ABSTRACT
Justin M. Raines. INTERNET-BASED HEALTH AND WELL-BEG INTERVENTIONS IN
A WORKING POPULATION. (Under the direction of Drh&hnaz Aziz) Department of
Psychology, April 2013.
The purpose of the current study was to investitfaeeffectiveness of educational email
interventions in improving employee health. Empkg/devels of workaholism, work stress, job
satisfaction, and physical health were investigafetilitionally, self-efficacy and mindfulness
were tested as moderators to the hypothesized/artton-health outcome relationship. Results
indicated a significant decrease in fast food comsion following an intervention for the entire
sample. When comparing treatment groups, no diffee in the hypothesized direction were
found on all health outcome variables. Self-efficand mindfulness did not moderate the
hypothesized relationship. Additional results imgd an increase in alcohol consumption in the
experimental group, relationships between seltzaffy and work stress, fast food consumption,
and exercise frequency, and a relationship betwaadfulness and work stress. The practical
implications of these results are discussed ariddecsuggesting that organizations carefully
scrutinize employee health interventions priomiplementation to ensure sound methodological

characteristics.
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CHAPTER I: INTRODUCTION

Today’s workforce has become increasingly morelved in work. For instance, in the
year 2000, U.S. employees worked on average five inours per week than they had in the
previous decade, amounting to 47 hours per weakhé&unore, those in professional jobs show
even greater time commitment to their work, logdoaegween 50 and 80 hours per week (Brady,
Vodanovich, & Rotunda, 2008). This rising trendyneater hours worked per week can increase
the influence work has on an employee’s life angant their health and well-being.

Heavy work involvement is associated with multifhiesats to well-being such as
increased work stress, decreased emotional welgband decreased work enjoyment (Snir &
Harpaz, 2012). Such threats are related to ondanas well as a variety of health conditions. In
a thorough review of occupational health studieskvstress explained variance in employee
health and mortality (Macik-Frey, Quick, & Nelsd&07). Specifically, work stress has been
found to expose workers to a greater risk of cgrtiabetes, depression, anxiety, obesity, and
virtually all other chronic conditions (Woleverat, 2012). Stress is also associated with
decreased work enjoyment, greater alcohol consempdind higher frequency of smoking
(Burke, 2000; Ng & Jeffery, 2003). Finally, empl@gawho engage in high work hours are at an
increased risk of physical inactivity (Kirk & Rhosle2011).

Physical inactivity in adults is a growing and peus health concern in the United States,
with 60% of Americans not participating in regupdrrysical activity (Napolitano et al., 2003).
Physical inactivity is defined as failing to mele¢ international recommendation of at least 30
minutes or more of physical activity per day fotestst five days a week (Physical Activity

Guidelines Advisory Committee, 2008). Physical thaty is associated with an increased risk



of morbidity and premature mortality associatechvaiérdiovascular disease (Napolitano et al.,
2003), as well as increased stress levels (Ng &13gf2003).

In addition to decreased personal health, inaciwd stressed employees also have a
detrimental impact on their organization. MacikyFet al. (2007) defined this negative impact
as “the burden of suffering” (p. 816). For orgatiaas, this burden manifests as economic costs
(Macik-Frey et al., 2007). For example, financiatdeen may occur via inflated healthcare costs,
decreased morale stemming from psychological steegksreduced productivity as a result of
increased absenteeism (Wolever et al., 2012). itrast, engaging in health-promoting
behaviors can result in positive outcomes for tn@leyee and their organization. For example,
participation in physical activity is associatedlwa decreased risk of hypertension, certain
cancers, stroke, depression and anxiety, as welcasased job satisfaction and reduced
absenteeism (Harden, Peersman, Oliver, Mauthn€algley, 1999; Napolitano et al., 2003).

Although the workplace is a common source of nfagglth and well-being concerns, it
can also provide many solutions. Considered by s@s®archers as an ideal stage for health
promotion, the workplace allows healthy initiatitesreach large numbers of people during
generally stable conditions (Harden et al., 19B8coming increasingly more prevalent since
the 1980’s, 81% of workplaces now offer some fofrhealth promotion program (Harden et al.,
1999). In turn, the current study aimed to investeghe important health and well-being benefits
offered by such initiatives. In order to investigabtential benefits, the study incorporated a
unique composite of several indicators of empldyeath including workaholism, work stress,
job satisfaction, and personal health behaviorg,(diet, exercise, alcohol consumption, and
smoking). An adult working population was studiesthg educational interventions, which were

disseminated through email. The central purpogbeostudy was to create low-cost health



promoting interventions that can be used in a mbrusive manner and with simplicity. The
interventions aimed to alleviate workaholism andkn&iress, as well as improve job satisfaction
and health behaviors, such as employees’ levelhydipal activity.

