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CHAPTER 2

LITERATURE REVIEW

Economic considerations constitute a significant factor on the businesses’ interest in
adopting health promotion (HP) and wellness programmes; and in the wellness
community’s attempts to sell such programming to business. Substantial elements of
both the business and wellness communities believe that health promotion and wellness
programmes are financially profitable, in addition to, and as a result of, improving

employees’ health (Warner, 1987).

Companies are eyeing HP and wellness programmes with the prospect of a long-term
relationship in mind. While the current relationship hardly qualifies a full-blown
romance, casual dating might be a more apt characterisation. Recent evidence
demonstrates that limited health promotion programming is fairly common within the
corporate sector, particularly among larger firms (Fielding & Breslow, 1983).
Furthermore, increasing numbers of major companies are adopting relatively complete

models of wellness programming (Warner, 1987).

As with all courting, the future of the relationship between business and health promotion
is quite unpredictable. However, as with all budding romances, a mutual sense of
optimism dominates expectations. The romance is not one-sided. The business
community finds the health promotion community aggressively seeking corporate suitors
and quite prepared to arrange marriages. Many elements of the business community are
quite receptive. Interest in the business community derives from several economic
motivations, as well as less profit-driven concern for the welfare of employees. Interest
in the wellness community reflects recognition that, in the 1980’s, the workplace is the
most promising locus for the development and diffusion of substantial health promotion

activity (Warner, 1987).
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When the terms of a firm’s marriage to wellness programming are being discussed, the
business expresses interest in receiving economic gifts as a substantial part of the dowry.
The health promotion matchmaker rarely hesitates to offer many such gifts. If economic
benefits comprise a major section of the marriage contract, it behoves both bride and
groom to be open and honest and well informed about the economic aspects of the
intended relationship. Today however, each party possesses only the most rudimentary
knowledge of the economics of health promotion programming, and both corporate
buyers and wellness community sellers are all too eager to accept the best possible
interpretation of the economic gifts that health promotion has to offer. If this
interpretation is not realised, and a growing body of evidence suggests that it may not be;

one wonders about the long-run stability of the relationship (Warner, 1987).

Examination of the foundation of the above mentioned belief will follow with specific
focus on physical wellness and health promotion programmes, as well as the history,
nature, significance and validity of wellness and health promotion programming in the

workplace.

2.1 PHYSICAL WELLNESS PROGRAMMES

The definition and description of physical wellness according to some researchers are

summarised in table 1.

Table 1: Definitions and descriptions of physical wellness.

Seaward (1988)

The physical component forms the “backbone™ of wellness programmes. Improvement
of people’s cardiovascular ability, muscle strength and flexibility forms an integral part
of the programme with its focus on the controlling of coronary risk factors and stress.
Endurance exercises were promoted as a mode of stress management, which in turn

supported the mind-body concept.
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Greenberg (1985)

It is the ability to perform daily tasks with energy remaining for unforeseen

circumstances: the biological integrity of the individual.

Eberst (1984)

The components referring to this component include the following:
e Level(s) of fitness

e Presence or lack of disease

e Predisposing factors (risk behaviours)

e Functionality of body systems

e Levels of exposure to abuse (alcohol, stress, radiation)

Ardell (1986)

The benefits of regular exercises and fitness are being emphasised. Guidelines on the

improvement of fitness levels are given.

Robbins (1997)

Physical wellness deals with the functional operation of the body. It involves the
health-related components of physical fitness namely:

e Muscle strength

e Muscle endurance

e Cardiorespiratory endurance
o Flexibility

e Body composition

It also includes aspects such as diet, sleep, sexual and drinking behaviours.
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O’ Donnel (1986)

He refers to the following physical wellness aspects:
e Fitness
e Nutrition
o Medical self care

e Control of substance abuse

A study of all the different wellness models indicate that physical wellness forms an

integral part of total wellness as illustrated by Robbins et al. (1997) and Seaward (1988).

