I N S T R U C T I O N S


Your answers will remain confidential. 

Nowhere on the questionnaire do you need to identify yourself.


Your input is important to us - please complete the questionnaire.

Please read and answer each question carefully.


Choose the response that best answers the question for you.


The results will be available for you to review.

General Health

1. In your opinion, would you say your health is…(check only one answer)

· Excellent

· Very good

· Good

· Fair

· Poor

2. What, if anything, would you like to do in the next year to improve or maintain your health? 

(Check all the answers that apply to you.)

· Eat better

· Exercise more

· Drink less coffee

· Skip fewer meals

· Remove a major source of worry, or stress from life

· Learn to cope better with worry, or stress

· Get more sleep 

· Change jobs

· Change my home situation

· Quit smoking, or smoke less

· Drink less alcohol

· Cut down on painkiller, anti-depressants, sleeping or calming medications

· Cut down on other medication

· Cut down on non-medical drug use

· Get medical treatment

· Learn to be more assertive

· Learn to control anger

· Learn to communicate better

· Learn to manage time better

· Improve the way I feel about how I look
· Spend more time with my family/ balance work and family life

· Get out more often, make new friends, socialize

· Get more job skills

· Have more involvement in the decisions related to my job 
· Nothing

· Other ____________________________

3. What if anything, is stopping you from making this change?

   
      (Check all the answers that apply)

· It’s too hard

· Problem isn’t serious enough

· Not enough time

· Not enough money

· Too depressed

· I don’t know how to get started

· No encouragement from family and friends 

· No encouragement from employer

· Don’t want to change my ways

· Not sure I can really make a difference

· Too much stress right now

· Fear of the unknown

· Lack of self-confidence

· I don’t know what’s stopping me

· Nothing
· Other________________________

Nutrition
4.
What would you like to do to improve your eating habits?


Please check all the answers that apply to you.
· Eat more vegetables and fruit

· Eat lower fat foods more often

· Eat more wholegrain breads/ cereals (e.g. bran, whole-wheat)

· Cut back on fast foods and/ or “junk” foods

· Eat less meat

·  Cut back on salt

·  Skip fewer meals or eat regularly

·  Eat less often on the run
·  Eat more often with my family (or with others)

·  Learn more about healthy eating (nutrition)

·  Eat smaller portions
·  Take vitamin/ mineral supplements

·  Nothing
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5.
What, if anything, is stopping you from improving your eating habits?


Please check all the answers that apply to you.

· Limited choices in cafeteria or in eating places near where I work

· Job pressures (e.g., job schedule, job travel)

· Not enough time

· Too hard to change my ways

· I don’t know how to prepare healthy foods

· I don’t know how to choose healthy foods

· Too expensive 

· No support from family or friends

· Too much stress at home

· I don’t know how to get started

· I don’t know what is stopping me

· Nothing

      Other (please specify)  

6.
Do you consider yourself

· 1. Overweight?

· 2. Underweight?

· 3. Just about right?

· 4. Don’t know?
7. Are the following available in your workplace?  The following question tells us what programs and policies you would like at work.  This information will be used in 
	
	Yes
	No, but would use it if it was
	No, and not interested
	Not sure

	Healthy eating information (e.g. pamphlets, workshops)
	
	
	
	

	Healthy weights programs
	
	
	
	

	low fat food choices (e.g. meetings/events, break room)
	
	
	
	

	Healthy recipe exchange
	
	
	
	

	Access to cafeteria
	
	
	
	

	Access to snack box or vending machine
	
	
	
	

	Healthy foods available with cafeteria or vending machine 
	
	
	
	

	Kitchen facilities (e.g. fridge, microwave)
	
	
	
	


                  future planning?

8. Do you have any other comments regarding nutrition / healthy eating   

           programs or policies in your workplace?



Physical Activity
9.       (a)   In a typical week how often do you spend at least 15 minutes in vigorous physical activity?

     
[Vigorous physicals activity involves breathing much harder than normally and feeling so warm that your are sweating from doing such things as: aerobics, using exercise machines, bicycling, fast walking, running, sports, moving heavy objects, swimming, etc.]

· never

· less than once a week

· 1-2 times a week

· 3-5 times a week

· more than 5 times a week


(b)
In a typical week, how often do you spend at least 30 minutes in moderate physical activity?


[Moderate physical activity involves breathing harder than normally and the body feels warm from doing such things as: brisk walking, bicycling, golfing, heavy gardening, etc.]

· Never

· Less than once a week

· 1-2 times a week

· 3-5 times a week

· More than 5 times a week


(c)
In a typical week, how often do you spend at least 30 minutes in light physical activity?



[Light physical activity refers to such things as taking a stroll, light gardening, housecleaning, bowling, stretch exercises, etc.]

