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INTRODUCTION

1.1
Overview of the paper

Created through the Supporting Comprehensive Workplace Health Promotion in Ontario Project, this paper combines information collected from:

· a literature review, gathered (via the internet and other passive search techniques);

· 299 workplace health promotion stakeholders (compiled into a database);

· key informant interviews with 71 intermediaries in Ontario; and

· an extended observational study of 7 selected intermediaries in Ontario.

Using this information, the paper provides a thorough understanding of the activities, needs and desires of the many stakeholders who are currently or could potentially play an important role in determining what health promotion activities occur in Ontario workplaces.

The paper begins with some background information about the risk factors for stroke, the overall conceptual approach, and project terminology (Background Information & Key Concepts).   The next section of the paper (Stakeholder Activities) discusses our key findings about each stakeholder group.


1.2
Overview of the project

This paper is one of the products of the Supporting Comprehensive Workplace Health Promotion in Ontario Project.  The purpose of the Supporting Comprehensive Workplace Health Promotion in Ontario Project is to generate a comprehensive framework and recommendations on how the Ontario Ministry of Health and Long-Term Care, through the Ontario Health Promotion Resource System (OHPRS) and in collaboration with the Stroke Prevention Working Group, can contribute to, support and improve stroke prevention and health promotion activities that assist adults in Ontario’s workplaces in leading healthy lives.

Other products available from this project include:

· Effectiveness of Workplace Health Promotion Report;

· Conditions for Successful Workplace Health Promotion Report;

· Stakeholder Database;

· Key Informant Interview Report; and 

· Extended Observation Report.

METHODOLOGY AND LIMITATIONS

This report combines the key findings from a literature review, stakeholder database, key informant interview and extended observation survey about workplace health promotion.  Methodologies for each of these data collection methods are presented below.  Of the 299 stakeholders we identified, less than half participated in the key informant survey and/or extended observational study.  The information about each of the stakeholders identified within this document has been vetted by the stakeholder. 

2.1
Literature review methodology

The resources collected for the literature review include print, electronic, published, unpublished, peer-reviewed and not peer-reviewed documents.  Resources were collected in three ways.

· An Internet search using the following search engines: Google; Webtop; and Fast Search. 

· Recommendations from key informants, the Project Advisory Committee and conferences about additional sources of information.  Content and bibliographies from these resources were assessed and in turn lead to more sources. 

· A search of relevant databases (Sociofile, MEDLINE, PsycINFO, Sociological Abstracts, CINAHL, Canadian Research Index, HealthPromis and Current Contents) using combinations of the following terms: worksite, workplace, comprehensive, integrated, holistic, health, stroke, heart, cardiovascular disease, programs, strategies, initiatives, promotion, and quality of work-life.  From the large list of review articles and meta-analyses, resources were selected that would provide information on workplace health promotion stakeholders, current practices, effectiveness, and conditions for success.  

This generated a large number of resources.  The resources were managed in a database with brief annotations for each resource.


2.2
Information about stakeholder mandates and activities (stakeholder database)

Using project team and advisory committee recommendations, a list of organizations and individuals within each stakeholder category was generated.  Additional names were generated while searching for literature review resources.  Using the Internet and some personal phone calls, an effort was made to identify the mandates and workplace-related activities of each of the organizations identified.  An Access database was developed to organize the information.  The key informant and extended observation samples (described below) were selected from this stakeholder database. Selected key informant results were included in the database to aid with development of the overall stakeholder analysis.

All of the information in the stakeholder database was verified by the stakeholders during the Winter of 2003.

2.3
Key informant interview (KII) methodology

A standardized telephone survey was administered to a sample of intermediaries and supporting organizations. The sample was drawn from the stakeholder database and from recommendations received by the OMOHLTC and the Project Advisory Committee.  In addition, an effort was made to represent various: 

· Geographic regions of Ontario;

· Types of intermediaries and supporting organizations;

· Degrees of readiness and capacity; and

· Types and sizes of business served.

Participants were invited to take part in the KII via personal telephone calls.  The invitation was followed up with written communication and a copy of the survey.  The interviews were conducted during October and November, 2001. 

Interviewers entered the responses into an on-line database to facilitate and support the analysis of data.  The data was analyzed using SPSS.

A total of 71 key informant interviews were conducted.  
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2.4Extended observation (EO) methodology

The goal was to recruit 8-10 participants, each from a different stakeholder category.  Recruitment took place during November and December, 2001.  Stakeholders were selected to participate based on one or more of the following criteria:

· They were not involved in the KII phase, or the information gained through their participation in the KII provided the basis for wanting more information.

· They were familiar with the THCU project team and were therefore more likely to agree to participate.

· They were recommended by others (e.g., members of THCU project team, or stakeholders who were asked to participate in the EO).

Fourteen people were approached through both email and phone contacts.  Seven people were successfully recruited.  

The EO consisted of four data collection methods.  

1. Participant tracking 

This method collected real time examples of intermediaries’ work from their own perspective.  Intermediaries were asked to track daily activities between January 7th and February 29th, 2002 and submit three examples of initiatives (defined in figure 5.0) they were involved in over the past year.  Intermediaries documented their capacities, limitations, supports used, and supports needed.

2. On-site Observation

This method allowed us to gain insight, through direct observation, into the work environment and capacities of participants.  Each intermediary was observed in their setting. 

3. In-depth interview

To complement the on-site observation, an in-depth interview was conducted with the intermediary at the time of the observation or over the phone at a later date.  This allowed for one-on-one dialogue between the observer and intermediary to clarify specific details needed to answer the research questions.  The questions were customized based on participant tracking information and the on-site visit. 

4. Focus Groups

The purpose of the two focus groups was to validate the results of all data collection methods.  It was also an opportunity to generate discussion among key stakeholders and ensure that parts of the framework proposed by the THCU project team were appropriate.  Focus groups are not representative samples in any way but a means to obtain more depth to existing information.
BACKGROUND INFORMATION & 

KEY CONCEPTS

This section provides project background information and a description of key concepts.  The section begins with a brief overview of information on stroke risk factors related to workplace health promotion.  A description of three broad types of workplace health promotion approaches and the concept of comprehensive health promotion is provided.  Next, the workplace health promotion stakeholder framework used throughout the data collection and analysis phases of this project is presented.  This section ends with information about any other project terminology and a brief comment about the usefulness of a province-wide workplace health promotion stroke strategy.

3.1
Stroke Risk Factors

Stroke “costs the Ontario economy almost a billion dollars a year and is a leading cause of death and adult neurological disability. Currently, at least 90,000 Ontarians are living with effects of stroke, such as motor, sensory, cognitive or communication deficits. Stroke is believed to be one of the leading causes of transfer of the elderly to long-term care. As the population of Ontario ages, the number of strokes is expected to increase.”
   

Risk factors for stroke include smoking, high blood pressure, diabetes, inactivity, being overweight, excessive alcohol consumption, heart disease, and previous stroke.
  

“Stress reactions, if prolonged, can also lead to a variety of emotional, behavioural and physiological reactions, some of which are risk factors for stroke...Behavioural reactions include alcohol abuse and increased tobacco consumption…Physiological reactions include…increased blood pressure and increased/irregular heart rate…”.
  A review of 287 articles from the published literature concludes that “stress alone can induce the inflammatory response, both in the arteries in atherosclerosis, and possibly in the chronic inflammatory diseases affecting other organs as well.”
 

A recent report by Duxbury et. al., (2003) demonstrates the extreme levels of stress that Canadians are experiencing due to conflict between their work and their home.  The report summarizes 10,000 comments provided by participants in Health Canada’s 2001 National Work-Life Conflict Study.  Almost two-thirds of the comments are about difficulty achieving work-life balance.
  

There are also additional occupational risks for coronary heart disease, which as previously mentioned is a risk factor for stroke. “A few specific toxins encountered occupationally are known to affect the heart, most prominently carbon disulfide, nitroglycerin, and carbon monoxide… There is substantial evidence that environmental tobacco smoke, extreme heat, and extreme cold are risk factors for cardiovascular disease, and it is presumed that they are risk factors when they are encountered in the occupational setting...The weight of the evidence also supports an association between occupational noise and increased blood pressure…Shift work has also been linked to heart disease, …and heavy lifting (in occupational and non-occupational settings) has been associated with increased risk of heart attack.” 

There is also a great deal of research showing that individuals experience strain and other ill effects when the demands of their job exceed the control (“decision latitude”) they have.  The higher the demands relative to control, the higher the strain.  These job characteristics have been linked to heart disease,
,
,
,
,
 absenteeism,
,
,
,
 and health status.
   For example, a landmark study conducted with members of the civil service in the United Kingdom found that workers who had little control within their jobs were over 50 per cent more likely to suffer from heart disease.

Similar findings were recorded in a recent study of the executive cadre in the Canadian federal public service.  Results showed that an individual’s lack of job control increased the likelihood of distress (in this study, a person in high distress was said to be “disturbed, emotionally stirred up, altered in this respect from his/her normal self”). High distress, in turn, was shown to increase the likelihood of experiencing musculoskeletal problems by 90 per cent; cardiovascular problems by 120 per cent; gastrointestinal problems by 210 per cent; coronary heart disease by 350 per cent; and mental health disorders by 1740 per cent.
  Still another study found that the risk of developing cardiovascular problems increases when an individual’s contribution and effort do not result in the potential for a reward such as a promotion or increased likelihood of job security.
  Another recent study even found that the largest contribution to the gradient in the frequency of coronary heart disease by socioeconomic status was from control at work, not from standard coronary risk factors.
  There is “considerable evidence… [linking] psychosocial exposures at work to precursors of heart disease or to heart disease itself. ”
   

With most Ontarians spending a good part of their time at work and since workplaces can have a number of stroke risk factors built into the environment, an organized stroke care system should most certainly include workplaces as a priority for prevention efforts.

3.2
Types of workplace health promotion approaches

As discussed above, the workplace is an important setting in which to reach people with health promotion strategies designed to help them make voluntary behaviour changes related to diet, physical activity, smoking, alcohol use, stress, etc. It is also a key determinant of health in factors such as job control and safety.  

The types of workplace health promotion are frequently
,
,
,
 divided into three broad categories: occupational health and safety (OH&S); voluntary health practices (VHP); and organizational change (OC) (shown Figure 1).  The following outlines the types of activities that may be classified under each of these three approaches.  As outlined in the companion document, Effectiveness of Workplace Health Promotion, we feel that all of these approaches are necessary for a truly comprehensive workplace health initiative.

3.2.1
Occupational health and safety

Occupational health and safety initiatives have traditionally been concerned with health protection: reducing physical and chemical hazards at work and reducing work-related injury, illness and disability resulting from hazardous jobs.
 Though scope varies depending on organization, many activities may fall under the category of occupational health and safety including ergonomics, injury prevention, hazard identification and control, emergency response programs, disability case management and medical services.
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3.2.2
Voluntary health practices

The voluntary health practice approach refers to efforts to help people modify their personal lifestyle behaviours.  Topics may include tobacco use, nutrition, alcohol and drug use, immunization, stress management, physical activity, etc.  

3.2.3
Organizational change

Organizational change in the workplace has historically been undertaken to increase corporate productivity; it is moving into the realm of workplace health promotion due to research showing many productivity precursors closely related to health (e.g., job satisfaction
).  Job control and workplace stress play a role in job satisfaction and in the development of cardiovascular disease and stroke.  The literature also supports the concept that workers who are satisfied with their jobs tend to be healthier, whereas people who are dissatisfied with their jobs incur negative physical and psychological consequences.
  

Job satisfaction depends on the workplace culture as experienced by its employees.  A poor organizational culture can induce stress, which affects both health and productivity.
  In order to improve workplace culture, management must “organize work in ways that promote rather than defeat health.  Essentially, this means: keeping demands on time and energy within reasonable bounds; maximizing the degree to which employees participate in the governance of their own work; and providing adequate recognition for work well done.”
  Workplace culture is also a function of peer and supervisory communication and feedback, terms of employment (for example amount paid and job security), and corporate responses to non-work demands on employees such as child-care or family illness.  Organizational change efforts may also include keeping violence out of the workplace, providing professional development opportunities and providing supplementary health benefits.  For situations when management control over these types of changes is limited, perhaps due to the nature of the work, it is important to note that employee perceptions of employer fairness can also be a good indication of the state of the organizational culture.

3.2.4
External factors 
We also recognize that many external, society level factors influence the health of all men and women who are available to work.  Globalization has resulted in streamlining, downsizing and government policies that allow big companies access to countries where labour is unregulated and cheap.  This makes it difficult to regulate working conditions here in Canada.  Policies that support big business without accompanying obligations to create full-time, long-term jobs and rapid technological changes are additional examples of external factors that impact on work conditions and ultimately employee health.  These determinants of health though beyond the scope of this project are very important and should be considered when designing workplace health promotion initiatives.

3.3
Comprehensive health promotion

In addition to considering a comprehensive range of workplace approaches, it is also important to consider a comprehensive set of health promotion strategies including awareness raising/education, skill building, environmental support and policy development.  These strategies, combined with the three approaches form a matrix.  Figure 2 shows the matrix and provides examples of workplace health promotion activities that could be included in each cell or category of activity.  

The three approaches discussed in the previous section and the four health promotion strategies explained here form a complete workplace health promotion strategy.

Figure 2 – Workplace health promotion approaches and strategies
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Approaches

Strategies
	Occupational Health and Safety
	Voluntary Health Practices
	Organizational Changes

	Awareness Building/ Education


	e.g., raise awareness about the health risks associated with certain hazardous chemicals.


	e.g., raise awareness using company newsletter about the wide range of health benefits of being physically active (and the detriments of being inactive).
	e.g., raise awareness about the importance of providing input to management about job content/issues/concerns

	Skill Building


	e.g., provide demonstrations and training on how to handle hazardous products.
	e.g., assist/teach employees to set small, realistic physical activity goals.
	e.g., provide information on the best ways to give constructive feedback to management.

	Environmental Support
	e.g., provide necessary safety equipment and safe facilities.
	e.g., provide fitness facilities in the workplace.
	e.g., 360 degree evaluation for all staff and management   

	Policy Development


	e.g., mandate rigorous assessment of possibly hazardous materials before employees are exposed to them.
	e.g., allow employees to start work early or stay late to compensate for a slightly extended lunch hour which allows time to exercise.
	e.g., policy stating that all staff shall participate in 360 degree evaluation process


3.4
Workplace health promotion stakeholders

There are many different types of organizations and professionals who influence what health promotion activities occur in Ontario workplaces and how these activities are carried out.  These workplace health stakeholders can be divided into four levels including: 

· The employees themselves; 

· Those within workplaces who determine what, if any, health promotion activities occur in the workplace; 

· Intermediaries who provide direction and support to workplaces; and 

· Organizations that provide support to intermediaries. 

Figure 3 shows the four levels of stakeholders and the types of organizations, groups and individuals that fall into each level.  As previously mentioned, the primary focus of this project is the needs and activities of intermediaries.  However, to fully understand this large group, it is also necessary to explore the other levels. 

The arrows in Figure 3 indicate information and service exchange as well as influence.  The diagram also does not show all possible relationships between levels, since in some cases interactions may ‘jump’ levels.  For example, intermediaries such as community health centres or municipal governments may provide services directly to employees.   

Arrow 1 between levels A and B represents information, services, policies and procedures designed for employees.  This includes:

· Fitness programs; 

· Educational materials (pamphlets, posters, etc.); 

· Support groups;

· Reimbursement for smoking cessation aids; 

· Hazardous material safe handling procedures; and 

· Forums through which employees give feedback to managers.   

Arrow 2 between levels B and C represents information, services and advocacy efforts that help and/or encourage those within the workplace to develop health promotion activities for employees.  This includes:

· Provision of business cases showing the importance of management commitment to workplace health promotion;

· Advice on how to maximize employee participation in workplace health activities; 

· Assistance assessing employee health promotion needs; and 

· Advocacy efforts on behalf of employees.  