Indicators of Physical and Mental Health

The World Health Organization defines health astate of complete physical, mental,
and social well-being and not merely the absenaksafase or infirmity” (Preamble to the
Constitution of the World Health Organization, 1948onsequently, employee intervention
programs target a variety of health-related vaesbI'hese variables serve as indicators of
physical and mental well-being and help researct@mseptualize overall employee health.
Examples of formerly used indicators include slgeglity, mood and pain, productivity, work
climate, stress levels, and chemical dependencyaBées & David, 2010; Elo, Ervasti,
Kuosma, & Mattila, 2008; Wolever et al., 2012).

The current study focuses on four indicators toesgnt employee health. Indicators
include workaholism, work stress, job satisfactiang personal health behaviors. Each of the
four indicators has important implications for eoy®es. First, workaholism is associated with
psychological distress, lowered life satisfactiang diagnosable diseases (Burke, 2004). Second,
work stress is related to medical conditions suechigh blood pressure (De Lange, Taris,
Kompier, Houtman, & Bongers, 2004). Third, decezshb satisfaction is related to mental
heath issues such as anxiety and depression (fear&igmss, & Cooper, 2005). Forth, personal
health behaviors, such as smoking, hold directizapbns towards employee health status.
These variables play integral roles in employedthemd are selected in the current study to
represent employee well-being. In the followingtsets, the indicators workaholism, work

stress, and job satisfaction are further reviewed.



Workaholism. Work increasingly has a prominent presence in ailydives. One of the
most notable differences between past and presahtlvehavior is an increased time
commitment. Many individuals report advances irhtedogy as a leading contributor to the
greater personal investment of time devoted to Wididbile devices allow for the use of email,
voicemail, and the potential for around-the-clockductivity. Frase-Blunt (2001) reported that
60% of office employees bring their mobile devieath them while on vacation. Of that
percentage, 61% reportedly left their cell phonmber with their employer and 50% received
work-related calls while away on vacation. Commgta growing amount of time to work is
often assumed as beneficial, frequently praised ,saen as a prerequisite for success (Aziz &
Zickar, 2006). However, for some individuals, wadn become damaging to their physical and
mental well-being.

Coined in the 1971 book “Confessions of a Workatidly Oates, the termworkaholism
was used to describe Oates’ personal, uncontrellaééd to work. In fact, Oates defined the
workaholic as “a person whose need for work hastnecso excessive that it creates a
noticeable disturbance or interference with hisillydtealth, personal happiness, interpersonal
relations, and with his smooth social functionirgg’ 4). Furthermore, Spence and Robbins
(1992) created a “workaholic triad” (i.e., work mlvement, work drive, and work enjoyment),
which resulted in the development of a set of wogkefiles. Within these profiles, a workaholic
is identified as an individual who demonstratesvabaverage work involvement and work drive,
and below average work enjoyment. Additional resedias viewed workaholism as a
syndrome, characterized by a set of symptoms,tneguh negative consequences such as work

stress and work-life imbalance (Aziz & Zickar, 200@/hile great debate still exists over the



definition of “workaholism,” there seems to be cemsus that it is a damaging, excessive
devotion to one’s work, which goes above and beyenat is required from the situation.

Workaholism is understood as a stable charactemsthin an individual (Burke, 2004).
In turn, there are several defining features obakaholic. For example, workaholics are often
described as being task-oriented, compulsive, pgofastic, impatient, and self-centered.
Workaholics also rationalize overtime and their kvisrthe main source of their identity
(Andreassen, Ursin, & Eriksen, 2007). In the wodggl, workaholics are unable to delegate
responsibility and can experience denial and wéhei if they cease working (Porter, 1996;
Spence & Robbins, 1992).