· Never

· Less than once a week

· 1-2 times a week

· 3-5 times a week

· More than 5 times a week

10.
What, if anything, is stopping you from being physically active?


Please check all the answers that apply to you.

· No time in my schedule 

· No support from family or friends

· Too tired after work  

· I’m getting older so physical activity can be risky

· I don’t have the skills for any activity 

· I don’t have access to jogging trails, swimming pools, bike paths, etc.

· I’m embarrassed about how I will look 

· Physical activity takes time away from other commitments (e.g., work, family)

· Too expensive (i.e., join a club or buy fitness equipment)

·  I can’t seem to make myself stick to anything

· If we had facilities and showers at work, then I would more likely be active

· I don’t know how to get started 

· I don’t know what is stopping me

· Nothing

     Other (please specify)_________________________________________

11.   Are the following available at your workplace? The following questions tell us what programs and policies you would like at work.  This information will be used in future planning.
	
	Yes
	No, but I would use it if it was
	No, and not interested
	Not Sure

	On-site fitness program
	
	
	
	

	On-site showers
	
	
	
	

	Change room
	
	
	
	

	Bike racks
	
	
	
	

	Group rates at a fitness centre
	
	
	
	

	Walking club / walking routes
	
	
	
	

	   Employer support for fitness activities
	
	
	
	


12.
Do you have any other comments regarding physical activity programs or policies in your workplace?


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Smoking & Alcohol

13.
At the present time do you smoke cigarettes?

· Daily

· Occasionally
· Not at all

14.
Which of the following statements best describes you?


Please check only one.

· I have never smoked

· I quit smoking for more than the last 6 months

· I quit smoking but for less than 6 months

· I intend to quit smoking in the next 30 days

· I intend to quit smoking in the next 6 months

· I have no intention of quitting smoking in the next 6 months

15.
Are the following available at your workplace? The following questions tell us what programs and policies you would like at work.  This information will be used in future planning.
	
	Yes
	No, but I would use it if it was
	No, and not interested
	Not Sure

	Enforcement of current smoking policy
	
	
	
	

	Quit smoking program on site
	
	
	
	

	Quit smoking program off site
	
	
	
	

	Drug benefits to help with quitting smoking
	
	
	
	


16.
Do you have any other comments regarding smoking programs or policies at your workplace?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

17.   In a typical week, how many regular size bottles of beer do you drink? 

        [12 oz or 360 ml]

                                                 ____________

18.    In a typical week, how many shots of hard liquor or spirits do you drink?

        [1.5 oz or 45 ml]

                                                 ____________

19.  In a typical week, how many glasses of wine do you drink?

        [5 oz or 150 ml]

                                                 ____________

20. In a typical week, how many glasses of fortified wine (such as sherry) do you drink?  [3.5 oz or 1.5 ml]

                                                _____________

21. What day or days of the week would you say you consume most of the alcohol?

· Monday –Thursday

· Friday

· Saturday

· Sunday

22.

	
	Yes
	No

	E. Is there any program or policy in place in your workplace to address alcohol use?
	
	


23.
Consider the following activities:  Bingo, Lottery Tickets, Slot Machines, playing games of skill for money, gambling on the track or casino, betting on sporting events, or any other form of gambling In the past 12 months:


	
	Yes
	No

	A. Have you spent more money than you intended on any of these activities?
	
	

	B. Has your involvement in these activities created financial difficulties for you and/or your family?
	
	

	C. Has anyone expressed concern or have you been concerned about your involvement in these activities?
	
	


Social Work Environment

27.
Please check the appropriate box for each of the following statements.

	How do you feel about the following statements?
	Agree

Strongly
	Agree
	Not

Sure
	Disagree
	Disagree

Strongly

	A. I am in control of my own health
	
	
	
	
	

	B. I feel I am well rewarded for the level of effort I put out for my job
	
	
	
	
	

	C. I have an influence over the things that happen to me at work.
	
	
	
	
	

	D. My employer makes every effort to keep unnecessary stress at work to a minimum.
	
	
	
	
	

	E. I am satisfied with the recognition I receive from my employer for doing a good job.
	
	
	
	
	

	F. I am satisfied with the amount of involvement I have in decisions that affect my work.
	
	
	
	
	

	G. My employer has a sincere interest in the well being of his/her employees.
	
	
	
	
	

	H. I am satisfied with the fairness and respect I receive on the job.
	
	
	
	
	

	I. If I had to find another job today, I think I would have all the skills and training I would need.
	
	
	
	
	

	J. At work, I feel I often have to do things or make decisions that I know are bad for my mental or physical health.
	
	
	
	
	

	K. On the whole, I like my job.
	
	
	
	
	

	L. It is clear what is expected of me on my job.
	
	
	
	
	


28.
What caused you excess worry or stress at work in the last six months?


Please check all that apply to you.