Arrow 3 between levels C and D represents information and services that help guide the efforts of intermediaries.  This includes: 

· Provision of ‘how to’ or ‘best practice’ resources;

· Literature reviews; 

· Research results; 

· Workshops and other forms of professional development;

· Networking opportunities; 

· Program guidelines; 

· Referrals; 

· Consultations; and 

· Funding. 

Arrow 3 is the primary focus of this project, as it addresses what the OHPRS can provide to meet intermediary needs.  However, for the purpose of developing providing recommendations about a comprehensive stroke prevention plan for workplaces across Ontario, we will take into account the current practices and needs of all levels of stakeholders, and will include recommendations on how existing relationships between and within levels can be enhanced to improve workplace health promotion efforts in Ontario.
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Figure 3 – Workplace health promotion stakeholders
3.5
Other definitions

There are a number of other terms, which we have defined for the purpose of this project.  These terms will be used frequently throughout this paper and other project documents.  

Workplace Health Promotion Initiatives refer to the actions over time taken by decision-makers (level B in Figure 3) within workplaces to plan, assess needs and opportunities, set priorities, prepare, promote, implement and evaluate.  For example, the Excellent Company in Anyville, Ontario has a “Get Well and Stay Well” Workplace Health Initiative. This is a long-term initiative, overseen by a multi-stakeholder advisory committee.  It embraces a large number of programs and activities (see definitions below) and may include one or more approaches (occupational health and safety, voluntary, organizational change).

Supports are services (training and consultation), information, and resources provided to assist with the development of workplace health promotion initiatives as defined above.  For example, a summary of literature findings on the cost benefit of workplace health promotion to assist decision makers in deciding whether or not and how to proceed. We are interested in two types of supports:

· Those provided by intermediaries (level C in Figure 3) to workplace decision-makers (level B in Figure 3).  These are represented by arrow 2 in Figure 3.

· Those provided by supporting organizations (Level D in Figure 3) to intermediaries (Level C in Figure 3).  These are represented by arrow 3 in Figure 3.

Intermediary strategies refer to how intermediaries provide support to workplace decision-makers (as represented by arrow 2 in Figure 3). Intermediaries and their organizations develop strategies to outline strategic directions and implementation plans for providing supports. For example, NGO ABC has a workplace strategy. This strategy provides the authority and directions for working with companies such as the Excellent Company in Anyville, Ontario.  It directs intermediary activities and determines what topics and what types of approaches they can address in workplaces. 

Programs are included within overall workplace initiatives and are usually defined by a risk factor, health issue and/or population group. Programs are a well-organized series of activities taken to facilitate change among a well-defined target group. These programs (arrow 1 in Figure 3) are directed to workers (level A in Figure 3).  For example, the “Get Well and Stay Well” initiative includes a program for lower back pain among administrative staff. 

Activities are elements within workplace health promotion programs and typically consist of various events, distribution of materials or information and policies/procedures.  For example, the “Get Well and Stay Well” lower back program involves brown-bag information sessions by local chiropractors, a pamphlet provided to all employees, posters encouraging proper posture, assessment and replacement of workstation furniture that contribute to lower back pain, and a review of scheduled shifts and breaks.  Figure 4 summarizes the relationship between initiatives, programs and activities.
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Program Resources are resources used by those planning programs and the activities within them. They include actual materials distributed or shown to workers, as well as materials (planning tips, etc.) used by the program implementers to plan, prepare, deliver and/or evaluate the programs and activities.  For example, the “Get Well and Stay Well” program on lower back pain includes a poster and pamphlet for employees, as well as guidelines for ergonomic work stations.  Figure 5 summarizes the definitions provided above.
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The primary focus of this project is on initiatives – or broad approaches that can be applied in workplaces to address employee stroke risk, and on the intermediary supports required to do so.  The focus is not on programs and activities that address specific health risks.


3.6
Link to chronic disease prevention

An organized workplace stroke strategy that includes efforts to modify individual behaviours, relevant occupational health and safety practices and organizational practices and meets the needs of a full range of workplace health stakeholders would have benefits reaching far beyond the confines of stroke reduction.  Such a strategy would build a solid foundation for work related to many other issues such as cancer, heart disease, and mental health and would significantly improve the overall health and well-being of Ontario’s population.

STAKEHOLDER ACTIVITIES

This section is organized like the stakeholder diagram (figure 3.0 in the previous section). For each subgroup of each level, there is a description of what is known and is not known about their activities related to comprehensive workplace health promotion, the supports they are currently accessing to do their work, and the supports they need to be more efficient and effective.  
4.1
Employees
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i Workplaces include all those within the workplace who determine what, if any health promaotion activities/services are provided to employees.

iv These associations provide networking, standards, contfinuing education and/or professional advice only for their members. These activities may or may not be related
to workplace health promotion.

v These organizations provide advice and/or services, 1o workplaces in general (i.e. no particular type of professional), relating to occupational health and safety.
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This section provides an overview of the current working climate, employee perceptions, and employee self-identified needs related to workplace health promotion.

4.1.1
Type of employment
· There are 6,250, 000 people, aged 15 and older distributed across many types of sectors who are part of the Ontario labour force.

· Of those 4,821,500 are employed full time (77%).
  

· Almost half of the Canadian labour force is now engaged in some form of “non-standard” work, comprising part-time jobs, temporary jobs, multiple job holding, and own-account self-employment.
 

· 17.6% of all workers are self-employed. 

· One-third of Canadians, the majority of them women, are employed in small workplaces.
 
· One in three Canadian workers belongs to a union or is covered by a collective agreement.
 

· Union membership is more common in mid-sized firms.
 

Legislation and regulations governing employment standards, collective bargaining, health and safety, and workers’ compensation were designed for the traditional “standard” job.  Given the changes to the labour market, the protections initially intended to be provided by these legal frameworks are available to a diminishing number of workers.

4.1.2
Work-life balance
· On average, Canadians working outside the home spend just over 37 hours a week at work.
 

· Among those working longer hours (41 hours a week or more), 32 per cent of men and 19 per cent of women put in at least 60 hours per week.
 

On a typical weekday, Canadian workers spend: 

· 10.5 hours working or commuting to work; and 

· Four hours doing housework and caring for children or other dependants.  

Add in sleeping and this leaves the average employee with little time for personal pursuits.
  

Not surprisingly, data indicate that more than half of Canadians aged 25-44 (about 5 million individuals) worry that they do not have enough time to spend with their family and friends.
  In addition, the results from the 2001 National Work-Life Conflict Study with 31,571 employees from across Canada indicate that work-life conflict has increased significantly over the past decade.  The study reports that in 1991, 38% of surveyed employees were "highly stressed"; by 2001, this number had risen to 55%.
  

Analysis of the 10,000 comments given by participants in the 2001 National Work-Life Conflict Study provides insight into: the challenges that people are facing balancing work and life; the positive impacts of work on their family and personal life; and recommendations for how to improve work-life balance.  Two-thirds of the comments given were about difficulty that surveyed employees were having achieving work-life balance.
  

Challenges Achieving Work-Life Balance

· 41% of comments about challenges at the organizational level.  Factors cited that make work-life balance more difficult include: heavy workloads; cultures that do not support balance; the perception that one has to choose between career advancement and balance; constant change; management that does not support balance; lack of policies; temporary work; and work-related travel. 

· 12% of comments about challenges with the interface between work and family.  Factors cited that make work-life balance more difficult include: role overload; interference between work and family roles; and challenges associated with specific family circumstances.

· 10% of comments about challenges that come from the individual themselves and/or their family.  Factors cited that make work-life balance more difficult include: personal problems; challenges at home; eldercare; and financial strains.


4.1.3
Stress, overload and satisfaction

Within the workplace, women seem to feel more stress than men.  In the 1996-97 National Population Health Survey, more women reported high work stress levels than men in every age category and women aged 20-24 were almost three times as likely to report high work stress than the average Canadian worker.
   It is notable that workers who participate in workplace decisions typically feel less ‘stressed out’ on the job.
 

Overload was greatest for men and women in professional/managerial work, as opposed to those in non-career tracks (e.g., technical, production, clerical and administrative jobs).  Difficulty balancing home and work demands increases with education.  This could be explained by the fact that they tend to work longer hours.
 Employees between 30 and 49 years old are the most likely to have difficulty balancing home and work.  This age span represents a time in life when people are typically establishing a career and having a family.
  

Related research shows that although Canadians are generally happy with their employment, over the 90’s there has been a statistically significant decrease in the percentage of employees who say they are “very satisfied” with their paid work.  A recent analysis of General Social Survey data indicated that in 1998, only 34% of Canadians reported they were “very satisfied” with their jobs, down from 55% in 1991.
  

4.1.4
Perceptions about overall workplace health

When asked about their workplace health and safety, 68% of employed Canadians said that their workplace is healthy and safe.
  Table 1 shows the responses.

Table 1 – Canadian employee perspectives about their workplace’s health & safety

	
	Workplace is unhealthy
	Workplace is healthy

	Workplace is unsafe
	Unhealthy & unsafe: 11%
	Healthy but
unsafe: 4%

	Workplace is safe
	Unhealthy but safe: 17%
	Healthy & safe: 68%


The share of workers who say their workplace is not healthy increases noticeably with firm size. While less than one-quarter of employees in small firms (less than 25 employees) have reservations about the health of their workplace, this is the case for one-third of employees in larger firms.
  Unionized employees are also far more likely to characterize their workplace as unhealthy. This may reflect greater awareness of health and safety issues among unionized workers, and perhaps higher expectations.

“There is a positive relationship between perceptions of workplace health and perceptions of personal health – 40% of individuals who strongly agree that their workplace is healthy rate their own health as ‘excellent’. This suggests that perceptions of workplace health matter a great deal for individuals, and that improving work environments is an important way to improve the overall health of Canadians.”
  Unfortunately, a 2000 CPRN-Ekos Changing Employment Relationship Survey said that 32% of all paid employees agreed or strongly agreed that workplace morale was low.

4.1.5
Priority health issues for employees

When participants of the 1996-97 National Population Health Survey were asked whether they made any changes to benefit their own health in the past year, 47% of respondents said that they took action in the last year, 54% felt some need to take action in the future, and 69% intend to take needed action in the future.  When asked about barriers to making health changes the most common answers included lack of will (17%) and lack of time (16%).

Prior to 1998, about 50,000 Canadian employees, primarily those working for large companies, completed needs assessments as a part of Health Canada’s Workplace Health System.  Companies involved in the study were actively seeking to improve their workers’ health, and for this reason, the data cannot be construed as representative of Canadian employees, however the information still provides a great deal of insight.  The collective results of the needs assessments indicate that many employees are either somewhat or very concerned with:

· Job demands (52%);

· Job-related changes (33%);

· Management practices (28%);

· Lack of job control (25%);

· Interpersonal relations (18%); and 

· Other aspects of the social environment at work (29%).

The results also show that:

· Over 40% of employees participate irregularly in physical activity, or not at all; 

· 24% currently smoke; and 

· 20% report heavy alcohol consumption.

As reported in Health Canada’s Business Case for Active Living at Work,
 employee priorities for improving or maintaining their health include:

· Increase physical activity (69.1%); 

· Lose weight (52.8%); 

· Learn to cope better with stress and worry (37.7%). 

· Eat better (34.2%); 

· Remove a major source of stress or worry from life (28.6%); 

· Drink less coffee or tea (19.8%); 

· Quit smoking, or smoke less (17.7%); 

· Change jobs (11.2%); 

· Change home situation (7.0%); and 

· Drink less alcohol (6.0%). 

Also of importance, 23% of Canadian employees and 55% of those Canadians who are self-employed do not even have access to a medical/dental plan (not even through spouse).
  
4.1.6
Employee expectations( 

First and foremost, employee expectations relate to safety issues in the workplace.  Extended Observation participants have observed the following employee expectations:

· Safe work environment;

· Employer concern for employee health;

· Access to information on hazards in the workplace; and 

· Serious employer action to investigate and prevent a repeat occurrence, when an employee is injured.

“You can’t have nutrition programs and good food in the cafeteria if you don’t have safety out on the shop floor.”

~Extended Observation Focus Group Participant

Focus group participants also felt that employees have expectations related to ‘how’ their work is carried out.  Overall, employees want to be respected, recognized, and have some control over their work. Employee expectations observed by Extended Observation participants include:

· Respect, recognition and involvement in decision making (empowerment);

· Healthy relationships with coworkers;

· Flexibility in scheduling work; 

· Reasonable workload and work-life balance;

· Control over what they’re doing on a daily basis (empowerment); and

· Less stress.

“And we hear that kind of thing all of the time, like how can you be offering a nutrition program or a fitness program when my workload is so stressful that I can’t even come to the program? So that kind of thing, I think really needs to be a basis upon which wellness and worksite initiatives are built.”

~Extended Observation Focus Group Participant

Focus group participants also indicated that employees do not necessarily expect employers to provide opportunities to practice healthy lifestyles or change behaviour.  Access to healthy food and fitness opportunities are seen as perks.   Employees understand that lifestyle behaviours are personal responsibilities.

4.1.7
Stroke and heart attack risk

The literature about what types of professions are at higher risk of stroke and/or heart attack is difficult to interpret as job classifications (e.g. as blue or white collar, manual or non-manual, etc.) vary widely.  The fact that most studies describe only men further complicates the matter.  Examples of study results include the following:

· A U.K. study found that men with manual occupations and men whose fathers had manual occupations had significantly higher rates of stroke than men in the non-manual categories.

· In the U.S., it was found that “among men, the lowest cardiovascular mortality was found for professionals in the finance sector.  The highest cardiovascular mortality was found among male non-professional workers in the production sector.  A different pattern was observed among women.  Professional women in the finance sector had the highest rates of cardiovascular mortality.  For both men and women, the professional/non-professional gap in cardiovascular mortality was lower in the government sector than in the production and finance sectors.  These associations were strong even after adjustment for age, race and income.”

· Another U.S study found that the blue-collar occupations with the highest proportionate mortality ratio (PMR) for ischemic heart disease mortality were sheriffs, correctional institution officers, policemen, firefighters, and machine operators.  Physicians (blacks only) and clergy (both races) were among the white-collar occupations with the highest PMRs for ischemic heart disease.
 

· An additional U.S study found that occupations contributing the most heart attack deaths are truck drivers, managers, janitors, supervisors, firefighters and labourers.

There is some concrete, consistent Canadian information available, however, on where people are most at risk. Statistics Canada data for 1991- 93 showed that cardiovascular disease varies significantly by geographic region.  Table 2 below highlights the ‘hotspots’. 

Table 2 – Deaths 20% above provincial average, ages 30-89 by census region 

	
	Census Region

	Due to stroke, men
	· Thunder Bay

· Rainy River

	Due to stroke, women
	· Dufferin

· Prince Edward

· Wellington

	Due to stroke, men and women
	· Rainy River

· Dufferin

· Essex

	Due to stroke and heart attack combined, men
	· Thunder Bay

· Kent

· Bruce

· Sudbury Region Municipality

· Prescott-Russel

· Haldimand-Norfolk

· Cochrane

· Renfrew

	Due to stroke and heart attack combined, women
	· Essex

· Kent

· Sudbury Region Municipality

· Prescott-Russel

· Haldimand-Norfolk

· Hastings

	Due to stroke and heart attack combined, men and women
	· Thunder Bay

· Bruce

· Sudbury Region Municipality

· Sudbury District

· Prescott-Russel

· Haldimand-Norfolk


STAKEHOLDER ACTIVITIES

4.2
Workplaces


This section outlines the health promotion activities occurring in workplaces as well as perceptions, attitudes and functions of those within the workplace who collectively determine what, if any, health promotion activities occur in the workplace.  This includes owners/managers/ employers; joint health and safety committees (JHSC’s); union representatives; human resource professionals; and a variety of professionals who provide health and/or safety services to employees.