The wellness model of Robbins et al. (1997) is a circle divided in 7 equal parts. Each
part represents a dimension of wellness that influences it namely the social, spiritual,

physical, occupational, environmental, emotional and intellectual (fig.1).
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Figure 1: Wellness model of Robbins et al.

Since wellness living is an active process, understanding how each of the factors

contributes to your growth in each dimension is important.

e Physical Dimension

The physical dimension deals with the functional operation of the body. It involves the
health-related components of physical fitness namely muscular strength, muscular
endurance, cardiorespiratory endurance, flexibility, and body composition. Dietary
habits have a significant effect on physical well being. Your sexual, drinking, and drug

behaviours also play a role in physical health. Do you smoke? Do you get an adequate
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amount of sleep? Do you catch many colds? These questions deal with physical health.
The physical dimension also includes medical self-care like regular self-tests, check-ups,
and proper use of medications, taking necessary steps when you are ill and appropriate
use of the medical system. Managing your environment also affects physical well being.
For example, do you try to minimise your exposure to tobacco smoke and harmful
pollutants? Obviously, positive health habits are critical to physical well being (Robbins,
Powers & Burgess, 1997).

o Intellectual Dimension

The intellectual dimension involves the use of your mind. Maintaining an active mind
contributes to total well being. Intellectual growth is not restricted to formal education,
that is, school learning. It involves a continuous acquisition of knowledge throughout
life, engaging your mind in creative and stimulating mental activities. Curiosity and
learning should never stop. Reading, writing, and keeping abreast of current events are
intellectual pursuits. Being able to think critically and analyse, evaluate, and apply
knowledge are also associated with this dimension. The link between intellectual

stimulation and healthy living is undeniable (Robbins, Powers & Burgess, 1997).
¢ Emotional Dimension

Having a positive mental state is directly linked to wellness. Emotional wellness includes
three areas: awareness, acceptance, and management. Emotional awareness involves
recognising your own feelings, as well as the feelings of others. Emotional acceptance
means understanding the normality of human emotion, in addition to realistically
assessing your own personal abilities and limitations. Emotional management is the
ability to control or cope with personal feelings and knowing how to seek interpersonal
support when necessary. The ability to maintain emotional stability at some mid-range
between the highs and the lows is essential. The abilities to laugh, to enjoy life, to adjust
to change, to cope with stress, and to maintain intimate relationships are examples of the

emotional dimension of wellness (Robbins, Powers & Burgess, 1997).
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o Social Dimension

Everyone, with the possible exception of a hermit, must interact with people. Social
wellness involves the ability to get along with others, as well as to appreciate the
uniqueness of others. It means exhibiting concern for the welfare of your community and
fairness and justice towards others. The social dimension of wellness also includes
concern for humanity as a whole. A person has achieved social wellness when you feel a
genuine sense of belonging to a large social unit. Good friends, close family ties,
community involvement, and trusting relationships go hand in hand with a high-level of
wellness. Whereas feelings of isolation and loneliness are linked to ill health, feeling
“connected” to a person, group, cause, or even a pet is a health strengthener (Robbins,

Powers & Burgess, 1997).

e Spiritual Dimension

Spiritual wellness is not always synonymous with religion. The spiritual dimension may
not identify a creator, a god, or a theology. Instead, it involves the development of the
inner self and one's soul. Spiritual wellness involves experiencing life and reflecting on
that experience in order to discover a personal meaning and purpose in life. Why am I
here? What path will lead to fulfilment in my life? What is life about? These questions
are most often answered within the context of a larger reality beyond the physical and
material aspects of existence. Selflessness, compassion, honesty, and the development of
a clear, comfortable sense of right and wrong are components of spiritual wellness

(Robbins, Powers & Burgess, 1997).