An additional characteristic of workaholics invadvineir tendency to place work above
all other aspects of life. Such aspects may incthde personal well-being, overall health, and
relationships outside of work. As a result of sutlknse fixation on work, workaholism is a
significant predictor of greater work-family corflj decreased job satisfaction, and increased
stress levels (Aziz & Zickar, 2006; Brady et aD08). These outcomes hold serious implications
regarding the well-being of workaholics. For instejwork-family conflict is significantly
related to depression, diminished physical healtl, higher consumption of alcohol (Frone,
Russell & Cooper, 1997). Subsequently, low jobs$attion can result in negative workplace
outcomes such as poor job performance, lack ofweak) and increased turnover (Brady et al.,
2008). Finally, greater perceived stress has bssocated with health compromising behaviors
such as consumption of a higher fat diet (Ng &&kgff2003).

Andreassen, Ursin, & Eriksen (2007) found a positierrelation between workaholism
subscales and subjective health complaints inclh@edaches, sleep problems, and

gastrointestinal issues. Furthermore, workaholspossitively associated with ill health and



emotional discharge (i.e., a workaholic’s willingseo disclose negative emotions to others),
which can also negatively impact health (Shimaznhagfeli, & Taris, 2010). Altogether,
workaholism can have serious, damaging effectsnandividual, rendering it an important topic
for continued investigation.

Work Stress. Lazarus and Folkman defined stress as “a particalationship between
the person and the environment that is appraisédéperson as taxing or exceeding his or her
resources and endangering his or her well-being19p.Similarly, stress, as defined by Long
and Flood (1993), “occurs when a situation thatisied and significant is appraised as taxing or
exceeding the individual’s coping ability” (p. 11®s the assumed majority of individuals’
occupations are both valued and taxing on pergesalrces, stress attributed to work often
occurs.

Workplace stressors, when not successfully managedcontribute to both personal and
organizational problems. The stressfulness of a@bvary depending on job design, worker
demands, autonomy and control over work tasks paganization of the workplace (Strazdins,
D’Souza, Lim, Broom, & Rodgers, 2004). In the samanner that chemical and environmental
hazards are recognized and managed in the workglagehosocial hazards, which are linked to
psychological distress and chronic health issuest @so be monitored (Cheng, Kawachi,
Coakley, Schwartz, & Colditz, 2000).

Noted in Flaxman and Bond (2010), 25% of workerthaUnited Kingdom show levels
of distress equitable to a minor psychiatric disoré&uch highly stressed employees can burden
an organization with greater healthcare costs awei productivity. Estimated by the
International Labor Organization, “30% of all woritated disorders are due to stress, and the

loss caused by such stress-induced disorders agttmt.USD 6.6 billion in U.S.A.” (Mino,



Babzono, Tsuda, & Yasuda, 2006). Other reportenai the financial burden of work-related
stress, also citing costs into the billions (Mgré10). Individually, high stress employees are
1.5 times more likely to have significantly higlmualized medical expenditures and have 45%
greater medical expenses than those who have kivess levels (Wolever et al., 2012).
Furthermore, stressed employees have an increasailen of days absent for sick leave
(Flaxman & Bond, 2010). For example, work-relatedss ranks as the second highest cause of
sick leave absence in all areas of economic agtiniEurope (WHO, 2000).

Amongst highly stressed employees, women reporéraorotional issues such as
depression and anxiety, more physical symptoms as¢teadaches, and visit healthcare
professionals more frequently than men (Nelson &Bp2002). However, it is unclear if such
results indicate actual differences in the mangfiésh of stress symptoms between men and
women or simply variance in the rate of reportimgterms of health outcomes, men have higher
rates of coronary heart disease, injuries, sui@dd,a shorter life expectancy, as related to
stress, than do women (Nelson & Burke, 2002). Qlyevarkplace stress acts in a variety of
ways that negatively affects employee health antveing.