4.2.1
Current health promotion practices in workplaces

As previously discussed, workplace health promotion practices fall within three broad health promotion approaches: occupational health and safety; voluntary health practices; and organizational change.  An overview of the current workplace practices within each of these approaches is provided below.  A discussion about the effectiveness of these approaches can be found in the Effectiveness of Workplace Health Promotion document.  

Current occupational health and safety practices

  
Of the three broad health promotion approaches, occupational health and safety (OH&S) is the most widely accepted and implemented.  OH&S also has broad legislative support:

· Joint Health & Safety Committees (JHSC’s) are mandated for most workplaces; 

· Employee rights and employer responsibilities are clearly outlined in the Occupational Health and Safety Act; and

· There is government funding for training programs for workplace personnel.  

In addition, unions tend to be heavily involved in advocating for the health and safety of their members.  For these reasons, and because the OH&S movement is over 100 years old, OH&S initiatives are more prevalent in workplaces than voluntary health practices or organizational change initiatives.  

OH&S success has been built on a combination of efforts involving education and legislation.  Positive outcomes include: reductions in the number of on-the-job fatalities and injuries; fewer exposures to toxic substances; training programs and increased knowledge among workers and employers concerning the worksite risks, both general and industry specific; enhanced worker protection practices; and legislation, monitoring, and workplace policies.
  

Despite the widespread support and activity, there is additional work to be done.  

· Only one third of Canadian employers have safety training and accident prevention programs.

· New problems are arising such as those associated with the use of video display terminals, violence in the workplace and ‘sick building syndrome’.
  

· In 1999 there were over 100,000 lost time injuries and occupational illnesses in Ontario workplaces. 

· Over $2.6 billion was paid in compensation claims to injured and ill employees.  

· Indirect costs associated with workplace accidents and illness are conservatively estimated to be at least 4 times the direct costs.
  

· The average cost per injury to an organization can rise to over $59,000.
 
· In 1999, the rates of compensated injuries were highest in forestry and logging, although rates in transportation, wholesale trade, manufacturing and construction were well above average.  

· Among white-collar industries, government and the health-care sector had the two highest rates of time-loss injuries in 1996.
  

· Small workplaces have higher rates of injury and illness and are less likely to comply with health and safety regulations.  Over 95% of workplaces have fewer than 50 employees, and one third of the Canadian workforce is employed in such workplaces.

Occupational health and safety activities are important in their own right, but they are also important because they are an essential building block for the other workplace health promotion approaches.  ‘Compliers’, a term used by the Conference Board of Canada,
 participate only, or primarily in activities that are required through legislation (e.g., OH&S legislation).  They tend not to explore the other types of health promotion approaches.  This means that to make real progress in terms of workplace health promotion, OH&S will have to be addressed either before, or in conjunction with other health promotion activities.


Current voluntary health practices


[image: image2]
A U.S. survey conducted in 1999 found that the programs most frequently offered in workplaces were: physical activity (36%); substance abuse programs (28%); and stress management (26%).  The largest worksites offered all of the programs more frequently; the most common being physical activity (61%), stress management (60%) and weight control (52%).
  

The Canadian data on workplace health promotion activity is limited.  Buffet Taylor found that between 1996 and 1999, the percentage of Canadian organizations offering wellness programs of some kind to their employees increased from 43 per cent to 55 per cent.
  




What wellness initiatives has your workplace offered in the past?

1. Employee Assistance Program (49.3%)

2. CPR and First Aid (47.6%)

3. Smoking cessation (35.7%)

4. Ergonomics (32.9%)

5. Stress management (32.4%)

6. Wellness posters (30.9%)

7. Flu Shot clinic (30.2%)

8. Fitness subsidy (29.0%)

9. Safety (26.3%)

10. Back care program (24.6%)

11. Flexible work program

12. Wellness workshops

13. Personal time off

14. Wellness column

15. Wellness newsletter

16. Exercise program

17. Wellness resource library

18. Health fair

19. Cafeteria menu changes

20. Women’s health issues

21. Wellness cheque ‘stuffers’

22. Fitness assessment

23. Paid time to participate in wellness related activities

24. Nutrition assessment

25. Vending machine changes

26. Family and parenting programs

27. Email messages on wellness topics

28. Alternative medicine

29. Cholesterol management

30. Hypertension program

In another survey of 400 medium and large-sized organizations by the Conference Board of Canada, most respondents (88%) indicated that they offered at least one health promotion/prevention initiative.  The average number was seven programs or policies per employer.  Of those surveyed, large and unionized organizations were the most likely to have implemented health promotion policies and programs.
  In this study, like the Buffet Taylor study, EAP services like counselling and drug abuse treatments were included in the definition of health promotion/prevention programs.

It is difficult to identify whether survey respondents in the examples discussed above were representative of the broader business population.  Companies interested in health promotion may have been more likely to respond.  It is also not possible to distinguish between activities that involved workshops or other skill building methods over several weeks and others that were limited to brief presentations or distribution of print information.  Both surveys are also limited in that they do not provide information on whether employees actually participate in the available activities, though previous research suggests that participants tend to be healthier and perhaps have less of a need for health promotion than non-participants.
  It is also important to note that participation in a health promotion program should be kept separate from the issue of its effectiveness.
  Buffet Taylor found that typically, programs do not involve the collection of baseline data, evaluation of outcomes, or regularly scheduled follow-ups.

The 1994 National Health Interview Survey took a different approach to assessing workplace health promotion activities.  They asked employees (rather than management) from worksites with at least 50 employees about the availability of and participation in several different health promotion activities.  Their findings are summarized in Tables 3 and 4.

Overall availability for men and women was very similar, though men reported more availability of exercise facilities.  Workers in professional/ managerial/technical occupations had the highest availability, while operators/labourers/craftsmen usually had the lowest.  With the exception of smoking cessation, service sector workers reported the highest level of availability for all categories.  Workers in wholesale/retail and agriculture/ mining/construction consistently had the lowest availability. Availability of worksite health promotion in general, is higher for employees who are well-educated, white, between the ages of 25 and 54, and who work as professionals or managers in a public sector organization.  Unfortunately, availability is lowest for blacks and the less educated.  


Table 3 – Availability of, and participation in select health promotion activities

	
	% of employees with access the activity
	% of employees who participate in the activity

	Exercise facilities
	34.6
	47.5

	Health Education program (stress, nutrition, weight, prenatal, etc.)
	65.2
	57.8

	Exercise program (classes, groups, reduced club fees)  
	25.7
	32.8

	Screening
	49.3
	58.4

	Smoking cessation
	42.5
	4.6


Table 4 – Availability of, and participation in select health education programs
	
	% of employees with access to this type of health education program
	% of employees who participate in this type of health education program

	Job hazards/injury prevention
	47.9
	50.4

	Stress management
	40
	34

	Back care
	38.1
	50.2

	Alcohol/other drugs
	33.5
	19.4

	Nutrition information
	29.3
	27.6

	Weight control
	28.2
	20.5

	Sexually transmitted diseases
	25
	35.8

	Preventing off-the-job accidents
	22.8
	40.2

	Prenatal info
	14.4
	9.5



Participation differed very little across education levels.  Participation levels for men and women were also very similar, though men were significantly more likely to use exercise facilities and screening tests.  Overall participation followed a much more complex pattern than availability, and differences between groups were typically smaller for participation than for availability.  “These findings suggest that participation is less dependent on individual or organizational variables, and determined more by other factors in the workplace, such as organizational culture, management commitment, incentives for participation, or qualities of the actual health promotion activities.  This conclusion is consistent with previous studies indicating that environmental or contextual factors in the workplace (e.g., organizational change, marketing) are important determinants of participation.”
, 
, 
 
  Other studies have found that program participation rates remain low, particularly among individuals at greatest health risk.
, 
, 
, 
, 
, 
, 

This 1994 National Health Interview Survey results only apply to workplaces with more than 50 people.  In Canada, the U.S., and the U.K., large companies are more likely than small companies to provide health promotion activities and to have a greater variety of activities.
, 
, 
  Consider, for example, one national U.S. survey of small and large workplaces that compared the availability of a variety of health promotion activities in small and large workplaces.  A program was defined for respondents as “formal, planned sessions that address any health related issue and that are offered on a regular basis”.
  In all but one of the activities, more large workplaces were offering the activity than small workplaces.  Results are shown in Table 5.


Table 5 – Percentage of U.S. small and large workplaces offering selected health promotion activities

	
	% of small workplaces offering the activity
	% of large workplaces offering the activity

	Physical activity/fitness
	46.7
	62.5

	Nutrition
	33
	57.1

	Weight management
	31.1
	46.2

	Smoking cessation
	40.7
	48.4

	Alcohol/drug use
	42
	42.8

	Maternal or prenatal
	75.2
	72.6

	Blood pressure screening
	22.7
	50.3

	Cholesterol screening
	17.8
	44.5

	Health risk appraisal
	20.9
	38.4

	OH&S
	85
	86.9


Regardless of the size of workplace, or whether the research is based in Canada or the U.S., you can see from the literature that the majority of programs are designed to encourage healthier employee behaviour through only awareness building/education and skill building strategies.  Organizational interventions tend to be limited to: establishing non-smoking policies; improving the nutrition of cafeteria food; and setting up fitness facilities.
  Preliminary discussions from a nationwide process evaluation of the Corporate Health Model (Health Canada) also suggested that the vast majority of workplace health promotion activities have been focused on the individual lifestyle level.
  


Current organizational change practices


[image: image3]
There are a small but growing number of Canadian organizations that are taking an even broader approach to workplace health.  These corporations, some of which have been recognized by the National Quality Institute’s Canadian Healthy Workplace awards program, have developed a strategy that focuses on business practices and management structures that promote worker health and corporate social responsibility.  

In general however, there is considerably less information available about what organizational change health promotion activities have been undertaken in workplaces across Ontario and Canada.  In a 1996 exploration of workplace health trends, Polanyi, Eakin, and Frank observe that “the literature on health-enhancing workplace organizational changes seems, on the whole, to have a very narrow conceptualization of what makes up important aspects of organizational change ...we found few efforts to address work-related determinants of health such as reducing job pace, implementing more flexible and supportive terms of employment, increasing employee ownership...and few of these (efforts) have been formally evaluated  Many organizational interventions seem to center around mental health, aiming to reduce psychological strain…..”.

More recently, there has been a growing research focus on work-life balance issues which means that more and more information is becoming available on at least some organizational change indicators.   The Conference Board of Canada's 1999 employer survey for example, suggests that a growing proportion of organizations are offering their employees flexible work arrangements on either a formal or informal basis. 
  According to their 1999 data:

· 88% of respondents offered flex-time, compared to 49% in 1989;
· 63% offered family responsibility leave, compared to 55% in 1989;
· 52% offered job sharing, up from 19% in 1989;
· 50% offered tele-work, up from 11% in 1989; and  
· 48% offered a compressed work week, up from 28% in 1989.  
It is not clear from this data however whether these arrangements are offered to all employees within an organization, equally, and whether employees feel the environment is such that they can take advantage of them.  From the employee perspective, (please see section 4.1 on employees) it appears that much work remains to be done.  To better understand what health promoting organizational practices exist across Ontario and Canada, a clearly identified set of healthy organizational practice indicators, and systematic data collection on each of the indicators are needed.

Current practices: all types of health promotion/general(
Extended Observation participants indicated that the following types of businesses are more likely to implement health promotion activities:

· High technology industries are using employee wellness programs to attract and retain employees.

· Larger businesses have more money to put into these types of programs.  This includes manufacturers as well as high tech.

· Private businesses (more so than public service organizations) because public service organizations have difficulty justifying the added expense.




“These organizations don’t want to be seen to be putting money into perks for government employees.  At least that’s the view of the workplace.  If the workplace were seeing that is in fact a standard business practice and a good one, even for government it wouldn’t be a problem for us to be spending our money on what is currently seen as perks.”

~Extended Observation Focus Group Participant

· Organizations that are in crisis or had a bad event that cost the business money and/or bad publicity.  These are usually the more industrial businesses rather than technology. 

· Insurance companies and some pharmaceutical companies are showing interest.

· Non-unionized environments are more supportive than unionized environments.  It is very challenging going into a unionized environment; a clear and carefully thought out strategy is needed.  

“I think a big issue that I’ve heard from unions is that when it comes to health promotion, they want to make sure that health promotion goes beyond lifestyle factors. That it’s not just your diet, Mr. Jones or you better quit smoking, Mr. Jones but it’s also the hazards at the workplaces, the personal protective equipment that’s offered to the workers, the control measures, the ventilation, all those are important in health promotion factors … I think workers and maybe unions think of workplace health promotion as oh, we’re doing a blood pressure check today. We’re monitoring if you’re still smoking and it’s much bigger than that.”

~Extended Observation Focus Group Participant

In some workplaces, health promotion programs are planned and implemented by an Occupational Health Nurse, sometimes with assistance from a Joint Health & Safety Committee (JHSC).    Occasionally JHSC’s take on lifestyle initiatives, but most often, health promotion programs fall under the mandate of the Human Resources Department.  Some businesses, usually larger ones with more resources, have internal wellness committees.  

Businesses can benefit from the assistance provided by their local Public Health office and NGO office (e.g., Canadian Cancer Society and Heart and Stroke Foundation of Ontario).  When workplaces are aware of services, they rely on Public Health and NGOs to provide current information and ready-to-use materials so that the workplace can easily implement initiatives.  For example, an Occupational Health Nurse from a large company ran a Heart Month initiative in 2001 after the staff at the local Heart and Stroke Foundation office suggested the initiative to her.  The following year, the initiative was not repeated because no one came to Occupational Health Nurse with the materials and she did not have time to seek them out.  If someone had come to her she would have implemented it again.

Some workshops, training, and/or programs are being evaluated using participant feedback.  Usually there is minimal or no formal evaluation being done to determine the impact of workplace health promotion initiatives on employee health despite the fact that employers are interested in measuring decreases in disability claims, sick days, and injuries.
Most employers and employees are interested in addressing ‘stress’, including both lifestyle behaviours and how the business is operating (i.e., flex hours, management and staff relationships, etc.).  There is also a growing interest around work-life balance, flex-time, and empowering employees to have some control over their job.

Extended Observation participants indicated that organizations do not fully understand what a comprehensive approach is and may become overwhelmed with having to do too many things.  Some, in fact, think they are already doing it but are really not.




“We do a survey of workplaces in Canada and we always ask the question do you offer a comprehensive wellness program. And we’re always amazed at the number of employers who answer yes but who have no idea what a comprehensive program is. Even in our last one, in 2000, 17% of employers said yes which isn’t a very high number but then when you drill down and ask them the types of programs they’re offering… it’s absolutely minimal in terms of getting to a comprehensive approach. So I think again there’s just a big lack of education around what makes a comprehensive approach.” 

~Extended Observation Focus Group Participant

4.2.2
Owners/Managers/Employers

Whether employees get what they need and want from their workplaces is largely dependent on employers, so it is important to understand employer perceptions and motivations.  Fortunately, some Canadian employers do seem to recognize the importance of employee health on organizational success.  

· The 2000 Buffet Taylor National Wellness Survey showed that 27.3% of those organizations that offer wellness programs say that they do so because they consider employees a valuable asset.
  

· A Conference Board of Canada survey showed that employers in both the private and public sectors appreciated that the family responsibilities of their workforce had a direct impact on efficiency, productivity and competitiveness.
  

Employers also seem to recognize a variety of employee health issues as being a concern for their organizations.  

· The 2000 Buffet Taylor National Wellness Survey showed that 83.1% of respondents identified stress as the major health concern within their organization.  