There is a strong connection between spirituality and self-esteem because of the internal
feelings of self-worth that occur when a sense of hope, optimism, and morality are
developed. Attempts to achieve long-term self-esteem by external constructs of power,
socio-economic status, or physical appearance fail. Like all dimensions of wellness,
spirituality does not “happen.” It is a process of growth requiring time and attention

(Robbins, Powers & Burgess, 1997).
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e Environmental Dimension

The environmental dimension of wellness deals with the preservation of natural resources
and the protection of plant and animal wildlife. We all have basic biological needs that
include adequate air, water, and food. Our dependence on the automobile, as well as the
general industrialisation of our world, has created worldwide pollution and changes in the
atmosphere. Habits such as recycling, limiting the use of pesticides, carpooling, and
conserving electricity show positive involvement in the environmental dimension of
wellness. Demonstrating a commitment to the protection of wildlife and plants is also a
component of environmental wellness. We must all take part and encourage others to do

the same for the benefit of future generations (Robbins, Powers & Burgess, 1997).

e Occupational Dimension

The occupational dimension involves deriving personal satisfaction from your vocation.
Much of your life will be spent at work. Therefore, it is important that your chosen
career provide the internal and external rewards you value. Do you want a job that
allows for creativity, interaction with others, daily challenge, autonomy? Do you prefer
opportunities for advancement, personal entrepreneurship, leadership, or helping others?
How do you feel about mobility? Is salary your major motivation? Answering these
questions may help you with career selection. Occupational wellness also involves
maintaining a satisfying balance between work time and leisure time. It involves a work
environment that minimises stress and exposure to physical health hazards. A majority of
your college life is spent analysing and integrating your skills and interests with career
choices. It is vital that your vocational choice be personally enriching and stimulating. If
you are not happy with your occupation, you will find that your entire well being suffers

(Robbins, Powers & Burgess, 1997).
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Wellness is a combination of all seven dimensions. It means striving for growth in each
dimension, as well as appreciating the interconnectedness between all of them. Is there
one dimension in which you are strongest? Which dimension is your weakest?
Neglecting any dimension destroys the balance critical to high-level wellness. Certain
dimensions may take on a greater importance at different times throughout your life.
Nevertheless, striving for balance contributes to your wholeness (Robbins, Powers &

Burgess, 1997).

The wellness concept according to Seaward (1988) comprises of the following four
components: mental, physical, spiritual and emotional well being (fig. 2). In addition, the
balance and integration of these components to promote and maintain one’s optimal

potential is important.

Lecture Series
Workshops

Stress Management
Smoking Cessatio
Behaviour Cifa

Confidencs
Risk Manage
Goal Setting
Outdoor Preparedness

Relaxation Classes
Massage Therapy
Weight Control
Healthy Back

Figure 2: Wellness model of Seaward.
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Today’s concept of wellness emphasises the importance of the principle that each
individual must take responsibility for his/her own health. Of the four components,
corporate fitness programming has placed a major emphasis on the concrete component

“physical well being,” quite often eclipsing the other three (Seaward, 1988).

e PHYSICAL WELL BEING

The common approach to physical well being in the past 20 years has primarily been
through physical fitness, with a specific emphasis on cardiovascular endurance. As with
other model programmes, the concept of physical well being originated with pre-existing
adult fitness classes. These classes, originally designed and administered to reduce or
prevent the common risks associated with coronary heart disease, laid the foundation for

the preventive aspect of the programme (Seaward, 1988).

This framework was left intact as a stability factor with the understanding that more
programme services would be built from this existing structure. Participants were
screened for coronary risk factors and given graded exercise stress tests and an exercise
heart rate prescription prior to admittance to a supervised fitness class. The three major
components of fitness were incorporated into each workout, including flexibility,
cardiovascular endurance and muscle strength/endurance in the respective warm-up,
stimulus and cool-down period. Participants were encouraged to monitor their progress
with fitness appraisals upon entrance into the programme and at regular intervals
throughout the year. This not only served as a motivator to chart improvement, but as a

database as well (Seaward, 1988).

