convenience.  
They also believed that another way to improve employee eating habits was to have their employers offer fruit and vegetable snacks instead of junk food.  These snacks could easily be placed in a break room, in a common area or made available at meetings.  One woman in an English group noted that, if employers make their work environment smoker-friendly by allowing people to go outside several times a day for smoke breaks, why should they not also promote a healthy eating environment in which employees are able to take breaks to snack on healthy food.  
Several women from both groups recommended surveying employees to gauge the interest in a healthy eating program, as well as finding out their needs and wants for such a program.  More time for meals and/or a more flexible schedule was also indicated as a positive change to promote healthier eating.  Many participants from the Spanish groups also felt the government could intervene to make healthy eating a workplace policy.  Some women in the English groups suggested that a program be offered to employers on a trial basis.   This program should first target companies and business leaders who already believe in health promotion at the worksite and could act as champions or become success stories for the program.

Other ways to motivate employees to participate in a healthy eating program were also discussed.  Low or no cost meals was a prevalent suggestion in both the Spanish and English groups.  Some women from the English groups suggested that healthy meals be subsidized by their employer or that employees could be reimbursed in some other way.  Participants from the Spanish groups said that employees would also be motivated to participate if they were presented with healthy but tasty alternatives to salads.  Both groups agreed that promoting the social aspects of a program could motivate more people to participate.  Several women in all groups also mentioned the use of scare tactics by making employees aware of the cold realities as consequences of unhealthy eating. 

The women were asked about the types of activities that would get them to participate in a worksite nutrition program.  Having healthy food potlucks was one idea frequently mentioned in all groups.  Some participants in the Spanish groups also suggested subsidizing employees who would volunteer to cook healthy meals for other employees.  Most women felt that this type of activity could be organized by employees for employees.  The moderator also raised the idea of having weekly access to a farmer’s market close to their work.  A few women in the English groups already had this option available to them.  Others were receptive but again felt that they first needed to be educated on proper nutrition in order to put any ideas into practice.  The majority of both groups also liked the idea of receiving coupons, subsidies and discounts for purchasing healthy lunches either at their workplace, such as a cafeteria, or at other restaurants and stores close to where they work.  
About half the participants in all groups reported having some access to a salad bar (mainly at their workplace cafeteria).  However, many were dissatisfied with the price of the salad being determined by its weight, which made this meal very expensive.  So long as pre-packaged salads were affordable and fresh, many felt they would go for the idea.  The women were also asked to share their opinions on having healthy food items available through catering trucks (for those who reported having regular access to these vendors).  Several participants indicated that many catering trucks already sold these items, but the freshness and cleanliness of the food was a concern.  The women were not sure if they would regularly buy food from a catering truck.  
Participants from all groups were also interested in having regular educational lunch meetings conducted by a nutritionist on proper nutrition and how they could integrate healthy eating into their daily routines.  A few women from the Spanish group also thought this type of education could be made available through periodic health fairs at their job sites.

Participants identified the convenience of junk food as a major barrier to a healthy eating program at their worksite.  Not only were workers surrounded by vending machines that mainly sold junk food, but they were close to fast food establishments that offered quick and cheap meals.  If healthy eating were perceived to be a more expensive choice, participants from both groups felt price would be a barrier. 
Some women in the Spanish group also mentioned that the lack of access to clean break rooms and facilities may turn people off to bringing perishables from home and/or preparing healthier meals at work. Spanish participants also noted that a lack of support from superiors may deter employee motivation. Some of these women felt that cultural differences apparent in food choices may be a barrier to participation.  


Several women in the English groups cited age as a possible barrier, since younger employees seemed to be more apathetic or less concerned about their health.  A perception barrier repeatedly identified in the English groups was that healthy food was a lot lighter, less tasty, and less filling than regular food.  Many of these women felt that a program focused too much on dieting and not enough on just being healthy would turn many people off.  Some other barriers identified by the English groups were lack of financial and human resources to implement a program in a small business; lack of employee knowledge about nutrition and food servings;  and employees working different shifts in some work places open 24 hours.

The majority of women in all groups proposed having printed information available that could inform them about the "Hows" and "Whys" of eating more fruits and vegetables.  The Spanish groups also advocated having printed information available in their language.  Most women thought employees should be given printed brochures or pamphlets on the importance of proper nutrition, such as an explanation of how much is a serving of food, and what the recommended servings are for each food group.  Several women from both groups suggested recipes and/or some sort of choice chart that showed how fruits and vegetables could substitute less healthy ingredients that are a regular part of their diet.  Suggestions were also made for posters and flyers in the break rooms as well as videos to educate employees on health issues.  Half of the women indicated that they would read any printed material provided to them.

The moderator asked about other ways of disseminating this information.  Most liked the idea of having a knowledgeable person like a nutritionist available at their worksite to not only provide them with information, but to also motivate them to eat healthier.  The overall sentiment was that paper informs but it does not motivate.  Most women in the Spanish groups suggested targeting the information to the family, since that was their principal concern.  Many women in the English groups thought it would be better to target employees who in turn would educate their families.  Several in the English groups also cited the Internet as a means to reach people in the form of e-mails and web sites.

	We have a park behind us so at lunch they encourage everyone, do you want to go to the park, and they will give us a key to the gate so you can walk the track.

-Los Angeles English Group

I have a 40 minute drive. I am always thinking about the traffic because I don’t want to be late  picking up my children. Therefore,  I cannot spend more time on myself doing  exercise.

-Oakland Spanish Group

I don’t think it is going to come from the workers interest.  I think it is going to have to be presented in a way that it benefits the employer.  Some research has to be done that shows that healthy workers are more productive workers. 

-Oakland English Group

It would be good for a company to have a health club with different activities for its employees as well as for our children, because that would solve the problem of where to leave your children.

-Oakland Spanish Group

I think [the information] depends on the program.  If you were trying to offer something in the workplace like where people were going to use the bike or something then it would be you and your coworkers.  But if you were offering a membership to the Y then you might want to promote it to the family.

-Oakland English Group

Not being motivated.  People that exercise regularly are people who have always practiced that.  People who haven’t exercised or don’t have a concern for that, it is going to be hard for them.

-Los Angeles English Group
	Development of Worksite Physical Activity Programs.  When asked what the phrase "physical activity" brought to their minds, most women brought up the ideas of exercise, walking, jogging, raising your heartbeat and going about your daily work and domestic routine.  Several also felt their job involved a lot of physical activity, especially many in the Spanish groups who worked in custodial-type services.  Although some had access to a gym or discounts for health club memberships, most participants in both groups said their workplace offered no real programs to promote physical activity.  Some women in the English groups had intramural sporting activities, especially among employees who worked for larger companies.  Almost all felt that they did something to stay physically active, especially those who worked outside of an office setting.  Walking was the most common type of activity that they engaged in.  Other activities included household chores, chasing after their children, and the daily actions associated with carrying out their work responsibilities.  There were several health-conscious women who occasionally engaged in planned physical activity.  Most participants did not set aside time for a disciplined, daily routine for 30 minutes. 

The majority in all groups thought that having physical activity at their workplace would be beneficial to them and to their employers.  The key benefits identified were more productivity and more energy to do their jobs, as well as less sick days if employees were kept healthy.  All groups noted that psychological benefits, such as better self-esteem and a positive attitude, would also be produced by regular physical activity.  Several women from the English groups thought a program could help relieve stress and give workers an opportunity to get to know each other better.

Most participants across all groups expressed a desire to participate in a physical activity program at their worksite. Several in each group were either unmotivated to do so for personal reasons, or did not believe it would be possible for them to find the time.  The moderator asked what would need to change at their workplace in order to facilitate having some sort of physical activity program.  Women from both groups frequently suggested having extra work time allotted for physical activity before, during or directly after work hours.  They believed that, if their employers designated time for physical activity and the employees were held accountable for using that time accordingly, it would make it easier for more employees to develop a routine.  Although discounts or subsidies to health clubs were seen as a great benefit, the majority agreed that physical activity was not solely associated with going to a gym.  
Many women in all groups suggested that they would be more inclined to participate if space were designated at their workplace for physical activity and either employees or instructors lead various group exercise activities.  
Peer participation was identified as a motivating factor by a lot of women, more so than seeing their bosses or superiors involved.  Corporate leadership was also recognized as key to making any program happen in the first place.  Regarding the types of activities they preferred for a program, most women in all groups mentioned dance or aerobic classes, as well as yoga and walking groups.  They also recommended having facilities where they could shower or at least wash up and change.

The most common barrier identified by women in both the Spanish and English groups was lack of time due to their regular jobs and domestic duties.  Another significant barrier was the lack of space or facilities to engage in physical activity at their worksite.  Even if an empty room in their office was offered for physical activity, most women felt that their employers would not be supportive of using company time to do these activities.  For women in the Spanish groups, the physical demands of their jobs often made them too tired to regularly engage in physical activity outside of work. 


Across all groups, many women felt they needed to receive educational information on how they could incorporate more physical activity into their daily routine.  Several in the English groups also mentioned having information about doing physical activity at your desk or chair for those who were not constantly moving around in their jobs.  Traditional channels of dissemination, such as brochures, flyers, and videos, were again suggested.  The majority of Spanish groups felt that the information should be geared toward the family.  Mixed reactions existed within the English groups on this topic.  Some women felt it would also be best to target the family while others felt the individual employee should be the target because it was a worksite program and some women might want to use the physical activity as a retreat from their domestic obligations.  Women in all groups were interested in receiving information about nearby places such as parks or recreation centers where they could do physical activity.  Some in the English groups also suggested distributing information that used scared tactics about health risks in order to motivate workers to be more physically active.

The women were asked to identify one thing that would convince them and their co-workers to participate in a worksite physical activity program.  The consensus was that dedication to physical activity depended on will power.  Those who were not physically active were more likely to be convinced if they witnessed the benefits of regular physical activity or the need arose for them to be more active.  Several women in various groups had health problems or friends and family with health problems – they either lost weight or became better as a result of changing their behavior and engaging in physical activity.  Most participants felt that any program should be introduced on a trial basis so that people can see for themselves the benefits of physical activity in their personal and professional lives.

General conclusions from the low-income working women focus groups are located at the end of the next section.  They are combined with the results of the discussions from the middle-income working women.  

Findings from Middle-Income Women

Oakland and Los Angeles

This section of the report presents general findings for all women who participated in the four (4) middle-income female focus groups in the cities of Oakland and Los Angeles, California.  Findings are organized by area examined and include the following:  

· Perspectives on Employee Health Programs

· Development of Worksite Nutrition Programs

· Development of Worksite Physical Activity Programs

· General Conclusions for Low- and Middle-Income Women

Participants had to have income levels above $20,000, be English language dominant, and employed.

	The County has a health day that they have each year where you go and get a massage.  You can find out about organic foods and they can draw your blood and tell you what your cholesterol is.  It is very interesting.

-Oakland Group

It’s like treating me, the better they treat you, the better you treat them.

-Los Angeles Group

I think it would make a safer work environment, I work in a very high stress level area, extremely high stress and it just would be better overall if everyone could control their stress because they’re healthy.

-Oakland Group
	Perspectives on Employee Health Programs.  The overall opinion in the middle-income groups was that their employers did not offer any structured programs aside from activities and procedures related to occupational health policy.  As seen with the low-income groups, occasional activities such as health screenings, Walkathons for different causes and office ergonomics workshops were mentioned, as well as mental health clinics and helplines.  Several women received a health club discount or subsidy as part of their benefits package or some sort of weight loss program sponsored by either employees or employers.  Several women worked in the fields of health care, education, or social services, and had regular access to health and nutrition information and other personal wellness resources.  
The majority of participants were more aware of the types of health benefits and perks they were entitled to at their work place.  They also frequently mentioned the health risks associated with an unhealthy lifestyle, such as diabetes, heart disease and other preventable conditions.  These women felt their place of employment could play a role in their individual health because they already spend so much time there in the first place.  Most were very open to having health programs at their workplace.  They felt it would be in their employers’ best interest for the same reasons identified by the low-income workers – healthy employees would be more positive, productive, energetic and less stressed out.


When it came to identifying barriers to employee participation, some women were again concerned about health being too personal an issue to involve an employer.  If a program were too intrusive, several felt that it would discourage participation.  Time and convenience were said to be additional barriers, especially in the case of single parents.  Some also believed that many workers would lose interest more quickly if programs were held off-site or not close enough to the workplace.  A lack of participation due to employee apathy was thought to be a barrier that could discourage employers from wanting to implement a program.      

	[Healthy eating] is important but it’s a pattern, you tend to eat or cook with how you were brought up and it’s hard to change habits.

-Los Angeles Group

I’ve never been the type of person to follow the crowd, that’s not who I am.  I’ll do what I need to do, and I have made some good choices and I have made some bad choices and its just part of life.  I don’t take kindly to others policing what I eat, and that’s just the way that it is.

-Los Angeles Group

My boss, when he is in town, he has a cook come and she is only allowed to cook healthy foods and she shows us how to cook them.

-Los Angeles Group

If they put [healthy food] out there instead of the vending machine; I remember I worked briefly in San Francisco when they had the dot com boom. Every morning, they had fresh fruit and water and it was gone by the end of the day. People ate that instead of going out and getting junk food.

-Oakland Group

It might be a cultural thing, you know, what would be healthy for me.  That’s an issue that wasn’t addressed in this, what you think is healthy, a person of a different culture might not agree with you.

-Oakland Group

I don’t mix business with pleasure.  My life is my life and when I go home I don’t want to have anything to do with my job.

-Oakland Group

I would like to know what a serving is?  How much chicken is a serving that I need for my protein and do I eat rice if I’ve already eaten a piece of bread? 

-Oakland Group

I am a very visual person. If they put a picture of the fat and calories of a hamburger versus a cantaloupe, that would be helpful.

-Los Angeles Group

We’ve had pot lucks at work but there have been themes, so we’ve had Mexican, we had soul food, we had Persian, and none of them were healthy, so it would be nice if we had a pot luck that was healthier, or something catered that was healthy, because we are making an effort to get together and have that atmosphere.

-Los Angeles Group

I think to get a really tasty, affordable boxed lunch or something  for a good price would be an incentive to me.

-Oakland Group
	Development of Worksite Nutrition Programs.  As with low-income women, the role of caretaker for their families strongly influenced meal planning and preparation for the middle-income participants.  One point of difference was that this group appeared to be more health-conscious and a bit more knowledgeable about maintaining a well-balanced diet, which was reflected in their comments about their personal diets.  More women in these groups also reported eating out more often and regularly ate lunch with co-workers.

Participants described a healthy lunch as a well-balanced meal which included fruits and vegetables as well as healthy meats and grains.  Most women felt that it was possible to add more fruits and vegetables in their current meals.  There was also a strong consensus that eating a healthy lunch made for better mental and physical conditioning. Many perceived a healthy lunch as providing more energy and as enhancing self-esteem.  As was the case in the low-income groups, several women said they would be willing to pay as much as $10 to $12 for a healthy lunch, although the most reasonable price was placed at $5 to $6.  
The moderator then asked the women if they would be interested in a worksite program to promote healthier eating.  Again, the majority was very receptive to the idea. Like the low-income women, several participants felt that one’s eating habits were a personal issue.  One woman reported that her employer would occasionally bring a chef to their workplace to show employees how to prepare various healthy and tasty meals.   

The women were asked to identify the appropriate person to contact in order to make such a program happen at their workplace. Participants who worked for a large company identified the Human Resources department as the best place to start; women at smaller companies and businesses identified positions such as their bosses, managers, and supervisors.  As seen with the low-income groups, these women felt it would be important to first approach employees and/or survey them to identify their wants and needs for a program.  Strong employee interest could be used as leverage to convince businesses of how important worksite nutrition programs are.