Job Satisfaction. Originally defined by Hoppock (1935), job satisfantis any
combination of circumstances (e.g., psychologighysiological, and environmental) that allows
an individual to say “I am satisfied with my jolElaborating on original concepts, Locke (1969)
went on to define job satisfaction as “an emotiatate, which is pleasurable to the individual
and resulting from one’s job facilitating the acrgment of one’s job values” (p. 316). Similarly,
Cranny, Smith, and Stone (1992) described it asaffettive reaction” to the job or job
situation. More recently, Wright and Cropanzandd@defined job satisfaction as an “internal

state that is expressed by affectively and/or dogaly evaluating a job experience with some



degree of favor or disfavor” (p. 85). Regarding tleacept of job satisfaction, debate exists over
whether individuals view satisfaction with theibjas a global concept or if they selectively
examine individual facets of the job to determineirt level of satisfaction. Also, consensus has
yet to be reached on whether job satisfaction abdljssatisfaction are mutually exclusive
entities, or if they exist on a continuum (Faraggieal., 2005). However, the remediation of such
controversy surrounding job satisfaction is beytrmscope of the present study.

Since we spend much of our adult lives at work,d@racteristics of our jobs and the
environment in which we work can greatly influermeer health and well-being. Faragher et al.,
(2005) suggest that common determinants of jolsfeation revolve around whether individuals
find their job interesting, have quality socialatbnships, a high income, high levels of
autonomy, and clear paths towards career promdieoent trends, such as the changing nature
of jobs, longer work hours, tight deadlines, amitelicontrol over one’s workload may contribute
to decreasing levels of job satisfaction (Faragitel., 2005). Furthermore, a study surveying
200 managers within various organizations revegtedp differences in job satisfaction
(Gustainie# & Endriulaitere, 2008). Specifically, male managers reported highésfaction
with compensation, advancement, and working camukti whereas female managers reported
being more satisfied with intrinsic factors suctsasial status and task variety. Finally,
managers with a higher level of education were nsatisfied with work responsibility than
those with lesser education (Gustaigi€nEndriulaitierg, 2008).

Research demonstrates the benefits of job satsfach the individual level. Faragher et
al.’s (2005) meta-analysis of nearly 500 studiasalgstrates, with convincing evidence, a strong
relationship between job satisfaction and physacal mental health. Included in their meta-

analysis was a sample surpassing 250,000 emplageess a wide range of organizational



backgrounds—they found that employees who expezitow levels of job satisfaction are most
likely to also experience emotional burnout, redulexels of self-esteem, and elevated levels of
both anxiety and depression (Faragher et al., 20083 decrease in positive affect and mood
towards oneself, as well as increased levels ofedspn and anxiety can lead, over time, to
emotional exhaustion and potentially interfere vatie’s family roles, contributing to work-life
imbalance (Faragher et al., 2005).

An employee’s level of job satisfaction is also orant to organization effectiveness.
This is due to a combination of received benefisif satisfaction (e.g., increased productivity
and pro-social behaviors), as well as negative equesnces from dissatisfaction (e.g.,
absenteeism and turnover; Furnham, 2004). Togetidvidual and organizational outcomes of
employee job satisfaction emphasize its valuetapia worth consideration by both researchers
and employers.
Moderators of Health Initiatives

Self-Efficacy. An individual’s level of self-efficacy plays an partant role in his or her
personal well-being. Albert Bandura (1977) firdraaduced the terreelf-efficacy, outlining it as
an individual's expectations of personal competewt control over the execution of behavioral
tasks, or positive beliefs about one’s ability evgevere amidst challenges (Schwerdtfeger,
Konermann, & Schonhofen, 2008). The higher an iddial’s level of self-efficacy, the more
likely that individual would be successful in coriphg a specific task.

Koring et al. (2012) demonstrated the moderatifigeebf self-efficacy in a longitudinal
study comprised of 290 participants. They found fedf-efficacy moderated the mediated
relationship between intention and physical agtivia planning. That is, self-efficacy

strengthened the relationship between intentionpdnydical activity that occurred when



planning behavior was present (Koring et al., 20AXimilar study indicates a possible
explanation of self-efficacy’s role in health protmoa by detailing the theoretical model, the
Health Action Process Approach (HAPA; SchwarzeB2)9HAPA suggests that self-efficacy,
along with risk awareness and positive outcome etgpeies, act as predictors of intentions. In
turn, established intentions and self-efficacywsed in relation to a detailed action planning
process, which includes the ways how, where, angdamhindividual would participate in a
specific behavior (Scholz, Keller, & Perren, 200%vels of these aspects can then be used to
predict behavior within an individual.