Although cardiovascular fitness classes originated as the backbone of the programme, it
was soon extended to integrate and support several other wellness courses and concepts.
For example, endurance exercise was promoted as a mode of stress management, which
in turn supported the mind/body concept. In addition, as a result of the assessment of
participant needs and to reinforce the self-reliance concept, non-leader-led fitness classes

were created. Several fitness classes held theme days in which wellness components
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were combined. For example, silent Thursday was a theme day on which participants
tried to combine mental and physical abilities. Firstly, mentally attacking a personal
concern during the warm-up, and by the end of the work-out, coming up with two viable
solutions, all under the limitations of no verbal communication while jogging or walking

(Seaward, 1988).
o MENTAL WELL BEING

The premise of this wellness area was expressed as the ability to tap the intellectual
capabilities of the mind, to increase one's mental awareness and to promote and utilise
mental thought processes. Programmes, lectures and workshops were created to educate
participants not only in health-related areas, but also in areas of concern in domestic,
work and social environments. They took the opportunity to create a lecture series
offering topics from a host of wellness subjects including; Anorexia and Bulimia, Death
and Dying, How to Train for a Marathon, Holiday Stress Survival, Spirituality of Fitness,
Creative Right-Brain Thinking, Common Athletic Injuries, Dealing with the Fear of
Failure, Mythical Fad Diets and the Myths and Fallacies of Exercise. The primary
purpose of the lecture series was to create a greater awareness of the selected issues and
how best to address them in one's life. At one level, the integration of the mental and
spiritual components occurred with the combination of creative thinking exercises and
the promotion of self-reliant behaviour. This combination allowed participants to be
more accepting of creative ideas and to build confidence to make them manifest into
reality. Although results were not quantified, many participants saw this as a major step

to increasing their productivity (Seaward, 1988).
e SPIRITUAL WELL BEING

The concept of spirituality often appears to be an abstract essence which health educators
regularly refer to as an essential aspect of the wellness concept, yet kept at a safe non-
offensive distance. The LIFE-LINE Wellness programme, in an-effort to avoid religious

limitations, adapted the Jungian approach to spirituality, “a belief system of self-reliance;
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a belief system comprised of inner faith, confidence, self-worth, humbleness, patience,

2

intuitiveness, and acceptance.” Jung noted that a spiritual crisis was a breakdown in
one's own belief system manifested during the absence of one or more of these
characteristics which results in a lack of inner peace. Unlike other psychiatrists of his
time, Jung understood that man's spirituality was integrated into his psychic wellness

(Seaward, 1988).

With the understanding that spirituality was best expressed as self-reliance, courses were
developed in confidence building and risk management, as well as exercises and events in
other programmes which would support the theme of self-reliance. For example, several
participants in the jogging and aerobic classes created health and fitness goals geared at
strengthening self-reliant behaviour including running road races and trying new
activities and other athletic and non-athletic events to reinforce this concept. The
fulfilment of these goals brought about a tremendous motivation to further promote this

behaviour modification as well as lend camaraderie to other participants (Seaward, 1988).

From one perspective, the spirituality or self-reliance concept permeated the entire
programme regarding one of the major goals to ultimately have each participant accept

the responsibility for his or her own health (Seaward, 1988).

¢ EMOTIONAL WELL BEING

The ability not only to express one's emotions productively but also to understand why
specific emotions surface, and how best to employ the energy they manifest to benefit the
individual and situation are some of the specific approaches to augmenting one's

emotional well being (Seaward, 1988).

The component of emotional well being was initially engineered through the concept and
vehicle of stress management and relaxation courses and value clarification workshops
and extended to short-term counselling on personal matters in a host of various

conditions. The approach to stress management was itself holistic. The theme in
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teaching stress management was not only to treat the symptoms of stress, but also to

recognise and address the causes of stress as well.

With the understanding that up to 70% of all disease and illness is associated with stress,
one programme goal was to combine the emotional and physical components with regard
to preventive steps to minimise the effects of the stress response. Endurance exercise
was used by many participants as a means of training the bodies stress response to adapt

to mental and emotional stress through physical stress (Seaward, 1988).