Based on these reactions, the moderator queried participants about the ways their employers could get them to eat more fruits and vegetables. Participants again suggested changing the work environment to make it conducive to eating healthfully. They recognized the challenges to healthy eating posed by vending machines full of junk food and the difficulty of working in sectors surrounded by fast food restaurants. Like many of the low-income women, these participants perceived that making healthy snacks available and encouraging or patronizing establishments that offer healthy food choices might lead to behavior change.  Several women also added that their employers frequently brought donuts, bagels and cookies for the employees.  Their belief was that employers could offer fruit and vegetable snacks to encourage better eating habits.  They added that lowering the costs to participate in a program would also encourage healthier eating among employees .

Cost was identified as the most significant deterrent to employers in regard to a worksite nutrition program.  If it cost their employer too much, and the benefits were not tangible, they believed a program would not happen.  Many participants from all groups also said that the affordability and the convenience of junk food posed a very large obstacle to having a program be effective in its goals.  Some also felt that cultural differences may be a barrier to implementation and participation – not only a difference in diets, but also differences in what was perceived as healthy.  A few believed that many employees would be apathetic toward a program simply because it was based at the worksite.

Solutions to these barriers were discussed.  Many women from all groups suggested having a healthy food vendor partner up with the company to offer employees nutritious options either through vending machines, cafeterias, or other mobile locations.  Some recommended that employees be polled to identify healthy food preferences as well as a means of making food offers attractive to employees and successful for employers.  Another common suggestion was to offer any program on a trial basis so that employers would not have to fully commit from the start.  Access to printed educational information around their workplace was also proposed.

The moderator asked participants about the type of information they would like to receive and how they would like to receive it.  The views of middle-income participants on this topic were very much in line with those voiced by the low-income groups.  Most thought it would be best to provide employees with printed literature about proper nutrition that included explanations about serving sizes and what the recommended servings were for each food group.  Several women also suggested having recipes and/or some sort of choice chart that showed how fruits and vegetables could substitute other less healthy ingredients that are a regular part of their diet.  By highlighting the health properties of certain fruits and vegetables, they believed that employees would pay more attention and be more interested in a program.  Regarding other ways of disseminating this information, most women said they would read any printed information provided to them.  These women also felt that the information should be geared toward the employees who in turn would educate their families.  The Internet was again cited as a potential means to distribute information about eating healthy, as well as periodic e-mails or an e-newsletter.

Popular activities for a worksite nutrition program included healthy food potlucks, as well as having employees go on "lunch runs" to healthy food places.  Most women felt that this type of activity could easily be organized by employees for employees, and perhaps they could be subsidized or reimbursed by their employer for those who chose to participate.  Several women also recommended having on-site cooking classes as a way of promoting the idea of preparing healthy meals. Several women already had access to a farmers’ market, but didn’t necessarily take advantage of this option.  Others were receptive but needed more education on proper nutrition before putting any ideas into practice.  The women also liked the idea of distributing of coupons, subsidies and discounts for purchasing healthy lunches either at their workplace or at nearby restaurants and stores.  


The moderator also asked if the women had regular access to a salad bar.  About half reported having some access (mainly at their workplace cafeteria).  If pre-packaged salads were affordable and fresh, many felt it was a good idea to offer them.  Similar to the low-income groups, several participants reported that many catering trucks already sold healthy foods, but the freshness and cleanliness of these items were still a concern.  The women were not sure if they would regularly buy food from a catering truck or other mobile food vendors.

Participants shared their views on what other things would have to change at their worksite to motivate healthier eating among employees.  The idea most echoed was to make healthy food easily accessible and affordable at the worksite.  Eating more fruits and vegetables needed to be made as convenient as not eating them.  With a more nutrition-friendly worksite and education on the benefits of healthier eating, the women believed it would be easier to adopt better habits.

	We used to have a gym at the place I used to work at.  The employees used to work out during lunch or after work or before work.  It wasn’t fully loaded but it used to have a shower area and some treadmills, a couple of bikes and some weights.

-Los Angeles Group

Part of me feels guilty because I’m already out of the house for ten hours, I’m a single parent, I come home I think I feel the need to spend time with my kids and exercising for half an hour or an hour takes time away from them.

-Los Angeles Group

I would like to have a facility provided.  If it’s available I’m going to use it, even at a small price.

-Oakland Group

Just having the opportunity to create your own time with your own breaks.

-Los Angeles Group

There might even be [an employee] that does a class for a certain fee. They should be like, "all we have to do is give her $300 extra a year."

-Oakland Group

I’d like to have a group of people that would like to walk real fast at the lunch hour or something.

-Los Angeles Group

I'd like to know how to make my time more productive, so that way my exercise will be less so that way I have more time for my family.

-Los Angeles Group
	Development of Worksite Physical Activity Programs.  For most participants in the middle-income groups, the phrase "physical activity" brought to mind exercise, walking, jogging, raising their heartbeat and even going about their daily work and domestic routine.  Several women had access to a gym through their employer or received a discount for a health club membership.  Some intramural sporting activities were also mentioned. Overall, the majority felt that their workplace offered no real structured programs to promote physical activity.  Most of them indicated that they did something to keep physically active, such as walking, household chores, and chasing after their children.  In contrast to the low-income groups, more women were already in the habit of regular exercise in which they engaged in a disciplined, daily routine of some sort.  

The majority felt that a work-based physical activity program would benefit them and their employers.  Higher productivity and more energy were identified as the most important benefits.  Less absenteeism was also mentioned, along with psychological benefits like better self-esteem and a positive attitude.  These women also felt that, although corporate leadership was crucial in any program, seeing their co-workers participating would be a more important motivator to them.

Many women expressed strong interest in having a physical activity program at their worksite.  Several women in each group said they were unmotivated to participate for personal reasons, or were very skeptical about setting aside time to practice a routine.  Lack of time was frequently cited as a barrier to participation. Many women thought it was especially difficult for single mothers, regardless if a program were offered during work hours, since they saw it as a trade off between time for themselves and time for their families.  Long commutes were identified as a barrier if a physical activity was based at the worksite.  Employee apathy was also a concern.

Participants were asked about what needed to happen at their workplace in order to facilitate a physical activity program.  Like the low-income groups, most believed that having extra time to engage in planned activities or being allowed a more flexible work schedule would make it much easier for employees to develop a routine.  The idea of subsidized memberships to health clubs was brought up once again.  Many women felt that a program could be as simple as designating some building space for physical activity that could be used for individual or group activities.  They also indicated that childcare services offered by their employers would allow more workers to participate in a program.  
The majority felt that a change in the thinking of their companies’ leadership was essential to a successful program.  They believed employers needed straightforward explanations regarding costs and sustainability issues, as well as proof of how a physical activity program would positively impact their bottom line.  These women also suggested involving different government agencies in order to mobilize large numbers of businesses and employees.

Recommended activities for a physical activity program included dance or aerobic classes, as well as yoga and walking groups.  Many women suggested intramural activities in which the entire family could participate.  Some proposed the idea of promoting physical activities for causes such as Walkathons and Marathons for MS, diabetes and cancer.  Several also believed it was important to offer employees enjoyable alternatives to health spas in order to optimize participation, since going to the gym would not be everyone's "cup of tea."


Most participants believed the information they received regarding physical activity should explain the health risks of poor nutrition and inactivity.  Several felt they needed direction on how to include more physical activity into their daily routine.  Participants also wanted to receive ideas on how they could be more productive with their time and how they could include their families in physical activities.  Women who worked in offices thought information about exercises that can be done at one's desk would be useful.  
As mentioned in previous groups, conventional means of dissemination were suggested like flyers, posters, brochures, and other visual propaganda.  More of these women were also open to receiving information via e-mails, e-newsletters or websites.  There were mixed reactions regarding who the information should target, which was also the case with most of the English low-income groups.  While some women thought it would also be best to target the worker, others suggested that information should be geared toward the entire family.

The middle-income women were asked to identify one thing that would convince them to participate in a physical activity program at their worksite.  Most felt that time would be the deciding factor.  If presented with time and enjoyable options, most believed that the rest would depend on an employee’s will power, which could be influenced by positive peer pressure and a constant reminder about the importance of physical activity.

General Conclusions for Low and Middle-income Women

Common across all low- and middle-income focus groups was their desire for information on nutrition. Low-income women, like the agricultural workers, wanted to be educated on serving portions. All women sought information on the benefits of fruits and vegetables, e.g., benefits of vitamins. Middle-income women were more inclined to seek information about the preparation of healthy foods. The role of caretakers was very influential among all women in deciding meal planning and preparation.  Low-income women preferred a personalized approach to education while middle-income women were comfortable with print and less personalized media. 

	I think if they saw how [healthy employees] directly related to their pocketbook, if they saw that having a more active work force turned into an extra ten million dollars at the end of the year; I think that would be a huge incentive for them to offer a program.

-Oakland Middle- Income Group
	Intangible Benefits for the Employer.  The majority of participants felt that keeping workers healthy would also benefit their employers in terms of maintaining a happy and productive work force that gets sick less often.  Many women anticipated difficulty in convincing their employers of these intangible benefits due to the necessary investments of time and money. They believed that their employers need to be offered tax or other monetary incentives in order to guarantee their participation in a program.  A strong consensus agreed that any type of program geared at helping employees reflected very well on the employer, making it a more desirable place to work.  Several women in various groups attested to this by talking about the programs already offered by their employers.


	It would be good, at least, to educate the workers. Tell them what is good for their health and what is not. Many times, since life is very fast here in the cities, we just eat the first thing we see, or sometimes we don’t even eat anything at all. 

-Oakland Spanish Low-Income Group
	Lack of Education on Nutrition and Physical Health Issues.  Another recurring issue was the perceived lack of education on proper nutrition and health.  Several women said they were not sure about food serving portions or how many fruits and vegetables were recommended a day.  They also had difficulty understanding how more fruits and vegetables could be incorporated into their everyday meals.  Most women were interested in learning about the nutritional value of certain foods for their bodies.  These groups preferred a more passive means of disseminating educational materials and program information such as printed material, websites, and e-mails.  They were also keen on the idea of having regular access to a nutrition expert.  Aside from the knowledge a nutrition expert could impart, the majority felt this person could motivate people to participate and to foster a healthy-eating environment.


	I think people know what they should eat. I just think they don’t do it, and a lot of times I think its economics, its cheaper to buy chips and a soda than it is to buy a 5 dollar lunch, or an 8 dollar lunch. So I think that factors into it.

-Los Angeles Middle- Income Group
	Hostile Work Environment for Eating Healthy.  Participants believed that their work environment was hostile to eating more fruits and vegetables.  Every group reported the presence of vending machines that only sold junk food.  Many women also said that their employers constantly offered fatty foods such as donuts, pastries, and cookies.  Women from all groups commonly noted that the easiest and cheapest food to access outside their workplace was from fast food restaurants.  They felt that their work environment needed to replace not-so-healthy food choices with fruits and vegetables or somehow subsidize employees who choose to eat healthier meals.  The message from all groups was that eating healthy had to become as convenient and easy as not eating healthy in order to breed a worksite wellness culture.


	With salads I feel that I am not eating. I am from Mexico City, and I have to eat my rice, my stew, my beans, my tortillas and my soda pop.

If I go to a buffet, I will try a bit of everything. But I never think about eating only a salad. I don’t know if it’s ignorance or what, but that is what I eat.

-Los Angeles Spanish Low-Income Group
	Cultural Differences vs. Economic Differences.  Although these sample groups were organized first by income level, and then by language, the most significant differences in opinion were exhibited between cultures.  This was evident in contrasting participants’ opinions regarding their perceptions and preferences for a worksite wellness program.  Women in the Spanish groups seemed to be less compromising about healthy eating.  It was more important for meals to be filling and tasty rather than healthy.  For Spanish-speaking women, it was difficult to see any possible synergy, especially if they thought their current diet was considered unhealthy.  Women in the mixed ethnicity low and middle-income groups were more receptive to eating healthy, and some even reported doing so already. For most of them, healthy eating involved food choice and substitution, as opposed to a complete change of diet.   


The Spanish-speaking and mixed ethnicity groups also differed on the type of information they wanted to receive and how they wanted to receive it.  Women in the mixed ethnicity low and middle-income groups were more split on whether to target information toward the worker or the family. Most women in the Spanish-speaking groups felt that information should target the family.  This was also the case with the Spanish-speaking male agricultural workers.  
In general, the Spanish-speaking groups preferred a more prescriptive program that required workers to abide by certain policies and practices in order to keep healthy.  They would first put the ideas into practice and then realize the benefits, similar to the warm-up exercise programs implemented by farm owners and agricultural labor contractors. Employees would be less subject to the whims of a contractor/employer if the program was prescriptive and not voluntary.  Choice was more essential to the women in the mixed ethnicity low and middle-income groups. They preferred to have a choice in whether they wanted to participate, as well as various choices in the activities and resources offered by a program.
Findings from Small/medium Business Key informants

Los Angeles and San Jose

This section of the report presents general findings for those who participated in the four (4) small and medium business “key informant” focus groups in the cities of Los Angeles and San Jose, California.  Key informants were defined as individuals who are decision-makers or decision-influencers within their companies or organizations.  Findings are organized by area examined and include the following:  

· Status of Worksite Health Promotion Programs

· Worksite Nutrition Programs

· Physical Activity Programs

· Assistance with Policy Change

Participants in these groups needed to be key informants, individuals who were in a position to make decisions regarding employee health.  Many of these individuals were CEOs, CFOs, business owners, human resource management personnel, benefits directors, company medical or health professionals.  All participants were from companies with less than 500 employees. 

	Mental Health via the EAP is one, but other than that, I would say that my group is independently active of anything that’s done by the employer.  They are out hiking, going to the gym, etc…on their own.

-San Jose Key informant

If your medical costs go up, then it costs the company more, and so you want to keep those costs down.

-Los Angeles Key informant

You’re gonna have to take time away from yourself, your work hours or you’re gonna infringe upon their own family time that they don’t have much of, so it’s a real hard thing to try to balance out.

-San Jose Key informant
	Status of Worksite Health Promotion Programs.  Participants in all groups had mixed reactions when reporting the general health of their employees.  Most felt that there were fairly healthy employees, as well as not-so-healthy employees.  Several participants in all groups had older employees (usually over 40 years of age) who were experiencing health problems, such as heart disease, smoking-related illnesses, obesity, diabetes and other common mid-life ailments.  Several individuals also worked with health-conscious employees who ate well and exercised regularly.  Some even included themselves in this group.  
Responses on the types of health programs available to employees were also varied.  Several participants had some programs or resources that dealt with specific issues, such as stress management, ergonomics, smoking cessation classes, and other mental health issues.  Many also offered an on-site gym or discounts to outside health clubs.  Occasional health fairs and external health screenings were also frequently mentioned.

Most key informants in all groups recognized the same benefits to worksite health promotion programs that worker groups had noted. These benefits included improving employee productivity, having more energetic workers, less absenteeism, and better morale.  All agreed that a healthy workforce was also a more productive workforce.

In identifying barriers, many key informants felt that programs geared at improving health may invade an employees’ personal life.  The general sentiment was that the employer should not take an overly active role in promoting these ideas.  Several were also skeptical about the level of employee participation.  Although there might be good initial participation, they felt that levels would decrease once the novelty wore off.   The most significant barriers for key informants were the costs and liability issues inherent in any employer-sponsored worksite program.  Many participants emphasized that these cost and risks were especially difficult to mitigate within a small business.  Even if these funding and liability issues were addressed, several felt that a program would be difficult to implement and sustain. They would also have to be concerned about neither excluding nor singling out any employee.