The relationship between an individual’s self-edtious beliefs and their physical
activity is influenced by personal variables, sastage and gender, as well as environmental
variables, such as access to resources and sop@drs (Bandura, 1997). Bandura found self-
efficacy to be the “preeminent determinant of cstesit, health-promoting levels of physical
activity” in his social-cognitive model of physicattivity (Anderson et al., 2006, p. 511). As
such, individuals with high levels of self-efficatywards physical activity engage in active lives
and are exposed to an assortment of positive heattomes, such as decreased levels of stress
and increased levels of well-being (Anderson ¢t24l06).

Schwerdtfeger, Konermann, and Schonhofen (200@stigated the “stress-protective”
role of self-efficacy. Based on the framework ekstiled by Bandura (1997), it is believed that
self-efficacy may act in a way to dampen the pHgsgiical arousal response instigated by
stressors or threats. Research within a samplehoiodteachers found that self-efficacy is
negatively related to negative affectivity and munh(Schwerdtfeger et al., 2008). Also, self-
efficacy is associated with lower levels of cardiamplaints and cortisol levels. Lower cortisol

levels may be associated with well-being beneftithsas lower levels of stress and stress-related
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conditions such as hypertension and cardiac vastrection (Schwerdtfeger et al., 2008).
Research on closely related psychological attrib(ite., self-esteem) provides additional
support to the connection between psychologicalnees and individual well-being. Orth,
Robins, and Widaman (2012) found that physicaltheaiproved as a result of having high self-
esteem, or a positive global evaluation of onefswerth. Specifically, individuals with high
self-esteem reported greater levels of physicdtineaxperienced less stress, felt more
independent, and were more able to contributeipesbitto their family and society as a whole
(Orth et al., 2012).

Self-efficacy shows strong predictive validityrglation to an assortment of positive
health behaviors. Such behaviors include nutritiow;risk single occasion drinking, interdental
hygiene, and physical exercise (Scholz, Keller,e&ren, 2009). In sum, self-efficacy may serve
as a psychological resource that moderates theoredhaip between interventions and
participation in health promoting behaviors.

Mindfulness. Kabat-Zinn (1990), in his book “Full Catastrophgihg,” speaks
extensively on the topic of mindfulness. He defimesdfulness as cultivating one’s ability to
pay attention to the present moment in a nonjudgah@ray and the practice of “owning” each
moment (Kabat-Zinn, 1990). This present-momennéiteness includes an individual’s current
set of feelings, sensations, thoughts, and peaep(iSmith et al., 2011).

Mindfulness-based stress reduction programs aieessful in helping individuals who
suffer from a variety of psychological conditiossich as depression, anxiety disorders, panic
attacks, and interpersonal problems. A commonly irséicator of an individual's ability to self-
regulate and their level of mindfulness is heae keriability, or the variability in the time

interval between heartbeats (Burg, Wolf, & Michalak12). Burg et al. (2012) found that higher
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heart rate variability predicted physical and mehéalth and adaptation. Therefore, a higher
level of mindfulness is associated with higher ls\a# individual well-being through heart rate
variability.

Additional research supports the importance ahdividual’s ability to embody a
mindful state. Mindfulness is negatively associatéth PTSD symptoms, depressive symptoms,
physical symptoms, and alcohol problems—it alsoved for greater emotional regulation during
stressful situations and cognitive flexibility (Smet al., 2011). Finally, individuals who display
high levels of mindfulness are found to betterrate emotional arousal attributed to the recall of
formerly stressful or traumatic events, potentiadigucing the use of negative coping
mechanisms and further increasing overall well-péBmith et al., 2011). Therefore, the
growing amount of recent literature on mindfulnkas increasingly established this cognitive
resource as a new and important facet to investigatelation to an employee’s physical and
mental health.
Costs of Poor Employee Health

Direct Financial Costs. While poor physical and mental health plagues eyg#e
individually, it also hinders the organization. Aettt organizational cost that stems from
employees experiencing physical and mental hesdthess is increased healthcare expenses. The
affordability of healthcare coverage for employeesited as a top concern of organizations
(Macik-Frey et al., 2007). Healthcare spendinghim Wnited States is expected to increase to $4
trillion by 2015, amounting to nearly a quartettiod country’s GDP (Benavides & David, 2010).
Specifically, as reported in the United States Obwmof Commerce’s Employee Benefits Study

(2006), employers pay an annual average $5,92dmployee in medically related expenses.
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Furthermore, annual healthcare plan premiums famaly of four and a single individual
average $11,000 and $4,000, respectively (Emplblgadth Benefits: Annual Survey, 2005).