2.2 HEALTH PROMOTION PROGRAMMES

Health promotion programmes are those designed to promote health or reduce illness-
producing behaviour (Lusk, 1995). It is the process of fostering awareness, influencing
attitudes and identifying alternatives so that individuals can make informed choices and
change their behaviour in order to achieve an optimum level of physical and mental
health and improve their physical and social environment (American Hospital
Association, 1979). Berry (1981) defines health promotion as the application of
knowledge from basic, clinical and behavioural science to influence the practices of
individuals; groups, families, and communities to prevent illness. Its principal strategy is
to motivate individuals to learn to practice life-long positive health behaviour. Berry
(1981) further defines health promotion according to the following “approaches to
health” pyramid (fig. 3).
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MEDICAL CARE
MINIMISE DISABILITY
MAKE WELL
KEEP ALIVE

HEALTHY THREAT
PEOPLE TO HEALTH
HEALTH DISEASE
PROMOTION PREVENTION
DEVELOP COMMUNITY AND PROTECT MOST PEOPLE
INDIVIDUAL PROGRAMMES TO FROM THREAT

ENHANCE (WELLNESS) HEALTH

Figure 3: Berry’s approaches to health.

The peak which is most visible and where most of today’s actions occur is Medical Care.
It starts with sick people and attempts to keep them alive, get them well and prevent

permanent disability.

The right base is Disease Prevention. It begins with a threat to health (polio, for
instance), and the effort is to keep as many people as possible from becoming victims to
threat.

The left base is Health Promotion. 1t start with healthy people, and the effort is to
develop programmes to enhance that state of health, and to help individuals achieve their

highest functioning level.

The abovementioned “approaches to health” pyramid in this context refers to the broader

meaning of health or even to total wellness. O’ Donnel’s (1989) definition of health
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promotion supports Berry’s (1981) “approaches to health” definition. Health promotion
is the science and art of helping people change their lifestyle to move toward a state of
optimal health. Optimal health according to O* Donnel (1989) is defined as a balance of
physical, emotional, social, spiritual and intellectual health. Greenberg (1985) supports

the above mentioned definition and describes health as a multifaceted concept:

o Social health: 1t is the ability to interact well with people and the environment and
having satisfying interpersonal relationships.

o Mental health: 1t is the ability to learn and includes intellectual capabilities.

e Emotional health: 1t is the ability to control emotions so that one feels comfortable
expressing them when appropriate and does express them appropriately. It also is the
ability not to express emotions when it is inappropriate to do so.

e Spiritual health: It is the belief in some unifying force. For some, that will be nature,
for others it will be scientific laws, and for others it will be a godlike force.

o Physical health: 1t is the ability to perform daily tasks with energy remaining for

unforeseen circumstances; the biological integrity of the individual.

Eberst (1984) illustrates health by means of his “cube” model of health (fig. 4). There are
six dimensions to human health namely the physical, emotional, mental, vocational,
social and spiritual that is separate, but intimately related, and function synergistically

with one another.

These six dimensions are represented on a cube known as Rubiks’s Cube. This three-
dimensional cube with its six sides represents one of the six health dimensions, and thus
allows for all six dimensions to “work™ together as a whole. Each face representing one
of the health dimensions contain nine smaller moveable sub-elements of the same colour.

These sub-elements represent the factors that’s influencing each health dimension.

Rubik’s cube is held together and interconnected by three intersecting axles. Human
health requires a core to support and provide for leverage and articulation of the six

health dimensions. Employing this “cube” concept as a model of health, total wellness
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(highest level health) in each dimension would theoretically be represented when all of
the sub-elements of the entire dimension were the same colour and each was in its proper

position.

Figure 4: Eberst’s “cube” model of health.

Health is also defined as a state of total physical, spiritual and social wellness and not

merely the absence of disease (Kulys & Meyer, 1986; Robbins et al., 1997).

Lifestyle changes according to O’ Donnel (1989) can thus be facilitated through a
combination of efforts to enhance awareness, change behaviour, and create environments
that support good health practices (O’ Donnel, 1989). He concludes his definition with
the remark that of the three, supportive environments will probably have the greatest

impact in producing lasting changes.