	Well from a State government standpoint, when you want to discourage a behavior, the biggest tool you have is a tax, I mean .  . . govern-ment’s real big on taxing anything they perceive to be a sin, so cigarettes have a tax, alcohol has taxes, why not have a junk food tax?

-San Jose Key informant

A lot of our health perks that we get at our company come by virtue of the office building, like the flu shots.  We participate in that. That is a tremendous resource.

-Los Angeles Key informant

I think the only effective way to make this go forward is to really change the thinking of the individual, because most of our employees for example they bring their own lunch to work.

-San Jose Key informant

There's some really excellent marketing materials that [the anti-smoking campaign] has been doing, the TV ad with the woman with the tracheotomy. Now I can think of some spokespeople for people who are diabetics that have been double amputees, because of unhealthy eating habits. 

-San Jose Key informant

That’s why we let our speakers come in, because they don’t charge us a thing and its free, it’s a service to the employees, it’s a good thing, but we’re not paying.

-San Jose Key informant

I can’t speak for the other companies, but I know in my company,  the people who would be interested in it, you wouldn’t have to sell it to;  the people who wouldn’t be interested in it,  you could sell it to them the rest of your life and they wouldn’t buy it.

-Los Angeles Key informant
	Worksite Nutrition Programs.  Among participants, there was no significant mention of any structured nutrition programs at the worksite.  The moderator inquired about what could be done to make it easier for companies to promote healthier eating.  External solutions were proposed like buying more fruits and vegetables to offer employees at work or having access to healthy food sellers such as farmers’ markets.  Many participants also suggested offering more fruits and vegetables in vending machines in place of junk food.  Most felt that, no matter what was done, those who were already health-conscious would continue to eat well, and those who were not would stick to their usual diets.  Several also felt that any program would have to be culturally sensitive, since people from diverse ethnicities were accustomed to different diets.

The discussion then focused on other changes within an organization that would support a healthy eating program.  Most suggested offering a program on a trial basis for both the employer and the employee.  If a program was brought to a company or business from the outside, everyone should be presented with sample products and/or services.  Many participants agreed that management and business owners would need to be convinced by the bottom line before adopting any program that would cost them time and money.  
Key informants could be enticed to offer a nutrition program if they were given tax incentives.  Many also suggested working with health plans to promote healthier eating since everyone would benefit from lower employee health care costs.  To bolster the argument for a nutrition program, most felt that employers should be shown how having healthier employees coincided with their corporate mission and/or company goals.  Skepticism about adopting a nutrition program still remained, especially in the San Jose groups.  Due to the stagnant economy of Silicon Valley, many participants felt it would be very difficult to make a healthy employee program a business priority, especially if it required the investment of resources.

The moderator asked the participants who would need to be contacted in order to make a healthy eating program happen in their workplace.  Small business owners, managers and human resource departments were mentioned.  Many key informants also recommended working through health insurance companies to promote these programs and ideas at the worksite.  Some suggested contacting labor unions.  Several commented that building and property managers should be contacted, since many of the facilities and resources accessible to their employees were through the office buildings or properties where they worked.  

When participants were asked about ideas to motivate employee participation, most were reluctant about having a nutrition program that required active participation.  It was recommended that monetary incentives were given to employees for buying healthy foods.  Many suggested making information about personal nutrition easily accessible to employees in the conventional forms of brochures, flyers, videos, web sites and even occasional meetings with nutritionists.  The majority firmly believed that employees should have the choice to participate based on their own will and motivation.  The best motivation would be for employees to witness positive changes in the lives of those peers who had chosen to eat healthier.  Some felt that scare tactics might also be an effective strategy to make employees more aware about the serious health risks of poor nutrition.  
Key informants considered other accessible resources or organizations that employers could work with.  One group mentioned an organization called People Growers of America that works with employers to maintain a healthy and productive workforce.  OSHA was also noted as a government agency with strong influence that could potentially help monitor the implementation of nutrition programs.

Participants were asked about the types of activities that would interest them and/or their employees in a healthy eating program.  Many mentioned having lunch time information sessions on proper nutrition.  Most preferred that an outside group provide this service at little or no cost to the company.  The majority supported more passive activities that involved information distribution, as opposed to a very prescriptive program that required active participation by employees.




Apathy of employees toward work-sponsored activities was frequently identified as a barrier to employee participation.  Several key informants reported instances in which an employee-sponsored program or activity was implemented and either the novelty wore off, employees stopped participating, or those who needed to participate did not while those who did not need to participate would always do so.  Various groups also mentioned that cultural differences in food choices could be a barrier.  They did not want to risk excluding or offending a particular group when it came to promoting healthy eating ideas.

	Well for me a happier employee means I have happy customers.

-San Jose Key informant

We already give them exercise. They wash the cars. They exercise all eight or ten hours a day.

-Los Angeles Key informant

We offer flu shots and the company pays for it and the owner of the company has really seen a significant change in attendance during the flu season so he offers it every year now.  It’s something the company can see is making a difference and they are more apt to participate.

-San Jose Key informant
	Physical Activity Programs.  All groups felt that it was important to be physically active.  Although many were very active at their job, most recognized the need to engage in additional physical activity.  They felt that it should involve some form of exercise apart from your daily routine.  Many also acknowledged the benefits of having physically active employees.  Several noted that healthier employees would save money for a company in the long run. Some offered discounted gym memberships, but the majority said that structured physical activity programs did not exist at their workplace.

In general, most key informants felt that each worksite would have different needs and expectations from a physical activity program.  While some employees may be sitting behind a desk all day, others may be driving around or engaged in physically demanding labor.  Several key informants believed that workers should engage in physical activity on their own time.  A few participants even felt that their employees were already active enough while on the job.

Liability was consistently emphasized as a potential barrier to implementing a worksite physical activity program.  Most felt it would be a great liability risk if someone was injured while exercising on-site.  This liability would be an extra cost to a program already costing a company other resources.  There was strong consensus that a physical activity program should either be run by an outside group or led by employees for employees.  




To encourage employee participation, the majority felt that programs needed to stay fresh and offer different choices.  Some individuals may prefer dance and yoga classes, while others may prefer biking or swimming.  They also noted that space would probably be an issue for their organizations.  Several people from various groups suggested that activities be conducted at different times (before, during or after work) so that the most people could participate.  Providing child care was another proposed idea.  Recommended activities for a physical activity program included dance classes, yoga, swimming, and biking, or even organizing employee walk groups.  Most still felt that an external group, such as a health club, should offer these activities since it would also mitigate the liability risks.

	Well if we are talking about the State government being involved, now they do control the workman’s comp judicial system, so they could make specific exclusions for work related, a clear distinction between a work encouraged exercise program being exempt because there is a case law where the gyms, work done at the gym and if someone’s injured working out at the gym that’s at work is exempt, but when we take an additional step and do something that we’re encouraging during a work time activity and somebody experienced an injury that’s a lot greyer area, so if there were a specific law excluding that preemptively a lot of our fears would be allayed.
-San Jose Key informant
	Assistance with Policy Change.  Key informants were asked to think about how the Department of Health Services could help make any nutrition and/or physical activities possible at their worksite.  Tax breaks and incentives were thought to be the most alluring pitch.  Despite the benefits of having healthier employees, it would be employer checkbooks that ultimately decided whether or not a worksite program would be worth the investment.  Liability was the most prominent barrier to implementing any physical activity program.  Most preferred a partnership with an external entity, such as a health club, to provide this component and mitigate the risks.  It was vital that any type of program not create an extensive amount of work for the employers, such as constant administrative and logistical support.  Participants suggested that a government agency could provide any needed administrative support.

The moderator also asked key informants what type of information would help them implement any type of healthy eating or physical activity program at the worksite.  The majority felt that it would be difficult to sell them any program without having some concrete benefits outlined for them, as well as hard data to support these ideas.




General conclusions regarding the small business key informants are shown at the end of the next section.  They have been combined with the results of the large company key informants. 
Findings from Large Business Key informants

Los Angeles and San Jose

This section of the report presents general findings for those who participated in the four (4) large business “key informant” focus groups in the cities of Los Angeles and San Jose, California.  Key informants were defined as individuals who are decision-makers or decision-influencers within their companies or organizations.  Findings are organized by area examined and include the following:  

· Status of Worksite Health Promotion Programs

· Worksite Nutrition Programs

· Physical Activity Programs

· Assistance with Policy Change

· General Conclusions for Small and Large Business Key Informants

Participants in these groups needed to be key informants, individuals who were in a position to make decisions regarding employee health and have at least 500 employees.  Most of these participants were human resource management personnel, benefits directors, and company medical or health professionals.  

	Taking the current conditions of the business climate [in Silicon Valley], I would say a lot of people are under stress, so [their health is] not good.

-San Jose Key informant

I know in my immediate area, the girls are really into fitness and they are always going to work out at the gym.  

-Los Angeles Key informant

I am not in HR, but I know those programs that they do for wellness, it is ultimately to keep fit healthy employees that stay at work and are not out sick.  It is a return on the investment.

-San Jose Key informant

I think people are more concerned now about keeping their jobs and the stress level, and not being positioned as the next person in line to be cut.

-San Jose Key informant

It is hard to show that [healthy employees] is good for productivity.  It is hard to draw that correlation.  [The information] is all soft.

-Los Angeles Key informant
	Status of Worksite Health Promotion Programs. Participants indicated that they had a mix of healthy and unhealthy employees. Older employees were singled out as the unhealthy ones as they were more likely to suffer from cardiovascular or other types of disease. In most companies, participants reported having employees who engaged in healthy eating, exercised regularly and were in good general health. They were usually described as the younger employees. Some even included themselves in this group.  

Participants were then asked about the types of programs available to keep workers healthy.  As with the small business key informants, these participants had some programs or resources that addressed concerns such as stress management, ergonomics, smoking cessation classes, and other mental health issues.  They also offered discounts to health clubs or had gyms on their premises. Most permitted outside agencies to set up health fairs or health screenings on-site.
The same benefits to worksite health promotion programs that other groups identified were also noted by participants.  Improving employee productivity, having more energetic workers, less absenteeism, and better morale topped this list.  Litigation that might result from employer-sponsored or sanctioned wellness programs was seen as a deterrent for many key informants. They voiced fears of being sued for offending someone, such as an obese person, if they offered a healthy eating program. They preferred to leave any such efforts to individual choice. An additional concern was the failure of employees to persist in the programs. They perceived that high participation rates would eventually taper off. Several cited examples from their own programs where exercise programs or gyms were used by very few employees. 

Another perceived barrier among the San Jose Key informants was an aura of uncertainty as a result of the regional economy.  Many expressed an overall sentiment of being too concerned with survival to make worksite wellness a priority.  Several participants in all groups also felt that it was difficult to see how the intangible benefits of a worksite wellness program were reflected in the bottom line of a company.  This perception also posed a barrier to any type of program involving an investment of time and company resources.





-San Jose Key informant

	The more fruit was offered at my company, the more fruit was eaten.

-Los Angeles Key informant

[As] a finance person, I think you have got to have some kind of incentive for them to do it because behaviors don’t change.  The problem is how do you provide some incentive for them and that is the financial engineering part in my mind.  Human habits are such that you can't change people over night.

-San Jose Key informant

The way you get new ideas into corporations is to have somebody to have a success with it.  Have them tout it at some conference some place, and somebody is going to pick up on that and say that can help us with our bottom line.

-San Jose Key informant
	Worksite Nutrition Programs.  When participants were asked if they had any worksite programs to promote healthy eating, several mentioned having meals at the company cafeteria subsidized.  Smaller programs were also noted, such as a Weight Watchers reimbursement program offered by a Senior VP after she realized personal success with this program.  

To make it easier for worksites to promote healthier eating, key informants consistently recommended offering coupons or discounts for healthy food items purchased either on their premises or close to where they work.  They also suggested that companies could somehow subsidize employees if they purchased healthy food items at lunch instead of less healthy dishes.  Like the other key informant groups, many proposed offering more fruits and vegetables in vending machines.  Another idea was to work with cafeterias and other local vendors to offer more healthy choices to employees.  

In terms of activities to promote the consumption of more fruits and vegetables, the majority felt that monetary incentives would be the best motivator.  Several also recommended educating employees by having an outside group bring in nutritionists or other speakers during a lunch hour session.  A few participants from various groups thought these sessions would also be a good way to share recipes or give healthy cooking lessons.  Creating employee teams within a program was suggested as a way to increase peer support in achieving their healthy eating goals.  
As with their smaller business counterparts, many key informants believed that employees would eventually return to their old eating habits.  Lack of participation in employer-sponsored activities was another barrier to program implementation.  Several participants acknowledged that a program would have to be culturally sensitive since people from diverse ethnicities were accustomed to different diets.

The groups then indicated other organizational changes that would need to happen for a healthy eating program to be effective.  A program offered on a trial basis was again brought up as an idea that might convince employers to initiate a program.  Any external program or intervention could present both employer and employee with sample products and/or services.  Individuals also recommended contacting the building managers to have more healthy food vendors and machines available in the building.  

Most participants felt that employers needed to be convinced about the value of a program by showing how the resources invested would benefit a business in both the short and long term.  The idea of corporate subsidies in the form of tax incentives also appealed to them.  Key informants suggested working with health plans to promote healthy eating.  Many felt it important to show employers how the goals of these programs coincided with the wants and needs of a business.  For example, if Disneyland wants to be the happiest place on earth, then it should want for their employees to be happy and healthy as well. 

Participants were queried about ways to motivate employees to participate in a nutrition program.  Aside from offering financial incentives, many key informants were reticent about any program that required active participation.  They believed the best idea was to have information about personal nutrition easily accessible to employees in the conventional forms of brochures, flyers, videos, websites and meetings with health specialists or other appropriate individuals. Voluntary programs would free the employer from possible lawsuits.
The moderator also asked about other accessible resources or groups that employers could work with to provide healthy eating programs.  OSHA was again mentioned at various times as a government agency with strong influence on occupational healthy policy. Participants were adamant that the decision-makers and HR departments needed hard data on how healthy eating lowered employee health care costs or increased productivity. Corporate success stories for these programs would also give them more leverage to convince employers about the importance of worksite wellness.


	The same thing with the food. You have to show the benefit and you have to help us with the plan and get different companies that have established gyms or have some programs in place.

-Los Angeles Key informant

It’s a positive good thing [for employees to organize themselves] because people will not do something they are told to do.

-Los Angeles Key informant

I think there are a huge number of benefits, but the problem is that it is a big investment right up front for the facilities and for the liability issue.

-San Jose Key informant

Do something fun with music or aerobics or like at the gym they have the big ball or skipping rope.

-Los Angeles Key informant

A big part of it would be that you have to have a place where people can change and freshen up.  If you do have it at lunch, they aren’t going to want to come back in all smelly.

-San Jose Key informant
	Physical Activity Programs.  All groups agreed about the importance of physical activity.  They recognized that employees who are physically active would probably be more productive, more energetic and be out sick less often.  Several individuals reported that their businesses offered free or discounted memberships to health clubs.  Some worked in buildings where exercise equipment was available for employees to use during non-working hours.  Various intramural sporting activities were also mentioned, but most of these activities were organized by employees and not by the employer.

The majority of participants from all groups were very receptive to the idea of having some sort of physical activity at their workplace.  Several key informants noted already having employees that engage in activities independent of the employer, such as walking groups, intramural sports, and dance and yoga classes.