· Over 50% of the Buffet Taylor survey respondents identified: feeling a loss of control over the work environment; smoking; an inability to balance work and family life; and lack of exercise as major health risks within their organizations.
  These and the other responses to this question are shown in Figure 6.

Employers seem to recognize the broad causes of stress.   

· Nearly 75% of employers surveyed in 1999 reported that employee stress was at least partly attributable to difficulties in blending work and personal responsibilities.

Employers seem to include a broad selection of criteria in their definition of a healthy workplace. 

· A 2000 survey of 4442 private sector business leaders, public sector management and labour leaders showed that 70% of business leaders felt that the principal indicators of a healthy workplace are good working relationships and high morale. 

· This result was seen across different industry groups, organization sizes and in most regions of Canada.  

· The ability to attract and retain employees, low absenteeism and high motivation, was cited by 55-60% of business leaders as indicators of a healthy workplace.

Caution is warranted in interpreting the above statistics as employer respondents to health promotion surveys may not be representative.  For example, in the Buffet Taylor survey, there was a 13.8% response rate.
  Similarly, The Canadian Labour and Business Centre survey had a response rate of 18%.
   It is possible that employers who are better educated about workplace health and who feel more favourable towards it are more likely to respond.  Large portions of employers may feel differently.

Challenges

Preece and Weber, who analyzed needs assessments from across the country that were filled out as a part of Health Canada’s Workplace Health System, concluded that decision makers in many organizations do not believe that the workplace psychological and social environment affects employee health, or even productivity, morale and absenteeism.
  There is other data to support this claim.  
· Less than one-third of workplaces in Canada view increased employee participation as a ‘very important’ or ‘crucial’ part of their overall business strategy.
  Large workplaces (500 or more employees) appear to place greater emphasis on employee participation, with 43% indicating that increasing participation is a very important or crucial part of their business strategy. In sharp contrast, only 29% of small workplaces gave it the same priority.
 

· In 2001, when asked how important wellness and disability management are to top management in the development of the organization’s business strategy, 25% of responding human resource practitioners answered ‘unimportant’; 32.8% said ‘some importance’; 26.8% said ‘important’; and only 10.8% answered ‘very important’.

· When asked what level of importance wellness and disability management has in a human resource strategy, 17.1% of human resource practitioners said ‘unimportant’; 35.1% said ‘some importance’; 29.7% said ‘important’; and only 16.2% said ‘very important’.

It appears that there are still employer barriers to workplace health promotion.  In the 2000 Buffet Taylor National Wellness Survey, lack of budget resources, lack of staffing, and concerns over implementation costs had the highest ranking by respondents as to why their organization does not currently offer a comprehensive wellness program (in this study, comprehensive means where baseline data is collected, results are recorded and employees participate in a follow up process)(. In addition, many respondents stated that they would be prompted to have a wellness program if it resulted in healthier and more productive employees.  The implementation costs and the fact that people are not convinced of the long-term savings associated with a comprehensive wellness program may contribute to why an organization does not offer one.
  

An additional challenge may be unrealistic expectations.  In the 2000 Buffet Taylor National Wellness Survey study, 10.4% of respondents anticipated measurable results (from a wellness program) within less than 1 year.  A further 34.8% expected measurable results within a 1-2 year period.  34.3% of the respondents did not know when they might expect to realize an improvement in employee health.  A rather modest 19.6% of the respondents said that they would anticipate improved employee health within a 2-5 year period; the most realistic response submitted by those replying to this question.
 

It is interesting to note that although some employers obviously still need to be convinced, others easily accept the argument without concrete evaluation data.  

· Buffet Taylor found that in their 2000 National Wellness Study, 37% of respondents indicated that they are not even aware as to whether or not wellness initiatives introduced in their organization are evaluated.
  

· In a series of Conference Board of Canada information sessions on work and family, participants also seemed to be comfortable with the effectiveness of their programs, even without concrete numbers.  They stated that, while it was difficult to attribute a change to any one program, they perceived that their health initiatives had played a “positive role in recruiting, retaining and motivating employees, reducing turnover and absenteeism, improving employee relations, improving the organization’s public image…and improving the overall quality of working life.
 

· Buffet Taylor found similar results.  Positive feedback from participants, good participation, and improved employee morale ranked as the top three considerations that have contributed to the success of employee wellness programs.  Return on investment and reduced group benefit premium ranked toward the bottom on the list.

Michael O’Donnel, founder, editor-in-chief, and president of the American Journal of Health Promotion, Inc. has also observed that cost effectiveness data is not always enough to ‘make the case’ for workplace health promotion.  




“Ironically, now that we have good data to support the financial returns that can be realized from health promotion programs, we need to recognize that this process of deciding to start or continue a program is not fully rational.  Basically, what we need … is the emotional buy-in of the person who has the authority to … approve spending of $50 to $200 per employee per year…  I have come to this conclusion based primarily on my own experience in talking to the top managers who have approved, continued, and discontinued programs.  However, there are a few studies that support this position.  For example, a study of a small group of Canadian companies showed that senior managers did not list financial savings as the primary management motivation for establishing and continuing programs, although program managers did.  Senior managers wanted to enhance morale, and they were not looking for direct quantifiable financial returns.
  The Dupont and Pacific Bell health promotion programs may provide further support for this concept.  Both of these programs received the C. Everett Koop Award in recognition of the outstanding quality of these programs.  Both had published good quality studies illustrating cost savings
, 
 yet both programs were discontinued.  The reasons there programs were discontinued were never publicized, so we cannot conclude that an ‘emotional’ factor was the cause.  However, we can conclude that something other than the medical care cost containment of absenteeism reduction outcomes, which these programs demonstrated, was more important to their respective organizations.”

~O’Donnel, 2002 

Although cost is one way to sell workplace health to employers, it may not always be adequate.  Other less tangible benefits may need to be promoted.  

· “A 2001 Conference Board of Canada study reported that 92% of Senior Canadian executives felt that reputation management was becoming a more important issue, and that the public’s impressions of a company were often formed by its corporate social responsibility performance. At least 80% of the respondents said a company’s good reputation had had a positive impact on: managing business to business relations, developing new opportunities, finding and keeping staff, entering new markets, handling crises and building customer loyalty.”
  

Richard Wolfe and his colleagues were also interested in comparing the motivations of senior managers making budgeting decisions and health professionals involved in program design and administration.  They interviewed 22 senior managers responsible for adopting the program, a senior manager responsible for approving the annual budget, and the senior health promotion professional.  The reasons given for adopting and maintaining a health promotion program included:

· Potential benefit for recruiting employees;

· Symbolic sign of commitment to employees;

· Belief that healthier employees are happier and more productive;

· Expectation of improved morale and job satisfaction;

· Humanistic concerns for well-being of employees and their families;

· Adoption of similar programs by other “leading” organizations in their industry; and 

· Cost savings. (This was of the least importance for senior managers, and was fourth in importance for health professionals.) 

As with previous cited examples, the findings of this study cannot be generalized to the broader Canadian context.  Only a few organizations were selected and all the programs were based on a fitness facility.  Since the researchers only looked at companies which already had a program, the results don’t speak to the motivations of senior managers who decided against instituting a program.  Finally, motivations for adopting a program no doubt change over time and the programs examined here were developed during the economic boom of the late 1970’s and early 1980’s.  Different motivations may come into play during periods of recession and downsizing.

The results are consistent, however with a recent U.S. survey which showed that attracting new employees was identified as an important reason for developing a health promotion program by 67% of employers and retaining existing employees was cited by 76% of employers.
  Many companies realized they could not survive financially by competing for employees solely through salaries; it was much less expensive, and initially more distinctive and effective, to compete based on benefits.
  
More work remains to be done in terms of finding innovative, relevant ways to convince employers of the importance of a fully comprehensive approach to workplace health promotion.  

Efforts to bring management on board should not be limited to senior management.  In a recent six-year study of the role of middle managers during periods of radical organizational change Nguyen Huy discovered four important things about middle managers:

· They often have value-adding entrepreneurial ideas that they are able and willing to realize – if only they can get a hearing.  

· They are far better than most senior executives are at leveraging the informal networks at a company that make substantive, lasting change possible.  

· Middle managers tend to stay attuned to employees moods and emotional needs, thereby ensuring that the change initiative’s momentum is maintained.  

· They manage the tension between continuity and change – they keep the organization from falling into extreme inertia, on the one hand, or extreme chaos, on the other.

Extended observation focus group participants classified employers into three types:

1. Employers that understand the rationale for employee health from a business perspective,  believe they can play a role, and put time and resources into it;  

2. Employers that feel there is a moral reason for this but don’t want to invest in it and so go at it in a piecemeal way; and

3. Employers that don’t believe in it and don’t have time for it.

Extended observation participants noted that most employers want to know ‘what is in it for them’ and often they want their efforts to be linked to monetary gains.  Focus group suggestions for motivating employers included subsidies, reward incentives, and positive media coverage.

Extended observation participants find it difficult to get employers interested in health promotion – there seems to be a misunderstanding about what it really is.

“I think there’s a different interpretation of what health promotion is by different workplaces and employers and I think what is key is defining it and making sure that the scope and the definition is broad; broad enough to go beyond the lifestyle factors of the individual … now, when they hear health promotion they… have this misunderstanding or this vision of what they think it is and they kind of shut off.”

~Extended Observation Focus Group Participant

Many employers do not understand the difference between the four health promotion strategies: awareness; education/skill building; environmental supports; and policy. 

“What I find really interesting is that management doesn’t necessarily understand the four strategies, like they don’t understand the difference between awareness, education and the skill building. They tend to think okay; you do awareness, that’s great… I’m just going to go out there and change their behaviour. We need to do a lot more education around that.”

~Extended Observation Focus Group Participant

4.2.3
Joint health and safety committees

Most workplace health promotion initiatives are determined on the basis of employer will.  The occupational health and safety approach however, has a great deal of supportive legislation in place.  In some workplaces, the joint health and safety committee (JHSC) could facilitate efforts to get into the worksite to sell a comprehensive workplace health promotion approach.  Some JHSCs may provide be able to ‘piggy back’ some voluntary behaviour change and organizational change activities onto their ongoing, legislated activities.


The Occupational Health and Safety Act (herein referred to as “the Act”)

· JHSC’s must be formed for any workplace that regularly employs 20 or more workers and in some cases for workplaces that employ less than 20 workers.  

· Workplaces with more than five but fewer than 20 employees are generally not required to have a JHSC.  Instead, workers must select one employee as a health and safety representative. The representative is selected by employees at the workplace or, where the workplace is unionized, by the trade union. 

· Workplaces with five or fewer employees are exempt from the requirement for a health and safety representative.

· Workplaces with 20 to 49 employees must have a minimum of two members on the JHSC.

· Workplaces with 50 or more employers must have at least four members on the JHSC. 

· At least half the members on a committee must represent workers (non-management employees at the workplace who are selected by the workers).  

· In a unionized workplace, the worker members must be chosen by the trade union or unions representing employees.  

· The balance of the committee must represent management. Larger committees in larger workplaces can be required by regulations under the Act. 

Whenever possible, the Act recommends that committees should represent the health and safety concerns of the entire workplace. For example, if a workplace has a plant, office, laboratory and warehouse, each of these areas should be represented on the committee.

The JHSC must identify potential hazards, evaluate these potential hazards, recommend corrective action, and follow-up implemented recommendations.  To do this, the committee is required to hold meetings and carry out regular inspections of the workplace.  In some cases, committees must also participate in the development of assessment reports and control-program reports required under the designated substances regulations.

In workplaces with more than 20 workers, at least two committee members – one representing the employer and one representing workers – must be chosen for special training.  Ontario’s Workplace Health and Safety Agency sets the standards for training and certifies members who complete special training programs.  Certified health and safety committee members have specific authority and responsibilities on the committee.  In workplaces with less than 20 workers, the health and safety representative does not require special training or certification.

The evidence from empirical research is that JHSC’s can play an important role in improving workplace health and safety.  Their existence alone does not lead to a reduced incidence of injury.  The critical factors are: 

· The right of committee members to information; 
· Mandatory training of committee members; 
· Strongly enforced regulations; and
· Economic incentives (particularly important in workplaces where managerial commitment to improved health and safety is lacking).
 

At workplaces where either labour or management resisted sharing responsibility for health and safety with JHSC’s, the mandating of committees appears to have little effect on lost-time accidents.
  Lewchuck et. al., of McMaster University concluded that in these workplaces, special measures may be needed to educate labour and management of the potential benefits of co-management as well as measures to ensure that committee members have the knowledge and authority to internally regulate health and safety matters.  They also conclude that current changes in Ontario, in particular the elimination of the Workplace Health and Safety Agency and the downsizing of the Ministry of Labour may very well be moving in the wrong direction.
 

4.2.4
Union representatives

Union representatives largely act in accordance with union policies.  Please see section 4.3.8 on the role of unions on workplace health promotion in Ontario.


4.2.5
Human resource professionals

The experience of public health participants in the extended observation focus groups is that in general, it is easier to work with health and safety staff who are fully devoted to this type of work compared to human resource (HR) professionals who have very little time to devote to health.  This is of concern considering the wealth of knowledge that HR professionals have about their workplace.  Finding ways to change this experience is important to the success of workplace health promotion efforts.  Please see section 4.3.10 on human resource professional associations.

4.2.6
Professionals providing health and/or safety services to employees

There are numerous types of professionals that provide health and/or safety services to employees.  They include occupational health nurses (OHN’s), kinesiologists, ergonomists, physicians, fitness leaders, dieticians, and a variety of types of wellness professionals.  They are an important group of stakeholders as they are already interested in some aspect of health and they are already well-integrated into workplaces throughout Ontario and Canada.  Unfortunately, we did not find any formally published information on these groups of professionals.  

The Niagara Health Department, however, who is a leader in workplace health promotion among Ontario Health Departments, informally studied OHN’s when they first began their work in the area.

Niagara initially identified OHNs as the most appropriate workplace personnel to connect with. This decision was partly due to the large industrial base in Niagara and also due to the fact that the health department already had an established relationship with the local Occupational Health Nurses Association (OHNA).

Their first step in working with the OHNs was to conduct a focus group to learn more information about them.  They invited six members of OHNA to a one-hour breakfast meeting, and asked them questions regarding the health promotion initiatives they were currently doing in their workplace, what they wished they could do, and what barriers they saw to doing more. 

It was clear from the results of the focus group that: 

· Their primary role was reactive intervention, with little emphasis on primary prevention;

· Each workplace was in a different stage of programming;

· Most workplaces were only involved in awareness raising (pamphlets, etc.);

· Time and management support were the greatest barriers to doing more;

· The OHNs understood the value of health promotion but their management did not;

· They required help to sell health promotion to management;

· Some OHNs were ready to move forward but their organization was not as enthusiastic; and

· They wanted an easy-to-use monthly theme package that could be used in the limited time that was available.

The OHN who participated in the extended observation felt strongly that a comprehensive approach is important for her to do her job well.  She needs ready-to-use materials – ideally from one source/organization that understands all aspects of her job.  She definitely sees her role as addressing all three approaches and although much of her time is used for occupational health and safety, she needs to tie in the voluntary health practices and organizational change pieces as efficiently as possible.

STAKEHOLDER ACTIVITIES

4.3.
Intermediaries


This section covers the current activities, perceptions, needs and wants related to workplace health promotion for a broad selection of intermediaries including:

· Intermediaries in general;

· Public health departments/heart health coalitions;

· Non-governmental organizations;

· Community health centers;

· Municipal government departments/initiatives;

· Regional Stroke Centres;

· Associations of professionals providing health and/or safety services to workplaces;

· Unions; 

· Organizations that provide occupational health and safety support;

· Human resource professional associations;

· Owner/manger/employer associations; and

· Private sector contractors.