In addition to the rising cost of healthcare in Urated States, increasing rates of obesity
compound the problem and place even larger burdemsganizations. The Center for Disease
Control reports an increase in healthcare costa $460 to $2,500 to an organization for each
obese employee, per year (Finkelstein, Fiebelk®&M/ang, 2005). In the U.S., 30 percent of
adults 20 years of age and older, which exceedriion people, have a body mass index
(BMI) of 30 or higher, classifying them as obesatihnal Center for Health Statistics, 2007).
This statistic increases to 65 percent when inalgididults whose BMI is 25 or higher,
classifying them as overweight (National CenterHealth Statistics, 2007). In turn, obesity is
associated with increased rates of diabetes, lemp&adn, stroke, sleep apnea, gallbladder
disease, certain cancers, and heart disease—ttiadezause of death in the United States
(Benavides & David, 2010; Finkelstein, Linnan, Ta&d eese, 2009). The treatment of obesity-
related diseases is estimated to exceed $90 bjkoryear (Finkelstein et al., 2009).

Mental health issues can also play a tremendoesmdlurdening employees and their
employers. For example, anxiety disorders increasés to employers via the medical and
pharmaceutical treatment of employees. Additionatyployees with ADHD have nearly 2.5
times the medical costs of those without ADHD (Xibn, Westerfield, Momin, Phillippi, &
Naidoo, 2009). Depression has similar total direetlical costs as any other major physical
illness, demonstrating the increased financial lpiaded on organizations when an employee’s
health status is compounded with mental illness.

It is of note that a lack of consensus exists enrttethods used to determine total

healthcare costs. While some reports rely strimtiyfficial documentation of treatment such as
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medical claims, others use self-report data fromlegees in their estimations (Johnston et al.,
2009). Although the details of the debate are bdyba scope of this study, one must use
caution when making assumptions about the trues@sgthysical and mental health problems.
Nevertheless, there are potentially enormous orgéinnal costs accrued by employees with
poor health. Of these costs, increased levelsretdifinancial, healthcare expenses have a
negative impact on the work environment and economy

Indirect Financial Costs. In addition to the direct financial costs placednugmployers,
indirect costs associated with absenteeism an@pi@sism also negatively impact
organizations. Absenteeism includes physical aleséom work often seen in the form of sick-
leave days. The U.S. Department of Labor (201lindefabsence from work for full-time
employees as an instance when a person who usualkg at least 35 hours per week, works
less than that amount due to reasons includingsfininjury, or medical problems. U.S.
Department of Labor statistics conduced on abs&noework do not include vacation or
personal days. In 2011, the absence rate amorduthttme employed participants across a
wide range of occupations was 3% (U.S. Departmebébor, 2011).

In addition to the decreased productivity causedtmence from work, health issues can
also debilitate productivity while an employee regent at work. An employee’s reduced ability
to perform their best while at work is known asgemr@eeism (Schwarz & Hasson, 2011). While
many may be familiar with the concept of absentag@esenteeism remains a relatively new
topic of concern. Coined by Cooper (2004), pressste is conceptualized as being physically
“on the job,” but performing at reduced levels obfciency due to ill health (Brown, Gilson,
Burton, & Brown, 2011). Macik-Frey et al. (2007)eci variety of health conditions that can

negatively impact productivity, including allergjesthritis, depression, and anxiety. A possible
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explanation for why employees might decide to attenrk despite poor health is the current
issues of downsizing and job insecurity (Worallo@er, & Campbell, 2000). Nevertheless, the
main concern with both absenteeism and presentegigra cost to the organization in the form
of lost productivity. This decrease in productiviign occur as a result of communication
breakdowns, faulty decision making, reduced wortpoy errors on the job, or failure to be
present at work (Brown et al., 2011; Macik-Frelket 2007).