According to O’Donnel (1986), health promotion programmes consist mainly out of three

phases (fig. 5).
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AWARENESS PROGRAMMES

I

HEALTH MANAGEMENT PROCESS

V1. .
Orientation

Development of
group leaders

SUPPORTIVE
ENVIRONMENT

Il.
Evaluation

¢« Ownership

« Company Policy
¢« Physical
Environment
Company Culture

Special occasions
Newsletters

\VA
Skills
development

[l.
Goal formulation

Meetings

Figure 5: O’Donnel’s health promotion model.

The aim of phase I is to enhance the participant’s knowledge and to make them aware of
how their lifestyles influence their health. Phase II focuses on employer behaviour. It
entails the following six steps: evaluation, goal formulating, orientation, the development
of skills, and finally, the establishment of group leaders. Phase III concentrates on the

establishment of a positive and supportive environment.
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2.3 HISTORY OF HEALTH PROMOTION AND WELLNESS PROGRAMMES

In the United States, the national emphasis on health promotion dates to the mid-1970’s
with the preparation of the Healthy people: Surgeons General’s report on health
promotion and disease (United States Department of Health and Human Services, 1979).
This was followed in 1980 (United States Department of Health and Human Services) by
the publication of the first national objectives, Promoting health/preventing disease:
Objectives for the nation. This initiative grew out of the recognition that approximately
one-half of premature deaths could be prevented by lifestyle changes. Previously, efforts
to reduce deaths had been focused on community-wide efforts to improve sanitation and
prevent infectious disease through immunisations. These efforts were very successful, but
by the 1970’s, offered little more margin for change. Thus, national attention shifted to
changing individuals' behaviours; for adults, the logical place to offer programmes to

promote healthy behaviours and lifestyle changes was in the workplace.

Health promotion and corporate-funded lifestyle intervention programmes according to
Goldbeck (1984) went through four stadiums of generation in the USA. The initial
development of these programmes were not aimed at improving employees health, but
because of safety precautions employees’ were forbid to smoke or to use alcohol on
working premises. During this stadium recreation programmes were not implemented
with the aim to enhance the fitness of the employees, but to uplift the morale of the

workforce.

The focus of the second generation programmes according to Goldbeck (1984), were the
identifying of coronary risk factors. Employees’ risk factors were identified and once-off
intervention programmes (mainly fitness programmes) were incorporated in an attempt to
reduce coronary risk factors. These programmes, mainly corporate fitness programmes; a
classical example of this second generation programmes, were presented to certain

sections of the workforce (Goldbeck, 1984).
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The third generation programmes incorporated a broader spectrum of methods in order to
reduce health care costs and to increase productivity. The focus during this period were
on the total workforce, pensioners, as well as the employees’ dependants (Goldbeck,

1984).

The fourth generation programmes were characterised by total wellness as the guiding

principle of companies and societies health strategies (Goldbeck, 1984).

In South Africa the prevalence of related research studies on wellness and health
promotion programmes are restricted to studies by Strydom and Delport (1986):
Industrial fitness: a new dimension in productivity;, Strydom et al. (1985): The effect of a
24-week training programme on some physical, physiological and biochemical
parameters among executives in the South African motor industry, Dreyer and Strydom
(1992): A Few physical, physiological and personal experienced advantages of a
executive fitness programme. The Transvaal Department of Hospital Services (1986)
researched the health status of the average South African and established a health plan for
South Africa. Dreyer (1996), wrote a study guideline for Human Movement Science
students called Total wellness: A conceptualisation. It addresses the different wellness

dimensions.

2.4 FACTORS MOTIVATING WORKPLACE HEALTH PROMOTION

According to Fielding and Breslow (1983), no one knows precisely how much health
promotion programming is occurring in the business community. An empirical
assessment of the matter requires a sophisticated and elaborate survey, and given the
apparent rapidity of change in the adoption of such programming, survey results are
likely to be dated by the time a survey can be completed and results released.
Furthermore, conceptual issues cloud the issue: there is no widely accepted definition of
what constitutes health promotion programming (Davis, 1984). It is clear that if one
includes traditional occupational safety and health activities such as production line

accident prevention, “health promotion” will appear much more commonplace than if one
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restricts attention to health-related behaviour modification (e.g., diet, smoking, exercise)
(Fielding and Breslow, 1983). Nevertheless, activity in the latter category is definitely
increasing and the survey evidence paints a picture of rapid growth in overall health
programming from the late 1970’s into the early 1980°s (Fielding and Breslow, 1983 &
Davis, 1984). Given the intense interest in health promotion programming exhibited
since then in both the professional and trade literature, it seems reasonable to measure

that the level of new activity has not subsided.