4.3.1
General (all kinds of intermediaries)

The extended observation study revealed that intermediaries are quite diverse in their level of skills and their areas of expertise.  The Centre for Addiction and Mental Health expertise is in the alcohol, drug and violence prevention field.  Staff have strong policy development skills.  WSIB’s focus is on health and safety.  They have a tremendous amount of knowledge and skills about health and safety legislation but minimal knowledge about health promotion programs.  Public Health staff have expertise on healthy lifestyles but have minimal understanding of health and safety legislation and organizational development.

A 1998 study conducted by the Conference Board of Canada in conjunction with Health Canada and the Canadian Public Health Association assessed the involvement of a broad range of stakeholders, most of which fall under our definition of intermediaries.  They included employers, government, NGO’s, unions, small business associations, and for-profit firms.  The study found that:

· Very few stakeholders take a comprehensive approach to workplace health that addresses both the physical and psychosocial environments;  and

· Most stakeholders concentrate their efforts in a few specific areas – providing information and educating workers and their employers on workplace health-related issues, OR advocating for changes in the physical environment OR advocating for changes in the psychosocial work environment.

Everyone in the second extended observation focus group session and most in the first group felt that a comprehensive approach was imperative and the health promotion message needs to go beyond healthy lifestyle factors.

”…we need to take a step back and think about what makes work a determinant of health. I think by answering that question, it will help focus on what are important health promotion strategies which I think again goes beyond lifestyle I think it’s a more broader way of looking at it.”

~Extended Observation Focus Group Participant

“Well, I think the three are very integrated… I think if you’re trying to do… one without the other two… or two without the third, I think people make the connection and then there’s sort of… it’s not a connected approach or people see that there’s missing links especially if I think the organizational change piece is missing. Where… there isn’t policies in place that supports… flexible hours… manageable workloads and those types of things and get employer relationships. I think if those aren’t in place or if… the health and safety component is not there how can you support lifestyle and behaviour change without… starting with the core groundwork.”
~Extended Observation Focus Group Participant

Our key informant survey also provided information about intermediaries in general.  All respondents were asked to identify the key challenges impeding their ability to effectively support health promotion efforts in the workplace. Non public health/non heart health intermediaries (public health and heart health responses will be discussed in a later section) identified the top three barriers hindering the provision of support as:

· A lack of resources within their organization;

· A lack of resources within participating workplaces; and 

· Competing priorities within participating workplaces.

Respondents were also asked who they partner with in their workplace health promotion work.  Organizations mentioned most frequently by respondents include:

· The Canadian Labour and Business Centre;

· Provincial Ministries (health, labour, transportation);

· The Worker’s Safety Insurance Board; 

· The Occupational Health Clinic for Ontario Workers (OHCOW);

· The Institute for Work and Health; and 

· Health-related NGOs.
When asked what challenges they faced in conducting their workplace health promotion activities, they noted that their efforts were impeded by:(
· Lack of education on ‘return on investment’ (ROI);

· Unions;

· A non integrated approach (i.e. tobacco, fitness, eating, injury prevention, mental health, etc. are all approaching workplaces separately – that a framework to link all of it together is needed);

· Companies that set their own agendas, rather than listening to needs of employees;

· Cost of services, especially for smaller businesses with fewer resources;

· Shifting business interests (i.e. every year business focuses on a different issues be it retention, stress, etc.); and

· Decentralized workplaces.

Strategies they felt would help them overcome these barriers include:

· Free or subsidized services for smaller workplaces who can’t afford to pay;

· Senior level management support (in workplaces);

· More resources to access materials and conferences;

· Better use of existing internal and community resources;

· Get unions involved early;

· Reporting back to management of workplaces with concrete evaluation results of  the workplace health promotion programs they supported; and

· A better balance of private/public sector services.
They also indicated that their capacity would be greatly enhanced by:

· More information on how workplace health promotion impacts on health care costs;

· Increased public awareness of the importance of workplace health promotion (possibly achieved through large scale communication campaigns);

· Availability of tools to measure psychosocial health elements of a workplace;

· Development of incentive programs to encourage workplaces to develop workplace health promotion activities; 

· Ongoing surveillance systems to monitor workplace health promotion activity over time;

· Resources for partnership development; 

· More intersectoral collaboration to break down the single moat approach; 

· More information and resources on policy change; 

· Training on effective leadership skills for workplace health promotion; 

· More information about best practices and worst practices;

· Training in dealing with the corporate sector; 

· More information and training on organizational change related policy development;

· Resources for people with disabilities; 

· More electronic resources;

· Self paced learning packages; 

· A centralized database on best practices and workplace health promotion statistics; 

· A greater connection with existing occupational health and safety efforts;

· Consistent involvement across disease sectors and occupational sectors; and 

· More train the trainer materials.
A similar list was generated by extended observation focus group participants when asked “What supports would you access if they were available?”

Access to Information

· One stop shopping for resources and materials.
· Web-based access to information as needed.
· Speakers list – speakers who can come North – keep cost low.
· Coordination of information.
Training/Networking Opportunities
· Training in implementing workplace health promotion initiatives.
· Training in techniques to build awareness of root causes of stress.
· Training about the different types of industries and the key issues they are faced with (i.e., hospitality, forestry, automobile, banking, etc.).
· Training about organizational change.
· Training about health and safety issues and legislation.
· Training about workplace policy development.
Resources Needed

· How-to manuals (selling HP to business).
· Evaluation tools and assessment tools.
· Needs assessments – development and analysis at a reasonable cost.
· Provincial-level programs. 
· Current statistics on employee health.
· Sample workplace health promotion policies.
· Single sided materials for bulletin boards.
· Organizational Change aspects need to link to EAP/EFAP as they deal with mental health issues.
· Tools to understand and deal with organizational changes (i.e., empowerment, communication, accountability).
Materials to Promote and ‘Sell’ Workplace Health Promotion

· Materials to get staff participating.

· Materials to help management see the importance of workplace health promotion.

Key informant survey respondents were also asked to identify the key sources of information they relied on to guide their workplace health promotion efforts.  Results are outlined in the Table 6.Note

Table 6 – Usefulness ratings of mechanisms for supporting workplace health promotion initiatives: Non public health/heart health intermediaries 

	PRIVATE


	Very useful
	Somewhat useful
	Not at all useful
	Total

	
	Count
	%
	Count
	%
	Count
	%
	Count
	%

	Training workshops
	20 
	76.9 
	4 
	15.4 
	2 
	7.7 
	26 
	100.0 

	Consultation sessions
	12 
	46.2 
	12 
	46.2 
	2 
	7.7 
	26 
	100.0 

	How-to manuals and workbooks
	15 
	55.6 
	9 
	33.3 
	3 
	11.1 
	27 
	100.0 

	Documentation on exemplary programs
	16 
	59.3 
	9 
	33.3 
	2 
	7.4 
	27 
	100.0 

	Annotated bibliographies of key resources
	10 
	38.5 
	13 
	50.0 
	3 
	11.5 
	26 
	100.0 

	Newsletters
	6 
	23.1 
	12 
	46.2 
	8 
	30.8 
	26 
	100.0 

	List serves
	8 
	30.8 
	14 
	53.8 
	4 
	15.4 
	26 
	100.0 

	Networking & referrals
	14 
	53.8 
	11 
	42.3 
	1 
	3.8 
	26 
	100.0 


Most respondents (80% or more) felt that all of the options (except newsletters) were useful or very useful.  Of all the options, training workshops were most frequently cited as being very useful.

When asked what organization would be most appropriate to support workplace health promotion efforts in Ontario, respondents were not specific, however they felt that it should be a group that is broad based and not issue specific. 

The characteristics of a workplace can create challenges for intermediaries.  Regardless of the type of workplace, intermediaries aim to provide the same types of services.  How they provide services and the approach they take depends on specific characteristics of the workplace.  Note Table 7 highlights the key factors that can influence the activities and capacities of intermediaries in workplaces.

Table 7 – Key factors that can influence the activities and capacities of intermediaries in workplaces 

	Influencing Factors
	Challenges presented
	Impact on Intermediaries Work

	Types of services provided by the workplace
	Employees may not be able to ‘come’ to an activity or program or to ‘participate’ on a committee because of the demands of their job.
	Need to design programs that can be integrated into the work area or type of work of specific employees.  Consider initiatives that do not require employees to leave their area of work.

 

	Client demands on workforce
	High demand times limit employees’ ability to participate in programs and activities.  Can influence participation rates.
	Programs/initiatives need to be offered at a time that suits the business environment.

Need to be flexible and understanding of fluctuations in participation rates.

	Current workforce issues 


	If there is a pressing workforce issue (e.g., unsafe equipment or poor management/staff relationships) it will be difficult to put forward a ‘health promotion’ agenda without the pressing issues being considered or addressed.
	Important to assess current needs and climate within the organization and develop programs or initiatives that coincide or assist with those issues.

Need organization assessment tool.

	Leader’s understanding of the benefits of health promotion
	Leaders who have a clear understanding of the benefits tend to be more supportive of programs and initiatives.
	Intermediaries need to promote the benefits and ‘sell’ workplace health promotion before initiating programs.

Intermediaries often have more success targeting businesses that are interested and ready for health promotion.

	Staff positions for employee health and safety or wellness programs
	Without a staff position within a business there may be no one to implement and sustain programs or initiatives. 
	Have had to convince businesses to dedicate staff time to support initiatives.

Intermediaries often target businesses with these types of positions so small and medium sized businesses are not being serviced.

	Size of business
	Small business does not have the resources or time to implement initiatives.
	Intermediaries have created networks of smaller businesses to work together on initiatives.

	Location of business (multi-locations versus all employees in one location)
	Difficult to ‘spread’ awareness and educational information to all sites equally.  Some sites get missed.
	Create committees with representatives from all sites.

Implement programs separately for each site.

	Seasonal workplaces (e.g., construction, landscaping, farming)
	Difficult to reach employees.
	No examples or solutions discussed.

Consultation session participants suggested reaching them at trade shows.

	Unstructured workers (e.g., consultants, sales forces, self employed, etc.)
	Difficult to reach employees.  Small workplaces.
	No examples provided.

Suggestions made to target small business associations and local Chamber of Commerce.


Intermediaries commented on the diversity of the sectors they work with, the wide range of occupations, and the differing needs, etc.  With limited time to service all these sectors, intermediaries tend to focus on those businesses that are ready and easily accessible.  They would benefit from sector specific (i.e., by type of industry) information and prepared materials targeted to the specific job occupation groups.  In addition a coordinated provincial social marketing campaign that promotes the business case for employee health promotion to business owners/managers and employees would help pave the way for their work.

The extended observation revealed that most intermediaries spend only a small amount (<25%) of their time on workplace health promotion.  The rest is dedicated to other job responsibilities.  When they were involved with workplace health promotion most of their time was spent planning and developing materials and not providing direct service. 

Extended observation and focus group participants indicated that a single location to go to get information, resources and current research would be advantageous.  They also felt that there is a need for organizational change strategies since workplaces are moving in the direction of developing policies to address underlying issues.

Participants feel that workplaces are not aware of the resources and supports available to them and that workplaces spend a lot of time researching to obtain materials.  

4.3.2
Public health departments/heart health coalitions

There are 37 public health departments in Ontario.  Most are associated with a heart health project.  They are listed below with the heart health projects that are in their regions.

	Public Health
	Heart Health

	Brant County Health Unit
	Healthy Living - Making it Happen!

	Chatham-Kent Health Unit
	Chatham-Kent Heart Health 

	Halton Regional Health Department
	Choices 4 Health

	City of Hamilton, Social and Public Health Services Division
	Heart Health Hamilton-Wentworth 

	Huron County Health Unit
	Take Heart Huron

	Kingston, Frontenac and Lennox and Addington Health Unit
	Hearts@Work

	Lambton Health Unit
	Lambton Heart Health 

	North Bay and District Health Unit
	Take Heart North Bay

	Peel Regional Health Unit
	Healthy at Heart Peel

	Peterborough County-City Health Unit
	Hearts Alive Peterborough

	Sudbury and District Health Unit
	Sudbury & Manitoulin Districts Heart Health

	Thunder Bay District Health Unit
	Take Heart for Northern Communities

	Regional Municipality of Waterloo, Community Health Department
	Together 4 Health 

	Windsor-Essex County Health Unit
	Heart Health Action Windsor-Essex

	York Region Health Services Department
	Heartyparty.com

	Regional Niagara Public Health Department
	Healthy Living Niagara

	Toronto Public Health
	Love Your Heart!

	City of Ottawa, Workplace Health Program
	Ottawa Heart Beat Project

	Regional Municipality of Durham Health Department
	Durham Lives! 

	Haldimand-Norfolk Health Unit
	Health Action

	Wellington-Dufferin-Guelph Health Unit
	Community Heart Health Network Wellington-Dufferin

	Hastings and Prince Edward Counties Health Unit
	Heart Health Hastings ( Prince Edward 

	Leeds, Grenville and Lanark District Health Unit
	Tri-Health Program 

	Eastern Ontario Health Unit
	Healthy Rhythm/Au rythme du coeur 

	Renfrew County and District Health Unit
	Healthy Living Partnership 

	Muskoka-Parry Sound Health Unit
	Take Heart Project Muskoka

	Northwestern Health Unit
	Northwestern Heart Health Project 

	Timiskaming Health Unit
	Timiskaming Heart Health Program

	Porcupine Health Unit
	Cochrane District Heart Health Network

	Bruce-Grey-Owen Sound Health Unit
	The Beat Goes On 

	Elgin-St. Thomas Health Unit
	Healthy at Heart Elgin

	Perth District Health Unit
	Heart Health Perth 

	Oxford County Board of Health
	Whole Hearted Living 

	Algoma Health Unit
	Take Heart Algoma 

	Haliburton, Kawartha, Pine Ridge District Health Unit
	Health for Life Project

	Simcoe County District Health Unit
	Good for Life Project 

	Middlesex-London Health Unit
	Good Hearted Living Project


For the purposes of this project, we interviewed all health departments except Waterloo.  The heart health projects that were interviewed are:

· Chatham-Kent Heart Health 
· Choices 4 Health
· Lambton Heart Health

· Sudbury & Manitoulin Districts Heart Health

· Take Heart Algoma 
· Health for Life Project
· Good for Life Project 
We also collected information, where available, from the Internet and past issues of the OHPE bulletin.  Insights were also gathered during ad hoc discussions, and the extended observation study. Unfortunately, it was often difficult to tell from the survey results how many heart health and public health workplace strategies are one-and-the-same and how many are separate strategies with distinct activities.

Mandatory Programs

Health departments are currently mandated to do a variety of activities in the workplace:

1. Supporting and encouraging municipal policy development, including the consideration of appropriate by-laws and their enforcement to reduce smoking in public places and workplaces.  

2. Working with workplace personnel and local trade and business associations to improve awareness, skills development and the work environment to prevent alcohol and other substance abuse.  This includes providing consultation, assistance and health promotion resources to workplaces; and promoting and providing a two-hour educational event once a year to occupational health practitioners and others who may influence employee health.

3. Working with workplace personnel and local trade and business associations to improve awareness, skills development and the work environment to reduce the risk of chronic diseases. Topics must include one or more of the following: tobacco-free living; healthy eating; healthy weights; and regular physical activity. This includes providing consultation, assistance, and health promotion resources to workplaces on all the above topics on an ongoing basis including any combination of workshops, print materials, and displays and promoting and providing a two-hour education event on one of more of the above topics once a year to occupational health practitioners and others who may influence employee health.

4. Working with workplace personnel and local trade and business associations to develop and implement guidelines that will reduce the risk of chronic diseases. This includes: 

a. promoting the need for smoke-free workplaces, healthy eating guidelines, and higher levels of regular physical activity in the workplace through the use of the Internet and mass media;

b. providing consultation and assistance to establish smoke-free workplaces, including provision of smoking cessation material and programs, either directly or by linking with available and appropriate community cessation programs;

c. providing consultation and assistance to establish healthy eating guidelines consistent with Canada’s Food Guide to Healthy Eating and relevant to foods available in cafeterias, vending machines and at business functions; and

d. providing consultation and assistance to support higher levels of regular physical activity by increasing employees’ access to physical activity opportunities (e.g., on-site showers, locker room equipment, incentives for community fitness club memberships, bicycle racks, walking clubs).