Worth noting, although frequently placed undertitie “indirect costs,” both forms of
lost productivity can amount to large amounts déakfinancial loss for companies. Schwarz &
Hasson (2011) report that absenteeism accountsuighly 29% to 47% of healthcare costs,
while the costs associated with presenteeism mayée greater, up to 74% of total healthcare
costs, depending on the condition. For exampleietndisorders reportedly cost organizations
in the United States an estimated $42.3 billio$46.6 billion per year, 75% of which is
accredited to losses in productivity (Johnstonl.e2809). In their study using a German-based
manufacturing company consisting of nearly 1300 leyges, Iverson, Lewis, Caputi, and
Knospe (2010) found annual productivity losses2%olof employee capacity, which translated
to an estimated €8.78 million. Also, absenteeisra kgaponsible for 5.11 days in lost annual
productivity and presenteeism was responsiblericadditional 22.39 days (Iverson et al., 2010).

While the costs of lost productivity are enormousigh, if appropriate steps are taken,
such as implementing worksite health enhancemeatesgies, significant savings and
improvements can be experienced by organizatiasrse¥ample, a Texas-based organization,
USAA, reported $105 million in savings from decedsbsenteeism due to their
implementation of such health programs (Loeppka.e007). Studies also show that

employees, who report improvements in their perse@alth risk status, also have higher self-
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reported productivity (Pelletier, Boles, & LynciQ@®). A study model including predictors of
employee health, moderators to the interventiorthe@atcome relationship, and consequences

of poor employee health is shown in Figure 1.

Figure 1. Study Model

Predictors: Consequences:
Individual:
Workaholism e  Work-Family Conflict
e Increased Work Stress
Moderators: e Decreased Job
Satisfaction
e Increased Risk of
Work Stress Self-Efficacy Chronic Health
Conditions
Organizational:
Job Satisfaction Mindfulness e Increased Healthcare
Costs
e Absenteeism

e Presenteeism

e Communication
Physical Health Breakdowns

e Faulty Decision-Making

Conventional Employee Health Interventions

Organizations can support employees by providirgjtpe health and well-being
programs. One approach to reduce the detrimeritadtefthat work stress has on both the
individual and the organization is through the abworkplace exercise programs (Long &

Flood, 1993). Exercise, defined as “structuredetiéipe physical activity with the goal of
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improving or maintaining physical fitness” has aigty of health-enhancing effects (Long &
Flood, 1993, p. 109). Exercise can help employegsldp positive coping responses to stress,
as well as increase coping resources. As a relultieased physical activity, employees can
experience an enhanced mood state, regulate theiians, and reach a state of relaxation
through a reduction in tension (Long & Flood, 1993)

In order for organizations to successfully impleteorksite stress management
programs, an assortment of factors must be addr€¥éelever et al., 2012). Such programs
must be accessible, engaging, and convenientnmstef scheduling, time requirements, and
location. In addition, they must have the suppbrhanagement, be economically sustainable,
and demonstrate effectiveness through the usdaableshhed benchmarks to gauge success
(Wolever et al., 2012). When successfully impleradntvorkplace interventions offer a variety
of benefits to those involved. For example, improeats are found in employees’ self-reported
well-being, mood, and level of psychological disgeFurthermore, enhancements in
physiological markers, such as systolic blood presand sympathetic activation, also show the
benefit of workplace interventions (Wolever et 2D12). Finally, organizational benefits such as
decreased medical costs, compensation benefitsseddemployee absenteeism, and increased
job satisfaction all support the promotion of hieait the workplace (Harden et al., 1999).

Recommendations for creating successful workphaedth initiatives include needs
assessments pertaining to the target populati@hpesject planning meetings that consist of
both managers and employees. Important topicsvieweduring early meetings, such as
relevance and acceptability of the program, helprnisure employee ownership and participation
(Harden et al., 1999). When interventions aim tpriove the lives of employees individually, a

focus on educational strategies should be usegbritrast, when concentrating on the
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organization as a whole, institutional supporthsas healthier options at a worksite-dining hall
should be of central importance (Harden et al. 9199

Multiple approaches may be taken with regard ttividual-targeted health programs.
Such approaches include positive modificationshy@némployee’s psychological, physical, and
behavioral health (Kelloway & Day, 2005). Organiaatl programs may target a variety of
outcome variables, including productivity, abseisi@g and turnover. At both levels, Kelloway
and Day (2005) recommend emphasis on the “leaditigators” of employee mental and
physical well-being. Addressing these “indicatois; predictors, takes an alternative approach
to merely assessing individual health conditiond arganizational issues and then attempting to
correct them (Kelloway & Day, 2005). Rather, wodqe health initiatives should truly
intervene and aid in reducing work stressors aaotbfa that influence well-being.