· Changes within my job

· I don’t like the hours

· Too much time pressure

· Unscheduled overtime

· My duties are not clear

· Management tries to control my work too much

· Not enough control/ influence over what I do and when I do it

· Too much responsibility

· Supervisors or managers have unrealistic expectations of me

· Deadlines

· Not enough feedback on how I’m doing

· I don’t feel adequately rewarded for my work

· I’m not treated fairly 

· I’m afraid of being laid off

· Money issues


· My work tires me physically

· My work tires me mentally

· My work is boring

· I am being sexually harassed by someone at work

· I’m being harassed by someone at work (other than sexually)

· I am being discriminated against

· Conflict with other people at work

· I feel isolated from my co-workers

· Nothing

     Other (please specify)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

29. Of the people you know right now, who would really listen to you carefully and sympathetically if you were seriously upset about something?

[Pease check all that apply to you]

· No one

· One or more co-workers

· My spouse/partner

· One or more other family members

· One or more close friends

· An EAP councillor

· A doctor or other health care professional

· A clergyman or religious official

· A union official

· My boss

· Internet chat group

· Other_____________________________

30.
Please check the appropriate box for each of the following statements.

	Overall, what level of stress do you experience 
	Very

High
	High
	Moderate
	Low
	Very

Low

	A.
at work?
	
	
	
	
	

	B.
outside of work?
	
	
	
	
	

	Overall, how well do you feel you are coping with stress
	Very

Well
	Well
	Adequately
	Poorly
	Very

Poorly

	C.
at work?
	
	
	
	
	

	D.
outside of work?
	
	
	
	
	


31.
Are the following available at your workplace? The following questions tell us what programs and policies you would like at work.  This information will be used in future planning.
	
	Yes
	No, but I would use it if it was
	No, and  not interested
	Not Sure

	A. Employee assistance program
	
	
	
	

	B. Flexible working hours
	
	
	
	

	C. Lieu days/ bank days
	
	
	
	

	D. Leave of absence
	
	
	
	

	E. Personal leave days
	
	
	
	

	F. Stress management

(e.g. wellness days, benefits to cover massage therapy)
	
	
	
	

	G. Child care provided/ supported
	
	
	
	

	H. Health time

(e.g. room for breastfeeding, illness)
	
	
	
	

	I. Medical department / access to health nurse
	
	
	
	

	J. Other (please specify)

. . . . . . . . . . . . . . . . . 
	
	
	
	


32.
Do you have any other comments regarding the social work environment in your workplace?


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

My Health And My Job

33.
A. Which of the following best describes your usual work schedule?


     Please check only one answer.

· Regular daytime schedule

· Regular evening shift

· Regular night or graveyard shift

· Rotating shift (that changes periodically from days to evening or nights)

· Split shift (consisting of two distinct periods each day)

· Irregular schedule

      Other (please specify)__________________________________________
34.
Work schedules affect workers differently.  We are interested in how your work schedule affects you.

	For each of the following statements, please check the appropriate box.
	Never
	Seldom
	Sometimes
	Often 
	Always 

	A. I feel like I need to “catch up” on my sleep
	
	
	
	
	

	B. I have problems sleeping 
	
	
	
	
	

	C. I wake up feeling refreshed
	
	
	
	
	

	D. I have enough energy to do everything I need or want to do each day
	
	
	
	
	

	E. I use alcohol and/or sleeping pills to help me sleep
	
	
	
	
	

	F. I have fallen asleep while driving
	
	
	
	
	

	G. I have enough time with my family
	
	
	
	
	

	H. I eat regular meals a day spaced at regular times regardless of what hours I work
	
	
	
	
	


35.      How many hours of sleep do you get on a typical night (or day if shift work)?                 ____________________
36.      In the last year how many sick days did you take?   __________

37.
In the last year, how many days in total were you away from work because you were injured? (Include injuries caused at work and injuries caused at home).

Number of days = ___________

Physical Work Environment

38.
Below is a list of health and safety hazards and unpleasant working conditions.


Please check all the ones that you are concerned about in your workplace.

· Too much heat or cold

· Poor indoor air quality (poor ventilation, stuffy etc.)

· External air pollution (gas emissions, burning fossil fuels)

· Too much noise or vibration

· Poor work space or not enough work space (poor work-station design)

· Poor lighting (too much, too little, etc.)