2.5 REASONS FOR COMPANIES® INTEREST IN HEALTH PROMOTION AND
WELLNESS PROGRAMMES

The reasons for the business community’s interest in health promotion range from the
personal health experience of company executives (e.g. the company president starting a
fitness programme after surviving a heart attack), to carefully calculated financial
assessments that find economic merit in health promotion. Both of these kinds of
motivation seem to play significant roles in the adoption and dissemination of workplace
health promotion, as do several others. According to Berry (1981), the most important
reason is that companies are already involved due to the financial burden imposed on
business. Within the professional and trade literature, however, interest concentrated on
the economic merits of health promotion and wellness programmes: do they reduce
health care costs? Do they decrease life insurance premiums? Do they increase

productivity? Do they reduce absenteeism, turnover and disability? (Warner, 1987).

The reasons why it is imperative to conduct health promotion and disease prevention
programmes at the workplace according to Berry (1981), is because of the many

advantages of such programmes (table 2).
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Table 2: Advantages of health promotion at the worksite.

*« CONVENIENCE TO EMPLOYEES

* EMPLOYEES PRESUME QUALITY IF COMPANY
SPONSORED

« EMPLOYEES VIEW PROGRAMMES AS PART OF PAY

* HIGHER DEGREE VOLUNTARY PARTICIPATION

* POTENTIAL ECONOMIC RETURN OF EMPLOYER’S
HEALTH CARE COST

* OFFERS CHANCE FOR:

* SOCIAL SUPPORT FOR BEHAVIOR CHANGE

* ACQUISITION OF HEALTH RELATED DATA

* APPLICATION OF LONG-TERM INTERVENTIONS

* COMMUNICATION ON MASS OR INDIVIDUAL BASIS

The degree of voluntary participation at the worksite has run 90-95% in several surveys,
while it averages only 30% for similar community programmes offered free (Berry,
1981). In addition, significant benefits accrue to a company conducting programmes
conducive to improving health (table 3). Such benefits are necessary to affect overall

reduction in the complex, escalating health care bill for companies.
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Table 3: Health promotion benefits to the company.

e DECREASE IN HEALTH CARE COSTS

e REDUCE ABSENTEEISM

e REDUCE TURNOVER OF EMPLOYEES

e INCREASE EMPLOYEE PRODUCTIVITY

o INCREASE EMPLOYEE FITNESS

e INCREASE EMPLOYEE COPING CAPABILITY

e DEMONSTRATE COMPANY INTEREST IN GREATEST ASSET —
EMPLOYEES

A recent survey for the American Academy of Family Physicians (Berry, 1984) further
underscores the need for such involvement. Six occupational groups were studied, and
the worksite was reported as the greatest producer of stress reaction leading to adverse
health habits

The treatment of the economic issues within the trade and professional literature is not
uniformly analytical. In general, the trade publications have adopted a much more
anecdotal approach: they tend to describe individual programmes and draw economic
conclusions from often-simplistic evaluations; a distinct flavour of unfettered enthusiasm
and advocacy is apparent. The professional journals by contrast, publish many more

genuinely analytical assessments of the economic implications of health promotion
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programmes, although, as is discussed later in this study, these analyses typically are not

sophisticated, nor are they entirely devoid of enthusiasm and advocacy.