Liability was again mentioned as a barrier to worksite physical activity programs. Most of these participants felt that it would be a great risk if someone was injured on-site through an employer-sponsored or sanctioned program. Their solution was to have a physical activity program either run by an independent group, led by employees for employees or require employees to sign a waiver absolving the company from any liability.

The moderator asked the key informants what else could be done to motivate employees to participate.  Most felt that programs needed to offer different choices given the variety in activities needed by employees.  They suggested providing child care and having activities at different times (before, during or after work) so that the most people could participate.  Suggested activities included dance classes, yoga, swimming, biking, and organized employee walk groups.  Most still felt that an external group, such as a health club, should offer these activities to mitigate the liability risks.

Participants were then asked what else would need to change at their worksite to support a physical activity program.  The most common change among all groups was to have facilities available that allowed employees to change and freshen up.  Several key informants also suggested that employees sign liability waivers before using on-site facilities.

The moderator inquired about what type of information key informants and their employees would need for a physical activity program.  Several suggested that companies be given information about groups and resources employees can access to engage in physical activities.  They cited examples such as nearby hiking or walking routes and lists of parks, gyms and other recreational areas where employees could go either before work, at lunch time or after hours.


	What I suggest you need to do is to show [the decision-makers] how the focus that you have is indeed a common focus for their employees in turn, you come in and say I am with DHS and we have the latest and the greatest.

-San Jose Key informant
	Assistance with Policy Change.  Participants discussed how DHS could help make any nutrition and/or physical activities possible at their worksite.  Regarding nutrition programs, the most enticing idea was to offer tax breaks and/or other fiscal incentives that could be seen in the bottom line.  Most also felt that DHS or other government entities could assist businesses with addressing liability issues surrounding any sort of physical activity program.  Like the other key informant groups, most believed it would be more realistic to partner with external groups that could offer these programs to their employees.  This solution would mitigate liability risks while also splitting the costs of a program, avoiding administrative burden to the employer, and offering a variety of activities to employees.


General Conclusions for Small/MEDIUM and Large Business Key informants

Listed below are general conclusions drawn from the findings previously summarized for this particular population of interest.  

	You’re all mostly from bigger companies where somebody is splitting the bill for this, but as a small business owner I’m not opposed to what you’re proposing I just don’t want to incur any other costs that I just can’t bear right now, this is a bad time. 

-San Jose Small Biz Key informant
	Making Healthy Employees a Business Priority.  All key informant groups recognized the benefits of having employees who eat healthy and are physically active.  Most felt it would be difficult to make worksite wellness a company priority given the time and money a program would require.  This was especially noted within smaller businesses and within the context of Silicon Valley’s stagnant economy.  Among both small and large business key informants in San Jose, businesses were more concerned about survival and, in turn, employees were more concerned about keeping their present jobs.  
The key was to convince them to make healthy employees a business priority.  A few individuals indicated that employers needed to be shown how employee health went hand-in-hand with their corporate mission and goals.  Others suggested that employers should be presented research data supporting the claim that healthy employees were a cost-saving measure in terms of less absenteeism and lower health care costs.  Through numbers, employers could be persuaded to think of worksite wellness as a business priority.  This observation corresponded with comments from several women in the low-income groups. These women had a boss or manager who encouraged healthy eating and/or physical activity among their employees.  As a result, they recommended targeting business leaders who were already in tune with these ideas and could act as “champions” for worksite wellness programs.


	We actually have a sign by our basketball court and inside the gym that says ‘You are considered to be on your personal time when you are using this facility” even if it is a company team or company-sponsored outing.

-Los Angeles Large Biz Key informant
	Liability Issues.  The discussion about physical activity at the worksite was limited by the recurring issue of liability.  Key informants from all groups believed that employers would not implement an on-site physical activity program for fear of employee injuries that resulted in demands for monetary compensation.  They preferred that employees engage in physical activity outside the workplace.  Lack of space and resources were also concerns among small business key informants.  A popular idea was for employers to partner up with outside groups such as a health club or other recreational groups.  Though key informants were keen on promoting the idea of physical activity at the work site, they preferred that their employees use external resources when engaging in physical activity.


	I think the hardest thing is its just almost impossible for people to change their behavior, we had an employee who had a heart attack scare in the office, about a year ago and they told him to change his diet all this and he did for a  couple months but has slowly gone back to his old ways.

-San Jose Large Biz Key informant
	Employee Personal Choice.  Most small/medium and large key informants were very reluctant to implement any progressive programs that required extensive participation from employees.  They strongly felt that eating healthy and engaging in physical activity were personal choices.  Employers could be perceived as overstepping their boundaries by becoming involved in these aspects of their employees’ lives.  They consistently advocated for more passive programs in which those who were interested could reap the rewards while those who chose not to were not alienated.  Most felt that not much could be done in a program to inspire employee motivation.  They believed that healthy eating or physical activity programs would mainly attract those who already ate healthy and regularly exercised.  In their view, it was more effective to have employees lead by example rather than spending much effort on motivating those who were not-so-healthy.  This coincided with the opinion held by most women in the low- and middle-income groups.  Though they liked the idea of a worksite wellness program, these women felt that participation relied on self-motivation and that peer support and was more important than any motivational efforts from business leadership.


SECTION VII

RECOMMENDATIONS TO IMPROVE HEALTH AWARENESS
Before individuals can successfully alter health behaviors, they must first become aware of the need for good nutrition and physical activity.  Health awareness includes both the knowledge of what healthy behaviors are, why unhealthy behaviors need to be changed, and how to change.  Recommendations for health promotion at worksites need to improve health awareness among both employers and employees. 

Sections I–IV of this report have built the case that worksites are realistic avenues through which health promotion efforts can be channeled, and published literature suggests that existing worksite programs are effective.  Sections V and VI summarize the interview and focus group efforts to further explore the complexity and feasibility of promoting good nutrition and physical activity at the workplace.  Section VII takes all of the previous information into account to develop recommendations on how to generate health awareness at the worksite with a special emphasis on middle and low-income workers.  

To impact lifestyle-related disease and death rates, it is suggested that the California Department of Health Services consider the following recommendations:  

· Development of a turnkey nutrition and physical activity intervention and environmental change programs that can be used by either existing worksite health promotion professionals or benefits or other personnel who can then make these materials available to employees.

· Develop and administer a comprehensive marketing strategy designed to convince employers why they should have employee health promotion programs and help small business owners learn why offering an employee health promotion program to employees is good for business.

· Create collaborative partnerships with other state and local private and public entities to promote these efforts.

The details of how to implement these recommendations are the focus of this section.  First we discuss the differences between worksites and key business decision makers and how these differences can drive various marketing strategies.  A description of a sample turnkey program will be given and will explore all of the components that could be included.  This will be followed by information on other state-sponsored programs, ideas on how this turnkey program could be marketed, and how alliances could be created to help in this effort.  Specific recommendations for worksites with low-income workers and agricultural workers will also be given. 

How Worksites and Individuals Differ

Worksites that pay middle-income wages are typically larger, specialized companies and organizations that offer employee benefit packages.  The packages usually include retirement and savings plans, medical insurance, and access to employee health promotion programs.  Though most companies offer some form of on-site health promotion program, the general rule is that the larger the worksite, the larger and more comprehensive the health promotion programs.  Most middle-income employees are likely to have access to at least some level of worksite health promotion programming that may be staffed with health educators or health promotion professionals.  Materials produced by DHS could be marketed to and administered by these existing health promotion allies. 

All worksites fit somewhere on an access to health promotion continuum.  On this continuum, worksites that offer no health promotion programs to their employees are located at one end.  Worksites located on the other end offer comprehensive health promotion and preventive services to all employees, spouses, and dependents.  The programs offered at these worksites have a full complement of medical and health promotion professionals and offer a wide variety of activities, interventions, screenings, incentives, and benefits to employees.  These worksites typically have at least one or two administrators or officers who have championed the need to have healthy, happy employees, which may partially explain their level of development. 

Between these two extremes are worksites with varying levels of program offerings.  Since all worksites fit somewhere on the continuum and have at least some middle-income women as employees, the challenge will be to determine how to disseminate nutrition and physical activity programs to all worksites regardless of where they are on the continuum. The stage of readiness at each worksite will determine which marketing strategies will be used.  It should be pointed out that worksites that employ primarily low-income workers are also on this continuum; however, most are located at or near the end with worksites that offer no health promotion programs or even the most basic of employee benefits, including health insurance.  

Development of a Turnkey Program 

A turnkey health promotion intervention is easy to use, effective, and capable of being implemented in a variety of settings.  A worksite health promotion professional or benefits administrator would be able to administer the program to employees with minimal assistance from the developers and designers of the program.  To be user-friendly and to have deep market penetration, the supporting materials must be thoroughly tested, well-planned and organized and easy to use.  They must be culturally appropriate, motivational, and professionally designed.  This recommendation is feasible considering that DHS has already produced similar turnkey programs.  Many of the Latino 5 a Day programs meet these requirements, but materials are generally delivered to individuals through media and community-based settings, rather than worksites that require a different marketing strategy.
A nutrition and physical activity program must be grounded in a logically sound and viable model of behavior change.  The worksite approach to improving public health is an important segment of the social ecological perspective and plays a crucial role in supporting sustainable behavior change.  To reach its full potential for success, a health promotion program needs to encourage environmental changes at the worksite in addition to interventions focusing on individual behavior change.  The proposed turnkey program will follow an eclectic approach by borrowing from different behavior change and program planning theories to modify unhealthy lifestyles.  Section II provides an overview of the different theories and models that have been used to develop existing worksite nutrition and physical activity interventions.  

Many effective intervention elements cannot be included in the recommended program because they would require too much administrative oversight, additional worksite personnel, and added expense.  The turnkey worksite program would include a variety of elements that could be mass-produced and attractively packaged.  Its development would take into account the size and diversity of the working female population and reviews of the relevant nutrition and physical activity literature.

An example of a turnkey approach is California’s Take Action program (see Section III Worksite Health Promotion Programs)  This web-based physical activity program targeted at working employees is just one of several health promotion programs that could be part of a larger turnkey program.  
Materials to be Included in a Turnkey Program

The State could produce a turnkey program that contains the following items: posters, sample program handouts, short recipe books, 101 ways to promote physical activity and healthy eating, an overview of the benefits of letting employees participate, and a set of motivational and instructional videos that would make up the core of the intervention.  The exact content of the kit should be determined by the state, but ideas from existing programs and additional items are discussed below.  
Changing Behavior by Changing the Workplace Environment.  The wellness program of insurance provider Central States Health and Life Company of Omaha has discovered that corporate health promotion takes more than posting a notice on the company bulletin board to attract participants.  The company’s program started small and is now known for its innovative wellness programs, championed since 1985 by William Kizer, Chairman and Chief Executive Officer.  It allows flex time for employees to work-out or to attend lunch time seminars.4  Bill Kizer has put corporate health promotion into the vocabulary of business leaders throughout the country. In his book, The Healthy Workplace:  A Blueprint for Corporate Action (New York:  Wiley, 1987), he says he realized that the only time for people to exercise was during the workday, and the only place was at work.  The company built a fitness and aerobics center, but Kizer says you don’t need showers and locker rooms to have a wellness program.  He suggests starting with inexpensive wellness activities.  
Companies can encourage exercise without undue expense by allowing exercise to take place in vacant conference rooms during the lunch hour or after work.  Weight scales may be placed in the restrooms.  Some companies organize walking clubs and map out one or two-mile courses in their areas.  Several companies subsidize YMCA or health club memberships.

The nutrition segment of the Central States’ program addressed food at the worksite.  For companies having cafeterias or food catering services, calories can be posted next to menu items and a healthy choice or salad bar can be offered.  At Central States, the food service vendor serves healthful entrées daily.  Studies have demonstrated that consumers will use nutritional information to make informed dietary choices if it is at their disposal.  Food choices have been reported to change when healthful items are identified at worksite cafeterias.  

Caterpillar Corporation has combined efforts with the company’s food service contractor.  Counter cards feature nutritional facts for menu items on cafeteria lines and in vending machines.  The chart lists calories, fat, cholesterol, sodium, fiber, and other nutritional information.  The healthy menu choices with nutritional information now outsell the previous best seller, which was fried chicken.  To introduce employees to the new entrees, free sampling has been used to acquaint employees with the taste.  The food service program is supporting the corporate goals concerning employee fitness.7   

Company cafeterias should provide appetizing, low fat choices and prominently post nutritional information about all food selections.  Vending machines should be stocked with fruit and other nutritious or low fat snacks, not with chips and cookies.8  Offer juice and muffins at sales meetings, instead of doughnuts and coffee.  In small offices, place a mini-refrigerator and microwave oven in the break room to encourage employees to bring healthful lunches and snacks.  

Central States and Caterpillar Corporation are two examples of how environmental and corporate culture changes can assist employees in adopting and maintaining new behaviors.  Though these examples may not apply to all businesses, a list of ideas or activities could be provided to worksites that could be used to alter the work environment and culture.

Marketing in the Lunch Room.  According to human resource professionals interviewed for this report, many low- and middle-income women bring their lunch (rather than using company cafeterias) and use the microwave in the lunch room.  This is especially true of ethnic employees who bring their own traditional foods.  The lunch room is a key target area for reaching these employees with information.5,6  Some of these employees have English as their second language.  Refrigerator magnets, posters, and other materials should be written in appropriate languages.  The lunch room or break room could also be the site for recipe cards on tear-off pads, ideally with photos of the finished product, to familiarize workers with dishes and ingredients which may be new to them.  Coupons for ingredients would aid this process.

Documentation on How Employers Benefit from Health Promotion Programs.  Business leaders need to know how they benefit from employee participation in a wellness program.  Once they see how health promotion programs can positively impact both employees and the overall business, they are more likely to implement their own program.  A state-sponsored turnkey program could provide this documentation by including easy-to-read answers to commonly asked questions such as: 

· What are the benefits for employers?  

· Why should employers let employees participate?  

· What are the benefits participants could expect?  

· How will the company benefit from having this program?  

· How will improved employee lifestyles affect short and long-term health care costs? (a question especially important for self-insured groups)
· What are the possible program impacts on illness-related employee absenteeism, productivity, workers’ compensation and disability, and employee turnover?  

Answers to these questions are available and provide a convincing argument in favor of health promotion programs.  The literature documenting improvements in health risks and changes in nutrition and physical activity habits, and the literature describing the financial impact of health promotion programs is summarized and referenced in the Appendix.  

The proposed turnkey program would include a succinct and and well-written summary of these and other questions.  It could be titled something like: “Top ten reasons why worksites can benefit from employee health promotion programs.”  The summary would be fully referenced so that critics could retrieve references of specific interest.   

Companies invest in health promotion programs for a wide variety of reasons.  Some worksites actively cultivate a corporate climate designed to support their employees.  These worksites emphasize employee satisfaction and sense of community as a critical part of their corporate structure and culture.  Health promotion programs in these settings are focused on helping employees stay healthy, satisfied, and productive.  Saving the company valuable financial resources may be viewed as an additional benefit, but having a positive return on investment may not be a requirement at these worksites.  
Other worksites may be more interested in the return on investment that a health promotion program would produce.  They require detailed cost benefit analyses of all aspects of the health promotion activities.  These employers may perceive health promotion programs as a way to reduce employee-related expenditures.  Program viability hinges on proof of a low-benefit ratio, a level of evidence that is costly, difficult to attain, and often fraught with complex accounting issues.  Few employers are able to obtain this type of data.  