5. Assisting workplaces and workplace personnel in supporting healthy pregnancies.  This includes preparing information on risk factors related to reproductive health and distributing annually to management and employee groups.  Content shall include information regarding the impact of type and hours of work; established chemical, physical and biological hazards, and workplace programs and policies demonstrated to have a positive impact on reproductive outcomes.

6. Assisting in the development and implementation of workplace programs and policies to promote and protect the health of pregnant workers.  This includes offering presentations to employers every six months, and providing ongoing advice and consultation to employers, as requested.

7. Promoting and supporting breastfeeding by distributing information regarding the benefits of breastfeeding by advocating for and assisting in the development of policies to support breastfeeding in the workplace.

Current activities

95% of respondents from the public health sector and 86% of respondents from heart health projects identified workplace health promotion as a primary or secondary priority of their organization.  These results are a bit biased because surveys were conducted only with groups that we knew were involved with workplaces.  The Waterloo Health Department, for example, is not and they were not interviewed.

Respondents from public health/heart health are primarily focused on the voluntary health practices approach, and to a lesser extent, on organizational change efforts.   However, extended observation and focus group participants indicated that it is important to understand the organizational issues that are affecting employee health and well being.  Public Health participants did not feel they have the expertise to do this but recognize that businesses are asking questions about it.  

“…as a health unit, we have very good training and sort of addressing healthy behaviours and to a lesser degree, occupational health and safety but where we find the challenge is doing the third piece, the organizational change. Like I’m finding it very difficult to go to a workplace and you know, look at some of their issues and how do you say to a workplace well, your management style is not conducive to a healthy workplace.”

~Extended Observation Focus Group Participant

Developing program materials (78% of public health departments and 57% of heart health projects have developed program materials), consultation, training and professional development activities are the dominant workplace health promotion services provided by public health and heart health.  In the key informant surveys, several health departments mentioned that they use heart health and/or diabetes funding to produce/ disseminate resources.

Many health departments are producing newsletters and conducting health fairs.  Several health departments are developing awards initiatives and some have conducted surveys with local businesses.

Most of the respondents in the public health/heart health sector say they are providing support with planning and implementing health promotion initiatives in the workplace.  All of the respondents from the public health sector noted that their organizations provided direct (i.e., ‘hands-on’) support services to workplaces. The percentage of heart health respondents providing ‘direct’ support was 71%.  

It is difficult, however, to interpret exactly what this means.  Public health and heart health projects that said they provide planning support and direct support sometimes said for the qualitative questions, that they are involved mainly in resource dissemination and piece-meal, risk factor specific promotion.  Others are clearly more intimately involved with planning and implementation, using comprehensive needs assessments and comprehensive strategies for numerous health topics in the workplaces.  It varies widely and we have no information on intensity and duration.

Businesses public health/heart health is working with

A small majority of public health respondents serve more than 20 workplaces. The number of workplaces served by heart health projects varies, with equal numbers reporting service to a small (less than 5) and large (>20) number of workplaces in their communities.

Most of the respondents from the public health sector and heart health projects serve a predominantly small-to mid-sized clientele (20-500 employees).  

Public health services many different types of industries.  Most are involved with manufacturing (97.3%) and health and social services (91.9%).  Relatively few were involved with agricultural industries (32.4%).  Heart Health Projects service many different types of industries.  Again, most are involved with manufacturing.  There is very little public health/heart health involvement in the transportation and retail sectors.

The majority of respondents in public health (65%) reported that the nature of supports provided varied according to the size of the workplace served.  However, a majority of the heart health projects (60%) indicated otherwise, a finding that may be indicative of the greater tendency of heart health projects to provide standardized services.

Supports public health/heart health rely on

Respondents from public health were more likely to rely on training, workshops & seminars as sources of information compared to the other options provided in the survey.

However, public health and heart health key informants did claim to be using all of the survey support options including:

· How-to manuals;

· Documentation of exemplary programs;

· Conferences;

· Newsletters;

· List serves; and 

· Consultations with experts.  

The only exception was that heart health programs tended not to use exemplary programs.

Partnerships

Public health/heart health key informant survey respondents indicated that they have developed many different partnerships to assist with their workplace health promotion work.  It is difficult to generalize about nature of these partnerships.  Sometimes they just involve referrals or exchanging resources.  Sometimes they refer to joint product or program development/implementation.  Other times they refer to sources or recipients of funding. Partnerships cited:

· Victorian Order of Nurses

· Joint health and safety committees

· Workers Safety Insurance Board

· FOCUS projects

· Active Living Community Action Project (ALCAP)

· Safe Communities Incentive program*(
· Police

· Cancer networks

· Local sports facilities

· Tourism Departments

· Hospitals

· Canadian Diabetes Association

· Occupational Health Physician (only mentioned once)

· Heart Health Coalitions*
· Ministry of Transportation

· NQI*
· Chambers of Commerce*
· IAPA*
· Occupational Health Nurses Association*
· Canadian Institute of Stress

· Safe Workplace Associations

· Employee Assistance Programs

· Human Resource Managers

· Benefits and Insurance Carriers

· Local Economic Development Council    

· Heart and Stroke Foundation*
· Lung Association*
· Employee Lifestyle Alliance (ELMA)

· Local Work and Family Network

· Canadian Mental Health Association*
· Local small business agencies

· Health Canada

· Centre for Addiction and Mental Health*
· Local YMCA’s*
Several public health/heart health respondents mentioned that the link with Cancer Networks is an advantage because they have labour representation, which allows easier access to workplaces.  

Challenges

All public health/heart health respondents identified a lack of resources within their organization, lack of resources within participating workplaces, and competing priorities within participating workplaces as the top three barriers hindering their workplace health promotion efforts.

They also mentioned that:

· The economy is struggling in some sectors;

· The health care sector is badly in need of support, but often rejects wellness model; and

· There is a lack of commitment to organizational change in workplaces, which is a barrier to making a true difference in health.

The public health/heart health sector indicated that to be effective in their workplace health activities they required additional information, training and consultation on:
· The roles and perspectives of all workplace health promotion stakeholders;  

In particular:

· Working with unions; 

· Linking with private sector wellness companies; and 

· Working with corporate sector stakeholders.

· The cost savings that businesses could expect as a result of a comprehensive approach;

· The health benefits that could be expected as a result of a comprehensive approach;

· Making the case for comprehensive health promotion to businesses;

· Best practices and what doesn’t work, with an emphasis on process information (the steps required to implement);

· Understanding and working with different types of industries, small businesses, rural businesses and non standard work-arrangements (temp work, self-employment, etc.);

· Success stories/case studies;

· Policy development;

· Strategic planning;

· Sustainability;

· Evaluation;

· Conducting needs assessments; 

· Audience profiles of various employee segments;

· Creating and working with workplace health committees (within a given workplace); and

· How to make positive organizational changes and affect psychosocial factors within workplace health promotion initiatives

They also indicated that their work would be greatly enhanced by:
· Greater provincial and national coordination among workplace health promotion stakeholders;

· Increased networking opportunities with other workplace health promotion stakeholders;

· A mandate that more clearly outlines their workplace health promotion role with information about how much support to provide to any given workplace;

· A provincial health communication campaign designed to educate employers about the meaning and importance of comprehensive workplace health promotion efforts;

· A central location for comprehensive workplace health promotion information; and

· Reduced time spent developing:

· Business cases

· Awards programs

· Health risk assessments

· Materials to meet workplace related Mandatory Program Guidelines (presentations for occupational health practitioners, etc.)

· Needs assessments and needs assessment analysis procedures

· Employee program materials (educational materials, risk-factor specific presentation content, contests, etc.).

How they want to receive information/access supports

The majority of respondents in all groups identified training workshops and documentation on exemplary programs among their top choices of mechanisms for receiving information and resources.  Newsletter and annotated bibliographies of key resources were the least common choices for public health.  Heart health projects favoured all options.  Details are presented on the following page in Tables 7 and 9.

Table 8 – Usefulness ratings of mechanisms for supporting workplace health promotion initiatives: Public Health Sector 

	PRIVATE


	Very useful
	Somewhat useful
	Not at all useful
	Total

	
	Count
	%
	Count
	%
	Count
	%
	Count
	%

	Training workshops
	27 
	73.0 
	9 
	24.3 
	1 
	2.7 
	37 
	100.0 

	Consultation sessions
	21 
	56.8 
	16 
	43.2 
	
	
	37 
	100.0 

	How-to manuals and workbooks
	16 
	43.2 
	18 
	48.6 
	3 
	8.1 
	37 
	100.0 

	Documentation on exemplary programs
	25 
	67.6 
	11 
	29.7 
	1 
	2.7 
	37 
	100.0 

	Annotated bibliographies of key resources
	17 
	45.9 
	15 
	40.5 
	5 
	13.5 
	37 
	100.0 

	Newsletters
	13 
	35.1 
	19 
	51.4 
	5 
	13.5 
	37 
	100.0 

	List serves
	21 
	56.8 
	13 
	35.1 
	3 
	8.1 
	37 
	100.0 

	Networking & referrals
	27 
	73.0 
	9 
	24.3 
	1 
	2.7 
	37 
	100.0 


Table 9 – Usefulness ratings of mechanisms for supporting workplace health promotion initiatives: Heart Health Projects 

	PRIVATE


	Very useful
	Somewhat useful
	Total

	
	Count
	%
	Count
	%
	Count
	%

	Training workshops
	6 
	85.7 
	1 
	14.3 
	7 
	100.0 

	Consultation sessions
	7 
	100.0 
	
	
	7 
	100.0 

	How-to manuals and workbooks
	3 
	42.9 
	4 
	57.1 
	7 
	100.0 

	Documentation on exemplary programs
	5 
	71.4 
	2 
	28.6 
	7 
	100.0 

	Annotated bibliographies of key resources
	4 
	57.1 
	3 
	42.9 
	7 
	100.0 

	Newsletters
	4 
	57.1 
	3 
	42.9 
	7 
	100.0 

	List serves
	5 
	71.4 
	2 
	28.6 
	7 
	100.0 

	Networking & referrals
	3 
	42.9 
	4 
	57.1 
	7 
	100.0 


A number of supplementary questions addressed the preferred approach to receiving three of the mechanisms provided as options: workshops, consultations and newsletters.  Respondents from public health preferred on-site or regional workshops (43% each), on-site consultations, and electronic newsletters, while other key intermediary group respondents tended to prefer on-site workshops, telephone consultations, and electronic newsletters.  Heart health respondents preferred on-site workshops and consultations, and electronic newsletters

4.3.3
Non-governmental organizations

Organizations examined during the stakeholder analysis:

· Centre for Addiction and Mental Health (CAMH)
· The Heart and Stroke Foundation of Ontario
· ParticipACTION
· The Ontario Lung Association
· The Canadian Cancer Society
· Canadian Centre on Substance Abuse (CCSA)
· Family Service Canada
· Canadian AIDS Society
· St. John's Ambulance Canada
· The Vanier Institute of the Family
· Canadian Mental Health Association
· Canadian Employee Assistance Program Association
· National Quality Institute
· Canadian Council for Health and Active Living
· Canadian Diabetes Association
· Canadian Hypertension Society
· Stroke Recovery Association of Ontario
· City of Toronto, Workers' Information and Action Centre of Toronto
Key informant interview participants:

· Centre for Addiction and Mental Health (CAMH)
· The Heart and Stroke Foundation of Ontario
· The Ontario Lung Association
· Canadian Mental Health Association

· National Quality Institute

· Canadian Council for Health and Active Living

It is difficult to generalize about NGO’s, as their mandates are so diverse.  Many of the NGO’s we studied are interested in the workplace as a setting in which to distribute materials and sometimes conduct presentations about one particular health issue.  Most of them don’t have adequate resources to go beyond distributing resources on demand.  Demand for information fluctuates.  The Vanier Institute, for example, has developed a business case and other resources on work-life balance – a very popular topic for which there is currently high demand.  All disease or risk factor specific NGO’s are important sources of disease or risk factor specific expertise.  

The Heart and Stroke Foundation of Ontario, is currently exploring the Workplace Wellness area to determine the needs of its corporate  as well as heart health partners (as it relates to Workplace Wellness), and the needs of the industry to determine if there is a more involved role for HSFO to play in the field and what that role is. It is anticipated that direction will be determined within 2003.
During the past 2 years, the Canadian Diabetes Association has become very involved in workplace health promotion through their Healthy Workplace Initiative. The goal of the Healthy Workplace Initiative is to convince the senior management to incorporate the principles of comprehensive workplace health promotion into the corporation's strategic plan, thus, fostering an environment that encourages employees to take responsibility for their own health and well-being. Once the corporation has committed to adopting comprehensive workplace health promotion, the Canadian Diabetes Association will assist in facilitating the process and in order to deliver on-going workplace-related programs will link the corporation to its broad network of resources in the community.

Other NGO’s also play a larger role with workplaces, participating in and sometimes contracting research studies, more aggressively marketing their products and services, and working one on one with individual companies to develop tailored comprehensive workplace health promotion plans.  National Quality Institute and Canadian Association for Mental Health are important workplace health promotion stakeholders who are frequently listed as key sources of information and partnerships by other workplace health promotion stakeholders like public health.  In some cases accessibility to the expertise and services of these NGO’s is restricted by a fee for service structure.

4.3.4
Community health centers

There are 58 community health centers.  To our knowledge, only one is currently involved in any external workplace health promotion activities.  The other CHCs have an emphasis on internal workplace health promotion activities.  

The CHC involved in external workplace health promotion activities, LAMP Community Health Centre, was included in our key informant survey.  The LAMP Occupational Health Centre is designed to promote health and safety in the workplace using the health promotion model.  It provides consultations on planning and implementing workplace health promotion initiatives.  LAMP has been involved with workplace health promotion for over 21 years.  Annually the centre works with 15 to 20 workplaces.  They rely on literature reviews, research, education, workplace consultations, and conferences to support their work.  Like other stakeholders, they cite lack of funding as the primary challenge in their workplace health promotion work.
4.3.5
Municipal government department/initiatives

Municipal governments are important workplace health promotion stakeholders as they are key role models for communities and set policy direction in many areas.  As this category was added late in our research process, we did not have an opportunity to explore the workplace health promotion efforts of municipalities across Ontario and Canada, though we are aware that some, like the City of Calgary and Peel Region have extensive initiatives.

We know from a 1998 survey
 that across Canada, approximately:

· 75% of municipal governments do some kind of healthy lifestyle programming;

· 54.2% have some kind of active living/fitness program;

· 29% conduct stress management/mental health programs; 

· 29% do some kind of disease prevention programming; 

· 20% have some kind of nutrition strategy; and 

· 50% have a system by which they address substance use and abuse. 

Their efforts are most education-based (75%), although 69% do some kind of skill building, legislation/ advocacy or policy/guideline development.

We also know that:

· 58% are involved with some aspect of OH&S.  This mainly involves distribution of educational materials (85%), but 69% do some kind of policy development and 62% do some legislation/advocacy.

· 25% have a childcare program, 29.2% offer an eldercare program and 12.5% offer personal responsibility leave.  16.7% offer alternative work arrangements.    

· 25% are working to create empowering/participatory work environments.  25% are trying to increase employee involvement.  20.8% are assessing pace of work and 20.8% are assessing level of two-way communication.  20.8% have instituted some kind of incentive or recognition programs for employees.  
4.3.6
Regional stroke centers

There are currently nine MOHLTC designated Regional Stroke Centres in Ontario: Kingston General Hospital; London Health Sciences Centre; Trillium Health Centre; Hamilton Health Sciences Corporation; University Health Network; Sunnybrook and Women’s Health Sciences Centre; The Ottawa Hospital; Thunder Bay Regional Hospital; and St Michael's Hospital.  