2.5.1 ECONOMIC CONSIDERATIONS

The economic considerations of the business community can be categorised as direct and
indirect; some of the costs and benefits will be readily measurable while others will not.
The most immediate and familiar costs are direct and measurable. This consists primarily
of expenditures for programme inputs (labour, supplies, and facilities) and employees’
time off from work to participate in the programmes. Less immediate and generally
unfamiliar costs are indirect consequences that are measurable in concept but occur so far
in the future as to commonly go wholly unrecognised. The principal costs in this
category, discussed in the next section, are the pension costs and later health care and
disability costs experienced by employees who remain in the job, or alive during
retirement, thanks to the success of a health promotion and wellness programmes

(Warner, 1987).

The direct economic benefits include reductions in a variety of “insurance” costs,
including health care (sick leave), life insurance, disability (short- and long-term), and
workers’ compensation, and improvements in labour productivity, such as reductions in

absenteeism and turnover and increases in the productivity of workers while in the job.

A rather comprehensive classification of absence behaviour according to Venter (1974)
includes forms of absence, which occur, and provides a useful framework, which is
summarised below:

e Authorised and unauthorised absences

An authorised absence usually refers to a leave facility that is granted to company

members. Annual leave is not included in this category, and such absence is normally
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unpaid leave, special leave with permission or compassionate leave. Any unauthorised

absence is due to an incident that may occur outside a company’s leave policy.

e Excused and unexcused absences

This may also be called arranged and unarranged absence, and is very similar to the
above category. In an arranged absence, the worker gives advance notice of his intention
to be absent and this way he/she enables management to make alternative arrangements.
Such excused absence is synonymous with sanctioned absence, either prospectively or
retrospectively. Unexcused absence is synonymous with unsanctioned absence and in

many companies is commonly termed absence without leave (a.w.0.1.).

e Short and long term absence

This type of absence is said to depend upon the company. The disrupting and unarranged
one or two day absence maybe viewed as short-term, while three days or more can be

seen as a long-term absence.

In connection with the categorisation of absence, it is important to note that the method or
type of classification will largely depend upon the type of firm, the classification used in

the past, and the use to which the absence statistics will be put.

Like labour turnover, absenteeism as a form of withdrawal, it is linked to the adjustment
of the individual to the work situation, and is also related to length of service. This
adjustment of the worker refers to his stability as a worker, rather than the achievement of
psychological equilibrium, and as such, this adjustment can be usefully related to his
length of service. Hill and Trist (1955) refer to this adjustment as “ the progressive
internalisation of the stresses of the person-work relationship”. A study of this symptom
in labour has shown how entrants follow an acclimatisation period through the already-
mentioned three phases, namely the induction crisis, differential transit and settled

connection phases. When the worker’s orientation changes from that of a leaver to that
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colleagues and huge amounts of time, energy and emotion have been spent pre-occupied
with issues of illness and loss. Whole families have collapsed, while companies
struggling against a background of chronic poverty have taken on deeper burdens of
dependency (Smart, 2000). The above mentioned are confirmed according to Smart
(2000) by the following ten HIV/AIDS workplace facts.

e The crisis is immense — AIDS is a real problem, affecting workers and business
operations. Many companies are losing around 3% of their workers to AIDS each
year.

e 80% of HIV transmission in South Africa occurs due to heterosexual sex.

* Young adults have the highest levels of infection and our nation’s economically
active population; parents of young children and future leaders are at greatest risk.

e AIDS will decrease life expectancy in South Africa by 20 years to about 40 by the
year 2008.

e HIV has increased the burden of ill health and mortality in the 15-50 year group two
to three fold. An average of 15 years of working life will be lost per employee due to
AIDS.

e The indirect cost of HIV/AIDS is greater than the direct costs. The costs of lost time
have been consistently shown to be the most significant costs to companies.

e HIV infected persons have 5-10 years on average of asymptomatic productive
working life. Health promotion, exercise and stress management can lengthen this
period.

* Transmission of HIV poses little risk in most settings.

e Averting an HIV infection through prevention programmes yields a cost benefit ratio
to companies of anything from 1:2 to 1:400.

 The workplace is an appropriate and important setting for AIDS programmes because

workers spend a significant amount of time at work.
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