Lifestyle Change Videos.  Nutrition and physical activity videos that are motivational, culturally appropriate, and fun to watch can fill two critical roles for any successful change program: 1) inform participants why physical activity and healthy eating are required for good health and high quality of life; and 2) teach participants how to adopt and maintain healthy habits.  It would be ideal if every worksite in California had a health educator who could teach employees about healthy lifestyles –  in some settings, this may actually be happening.  A more practical approach would be to produce a well-directed video that could be used instead of live instructors.  
The idea of using videos to deliver a lifestyle change intervention is neither unique nor without precedent.  In 1999, the County of Los Angeles Department of Health Services, Division of Chronic Disease Prevention and Health Promotion developed “Fuel UP/Lift Off! LA” a quick start guide to healthy eating and physical activity.  This short video was also remade in Spanish and includes culturally appropriate actors.  Though there is no published, formal evaluation of the impact of the video, subjective evaluations from end-users and focus groups suggest that the videos are effective. 

The Comprehensive Health Improvement Program (CHIP) in Rockford, Illinois, has been conducting a “live” lifestyle intervention class for approximately four years.  Over 18,000 working adults have been through the live program.  A video version of the live program has been used in no fewer than six Fortune 500 companies as part of their employee health promotion programs.  An independent and rigorous evaluation of the effectiveness of these videos was published in the Journal of Occupational and Environmental Medicine,13 and demonstrates that, after eight weeks, low and middle-income participants experienced significant improvements in every major risk factor.  These videos focused on healthy eating and regular physical activity.  
The Washoe County School District in Reno, Nevada, also developed a video to educate their 2,000 employees (located at over 70 geographically different sites), in how to adopt healthy lifestyles.  As of March 2002, over 90 percent of all employees have participated. 

A video produced by the DHS could include a variety of nutrition and physical activity topics.  Sample topics could include:

· Life in the fast food lane

· How we live determines how long we live

· 5 a Day
· Dietary fat 

· Making healthy food choices

· Reading food labels

· How to overcome barriers to healthy eating

· Making healthy foods kids like

· Why our bodies need to move around

· How to be active at work

· Getting regular physical activity at home

· Family physical activities

Some of these topics and video segments could be taken from the videos previously produced by LA County or from other videos made by government or public groups.

A video-based intervention has many advantages, such as the ease of duplication and mass production and the ease with which video can be disseminated.  Video is also a medium that delivers its message by both sight and sound.  Though it is not interactive, a well-designed video can answer commonly asked questions and can be made to be culturally appropriate and even language specific.  A health promotion video could be disseminated and used by worksites all across the state.  A Spanish version could be shared with Latino populations.  Other videos could be produced that are race and language specific, though budget constraints will obviously limit the number of versions that can be produced.  Employees could watch the videos on-site with the worksite’s health promotion professional acting as a facilitator or individuals could take the videos home to view them with a spouse or partner.  Video provides a tremendous amount of flexibility in how and where health promotion messages can be delivered.  Even if a worksite has no health promotion programming, benefits or human resource management personnel could make the program available to employees without a large commitment of time. 

Video-based interventions also have certain disadvantages, including the cost of production and the constant need to market and deliver videos.  It is not enough to produce a good video – the marketing and promoting of the video to appropriate individuals is vital. Without proper marketing, even the best video programs will be underutilized.  

Additional Issues to Consider When Developing a Turnkey Program
The female working population is diverse.  The State will have to decide if it will produce generic, cross-cultural materials or make materials race and demographic specific.  Once these decisions have been made, all of the materials should be gender and culture specific.  Focus groups should be used when developing the materials, especially any videos, idea books, or recipe books.  Designers, marketing professionals, and nutrition and physical activity experts should be involved in the development of the materials, and programs previously developed by the State should be used where possible. 

There are many barriers that could prevent this program from being effective. When developing materials, it is important to remember that not all health promotion professionals or employers trust government-sponsored programs, regardless of the good intentions behind these efforts.  Building bridges with health care providers, community-based programs (such as YMCAs), and unions will establish more trust and cooperation in implementing a program. Health promotion professionals and trusted health organizations may even be interested in assisting in the development and promotion of the materials.  For worksites that already have existing nutrition and physical activity programs, a turnkey program could be invaluable by providing them with something they many not have previously used, i.e., videos.  

Although a turnkey program should be self-explanatory, additional support may be feasible by providing a “help desk,” a 1-800 number staffed by a person who could answer questions about the program. The State could provide this service during the day to any worksite using the program.  It would provide more satisfaction to the end users, but may also function as a way to keep track of problems that arise, create an opportunity to interact with worksites and generate a log of issues, concerns, and problems that could be used to revise or update the program.  A less expensive alternative is to provide a contact person at the state who could address user questions and concerns.  Regularly scheduled technical support conference calls could be provided as with Take Action at a small fraction of the cost of a staffed 800 number.  Implementers report that hearing others ask questions and sharing experiences in a group discussion format is very helpful to their own efforts. 

The State could also support the turnkey program by sponsoring employee and employer training workshops to introduce the program, train worksite health promotion advocates, and discuss new ideas, problems, and program successes.  These same workshops could be used to establish mentoring programs where health promotion staff from existing programs could mentor new worksites on how to develop and manage programs.  

WORKSITE EFFORTS INITIATED BY OTHER STATES

Telephone contacts were made with every state that was known to have any worksite-based health promotion efforts.  New York, New Hampshire, and Texas had either previously implemented programs or have programs in planning.  Each program was designed to provide existing worksite health promotion professionals and wellness coordinators with guidelines and ideas that could be used to promote healthy eating and regular physical activity.  

New York State Department of Health completed the Worksite Wellness Initiative between 1996 and 1999.  The program was funded by the New York State Department of Health and in kind contributions exceeding $3.5 million.  The funds were used to contract with the Allegany County Department of Health, Canton-Postdam Hospital, and the American Lung Association of Brooklyn to provide health promotion programming to over 100 varied worksites.  The contractors worked with worksites to do policy development/change, encourage environmental change and conduct special events.  Summative self-reported evaluations of this program produced the following suggestions for future programs:  
· programs must have buy-in from top management;

· individual worksites want more autonomy in making program decisions;

· use a buddy system to encourage more participation in physical activity initiatives;

· subsidize low-fat items in vending machines and the cafeteria by charging more for higher fat items;

· require matching funds from the employer or union for mini-grants;

· publicize worksite successes more in the community and among other worksites;

· have CEO’s from successful programs talk with other CEO’s about the benefits of a wellness program; and

· provide opportunities for employers to network and share ideas.  

The 5 a Day, 5-a-week Challenge from the Texas Department of Health (TDH) was initiated several years ago with the goal of providing worksite health promotion professionals with materials needed to implement the program.  This challenge is a four week program designed to motivate participants to eat five servings of fruits and vegetables per day, and participate in a minimum of 30 minutes of physical activity per day, five days per week.  They produced a booklet with information needed to initiate the program. The booklet included a program coordinator’s guide, sample flyers, a participant guide, weekly calendars, finished newsletters, program evaluation sheets, nutrition publication ordering guide, and a wellness program kit evaluation.  There has been no formal evaluation of this program, but it was the first of several programs targeted at working adults.  Listed below are several other worksite-based initiatives offered by the state: 

Lighten Up Texas—an eight week team competition program to encourage safe weight loss through good nutrition and physical activity. 

Maintain No Gain—an eight week program to promote maintenance of weight during the holiday season.

Skyscraper Climb—a self paced program that encourages the use of stairs as a form of physical activity.

TDH Health Risk Appraisal—appraisal of health risks for an individual or a group which can assist in the planning of prevention programs.

Weather or Not—concept linking health departments or organizations committed to promoting physical activity with local media - television, newspapers, or radio - to incorporate a weather-appropriate physical activity suggestion into each daily forecast. 

State Agency Employee Wellness Assistance and Wellness Plan Writing Guide—a model employee assistance and wellness plan, and samples of essential materials necessary for state agencies to develop an effective wellness program.

Worksite Wellness Index—self-assessment and planning guide that will help identify the strengths and weaknesses of your worksite’s wellness and health promotion policies and programs, and help you develop an action plan to implement a worksite wellness program or improve an existing program.
The State of New Hampshire, has produced one of the most comprehensive and attractive worksite programs in conjunction with HealthTrust, large health care provider.  The Get Fit With 5 Goes to Work Program  also targets existing worksite health promotion professionals and wellness coordinators, and has been promoted in a series of free seminars.  The program relies heavily upon existing 5 A Day materials and other physical activity initiatives like March into May, How to Kit: Get Fit With 5 Challenge (for schools), Personal Energy Plan: Discovering Easy Ways to Health Eating, and Personal Energy Plan: Discovering Easy Ways to Add Physical Activity Into Your Life.  The program, which lasts 10 weeks, encourages individuals to eat five or more fruit and vegetable servings a day and engage in 30 minutes of physical activity daily.  Included in the program are marketing materials, incentive and sponsorship ideas, programming ideas and resources, evaluation materials and forms, and educational materials.  Wellness coordinators are expected to communicate with key decision makers to solicit support, recruit leaders from various departments to assist in implementing the program, promote the program within the company and recruit participation, distribute program and educational materials, collect registration and evaluation forms, organize events and activities, provide incentives for participants, and submit the completed evaluation forms.  This program is well-organized and planned, offers a variety of components compatible with the model of social ecology and efficiently utilizes existing 5 A Day and physical activity materials.  Because this program is new, there have been no formal or informal evaluations conducted.

MARKETING STRATEGIES

The proposed turnkey package will be of little value unless it is marketed to the right people in the right places who have the power to implement it at their particular worksites.  Several marketing strategies will need to be used.  None of them are possible without full-time marketing staff hired and trained by the California 5 a Day staff.  Marketing efforts will focus on existing health promotion professionals, and other business managers or administrators directly or indirectly responsible for employee health and benefits.  This latter group includes human resource management personnel, worksite nurse and medical professionals, union leaders, and actual business owners.

Drawing from the Stages of Change Model, worksites could be considered independent entities occupying different stages of readiness to change.  Some worksites are completely disinterested in having any programs devoted to employee health (precontemplators) while other worksites offer outstanding programs (maintainers).  These different levels of readiness to change are directly created by management.  Managers who are uninterested in healthy lifestyles will create a worksite environment that mirrors their personal attitudes and beliefs towards health.  Marketing efforts and promotions should target those worksites that are contemplating employee health and are willing to do something to improve the health of their employees.  State-sponsored efforts will enjoy more success by assisting companies and businesses that are aware of and believe in the importance of good nutrition and regular physical activity.  

Marketing to Existing Health Promotion Professionals 

Most health promotion professionals belong to one of several professional organizations or e-mail lists.  Sharing the turnkey package with these organizations will do much to ensure that the programs are implemented throughout the state.  Potential partners include: Health Promotion Collaborative of California, Pacific Business Group on Health (California), The National Wellness Institute, The Wellness Councils of America (WELCOA), The National Business Coalition on Health, and The National Minority Health Association.  WELCOA has developed a number of how-to guides for the novice health promotion planner or veteran wellness director. In terms of worksite experience, there are no professional organizations or collaboratives focused on low-income workers.  Some community based low-income organizations may be able to provide advice and expertise, i.e., CalWorks and Latino Health Access.  The California 5 a Day marketing staff can also make the materials available at professional conferences, including the conferences of the American Journal of Health Promotion, the American Public Health Association, and others. 

Marketing to Worksites That Do Not Have Health Promotion Professionals  

To earn the support of employers, the worksite turnkey program will require a multi-pronged positioning approach that includes documentation of the financial benefits of having such programs.  This documentation should be part of the program and should be marketed to leaders throughout the business community. 

Prospective businesses can be reached via communications from the Chambers of Commerce and the Small Business Association of California (newsletters and mailings). There are a total of 442 Chambers of Commerce in California. Among these are 12 Hispanic Chambers of Commerce. Contact information for all these Chambers of Commerce is available online from Reference USA.14  The gatekeepers for employee health programs are most often the human resource management staff, especially in larger corporations. 

Reaching Human Resource Professionals 

Human resource professionals should also be considered partners in promoting physical activity and nutrition in the workplace.  They are often open and receptive to assisting with the dissemination of information about health since they already manage employee benefits. Human resource managers should be willing to put up posters and display printed materials.5, 6  Posters could be placed on the refrigerator or in heavily traveled areas, such as the break room or time card area.  Refrigerator magnets could be provided for giveaways, promoting California 5 a Day.  

Human resource directors can be reached through their professional association, The Society for Human Resource Management (SHRM).  The association publishes a variety of magazines read by its members.  A web site of information is at www.HRTools.com.  Other associations aimed at human resource directors are ASTD (American Society for Training and Development) and The World at Work (which was formerly The American Compensation Association); worldatwork.com is another useful online resource.

Employers and human resource professionals can also be targeted through industry-specific journals, such as those targeting the semiconductor industry or the food packing industry (places likely to employ low- to middle-income women). Other organizations concerned with employees and wellness are Association for Worksite Health Promotion, The Employees Services Management Association, The Employee Benefit Research Institute, Department of Personnel Administration’s Wellaware Forum, and The Council on Employee Benefits. Human resource departments also put on wellness fairs that have booths set up by health care providers and insurance providers.  Occasionally, personnel in employee assistance programs are available and willing to help with health promotion efforts.  

Many public municipalities have large employee populations and could be the target of a marketing campaign.  The Black Public Administrators Association for example, could be a viable marketing target.  Because DHS is producing this health promotion program, state and city employee groups may be more inclined to support and use the program.  It may be advantageous to start the program off by marketing to this employee population. 

Creating Synergistic Alliances and Partnerships

DHS could build partnerships with community programs, foundations, and city and county governments in addition to managed-care providers and other entities interested in improving employee health.  The partnerships would benefit all parties and lend a measure of credibility to any state-sponsored initiatives. 

Health Plan Providers.  Health maintenance organizations and related nonprofit associations can be approached as partners for California 5 a Day.  Health plans offered by HMOs are of particular interest since healthy employees mean less usage of the health care system.  They may be willing to promote in-company wellness programs focused on physical activity and nutrition.  The American Association of Health Plans and the American Association of Preferred Provider Organizations are industry associations representing HMOs and PPOs in California.  The major HMOs operating in California can also be approached directly.  These would include HMOs such as Healthnet, Inc., Kaiser Foundation, Pacific Healthcare Systems, and Wellpoint Health Networks.  

Industry Associations.  Groups of employers can be accessed by type of industry through trade publications and professional associations. The California 5 a Day team would target industries where large numbers of low- and middle-income women might be found and use the industry’s professional association to locate specific employers.  Some examples of professional associations to approach are the National Association of Manufacturers, the National Restaurant Association, the California Restaurant Association, the American Hotel and Lodging Association, and the American Electronics Association.  Success with marketing through professional organizations is often a matter of trial and persistent repetition. As with any marketing campaign, a number of "exposures" to the message are usually needed before the target audience recalls the message. 

These professional associations all have publications and annual meetings.  Targeted mailing lists of association members in California might be purchased for use in promoting the 5 a Day campaign.  The California 5 a Day team can promote its programs in a wide variety of ways by writing articles for industry journals, speaking at annual meetings and chapter meetings, and directly contacting major employers within an identified industry.

The Gale Research/Gale Group’s Encyclopedia of Associations15 is the definitive source of information about these associations, providing contact information and details about type of organization, publications, meetings, and conventions.  It is available in hard copy and online.