The Centres are focused on treatment and some secondary prevention but are also required to develop a primary prevention plan involving the community. 

RSC’s are accountable for providing leadership, development, implementation, and coordination of stroke care throughout their region and across all points in the spectrum of stroke care (promotion, clinical and secondary prevention, acute care, rehabilitation, and home care).  For example, RSC’s will help hospitals in the region localize and implement stroke protocols and stroke teams.  As well, the RSC’s will coordinate with and assist community-based agencies responsible for health promotion and stroke prevention in building inter-organizational relationships throughout their respective catchment areas and across the spectrum of stroke care.  The RSC’s are committed to participating in ongoing education/training in stroke care and providing coordinated stroke services based on best practices and evidence.

The RSC’s work in partnership with District Health Councils, District Stroke Centre(s), Stroke Rehabilitation pilots, community hospitals, Community Care Access Centres, and other stakeholders such as local boards of health, community health centres, and the Heart and Stroke Foundation of Ontario to fulfill their accountability in the leadership, development, implementation, and coordination of stroke care in their region.

At this time, a secondary prevention workshop is being planned for RSC staff.  The workshop will be delivered by HSFO.  The Ontario Prention Clearinghouse will be conducting a session

on the continuum of health promotion.  The first workshop is scheduled to take place in late April, 2003.
4.3.7
Associations of professionals providing health and/or safety services

Organizations examined during the stakeholder analysis:

· Ontario Occupational Health Nurses Association

· Ontario Kinesiology Association

· Association of Canadian Ergonomists

· Occupational and Environmental Medical Association of Canada

· Employee Lifestyle Management Alliance

· Dietitians of Canada

· Hospital Cardiac Care Units

· Canadian Association of Occupational Therapists

· Canadian Occupational Health Nurses Association

· Canadian Council of Cardiovascular Nurses

Key informant interview participants:
· Ontario Occupational Health Nurses Association

· Dietitians of Canada

Associations of professionals providing health services are potentially important partners in workplace health promotion.  They often provide continuing education, standards, and networking opportunities for their members, through which comprehensive workplace health promotion practices could be disseminated.  At this point it is not clear how many of these organizations or the individuals within these organizations would be amenable to advocating for or simply participating in activities beyond their often narrow focus.  As many of these professionals are already working in some health capacity within workplaces, they should be considered in efforts to coordinate throughout Ontario.

4.3.8
Unions and other organizations who advocate for the health of their members

Organizations examined during the stakeholder analysis:
· Canadian Auto Worker’s Union
· United Steelworkers of America
· Ontario Public Service Employees Union
· The International Brotherhood of Electrical Workers
· United Transportation Union
· Men’s Clothing Manufacturers Association
· Hotel Employees and Restaurant Employees International Union
· Canadian Labour Congress
· Union of Needletraders, Industrial and Textile Employees
· Public Service Alliance of Canada
· Communications, Energy and Paperworkers Union of Canada
· National Automobile, Aerospace, Transportation and General Workers Union of Canada (CAW)
· Ontario Hospital Association
· Canadian Teacher’s Federation
· Ontario Federation of Labour
Key informant interview participant:
· United Steelworkers of America
Relevant information was collected from the Internet and literature due to recruitment difficulties.  Only one union participated in the data gathering.  

Unions are extremely important workplace health promotion stakeholders.  They are powerful organizations and have a long history of advocating for employee health.  Unions can also be a challenge for some workplace health promotion practitioners.  Primarily concerned with OH&S, unions often worry about giving credence to voluntary behaviour change interventions for fear that they might take the focus away from environmental hazards and organizational practices that threaten employee health and safety.  Because of this, they are frequently reluctant to partner with many lifestyle-focused professionals.  In some cases they present strong resistance to lifestyle initiatives, making it difficult for others to meet their workplace mandates.

An article highlighting the joint UAW-GM health promotion program called ‘LifeSteps’, credits the following as key to success:
· High level joint steering committee;

· A day-to-day working committee; 

· Third party program providers;

· Support of confidentiality throughout the entire program; and 

· A comprehensive data driven decision making system.

Unions have been actively involved in workplace health for many years.  They have provided education and training for their members, advocated for legislation on behalf of their members, and have occasionally commissioned research.  At a unionized workplace, employee members of the JHSC must be chosen by the union.  These union members frequently become very knowledgeable about OH&S.  In recent years they have been broadening their scope of interest beyond these limits.  A recent survey of private sector business leaders, public sector management and labour leaders, conducted by the Canadian Labour and Business Centre shows this widening agenda.
  

· There was agreement between business and labour that the principal indicators of a healthy workplace are good working relationships and high morale. 

· Labour leaders also indicated that the ability to balance work and family pressures, safe and secure workplaces, and manageable stress are important indicators.  They thought that all of these healthy workplace indicators had worsened. 

· Labour leaders saw the “more work-less people" phenomenon as responsible for the deterioration of overall workplace health.(   

Of union respondents in a Canadian 1998 survey:

· 91.7% were involved with stress management/mental health;

· 66.7% with disease prevention;

· 66.7% with substance use and abuse;

· 33.3% with nutrition; and

· 41.7% with active living/fitness.  

In terms of what kind of work they do in these areas:

· 81% develop policies/guidelines; 

· 70% research/evaluation; 

· 73% legislation/advocacy; 

· 92% training/skills building;

· 92% educational materials/information; and

· 91% collaborations/partnerships.

Most use all of the methods described above for there OH&S work.

In terms of work-life balance issues:

· 91.7% deal with personal responsibility leave;

· 50% with eldercare and childcare; and

· 58.3% with alternative work arrangements.  

70-75% are involved with these work-life balance issues through education and skill building.  91% are involved in policy/guidelines development and 82% with legislation/advocacy.

In terms of workplace culture:

· 50% do some work with respect to empowering/participatory work environments;

· 75% with employee involvement;

· 66.7% with pace of work;

· 75% with two-way communication; and

· 58.3% with incentive or recognition programs.

90% say they get involved with these workplace culture issues using skill building and educational methods.  90% develop policies/guidelines related to these areas and 80% work on legislation/ advocacy related to workplace culture.

4.3.9
Organizations providing occupational health and safety support

Organizations examined during the stakeholder analysis:
· Canadian Centre for Occupational Health and Safety
· Workplace Safety Insurance Board of Ontario
· Occupational Health Clinics for Ontario Workers

· The Worker's Health and Safety Centre
· Prevention Dynamics
· National Safety Council (U.S.)
· Health Canada, Occupational Health and Safety Agency
· Human Resources Development Canada, Labour Program
· Industrial Accident Prevention Association
· Construction Safety Association of Ontario
· Education Safety Association of Ontario Inc
· Electrical and Utilities Safety Association
· Farm Safety Association
· Health Care Health Safety Association
· Mines and Aggregates Safety and Health Association
· Municipal Health and Safety Association of Ontario
· Ontario Forestry Safe Workplace Association
· Ontario Service Safety Alliance
· Pulp and Paper Health and Safety Association
· Transportation Safety Association of Ontario
Key informant interview participants:

· Canadian Centre for Occupational Health and Safety

· Workplace Safety Insurance Board of Ontario

· Occupational Health Clinics for Ontario Workers

· The Worker's Health and Safety Centre

· Industrial Accident Prevention Association

· Construction Safety Association of Ontario

· Electrical and Utilities Safety Association

· Farm Safety Association

· Transportation Safety Association of Ontario

Organizations providing OH&S support are important when planning comprehensive workplace health promotion initiatives because they: already have a strong presence in workplaces across the country; are backed by legislation; and have connections with many key stakeholders (most significantly unions, who are difficult to partner with on issues outside of OH&S).  Many of these organizations are broadening their workplace health promotion focus to include lifestyle and organizational change.

The following organizations are of note:

· The Workers Health and Safety Centre has recently been designated as the "training centre" for Ontario workplaces by the Workplace Safety and Insurance Board.  The centre is a resource to workplaces to help them meet legislative requirements and achieve greater self-reliance.  Working together with workplaces, the centre is “working toward the elimination of occupational disease, disability and death by ensuring safer, healthier workplaces and communities.” The Worker’s Health and Safety Centre publishes a quarterly newsletter called At the Source.  The Worker’s Health and Safety Centre is overseen by an independent board of directors including major unions.
  They are well connected with all of the Safe Workplace Associations.  
· The mandate of Prevention Dynamics is to represent and act for a group of safety associations.  They work in member determined areas of common interest where it is mutually advantageous to do so for the purposes of infrastructure and administrative support. 11 Safe Workplace Associations are members, as is the Worker’s Health and Safety Centre and The Occupational Health Clinics for Ontario Workers.  Through the Prevention Dynamics web site (www.preventiondynamics.org) users can find health and safety information, training materials, and consulting services offered by Ontario's Health and Safety Associations and Partners.

· The mission of the Industrial Accident Prevention Association is to improve the quality of life in workplaces and communities by being an internationally recognized leader in providing effective programs, products, and services for prevention of injury and illness.
  They partner with many public health stakeholders on active living issues, healthy workplace awards, and issues related to stress.
4.3.10
Human resources professional associations

There was no Ontario Human Resources Professionals Association (OHRPA) participation in the survey or extended observational study.  It was not clear from the OHRPA web site what role the organization or the membership plays in workplace health promotion.  Research with public health professionals indicates that human resource (HR) professionals, if not their association are being forced to develop an interest in workplace health promotion for several reasons.  

· OHN positions are being eliminated by many companies or their services are being contracted out and therefore OHN’s are only there for disability management. In the absence of an OHN, HR professionals are often approached by health organizations wishing to distribute health information to employees and/or wishing assistance with the development of a broader comprehensive workplace health promotion initiative.  Public health professionals throughout Ontario are an example or one group that has been actively contacting HR professionals.

· HR professionals have a wealth of knowledge about absenteeism, disability management and health care costs for their workplace.  This information is key to workplace health promotion planning and evaluation. 

· Workplace health promotion is more and more commonly being linked with a successful recruitment and retention strategy – traditional HR areas of concern.  This is increasingly evident in industry publications such as the Canadian HR Reporter which frequently prints articles related to workplace health promotion.


4.3.11
Owner/manager/employer associations

Organizations examined during the stakeholder analysis:
· Canadian Association of Family Enterprise
· Business Council on National Issues
· Canadian Federation of Independent Business
· Canadian Chamber of Commerce
· Canadian Standards Association
· Canadian Federation of Agriculture
· Canadian Life and Health Insurance Association (trade organization)
· Automotive Industries Association of Canada (trade organization)
· Employer Committee on Health Care – Ontario
· Retail Merchants Association
· Canadian Manufacturers & Exporters
Although, there was no representation in the key informant survey or extended observational study, from a web search, some are getting involved with areas of workplace health promotion.  

· One of the services that Automotive Industries Association of Canada provides to members is educational materials and seminars on workplace health and safety issues.

· The Canadian Federation of Independent Business devotes part of their web site to workplace safety and they conduct research on problems affecting small businesses.  For example, in 1999 they did a survey on workplace satisfaction.

· The Canadian Manufacturers & Exporters – Ontario Division and the Workplace Safety and Insurance Board recently partnered to author the Business Results Through Health and Safety Guidebook.  The guidebook demonstrates the “business case” for workplace health and safety, and shows employers how to improve their bottom line by becoming a leader in health and safety.  The guidebook can be downloaded at www.cme-mec.ca.  CME has also recently partnered with IAPA to provide health and safety training.

Owner/manager/employer associations are potentially important partners in workplace health promotion as they often provide continuing education, standards, and networking opportunities for their members, through which comprehensive workplace health promotion practices could be disseminated.  At this point it is not clear how many of these organizations or the individuals within these organizations would be amenable to advocating for or simply participating in activities beyond their often narrow focus, but they should be considered in efforts to coordinate throughout Ontario.

4.3.12
Private sector contractors

Organizations examined during the stakeholder analysis: 

· Wilson Banwell
· Buffet Taylor and Associates
· Health Systems Group
· BCE Emergis-eHealth Solutions Group (acquired Assure and Assure Health Inc.)
· AON Consulting Group
· Bayer Inc.
· Tri Fit Inc.
· Warren Sheppell Consultants
· William M. Mercer Inc.
· Well-Advised Consulting
· Healthy Business Inc.
· Donahue Ernst and Yonge
· Life Insurance Institute of Canada
· WELCOA
· Canadian Centre for Stress and Well-Being
· Canadian Institute of Stress
· Atlantic Health and Wellness Institute
Key informant interview participants:

· Buffet Taylor and Associates
· Health Systems Group
· Tri Fit Inc.

Much of our information about for-profit providers came from a Conference Board of Canada study.  

· For-profit providers take an integrated approach to the development and implementation of workplace health initiatives.  They work closely with their clients to follow a step-by-step process that addresses issues related to planning, implementation and evaluation.  The planning process usually involves the evaluation of current workplace conditions, including the nature of the work, the culture of the organization, and the physical environment. 
  

· Involvement in the implementation of the strategy varies from provider to provider.  “Some organizations assist their clients in choosing a service provider.  Others become actively involved in the delivery of programs or work collaboratively with various organizations, often specialized NGO’s.  For-profit providers use a variety of mechanisms for program delivery, including educational materials and information, lunch and learn sessions, seminars, research, and self-assessment tools.” 

· Providers emphasize one of two approaches to workplace wellness: organizational wellness or personal wellness.  “Those emphasizing organizational wellness focus on the business case for workplace health and the development of a corporate strategy that takes into account the importance of a healthy work environment.  This approach stresses the benefits of workplace health programs in terms of reduced absenteeism, increased productivity, and decreased health costs.  The overall goal is to improve the organization’s ability to compete effectively within their business environment.  Those providers emphasizing personal wellness develop strategies targeted at providing workers with the information and tools they need to improve their overall health.  This approach aims to create a healthy workforce by addressing the individual needs of workers.  While outcomes and the business case remain important considerations, the goal is to decrease individual health risks, creating a healthy work environment one employee at a time.”

· Involvement in the implementation of the strategy varies from provider to provider.  “For example, Mercer and Aon Consulting focus their efforts at this stage on the development of an implementation plan to assist organizations in finding qualified providers of health services.  They do not deliver programs, either directly or through a third party.  Rather they manage the request for proposal process and help evaluate various providers in order to find the ‘right fit’ for the organization.  Others become actively involved in the delivery of programs or work collaboratively with various organizations, often specialized NGO’s.  For-profit providers use a variety of mechanisms for program delivery, including educational materials and information, lunch and learn sessions, seminars, research, and self-assessment tools.” 

· “Healthy living programs, especially stress management and fitness, remain popular with for-profit providers and their clients.  Nutrition programs are part of some providers’ portfolios, but there does not seem to be as much demand for them.”

· “Research and evaluation tools are used extensively by the providers interviewed.  Overall, providers mentioned that these assessment tools were their most valuable core products.”

· “The for-profit providers interviewed are also very involved in furthering research efforts in support of workplace health.”

· “In cases where providers take on a consultative role, they often assist their clients in developing policies and procedures to create the type of working environment that will encourage participation in workplace health programs and initiatives.”

· “Educational materials, written information and training modules are most often used.  In some cases, these are the only mechanisms used to deliver program content.  They also continue to be considered the most effective means of providing information to employees.”

· Results from the Canadian Conference Board Study show that for-profit providers believe that workplace health initiatives, while increasing in popularity, still require further development before they will be widely accepted in Canadian organizations.  “Some felt that it will take as long as 10 years before this is achieved.  The development of adequate measures to show the impact of workplace health programs on corporate performance remains a key issue.  More data specific to the Canadian market are needed in order to further the business case for workplace health.  As these data become available, providers feel that employers will become more receptive to the development of workplace health initiatives within their organizations.”
  