· Having to perform unsafe work

· Working with people who are under the influence of drugs or alcohol

· Poor ergonomics/risk of strain (e.g. strain to back, wrist, neck, eyes)

· Dangerous chemicals/ hazardous/toxic substances (electrical, fire/explosive)

· Infectious diseases

· Unsafe equipment or machinery 

· No access to protective equipment 

· X-rays, radiation, video display terminals

· Slipping and tripping on ice (e.g. parking lot, stairs)

· Travel hazards (e.g. driving conditions, hotels)

· Fear for personal safety and security/ violence in the workplace

· Lack of facilities or access for employees with disabilities

· Not enough safety training (not clearly defined/understood)

· Lack of effective workplace committees/ health and safety committees

· No understanding of emergency systems in the workplace

· Lifting

· Standing over 3 hours without a break

· Sitting over 4 hours without a break

· The effects on your ability to reproduce

· Nothing

      Other (please specify) _____________________________________________

39.
What would you do if your supervisor told you to do something that you thought was dangerous for your health and safety?


Please check one answer.

· 1.
I would do it anyway and not complain to anyone in authority

· 2.
I would do it, but complain to someone in authority later

· 3.
I would not do it until I was satisfied that there was no danger

· 4.
I am not sure what I would do

40.
	During the last 3 months have you had any of the following symptoms?
	Yes
	No

	A. Fatigue
	
	

	B. Feeling heavy-headed
	
	

	C. Headache
	
	

	
	
	

	D. Nausea/dizziness
	
	

	E. Difficulties concentrating
	
	

	F. Itching, burning or irritation of the eyes
	
	

	
	
	

	G. Irritated, stuffy or runny nose
	
	

	H. Hoarse, dry throat
	
	

	I. Cough
	
	

	
	
	

	J. Dry or flushed facial skin
	
	

	K. Scaling/itching scalp or ears
	
	

	L. Hands dry, itching, red skin
	
	

	
	
	

	M. Other (describe_____________________________)

	
	
	

	N. If any of the above symptoms present, do they improve when you are away from work?
	
	


41.
Please check the appropriate box for each of the following questions.
	
	Yes
	No

	A. Do you know what WHMIS stands for?
	
	

	B. Do you know how and to whom you would report a workplace injury?
	
	

	C. Would you report a workplace incident that caused no injury but might have?
	
	

	D. Do you know whom you can contact for more information about health and safety?
	
	


Employee Interest

42.
The following are health areas at the Health Unit.  What topics would you be interested in learning more about?


Please check all that apply to you.


I would like to learn more about: 


· a.  
Chronic disease prevention (heart disease, cancer, diabetes)

· b.
Herbal medications, vitamin/mineral supplements

· c.
Injury prevention (e.g. trips/slips, bike helmets, road safety

· d.
Sexual health/ sexually transmitted diseases (STD)

· e.
HIV/ AIDS

· f.
Women’s Health

· g. 
Reproductive health/Before & During Pregnancy.

· h.
Parenting/ child health

· i.
Care giving for older adult

· j.
Depression

· k.
Adult immunization 

· l.
Control of infectious diseases

· m.
Food safety

· n.
Water safety

· o.
Rabies control

· p.
Pre School Speech & Language program

· q.
Sun safety

· r.
Oral-Dental Health

· s
Factors affecting a woman’s ability to have babies

· t.
Factors affecting a man’s ability to have babies

· u.
Nothing

· v.
Other (please specify) ________________________________________
43.
Are you willing to participate in workplace health programs on your own time?

· Yes

· No

44.
Would you be willing to participate in workplace health programs if they occurred partly on your time and partly on work time?

· Yes

· No

45.
Would you be interested in having members of your family participate in health programs at your workplace?

· 1.
Yes

· 2.
No

· 3.
Does not apply

Your Profile
The following questions will help complete our understanding of your workplace and other programming needs.

Your answers will remain confidential.

46.
How old are you?

· 1.
Under 20

· 2.
20 - 29

· 3.
30 - 39

· 4.
40 - 49

· 5.
50 - 59

· 6.
60 or over

47.
What is your sex?

· 1.
Male

· 2.
Female
48.
Do you live alone?

· Yes

· No
49.
Do you have children you are responsible for?

· Yes

· No
50.
Do you have other people (like elderly parents) you are responsible for?

· Yes

· No

51.
A. What is your highest level of education?

· 1.
Elementary school

· 2.
High school

· 3.
Community college

· 4.
University degree

· 5.
Graduate degree

· B.
Other (please specify) ______________________________________________

52.    Since Norfolk County is a large corporation, and each department is diverse when it comes to its health and organizational needs, we would like to ask what department you work for. This question will help us design programs specific to your department. Keep in mind that all responses are confidential.

· Community Services
· Corporate Services
· Health and Social Services
· Human Resources & Staff Development
· Planning and Economic Development
· Public Works and Environmental Services
· Library Board/Norfolk Power
· Council and Council-In-Committee (Including County manager and administrative staff)
· Other____________________________________
53. Please give any other comments or suggestions you may have about health programs in your workplace.   

______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________

Thank you for taking the time to

complete this questionnaire.
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