Labor Unions.  Union groups that have memberships with middle and low-income working women could be sources of information about target employers.  Unfortunately, unions have other priorities and may not be as motivated to support the California 5 a Day program. Labor unions operating in California that are likely to serve low to middle-income women include: AFL-CIO, HERE (Hotel Employees and Restaurant Employees), SEIU (Service Employees International Union), Teamsters, UAW, United Farm Workers, UFCW (United Food and Commercial Workers), and UNITE (Union of Needletrades, Industry, and Textile Employees).

GETTING EMPLOYEES TO PARTICIPATE

The worksite turnkey program can borrow from techniques that have proven successful for companies nationwide in promoting fitness and wellness.  Many of these ideas rely heavily on proactive employers who enthusiastically embrace health promotion programs.  The following examples highlight marketing practices being used by various organizations aimed at gaining employee participation in wellness programs.  A balanced list of these activities in addition to low-cost options should be developed and distributed to employers interested in the turnkey program.
Environmental Changes

Central States Health and Life Company of Omaha and Caterpillar Corporation are two previously-mentioned examples of worksites that were modified to successfully promote healthy behaviors.  Another company that motivates individual change by creating environmental change is the Highsmith Company, a catalog distributor of school and library supplies with nearly 300 employees in southern Wisconsin.  Eighty percent (80 percent) of the employees at Highsmith are women.  Bill Herman, vice president for human resources, started the company’s wellness program in 1992.  In six years, the company’s turnover rate decreased from 14.5 percent to 7.4 percent.  During the same period, premiums for workers’ compensation decreased 24 percent.  Mr. Herman said he began with small things like eliminating doughnuts from staff meetings and offering juice and water when coffee was served.  Highsmith recently began charging a “Twinkie tax.”  Items in company vending machines which are high in fat cost more than healthier choices; for example, pretzels cost 25 cents, and a candy bar is 65 cents.  Highsmith also offers discounts on health insurance to those employees who participate in wellness activities.  These discounts are given to employees who have healthy lifestyles, regardless of actual health risk.  The Highsmith Company’s premium-based financial incentive for program participation passed an extremely thorough legal review by its attorneys.  The wellness program offers dozens of free courses, including classes on nutrition and exercise.16
Financial Incentives

The Gail Group, a company in Farmington Hills, Michigan, reimburses employees up to $250 for a wide array of fitness and wellness activities.  The reimbursement is intended to reduce health care costs, but it is also used as a selling point to recruit new employees.  At least one-fourth of Gail’s employees take advantage of the reimbursement.

Companies are rewarding participants financially for their involvement in nutrition screenings, informational seminars, exercise programs, and other activities.  Employees are encouraged through incentives to change their behavior.  For example, the employees of Sherman Health Systems who complete a wellness program have the lifetime cap on their medical benefits doubled from $500,000 to $1 million.17
A law firm based in Portland, Oregon, has decreased its health care costs every year since introducing a wellness program in 1992.  Employees are not charged for health insurance if they remain tobacco-free and weigh no more than 1.2 times their ideal weight.  Employee participation in the wellness program is 90 percent.18
A health promotion program offered to employees of Salt Lake County, Utah, included financial rebates for good health practices.  Significant improvements were seen in body fat, cholesterol, and overall physical health as a result of their incentive-based worksite health promotion program.19
Employees of the City of Maple Grove, Minnesota, can earn $100 a year for attaining points through completion of wellness tasks.  A tracking card details a list of activities and potential points that can be earned.20   Boeing Aerospace in Seattle collects a $25 attendance deposit at the start of wellness classes, to be returned after completion.  Since doing so, 85 percent of participants finish the program.21  Waiving a $150 medical insurance deductible for wellness program participation more than doubled the participation among employees at the City of Glendale, Arizona.22   

Some companies give rewards to workers who meet specified criteria, such as gift certificates or credits to be used for additional fringe benefits.  Another option is for companies to pick up the tab for a weight loss or fitness program.  At Pitney Bowes, Inc., workers earn credits (generally one per hour of class time) for attending, and those who accumulate six credits in a year can use them to cover the out-of-pocket portion of other benefits.  Many firms now offer cash incentive rewards of up to $200 for wellness program participation.  One plan gives people the potential for a $600 annual reward for participation, which is a waiver of the health plan’s $50 monthly deductible.  Consultants suggest a more cost-effective approach—design an incentive to be a chance in a drawing that would pay off with a big gift for one winner.  The big prize would be attractive but at a reasonable per person cost.  

Penalizing is another way firms use financial incentives.  Many companies boost the amount employees must contribute toward group life insurance, or charge higher health premiums, for those who smoke or engage in other types of health-injuring behavior.  Employers have determined that rewarding those who stick to an exercise regimen or imposing higher costs on smokers, for example, is not prohibited by law.

Other Incentives

Simple, low-cost ideas contribute to a healthy corporate climate.  It’s amazing what people will do for a free T-shirt and a chance to win cash.  The Central States walking club signed up more than one-third of the company in its Walk 100 Miles in 100 Days campaign for a $100 incentive.  Other companies have offered door prizes, coupons, time off, and wellness days. The Austin, Texas, police department added a nutrition education program to their wellness program.  Program participants were recruited through in-house television announcements, the employee newsletter, memos, and flyers .  The education program included individual counseling sessions and seminars.  Officers who completed the program had commendations placed in their permanent personnel records.  

Team Competition

Team spirit is another motivational tool that can spark employee interest in wellness programs.  First Chicago Bank is testing several behavior modification programs at different worksites.  One program that shows promise is their wellness competition.  Teams of five employees volunteer to aid each other in making healthy lifestyle changes over a six-month period.  Each team is scored on various measures, such as weight loss and muscular flexibility, decreased blood pressure, cholesterol levels, and so forth.  The team with the highest total score receives gift certificates from a local sporting goods store.  The First Chicago vice president in charge of the program explains, “When you have small groups of employees supporting each other, they develop a sense of camaraderie.  Ideally, they want high risk employees on their teams because they can potentially earn the greatest number of points when they achieve changes.  That’s one way you attract high-risk employees into the competition.”21 The Take Action program has also been successful using the team approach. 

Recommendations specific to worksite efforts with low-income WOMEN and agricultural workers

California is home to many ethnic groups that have difficulty accessing services because of language, cultural, and educational barriers.  Many low-income groups are uninsured and cannot afford health care, and many small businesses do not insure their workers.  Latinas are less likely to have health insurance coverage than any other female group since many of them are employed in manufacturing and agriculture.  Most jobs in these industries pay low wages and are reported to have higher occupational health risks.4   Low educational attainment and literacy rates for Latinas also make it less likely that they will be able to identify and understand health promotion measures and/or to access health care services.

The concept of worksite wellness programs is new to many businesses that employ low-income workers.  Education of both the employers and workers about the value of health promotion is tantamount to overcoming this barrier.  Adequate time is needed to address the concerns of potential business participants and to show them how their companies can benefit from worksite wellness programs.  Employer are often concerned about the length of its health programs, workers’ production time, and affiliation with a government agency.  Other concerns have involved confidentiality of information, union affiliation, and safety standard enforcement.  Several contacts with an interested employer may be necessary to address their concerns or questions even though this information is included in the promotional materials.  Building a relationship of trust with these businesses is needed to cultivate relationships in the business community.  

Many of the worksite health promotion models in the literature cannot be replicated in the small businesses where low-income women often work.  Programs must be flexible to accommodate the production schedules of these businesses, since they may be unusually busy seasonally or at certain times of the month. They must also be tailored to fit the limited amount of time the employers will allocate—usually during the workers’ lunch time or extended break.  The Worksite Wellness Project found it reasonable to deliver programs to business sites at least four times a year.

One important strategy is to position worksite health promotion programs as a stop gap measure for companies who lack health benefits or health programs for their low wage employees.  When employees do not have health insurance, offering some type of health program is a cost-effective way to reduce potential workers’ compensation claims.  A few employers have reported that uninsured employees sometimes claim a personal injury or illness as work-related so they may have access to a provider.  Short of universal access to health care, health promotion programs may be needed to provide some level of health education. 

Low–income and agricultural workers are more likely to be uninsured, less educated, and English-language deficient.  These socioeconomic barriers complicate the delivery of health promotion programs.  This population spends considerable energy to satisfy the most fundamental needs of food, shelter, and clothing, and they struggle even more to meet basic health needs, such as childhood vaccinations and routine health and dental care.  Long-term success of worksite health promotion programs will require teaming up with both community and church-based efforts and coordinating with other state and local agencies to see that health care needs are met.  This integration of services brings existing community health services to the target population in an inexpensive fashion and avoids duplication of services.  It also provides important information to these agencies on tailoring their services to the needs of this population.  
Business Recruitment Strategies 

To support the promotional efforts of worksite health promotion programs, a variety of collateral materials need to be designed.  These include:

Brochures and Flyers.  Employer Recruitment Brochure—A brochure focusing on the programs and benefits to both employer and employees should be succinctly written using business language.  Small business employers do not have the time to read lengthy materials written for health professionals.  Employee Recruitment Flyer—A one-page flyer should be developed in English and other target languages describing the nutrition and physical activity programs and benefits to employees to promote participation in these programs.

Tabletop Display.  A tabletop display featuring the programs should be developed for exhibits at health-related and business conferences and conventions.

Media Kit.  A folder to distribute to the media for reproducing the contents should include:

· Photos of programs being conducted

· Executive Summary 
· Program brochures (employer and employee)
· List of program spokespersons with contact information 
· Articles where the programs are mentioned
· Articles supporting workplace wellness 
· Testimonials from participating employers on the benefits of programs

Web Site.  Design a website on the programs featuring a program overview and descriptions, a profile of targeted businesses, and information on how to implement nutrition and physical activity programs for low-income women at the worksites.  Although the website may only have marginal value or appeal to target businesses that employ low wage workers, it will have wide appeal to the media, funders, health providers, and others interested in these programs.

Video.  Explore development of a video to expand public awareness of nutrition and physical activity programs and to assist public relations outreach to business venues, trade shows, and selected media outlets.  The video should feature business owners, trade association spokespersons, civic leaders, politicians, employees, funders, and health providers discussing the value of the programs and their impact on businesses and employees.  

Identifying Businesses That Are Interested (Contemplators)

Identifying potential businesses and determining which ones to target is a lengthy and extensive process.  On average, thirty business contacts need to be made and pursued in order to recruit one business site.  The difficulties range from an employer not agreeing to provide the time for employees to participate in the program, to not having enough employees at one location at the same time for the programs to be conducted.

The most effective recruitment strategy involves working with established organizations that have relationships with target businesses.  This gives immediate credibility and visibility to programs.  Partnering with other business and health entities, i.e., economic development organizations, health plans, industrial clinics, hospitals, trade associations, insurance brokers, and unions, can be promoted as an added-value service to these entities.  By developing these relationships within the business community, employers and employees are able to have a greater influence in improving the health and well-being of a low-income population.  Direct mail campaigns and “cold calls,” on the other hand, have proven ineffective in reaching target businesses.

Trade Association, Chamber of Commerce, and Civic Outreach.  Working with trade associations and Chamber of Commerce organizations is one method to reach businesses in specific industries within the target geographic areas.  Opportunities to network with these organizations include:

· Attending meetings and social functions to network with business leaders

· Submitting articles or notices about the programs in newsletters

· Participating in annual business showcase events sponsored by Chamber of Commerce groups

· Presenting information regarding the programs at Board of Director or membership meetings

· Serving on committees that may address health issues

· Participating in business conferences.

Industrial Clinics.  Collaboration with industrial clinics offers a referral pool of potential target businesses.  Industrial clinics often look for opportunities to provide their clients with a “value added” service to differentiate themselves from other nearby clinics.  A clinic can demonstrate its commitment to workplace health and also participate in a community service by linking up with a state-sponsored program.  California 5 a Day can in turn develop alliances with clinics to gain access to their client companies matching the target businesses.  An ideal option is to conduct joint site visits with a representative from a clinic to its client companies.  The trust already established between the clinic and its clients will help in the business recruitment process.

Health Plans.  Several new low-cost health plans target small businesses and uninsured individuals.  Through collaboration with California 5 a Day’s worksite program, these health plans can offer their client businesses a value-added service at no charge.  It would differentiate the plans from their competitors as well as help them retain their existing businesses.  Contact both health plan representatives working with small business employers as well as general agents who represent several health plans to identify clients with low-income workers to provide introductions to these businesses.  

Unions.  Health promotion efforts in Los Angeles have discovered that many industries which employ low-income workers are often not unionized, and employers are highly suspicious of anyone associated with a union.  Despite this observation, health promotion efforts should still strive to build support from unions.  Such support could prove to be beneficial since businesses with unions are more likely to offer health benefits and may be effective channels through which health programs could be introduced to worksites.
Media Relations

Exposure of worksite health promotion programs in the electronic and print media is essential in recruiting businesses.  The media should be informed that these programs can serve as a resource for quotes, information, and reactions regarding workplace wellness and low-income populations.  A proactive approach needs to be taken to draw attention to these programs.  Reacting to articles, stories, and news events that impact low-income workers and workplace wellness is equally important.  Effective media strategies would include:
· Staging media events such as press conferences

· Bringing media outlets to telecast health promotion activities at a worksite as a featured news story  

· Pitching story and article ideas

· Airing video segments on English and Spanish television 

· Writing letters to editors reacting to news events or articles

· Submitting articles on workplace wellness featuring the programs

Ongoing Communication 

Ongoing communication with target businesses is critical to ensuring continuity in the programs.  A regular form of communication could be through newsletters, recognition, or social events.  

Newsletter.  The regular features of a newsletter may include:

· Program Highlights—Photos taken periodically at participant businesses to document program activities and for publication in the newsletter.  A written description of the programs should accompany the photos.

· Employee Testimonials—Interviews with employees to solicit their responses to the programs and individual anecdotal information regarding the efficacy of the programs, behavior changes resulting from the programs, and knowledge or skills gained could be conducted periodically at each business and published in the newsletter.

· Employer Testimonials—Employers should be recruited for interviews to discuss the impact the programs have at their workplace.
Recognition Events.  To keep individuals and organizations involved and motivated, it is important to recognize those who make the programs successful.  A series of awards needs to be determined in several categories to ensure deserved recognition is publicized.  Recognize business sites for their commitment to these programs through public recognition activities (newsletters, city proclamations, recognition luncheons, press releases, etc.).  

SUMMARY

A turnkey worksite health promotion program developed by the DHS could be utilized by health promotion professionals, business owners, and human resource management personnel.  The program would include a variety of printed materials for display and distribution in the workplace setting to encourage healthy lifestyles.  The State could also produce a series of motivational and instructional videos that uses culturally appropriate content and information to educate women on how to integrate good nutrition and physical activity into their daily lives.  Participating employers would benefit from additional ideas on how to use incentives, how to alter the worksite environment, and other strategies that encourage individual behavior change.  The turnkey program would be easy to use and adaptable in a variety of settings. An optional program component that accommodates uninsured low-income workers and their employers would require teaming up with both community and church-based efforts and coordinating with other state and local agencies to see that the health care needs of the target population are met.  Other alliances with trade organizations, chambers of commerce, health plan providers and labor unions are also in order to create awareness of and support for the state-sponsored program.  Critical recommendations on marketing the program to health promotion professionals and the business community have been explored. Without effective marketing, any turnkey program will be of limited value.


SECTION VIII

POLICY AND ENVIRONMENT RECOMMENDATIONS
Environmental and policy changes are necessary to ensure that employees succeed in any worksite health promotion program.  Short-term individual behavior change is possible and feasible with working adults, but, without a supportive environment and worksite policies that encourage healthy living, the odds of successful long-term behavior maintenance are low.  Without long-term maintenance, improvements in chronic disease incidence and prevalence are much less likely to occur.  The creation of supportive environments and policies may be one of the most important aspects of improving public health. 