Our own stakeholder research showed that the for-profit, workplace health sector is highly competitive.  There are all kinds of organizations marketing similar things.  Generally these private sector companies cater to very large, profitable business who can afford their services.  Some, indicated that they have a big concern about all the public health and NGO’s who are ‘dabbling’ in the area of workplace health promotion, specifically organizational change.  They feel they are uncoordinated and untrained.
STAKEHOLDER ACTIVITIES

4.4
Supporting organizations/groups/individuals


This section summarizes the current activities of organizations, groups, and individuals who support workplace health promotion. Activities of the following groups are summarized:

· Ontario Health Promotion Resource System members; 

· Federal and Provincial government divisions/strategies;

· Researchers; and

· Other supporting organizations. 


4.4.1
Ontario Health Promotion Resource System (OHPRS)

Organizations examined during the stakeholder analysis:

· Program Training and Consultation Centre
· Best Start  
· FOCUS Resource Centre
· Nutrition Resource Centre
· Consumer Health Information Service
· National Clearinghouse on Tobacco and Health
· Ontario Self-Help Network
· Smoking and Health Action Foundation
· Curriculum & School-Based Health Resource Centre
· Ontario Prevention Clearinghouse
· Ontario Tobacco-free Network
· Alcohol Policy Network
· Council On Drug Abuse
· Ontario Tobacco Strategy Media Network
· Parents Against Drugs
· Ontario Healthy Communities Coalition
· The Health Communication Unit
· Association to Reduce Alcohol Promotion in Ontario
· Ontario Drug Awareness Partnership
· Ontario Tobacco Research Unit
· Planning and Coordination Committee, OHPRS
Key informant interview participants:
· Program Training and Consultation Centre

· Best Start

· Nutrition Resource Centre

The MOHLTC currently supports a capacity building infrastructure called the OHPRS.  There are 21 members.  Training, consultations, resources and networking opportunities are provided free of charge to people practicing health promotion throughout the province.  A large percentage of OHPRS clients are staff from public health. 

All OHPRS members focus on building capacity of intermediaries, including several types of workplace health promotion intermediaries, particularly public health, community health centers and NGO’s.  There are several resource centers that currently cover some workplace health promotion topics.  

· PTCC supports efforts to increase the number of smoke-free workplaces through consultations and a variety of resources. Clearing the Air in Workplaces – A Guidebook for Developing Effective Tobacco Control Policies has been used in recent workplace workshops hosted by PTCC.  

· Best Start produces resources and carries out consultations relating to reproductive health and the workplaces.  This work is conducted through two mechanisms: either directly with workplaces; or by supporting organizations such as public health to work with workplaces.  They have partnered with a variety of organizations including the Ontario Human Rights Commission, Occupational Health Clinics for Ontario Workers, Ontario Occupational Health Nurses Association and Public Health.

· The Nutrition Resource Centre created a provincial Guide to Nutrition Promotion in the Workplace.  The guide is designed to help practitioners promote, implement and support nutrition programs in the workplace.

· The Health Communication Unit does frequent consultations on workplace health promotion issues relating to planning, evaluation, sustainability, communication and policy development.  They are also coordinating the “Supporting Comprehensive Workplace Health Promotion in Ontario” project of which this paper is a part.

4.4.2
Federal/provincial government divisions/strategies

Organizations examined during the stakeholder analysis:

· Ontario Ministry of Health and Long Term Care
· Ontario Ministry of Labour
· Workplace Health Unit, Health Canada
· Canadian Diabetes Strategy
· National Asthma Prevention and Control Strategy
· Ontario Management Board Secretariat
· Industry Canada
· Cancer Care Ontario
· Active Ontario
· Newfoundland and Labrador, Department of Health and Community Services
· Nova Scotia Department of Health
· Ministere de la Sante et des Services sociaux du Quebec
· Manitoba Health
· Saskatchewan Health
· Saskatchewan Labour
· British Columbia Ministry of Health Services
· Northwest Territories, Health and Social Services
Key informant interview participants

· Workplace Health Unit, Health Canada
· Cancer Care Ontario
Most data for this group was collected from web sites.  Unfortunately, the web information was frequently lacking in important details about relevant projects.  

· The Ontario Ministry of Labour’s (OMOL) mission is to advance safe, fair and harmonious workplace practices that are essential to the social and economic well-being of the people of Ontario. The OMOL’s has three core businesses areas: occupational health and safety, employment rights and responsibilities, and labour relations.

The OMOL's role in reducing workplace injury and illness is to set, communicate and enforce standards. The OMOL legislates and regulates on:

· Restriction of smoking in workplaces under provincial jurisdiction;

· Occupational Health and Safety;

· Workplace Hazardous Materials Information System (WHMIS);

· Designated Substances (physical, chemical and biological hazards);

· Pregnancy and Parental Leave;

· Fair Pay and Working Conditions;

· Employment Standards;

· Joint Health and Safety Committees;

· Internal Responsibility System (IRS);

· OTNER (WSIA) (First Aid); and

· Disability Case Management (WSIA).

The OMOL works closely with its agencies, safe workplace associations (SWAs), worker training centres and clinics, and the Canadian Centre for Occupational Health and Safety.  
· The Ontario Management Board Secretariat creates the policies, processes and standards of operation for all of the Province of Ontario ministries. They ensure the health and safety of employees by developing strategies, setting priorities and implementing a health and safety program to supplement the minimum requirements of the Occupational Health and Safety Act.

· Health Canada, Workplace Health Bureau is very involved in workplace health promotion.  

They work toward the creation of safe, healthy and supportive work environments.  The mandate and key activities of the Workplace Health Strategies Bureau include strategies and understanding of comprehensive workplace health, building national and international capacity through partnerships, establishing links with other federal and provincial stakeholders, and the dissemination of workplace health research, and information on best practices.
Their work covers all three approaches (occupational health and safety, voluntary lifestyle practices, and organizational change).  

· Saskatchewan Health provides advice and support to organizations, government departments and businesses who want to develop and implement workplace health promotion programs.  Support includes access to frameworks such as Health Canada's Workplace Health System models, links to other individuals and organizations involved in workplace health and access to print and audio-visual resources related to workplace health.

· Saskatchewan Labour is the provincial government department responsible for administering all labour legislation. It is committed to ensuring the needs of working people are met and protected while contributing to the creation of a vibrant economy of full employment. The department’s Work and Family Unit co-ordinates the government of Saskatchewan's activities aimed at lessening the negative personal and corporate consequences arising from employees' inability to balance their work and family responsibilities.

· Workplaces are one of the key settings that Active Ontario promotes initiatives for.  Through the Active Ontario website (www.activeontario.org), users can access a number of resources for workplace health promotion.


4.4.3
Researchers

Organizations examined during the stakeholder analysis:

· Canadian Fitness and Lifestyle Research Institute
· Canadian Policy Research Networks
· Institute for Work and Health
· Canadian Association for Research on Work and Health
· University of Regina, Dr. Paul Schwann Applied Health and Research Centre
· Roy Shephard
· The Canadian Institutes for Health Research
· CHHI-G8 Database
· University of Michigan, Health Management Research Center
· American University, The International Institute for Health Promotion
· Michael Peterson, University of Delaware
· Kevin Sykes, Great Britain
· O'Donnel
· Linda Duxbury
· Judith McBride-King
· National Institute of Occupational Health and Safety.
· University of British Columbia, Institute for Health Promotion Research
· Alberta Centre for Active Living
· Canadian Stroke Consortium
· Canadian Stroke Network
· Canadian Stroke Society
· Centre for Health Promotion, University of Toronto
· The Centre for Health Promotion Studies, University of Alberta
· European Foundation for the Improvement of Living and Working Conditions
· Center for Social Epidemiology
· Brock University Wellness Institute, Workplace Health Unit
Key informant interview participant:

· Canadian Fitness and Lifestyle Research Institute

Many organizations and individuals conduct research related to workplace health promotion.  Researchers are very important stakeholders as they can influence the opinion of governments and practitioners.  Research results vary in perspective, style and scope, depending on research interests.  Some examples of those interests are mentioned below.

· The Canadian Policy Research Network has four research networks: on Family, Work, Health, and Public Involvement.  Current studies of the Work Network include research on: the human resource capacity of the non-profit sector; fundraising professionals' views of their jobs; men's and women's quality of work; international comparisons of job quality; and determinants of job satisfaction of younger and older workers.  The proposed research agenda for future work currently focuses on : vulnerable workers; labour relations in the new economy; the quality of public education; schooling and work; and implications of the ageing labour force.

· The Canadian Association for Research on Work and Health held their first annual meeting in November 2001 along with a national symposium for researchers in work and health in Canada to exchange information on the scope of research being conducted and for researchers to discuss issues of common interest and priorities for research.  The second national symposium is planned for October 2003.

· The Workplace Health Research Unit, Brock University conducts research and develops tools for the measurement and assessment of key employee and corporate health and well-being indicators.   These tools are based on leading edge professional and academic research about the relationships between employee satisfaction, employee health and productivity, organizational health, and organizational health costs.  The Workplace Health Research Unit has also partnered with HRDC to create a benchmarking database which will contain information collected from numerous Canadian workplaces, using multiple assessment tools and systems.
· Linda Duxbury of the Faculty of Business at the University of Ottawa has conducted a wealth of research on work-life balance and stress. Her recent work-life balance research is summarized in section 4.1.2.

· The Canadian Consortium for Health Promotion Research (CCHPR) is notable for its studies of workplace health promotion in the broadest sense.  They recently conducted a nation-wide study to obtain the research perspectives on workplace health promotion of individuals and organizations with major commitments and experience in the field.
  

CCHPR 2001 study highlights

Twenty-four interviews were conducted.  The sample included 17 researchers and 7 practitioners with diverse interests and experiences.

· Workplace health promotion research still predominantly focuses on individual lifestyle behaviours such as fitness, weight control, smoking cessation, etc. and on large corporations, making it difficult to apply the learnings to small businesses.

· Need for cost-benefit analyses and more information on evidence-based/best practices.  

· There are knowledge, practice, and policy gaps when it come to work and families, alternate work arrangements, stress management, non-traditional workers (i.e. contract), and changing workforce issues.  

· Need for government assistance in developing comprehensive workplace health promotion programs, including possible incentives and greater collaboration among various stakeholders within workplace health promotion.

· A relevant empirically based business case that includes a cost-benefit analysis needs to be developed. 

· Need for strong evaluations, more effective workplace policies, and a comprehensive ecological perspective( on workplace health promotion. 

· Other research priorities were studies of non-traditional workers, the impact of work on physical and mental health, the effects of the ever-changing workplace, and new conceptualizations about the nature of work.  

Polanyi, Eakin, Frank, Shannon and Sullivan are also important Canadian workplace health promotion researchers.  In a recent paper, they made the following recommendations. 

For the Private Sector

· Organizational change for worker health should involve unions or employee representatives, management and, where possible, outside researchers. 

· Interventions should start with an assessment of employees' physical and psychosocial health, consider a wide variety of individual, job, organizational and external factors and address the links among all of these levels. 

· Large firms (i.e., over 300 employees) should conduct comparative “best practices” demonstrations in different organizational units within their organization. 

For Governments
· Governments can play an important role in implementing policies that encourage the development of healthier workplaces and ensure that health hazards are adequately controlled. Policies can also encourage healthier workplaces by incorporating health consequences into policy decisions in other domains, notably taxation, where a variety of incentives for workplace health improvement should be explored. 

· Governments should support efforts to collect health-related data on employee health status and on key risk factors, including organizational ones. To recognize the severity of the psychosocial demands of work, a set of psychosocial health indicators is particularly important. 

· Governments should set an example in developing healthier workplaces by introducing, measuring and monitoring organizational changes in their own workplaces. 

· Labour and economic development ministries should sponsor and champion model restructuring efforts within organizations that focus on positive employee health consequences. The current preoccupation with downsizing provides a unique leadership opportunity to minimize the harmful effects of such changes. 

· Government should facilitate discussion and joint action among occupational health professionals, health promotion professionals and organizational change consultants to build an integrated consensus approach to healthier work environments. 

· Governments should support the development of model collective agreements on workplace change and health. 


For Research Agencies
· The potential of action research as an approach to improving workplace health should be explored. 

· Process and outcome evaluations using quantitative and qualitative methods are needed to improve health in the workplace and to link interventions to outcomes. More longitudinal intervention studies are also needed. 

· The NSERC program on technological change and restructuring should be expanded to focus specifically on the health consequences of restructuring and organizational change.   

4.4.4
Education and/or training programs

A full study of education programs related to workplace health promotion was not possible due to funding and time restrictions.  However, the importance of these programs should not be underestimated.  They are key opportunities for influencing the practice of any stakeholder group prior to, or after beginning employment.  A study of education programs could be undertaken for any stakeholder group.  Programs in which workplace health promotion information and skill building could be included or enhance include human resources, labour, MBA, business administration, health promotion, nursing, medicine, etc.

4.4.5
Other supporting groups/ organizations/associations

There are numerous other organizations that support, or are positioned to support workplace health promotion in Ontario and Canada in a variety of ways, but don’t fall into any of the other stakeholder categories we have outlined.  

Organizations examined during the stakeholder analysis:

· Canadian Labour and Business Centre
· Business and Economic Roundtable on Mental Health
· Public Health Research, Education and Development (PHRED) Program
· Health Intelligence Unit Program
· The Conference Board of Canada
· The Canadian Health Network
· Centre for Families, Work and Well-Being, University of Guelph 
· Wellness Councils of Canada
· The American College of Sports Medicine
· Canadian Public Health Association
· Ontario Public Health Association
· Association of Workers' Compensation Boards of Canada
· Conditions of Work Branch, International Labour Organization
Examples of stakeholder current involvement in workplace health promotion are listed below.

· The Canadian Labour and Business Center mission is to contribute to economic growth and social well being by improving business and labour practices in Canada.  Two workplace health related projects of relevance include: 

· A series of twelve case studies, conducted during 2001-2002, demonstrating the process of workplace wellness and the content and impacts of individual workplaces’ initiatives.  The case studies are available at www.clbc.ca.

· Viewpoints 2002: The Healthy Work Place is the fourth bi-annual Canadian Labour and Business Centre Leadership Survey of private sector business and labour leaders, public sector management and labour leaders.  It included questions relating to workplace health; the report is available at www.clbc.ca.

· The Global Business and Economic Roundtable on Addiction and Mental Health was developed to serve as a vehicle or channel of information among senior executives, physicians, mental health professionals and educators.  One of the roundtable’s goals is to help make mental health more intelligible to business executives, physicians and the wider community as a source of or deterrent to economic performance, including productivity.  

· PHREDs throughout Ontario have been working with public health on a variety of workplace health promotion projects.  They have developed tools and summarized literature on many related topics (e.g. summary of the effectiveness of workplace-based health risk appraisals – available from http://www.hamilton.ca/PHCS/EPHPP/EPHPPResearch.asp).

· The Conference Board of Canada takes a broad, comprehensive perspective on health including occupational health and safety, voluntary behavioural practices and organizational changes in their definitions.  They hold occasional conferences addressing workplace health promotion, frequently spearhead research studies (Health Canada has funded several of these), and disseminate related publications.  Conference Board members have also formed a number of groups and councils dealing with workplace health promotion including: The Leaders’ Roundtable on Health; Healthcare and Wellness (business leaders, researchers, etc.);  The Council on Workplace Health and Wellness (practitioners); The Council on WorkForce solutions (assist member organizations reach maximum potential); and The Roundtable on Health and Wellness Issues (senior executives).
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( According to Extended Observation focus group participants.  (See Extended Observation Study Report.)


( According to Extended Observation focus group participants.  (See Extended Observation Study Report.)


( It is not clear from the report whether cost limited their ability to offer programs, evaluation, or a combination of the two.
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