Supportive policies and environments can be any environmental change or set of organizational rules that influence healthy living for better or for worse.  Worksites may unintentionally support unhealthy eating behaviors by providing employee access to typical “junk food laden” vending machines.  In contrast, a worksite that offers employees a chance to exercise during breaks or during lunch has health-promoting effects.  Some policies could be initiated by local and state governments to support worksites that encourage healthy living, such as tax incentives to companies that have health promotion programs.  Other worksite policies may directly affect workers and their daily work environment.  An overview of different policy and environmental concepts are discussed in this section.  Each of them has the potential to help support the health of working adults, and each will require targeted efforts from the DHS.  The State will need to determine which policies can realistically be put into practice.  Many of these policy recommendations affect worksites that employ both low- and middle-income workers and most are also apply to agricultural workers. 

Tax Incentives

Most worksite leaders and key informants are not enthusiastic about using company profits to support employee health promotion programs.  At many companies, a larger burden of employee health care expenses are being passed on to the employee.  In some cases, health care coverage sponsored by employers is being eliminated.  Key business informants have suggested that if health promotion programs are going to cost money, management is not likely to approve them.  With the average worksite projected to replace eleven percent of its work force each year, employee turnover can act as a disincentive to worksites who want to help employees be healthy.  Since other worksites may not have health promotion programs, companies that do will not be able to enjoy the full benefits of having a healthy workforce if some employees improve their health through the company’s intervention only to leave the company and move to a different employment position.  The companies that hire these healthy employees will reap the employee-related rewards without any investment on their part.  These rewards could include reduced health care expenditures, decreased employee absenteeism and improved productivity.  If effective worksite health promotion programs become the norm rather than the exception, the employee turnover rate will no longer be a disincentive since employees hired as replacements will more likely have good health. A state or federally-sponsored tax incentive program could stimulate widespread interest in health promotion programs. 

A structured tax incentive program could be legislated to reward worksites that actively attempt to improve and support health employee habits.  Companies that receive incentives may already have health promotion programs, have a healthy employee workforce or provide worksite health promotion policies.  Incentives could help defray the costs of health promotion programs, thus making them more financially feasible to companies.  However, the benefits of tax incentive programs would need to be weighed against the loss of tax revenues for the state or federal government.

Making Time for Employees to Participate

At many worksites, employers are unwilling to let employees use company time to participate in health promotion programs.  Most low-income workers are only allowed 30 minutes for lunch.  Health promotion programs have to compete with employees’ attention at lunch time while they prepare their food and eat.  A speaker may only have 15 minutes of the audience’s full attention.  These employers will not allow additional time for lunch.  Presentations held before or after work hours could suffer from low attendance due to the transportation and childcare issues many workers face.  Another barrier is that larger worksites sometimes do not have one area where their employees can congregate.

Companies could initiate a policy of release or flex time for employees to participate in health promotion programs or even engage in physical activity.  Policies that create flexible schedules and paid time to participate are common among companies with established, effective employee health promotion programs.  To encourage these changes in policy, key informants and decision makers would need to be convinced that healthier employees are better and more productive employees.  A tax incentive for implementing such policies would be helpful. 

Liability Issues and Policies

Worksite liability was consistently mentioned as a concern during the key informant interviews and focus groups.  Employers worry about their exposure to injury-related lawsuits if they encourage employees to exercise on-site or engage in any form of physical activity.  Several key informants were not even allowed to encourage employees to use the stairs rather than the elevator for fear of possible litigation if someone was hurt.  
Most key informants said their worksite would not consider having on-site fitness equipment, but they might support a policy of offering discounted or partially-subsidized employee memberships at commercial gyms and fitness centers.  They felt more comfortable leaving the litigation risk to an outside facility.  

Key informants were also hesitant to provide other amenities that might encourage physical activity participation, such as changing rooms, showers, bike storage, accessible stairways, etc.  The increased costs associated with these amenities explained some of their hesitation, but fear of litigation was a concern as well. 

Worksites that encourage healthy lifestyles could be protected from litigation through the enactment of a Good Samaritan type law.  Witnesses and by-standers that come to the aid of accident victims are protected by the Good Samaritan Law when they attempt to provide medical care in a prudent and rational fashion.  The same protection afforded to bystanders could also be extended to worksites if they are sued by an employee who is injured or hurt while exercising at work.  Such a law would have to be passed at either the state or local level and would need to be carefully drafted so that both employers and employees are protected from neglect or misconduct.    

Another policy solution would be for businesses to help defray the costs of employee membership at commercial fitness centers.  Group discounts could be arranged and both the employee and employer could share in the cost.  This would remove the risk of lawsuits and still provide an opportunity for employees to engage in physical activity.  The full support of worksite management is essential to institute this type of policy.  Employers would once again need to be convinced of the benefits to investing in such a policy. 

In a related issue, some workers complained that they would like to participate in physical activity at work, but that their worksites were located in a crime-ridden section of town.  Fear of becoming a victim of crime prevented them from walking during lunch, even though a park with walking paths bordered the worksite.  If a business is located in an unsafe area, efforts to involve local law enforcement to secure a safe site for physical activity could be pursued.  Safety initiatives like this would have to be done on a site-by-site basis.

Healthy Mission Statements and Worksite Champions

In 1999, the Association for Worksite Health Promotion6 conducted an extensive survey of worksites to determine the prevalence of health promotion programs and identify elements associated with successful programs.  Worksites and corporations that included employee health in their mission statement tended to have more comprehensive and more successful programs.  Because the survey was observational in design, it did not have the ability to determine the direction of this relationship.  Worksites with effective programs might have added statements regarding employee health to their mission statements.  Another possibility is that worksites driven by a mission to improve and maintain employee health succeeded in developing good programs.  No matter how this association came to be, it is important to emphasize good employee health as part of any company’s mission.  Worksite health promotion programs are more likely to flourish once such recognition is part of the corporate culture.  

Successful worksite health promotion programs also tended to have an officer, administrator or owner who was a “champion” of healthy living.  Champions are typically individuals who had life-transforming personal experiences that convinced them to adopt healthier lifestyles. These enlightened individuals are more inclined to enable co-workers to experience the same transformation.  A worksite health promotion champion might be the company CFO who lost weight and became physically fit.  He or she might then influence decision makers to start a worksite health promotion program for employees.  Having a champion in a strategic leadership position can directly influence worksite health promotion efforts. Top-down support is critical to the success of such programs.12 

One way to encourage both “champions” and a health-directed mission statement is to help key informants and key business leaders experience lifestyle change outcomes.  The Health Enhancement Research Organization (HERO) (Birmingham, AL 205-969-2680) is a non-profit organization that does research and supports worksite health promotion efforts.  They invite corporate executives and chief medical officers to attend an Executive Health and Well-Being Summit. These workshops are designed to educate business leaders about the ability worksite health promotion programs have to reduce company health care costs, improve employee productivity, improve employee health, and build the case that healthy employees are good for business.  Another reason for the workshops is to help business leaders adopt and maintain healthy behaviors.  Though there is no data to assess the effectiveness of these programs, teaching and working with business leaders may positively influence perceptions on employee health and create employee health champions.  DHS could consider conducting similar programs to increase the awareness and importance of employee health. 

Improving On-site Food Selections

Worksite policies that improve employee access to healthy foods may be one of the most valuable ways to support a nutrition promotion program.  Vending machines, on-site cafeterias and vendors, and catering trucks determine what foods are available for consumption.  Unless an employee brings a healthy meal with them to work, nutritional quality may be largely determined by food vendors.  Several policies could improve the worksite food environment.  

Employers could work with food vendors to establish healthful “value meal” menu options and other cost incentives to make fruit and vegetable consumption the easy and affordable choice.  Most of the low-income focus group participants cited cost as a primary factor in determining food selections.  Meals sold at fast food franchises and mobile eateries were inexpensive when compared to healthier alternatives.  State or local policies could be developed that require food vendors, including vending machine operators, to make healthy foods more available and competitively priced.  These same policies could be enforced in cafeterias.  A pilot program could be developed at California state worksites. Wherever food was vended or sold, a percentage of food choices (30-50 percent) would be required to meet certain minimum nutritional criteria. Policies regarding food choices at worksites could even be written into state codes and regulations. They could also extend to organizations that do business with the State as part of their contract.  
The idea of requiring worksites to offer healthy alternatives comes from policies enacted to protect employees from tobacco smoke.  Non-smoking regulations inside buildings throughout the state ensure breathable air free of tobacco smoke that will not cause or exacerbate health problems among members of the population. Food quality assurance regulations would provide for nutritious food for everyone who wants to maintain a healthy diet.  Individuals who choose to eat unhealthy foods will not be denied that right, but such a policy would make healthy foods available to those who want it. 

Fresh fruits and vegetables that are made available at farmers’ markets can also help employees eat better.  Employers could provide time for employees to shop at local farmers’ markets at least one time per week.  Farmers’ markets could even be established near the worksite if one is not available.  Efforts could also be made to link worksite cafeterias with local farmers, farmers’ markets, and wholesalers/distributors to supply fresh fruits and vegetables.

Some simple healthy meeting policies could also be established at little or no extra cost to worksite management. Business leaders could offer healthy foods during meetings instead of traditional high fat/sugar foods such as pastries.  Foods served at employer-sponsored meals could include healthy options.  These policies would help support employees who choose to maintain good eating habits.
SUMMARY

Policy and environmental regulations can help create a supportive worksite environment for individuals to attain and maintain healthy behaviors.  They provide the foundation for long-term compliance that is necessary for the prevention and arrest of chronic diseases.  To help offset the costs of health promotion programs, tax incentives could be established.  Worksite management can also encourage employee health by providing time off or paid work time to engage in activities that lead to good health.  Companies could also provide facilities that support exercise, such as walking or bicycling, to encourage employees to engage in physical activity on their own time.  A Good Samaritan type law could help reverse the anxiety employers experience over liability issues.  Such a law would enable worksites to proactively support employee physical activity without the fear of being sued.  By teaching worksite leaders about the benefits of healthy living, the odds of getting a worksite to implement a health promotion program increases.  The policies that have the most potential focus on improving access to healthy foods.  Communications and even regulations with food providers could be helpful in getting food vendors to offer more healthy foods at reasonable prices.  
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APPENDIX

Moderator’s Guide

Agricultural Workers

5 a Day Worksite Program—Fall 2002

I.
Explain procedures for focus group (5 to 8 minutes)

A.
Explain procedures:  I’ll ask questions and want opinions from all of you; Opinions: no right or wrong answers; Want to hear from each of you; Speak one at a time; Note observers (Add the use of audio/video equipment, if applicable.)


B.
Participant Introductions: Participant First name; Number of employees—that you  work with or that are employed in your organization; Where you work; What you do; What shift or hours you work, Number of children in your family. 


C.
Tell me a little bit about your living situation. Where do you live? Do you live in town? Do you live in housing on a farm? Does anyone else live there?

II.
Perspectives on Employee Health Programs (15 minutes)

Let me start off by asking if there are any programs you have in your workplaces to keep workers healthy. Give me examples of what you consider programs to keep workers healthy. Do any of you know of any such programs offered through the places you work?  What health issues are addressed? 


A.
What do you think of the idea of workplaces offering those types of programs? Are these important? Why would a workplace offer them? Do you think your boss or supervisor should be involved in encouraging you to eat right and be physically active?


B. What types of things should a program to keep you healthy include to be able to attract you? Let’s say you were a participant. What type of health issues would you want to have addressed? (PROBE: Types of programs, structure of programs, incentives, others’ participation, etc.)  


C.
Who in here would use these?  Think about your friends at work. Are there certain friends who would be likely to use them while others would avoid them? (PROBE: Hours, Inconvenience, No time, Not part of routine, etc.) 


D.
OK. So you are all agricultural workers. Some of you may work in the fields while others work in packing houses. For those of you in packing houses, let’s say that I came to your workplace to offer you materials as well as a program on buying healthy meals/walking. Who would I need to talk with to get permission to distribute the materials? 


E.
Now for those of you that work in the field, let’s say that I came to you to offer materials as well as a program on buying healthy meals/walking.  Where would I be? Who would I need to talk with to get permission to distribute the materials? Who could I use to give you the materials? 


F.
What about for those of you work in the fields, would they let me in? Could I do it through the union? Through the contractor? Through the farmer? Through the church? 


G.
What types of materials would you like to see? Brochures? Flyers? With pictures? Video? Tell me about how I should get this material to you.

III.
Worksite Nutrition Programs (30 minutes)


Now, I’m going to change the subject on you. Let’s talk a bit about your meals. 


A.
What is your main meal at work? Describe a healthy [Use Main Meal at work]. 


B.
Where do you generally get your main meal? Do you usually eat your [Use what they consider main meal] alone or with your co-workers. Where do you usually eat [Main meal}? Do you buy it? Do you make it yourself? What do you usually eat? Do you consider it a healthy meal? What makes it healthy? How do you feel at work after having a healthy meal vs. after having eaten an unhealthy one? (PROBE: Itemize elements of healthy meal then ask again.)  


C.
Is it important to you to eat healthy foods at work? How would your life/health be different if you did eat a healthy diet? How much would you be willing to pay for a healthy lunch? 

D.
Do any of your workplaces offer programs that encourage/motivate you to eat healthy? Tell us what is offered.  


E.
What do you think about a workplace offering a program that encourages workers to eat healthy foods? Would you like to see a program like this in your worksite? Would you buy these items? What would make it easy for your workplace to offer programs or healthy food items like more fruits and vegetables at work? 


F.
Suppose there was a program being developed for your workplace that was designed to get you to eat more fruits and vegetables.



•
Would you go for something like that? What makes you say that? Is anyone opposed to it? 



•
What needs to happen for me to offer that type of program?  Who would I need to talk with to get permission to implement the program? Are there any work rules do I need to look into that will keep me from offering this type of program or that may help me in offering this type of program? 



•
What would be most important to include in a program like that?



•
What kind of information do you need to get you to eat more fruits and vegetables at work? Would you want the information to be geared toward you, you and your family, you and your co-workers, you and your friends, etc?



•
How would you want this information to be delivered/communicated to you? (Videos, brochure, e-mail, posters, point-of-selection materials, web site, etc.).  



•
What kind of workplace activities would you want to participate in that would get you to eat more fruit and vegetables?  What would motivate you to participate in such activities? (Probe: competition, team-work, support from your co-workers, coupons for free or low-cost healthy foods)



•
Would it matter to you if your co-workers were participating in a program too? Would it help you to receive encouragement and support from your co-workers who were participating? 



•
What would have to change at your workplace to get you to eat more fruits and vegetables?  PROBE:  




▪
provide ways to wash pesticides off of fruit or vegetables on-site; 




▪
healthful food selections through at lunch trucks; 




▪
get special deals for buying fruit or vegetables directly from the packing house or farmers; 




▪
have the employer provide equipment to store or heat vegetables; Probe: type of equipment: fridge? Microwave?




▪
provide cheaper meals to employees; 




▪
provide time for employees to shop at local farmers’ markets at least one time per week; 




▪
establish a farmers’ market near the worksite if one is not available; 




▪
establish a policy where healthful food choices are available at all meetings where food is served. Let’s say this one is offered at your workplace. How many of you would really choose the healthy food?



•
What type of motivators would you need to get you to eat more fruit and vegetable at work?

IV.
Physical Activity Programs (30 minutes)

Now, I’m going to change the topic a bit and talk about physical activity. 


A.
What do you understand by “physical activity”; what does it mean? What does “exercise” mean? Is it important for you to be physically active? Why/Why not? 


B.
What type of physical activity do you do? What keeps you from doing any/more? 


C.
“Safe Physical Activity”: what do those words mean to you?  Do any of your workplaces have programs or anything related to ‘safe’ physical activity in your workplace? What have they done? Are there any programs in your workplaces to help workers engage in safe physically activity? Have you ever heard that your workplace has sponsored or done anything to promote the idea of workers engaging in safe physical activity?


D.
(If no PA programs are mentioned, then ask:) What would you think if your employer offered a program that enables workers to be physically active?  Tell me what you do at work that you feel makes you physically active. Describe the activities you do. 


E.
Has anyone ever been injured at work because you were physically active? Do you think there might be ways of avoiding those types of injuries? Would anyone be interested in finding out how to engage in safe physical activity at work? (Probe: Doing stretches? Having short breaks? Having cool down periods?) 


F.
Would you be more likely to participate in a physical activity program if you saw your supervisor participating? 


G.
What would make it easy for your workplace to offer a program that enables you to be physically active at work?


H.
Suppose there was a program being developed for your workplace that was designed to increase your physical activity.



•
Would you go for something like that? 



•
Let’s say I want to offer such a program. What needs to happen for me to do that?  Who would I need to talk with to get permission to implement the program? 



•
What would you say that I would need to include as part of the program at work in order to get you interested in participating? 



•
What kind of information would you need to increase your physical activity at work? Would you want the information to be geared toward you, you and your family, you and your co-workers, you and your friends, etc?



•
How would you want this information to be delivered/communicated to you? brochure, e-mail, posters, co-worker, web site, etc. 



•
What kind of workplace activities would you want to participate in that would help to increase your physical activity/motivate you to be physically active?  What would motivate you to participate in such activities? Would you participate in after-work sport and other physically active pursuits like playing soccer? Playing baseball?



•
Would anything need to change at your workplace for such a program to be offered? If yes, what would need to change?  (Probe: space issues; equipment; facilities; types of programs needed; motivating workers; changes in operations; Have park close by? Change in work hours? Have equipment available? Need for shady areas? Need for safe drinking water? No pesticides spraying?)    



•
OK, I want you to participate in this program. What do you need to hear or what do I need to do to encourage you to increase your physical activity at the workplace? Think about this for a minute. I’m going to step outside to give you time to think. Then, we can talk about it when I come back in.

STEP OUT AND CHECK WITH CLIENT FOR REVISITS TO POINTS.

V.
Closure (5-8 minutes)

Now we’ve been talking about what we need to say to get workers to eat more fruits and vegetables and do more exercise as well as where we need to say it. Suppose you had 30 seconds to tell your neighbor about why he/she needs to eat more fruits and vegetables and do more physical activity. What would you say and how? 


Having taken part in our conversation this evening, how many intend to eat 5 servings of fruits and vegetables and get 30 minutes of moderate activity each day? Would you be willing to volunteer to try that out for the next 2 weeks?

THANK PARTICIPANTS AND DISMISS.

Moderator’s Guide

Limited-Income Women

Middle-Income Women

5 a Day Worksite Program—Fall 2002

I.
Explain procedures for focus group (5 to 8 minutes)


A.
Explain procedures: I’ll ask questions and want opinions from all of you; Opinions: no right or wrong answers; Want to hear from each of you; Speak one at a time; Note observers (Add the use of audio/video equipment, if applicable.)


B.
Participant Introductions: Participant First name; Number of employees—that you  work with or that are employed in your organization; Where you work; What you do; What shift or hours you work, Number of children in your family.

II.
Perspectives on Employee Health Programs (15 minutes)


Let me start off by asking if there are any programs you have in your workplaces to keep workers healthy. Do any of you know of any such programs? IF NO RESPONSE: For example, are there vending machines that sell healthy food items; do the lunch trucks now offer low fat items? Can you think of anything like that that happens at work? What health issues are addressed?


A.
What do you think of the idea of companies offering those types of programs? Are these important? Why would a company offer them? Do you think your employer should be involved in encouraging you to be healthy?


B.
Who in here would use these?  Why? Describe those who would and would not participate.


C.
What do you think would help you to get into programs at work that are designed to improve your health? What do you think would help other workers to get into programs at work to improve their health? (PROBE: Types of programs, structure of programs, incentives, others’ participation, etc.) 


D.
What would keep you (other workers) from using these types of programs? (PROBE: Hours, Inconvenience, No time, Not part of routine, etc.)

III.
Worksite Nutrition Programs (30 minutes)


Let’s talk a bit about your meals. Where do you generally get your breakfast? Where do you generally get your lunch? Do you usually eat your lunch alone or with your co-workers.


A.
Describe a healthy lunch (or main meal at work). How do you feel at work after having a healthy meal vs. after having eaten an unhealthy one? (PROBE: Itemize elements of healthy meal then ask again.) 


B.
Is it important to you to eat healthy foods at work? How would your life/health be different if you did eat a healthy diet? How much would you be willing to pay for a healthy lunch? Do you have a salad bar at work? If yes, do you pay a fixed price for it or do they weight your salad and you only pay for what you choose?

C.
Do any of your workplaces offer programs that encourage/motivate you to eat healthy? Tell us what is offered? 


D.
What do you think about offering a program that encourages workers to eat healthy foods? Would you like to see a program like this in your worksite? Would you buy these items? What would make it easy for your employer to offer programs or healthy food items like more fruits and vegetables at work? 


E.
Suppose there was a program being developed for your workplace that was designed to get you to eat 5 servings of fruits and vegetables a day.



•
Would you go for something like that? What makes you say that? Is anyone opposed to it? 



•
What needs to happen for me to be able to offer a program like this at your workplace?  Who would I need to talk with to get permission to implement the program? Are there any work rules do I need to look into that will keep me from offering this type of program or that may help me in offering this type of program? 



•
What would be most important to include in a program like that?



•
What kind of information do you need to get you to eat more fruits and vegetables at work? Would you want the information to be geared toward you, you and your family, you and your co-workers, you and your friends, etc?



•
How would you want this information to be delivered/communicated to you? (Videos, brochure, e-mail, posters, point-of-selection materials, web site, etc.).  



•
What kind of workplace activities would you want to participate in that would help to eat more fruits and vegetables?  What would get you to participate in such activities? (PROBE: competition, team-work, support from your co-workers, coupons for free or low-cost healthy foods)



•
Would it matter to you if your co-workers were participating in a program too? Would it help you to receive encouragement and support from your co-workers who were participating? 



•
What would have to change at your workplace so that you would be able to eat more fruits and vegetables?  [After their suggestions, ask:] Let me see if things like these interest you: 




▪
What do you think of offering healthful food choices thru vending machines, at the worksite cafeteria, and thru the lunch trucks? 




▪
What if you were able to buy a healthy meal at a better cost? What would that cost have to be? What would make a meal with fruits & vegetables a better value? 




▪
What if your employer were to offer cheaper meals if these were healthier? [pre-tax meals to employees] 




▪
What if you were given time to shop at local farmers’ markets at least one time per week? 




▪
What if there were a farmer’s market started near your workplace? 




▪
What if there were healthy food available at all meetings where food is served?



•
What do you need to know or do to be able to eat more fruits and vegetables at the work?

IV.
Physical Activity Programs (30 minutes)


Now, I’m going to change the topic a bit and talk about physical activity. 


A.
What do you understand by “physical activity”; what does it mean? What does “exercise” mean? Is it important for you to be physically active? Why/Why not?


B.
What type of physical activity do you do? What keeps you from doing any/more?  Describe what your company has done to promote physical activity in your workplace.  (If no PA programs are mentioned, then ask:) What do you think about offering a program that enables workers to be physically active?  


C.
Would anything need to change at your workplace for such a program to be offered? If yes, what would need to change? (Probe: space issues; equipment; facilities; types of programs needed; motivating workers; changes in operations)

D.
Would you be more likely to participate in a physical activity program if you saw your boss and other managers as well as your company CEO participating? 


E.
What would make it easy for your employer to offer a program that enables you to be physically active at work?


F.
Suppose there was a program being developed for your workplace to get you to be more physically active.



•
Would you go for something like that? 



•
What needs to happen for me to do that?  Who would I need to talk with to get permission to put such a program in place? 



•
What would you say that I would need to include as part of the program at work in order to get you interested in participating?


•
What kind of information would you need to increase your physical activity at work? Would you want the information to be geared toward you, you and your family, you and your co-workers, you and your friends, etc? 



•
How would you want this information to be delivered/communicated to you? Video, brochure, e-mail, posters, co-worker, web site, etc. 



•
What kind of workplace activities would you want to participate in that would help you to become more physically active?  What would motivate you to participate in such activities? Would you participate in after-work sport and other physically active pursuits like dancing, with co-workers?



•
What would have to change at your workplace to increase your physical activity?  (PROBE: provide release or flex time for employees to participate in PA; provide financial incentives or cost sharing for off-site programs; encourage PA by offering changing facilities, showers, bike storage, accessible stairways, etc.; and provide safe walking routes). 



•
OK, I want you to participate in this program. What do you need to hear or what do I need to do to encourage you to increase your physical activity at the workplace? 

V.
Closure (5-8 minutes)


Now we’ve been talking about what we need to say to get workers to eat more fruits and vegetables and do more exercise as well as where we need to say it. Suppose you had 30 seconds to tell your neighbor about why he/she needs to eat more fruits and vegetables and do more physical activity. What would you say and how? 


Having taken part in our conversation this evening, how many intend to eat 5 servings of fruits and vegetables and get 30 minutes of moderate activity each day? Would you be willing to volunteer to try that out for the next 2 weeks?

THANK PARTICIPANTS AND DISMISS.

Worksite Gatekeeper Guide

Moderator’s Guide

5 a Day Worksite Program—Fall, 2002

I.
Explain procedures for focus group (5 to 8 minutes)


A.
Explain procedures: I’ll ask questions and want opinions from all of you; Opinions: no right or wrong answers; Want to hear from each of you ; Speak one at a time; Note observers (Add the use of audio/video equipment, if applicable.)


B.
Participant Introductions: Participant Introductions: First name, type of business/number of employees; position.

II.
Status of Worksite Health Promotion Programs (15minutes)


Let me start off by asking if you consider the employees at your company to be healthy?  In your opinion do they have any significant health risks? What are those health risks?


Besides traditional health insurance plans, are there any programs you have in place in your businesses to keep workers healthy? Do any of you have any programs in place for that purpose? 


What can you tell me about these programs? What do you know about them?  What health issues are addressed?

For those who do have programs: 


♦
For those who do have programs, why do you have them?  


♦
What importance to you place on these programs?


♦
What were the expectations when the programs were initiated?  


♦
Generally, how would you describe the level of interest among owners, managers and supervisors for a program designed to improve employees’ health? What makes you say that? 


♦
What benefits has your company received for having them? 


♦
How would you describe the level of interest among your workers?  Do they participate?  What if any detriments/problems has your company experienced by having a program?

For those who do not have programs:


♦
For those of you who do not have programs, tell us why there are no health promotion activities available for the employees of at your worksite.  Generally, how would you describe the level of interest among owners, managers and supervisors for a program designed to improve employees’ health? What makes you say that?   


♦
What are the major barriers to offering programs?  

III.
Worksite Nutrition Programs (18 minutes) 


Let’s talk a bit about health promotion programs to motivate employees to eat healthier. Do you know of any company programs that do this?


Let’s say your company sought to offer such a program. What would make it easy for you to offer programs or healthy items like more fruits and vegetables at work? 


A.
How would you see it working?


B.
Would you need to change anything in the company to offer such a program? (PROBE: Company policies or regulations, facilities, vending machine offerings, lunch truck access, cafeteria offerings, length of breaks, length of lunch periods, attitude of supervisors/managers, etc.)

C.
Let’s say that the State of California’s Dept. of Health Services could offer assistance to employers in implementing a healthy eating program that is designed to increase fruit and vegetable intake among workers. What would you like to see in terms of assistance? (PROBE: Materials? Tax incentives for healthy meals? Changes in regulations—which? How?)


D.
How can you motivate employees to eat healthier, let’s say to eat more fruits and vegetables? What do the employees need to know or do?


E.
What do you feel keeps them from eating healthier? 


F.
Let’s say I want to offer a program to motivate employees in your company to eat more fruits and vegetables. What would you say are essential components to this program?


G.
What would I need to do to offer such a program in your company?


H.
Do you see anything that would need to change in the organization or facilities for me to be able to offer such a program? [PROBE: vending machines; cafeteria offers, lunch truck products, place for education, policy regarding talking to workers, etc.]


I.
Finally, what other resources, organizations, or people can you think of that might be able to help make these programs successful?  Are there specific organizations? Are there specific types of institutions? Can you think of any other businesses that might be helpful in getting the word or materials out?  [PROBE: food service providers, farmers’ markets, law enforcement, local restaurants, policy makers, health dept., other businesses]

IV.
Physical Activity (18 minutes)


Now, I’m going to change the topic a bit and talk about physical activity. 


A.
What do you understand by “physical activity”; what does it mean? What does “exercise” mean? Is it important for you to be physically active? Why/Why not? 


B.
Are there any programs in your companies to keep you and/or your employees physically active? Have you ever done anything to promote the idea of workers being physically active? Describe what your company has done to promote physical activity in your workplace.  (If no PA programs are mentioned, then ask:) What do you think about offering a program that enables workers to be physically active?  


C.
Would anything need to change at your workplace for such a program to be offered? If yes, what would need to change? Probe: space issues; equipment; facilities; types of programs needed; motivating workers; changes in operations; 


D.
Do you think your employees would be more likely to participate in a physical activity program if they saw you and other managers as well as your company CEO participating? 


E.
What would make it easy for your company to offer a program that enables workers to be physically active at work? 


F.
Suppose there was a program being developed for your workplace that was designed to increase your physical activity. What would you say are essential elements of that program? (Probe: space issues; equipment; facilities; types of programs needed; motivating workers; changes in operations)


G.
What kind of workplace activities could you see working with your employees to increase their physical activity?  What would motivate them to participate in such activities?  Would you participate in after-work sport and other physically active pursuits like dancing, after work with co-workers? 


H.
What would have to change at your workplace to assure success of a program to increase physical activity?  What specific things would help to increase physical activity? (e.g.,; encourage PA by offering changing facilities, showers, bike storage, accessible stairways, etc.; and provide safe walking routes). 


I.
What organizations or agencies would you see as appropriate to provide assistance in helping your company provide physical activity programs to your employees? (PROBE: health dept., HMO, gym instructors, school PE coaches, etc.)

V.
Assistance with Policy Change (8 minutes)


The Dept. of Health Services is very interested in working with you to change policies to make it easier for companies to offer programs to increase fruit and vegetable consumption and increase workers’ participation in physical activity at work. What policy(ies) would you see that need revising in order for you to be able to do that? 


A.
Can you think of regulations that hamper those efforts?


B.
Can you think of policies that might facilitate such efforts? [PROBE: tax incentives for healthy meals; provide release or flex time for employees to participate in PA; provide financial incentives or cost sharing for off-site programs]

VI.
Closure (7-10 minutes)


Look, we have a number of research studies that tell us that most disease is preventable. Part of the challenge is getting people to eat healthier and to do more physical activity. Is there interest on your part to help us? How can you do that? For those who have no interest, what makes you uninterested?


We’ve talked about program elements for getting workers to eat healthier and to engage in physical activity at work. Which of those program elements do you find realistic and which would you consider doable? 

THANK PARTICIPANTS & DISMISS. 
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