In their review of health promotion interventianghe workplace, Harden et al. (1999)
found the most widely addressed issue is cardiaNasdisease. Interventions targeted both
clinical risk factors, such as blood pressure aeajlt, as well as behavioral risk factors, such as
diet and exercise; the majority of programs (84%jereducational in nature (Harden et al.,
1999). When evaluating the methodological qualrtgt eeliability of conclusions drawn from
health promotion interventions, programs were aergid empirically “sound” if they included
pre and post-intervention data and used both cloatiehexperimental participant groups
(Harden et al., 1999). The most common venuesdaltlh initiatives are public service agencies,
hospitals, universities, and manufacturing sitestagies frequently include education programs,
motivational initiatives, exercise programs, anceintive-based programs (Marshall, 2004). An
example of a successful workplace health initiatncdudes a program, which implemented

changes to attract employees to low-fat food ogtiorthe workplace-dining hall (Levin, 1996).
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Through the use of appropriate labels, postersagmize drawing, sales of low-fat options
nearly tripled in a four-week period (Harden et 4899).
Contemporary Employee Health I nterventions

Although finding solutions to employee health issigeof significant importance,
numerous barriers such as lack of time and ressuraee traditionally prevented some
individuals and organizations from participatingacge-to-face programs. In order to navigate
these barriers, it is essential to develop conteargontervention methods. Thus, in order to
improve accessibility, contemporary interventiotisae the modern mechanisms by which
employees receive information. One method used@éocome barriers of face-to-face
interventions is the use of mail-delivered intetv@ms. Mail programs operate with minimal
contact of participants, require less face-to-faoe, and can significantly modify behavior
(DuVvall, Dinger, Taylor, & Bemben, 2004). To furthenprove the method, Owen, Lee,
Naccarella, and Haag (1987) found that the effectgs of mail-delivered materials can be
altered by the level at which the information idot@d to the individual. Generic messaging
delivers the greatest amount of information thgtassible, without taking into consideration the
individual differences and needs of participamscdontrast, tailored messaging provides
exclusively the information that is of the mostualto each individual, commonly based on pre-
intervention assessments (Hageman, Walker, & Pul@d5). Studies show the importance of
using tailored instead of generic information. Rgraints who received a single tailored mailing
displayed more behavior modification than those wdagived multiple mailings of standard
information (Owen et al., 1987).

More recently, the Internet is used as a cost-g¥ieenethod of intervention that more

easily facilitates the tailoring of information. g, it allows health initiatives to reach large
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numbers of individuals quickly and efficiently (&8ten, Vries, Mudde, Bolman, & Lechner,
2011). Matusitz and McCormick (2012) cite the Intdras the leading source of information in
the United States. A reported 76% of Americans Haternet access either at home or at work,
representing approximately 200 million users (Mam& McCormick, 2012). Furthermore, a
recent study found that 59% of participants hadldke Internet to find health information
within the past year (Fox, 2012). With such higteseof use, the Internet and email hold great
potential for novel methods of the disseminatiomedlth information. Interventions specifically
designed for online use are commonly referred twasmputer-tailored” interventions.
Computer-tailored programs allow organizationgtplement and modify health resources
without the traditional costs of producing and adwaphard copy materials (Stralen et al., 2011).
Furthermore, empirical reviews show either no défece in outcome or superior performance of
Computer-tailored programs, in comparison to facéte interventions (Wolever et al., 2012).
In sum, online methods are cost-effective, haveathkty to reach large numbers of
individuals who would have access to the delivenéakrmation, can be easily tailored for
individual needs, and are increasingly becomingairibe ideal routes for finding health
information (Napolitano et al., 2003). While onlinsers can currently find a variety of health-
focused websites, these sites are typically nadastheory and do little to influence behavior
modification. Thus, there is a continued need lieotetically-based print interventions to be
transferred into online versions (Napolitano et2003). Current electronic interventions target
health concerns by delivering information on tofgash as “how to” calculate target heart rates,
setting activity goals, stretches at your desk, takahg your pulse (Leslie, Marshall, Owen, &
Bauman, 2005). Offering the ability to disseminag¢alth interventions through a variety of

outlets (e.g., websites and email), as well ashredarge number of individuals who can access
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the information at their leisure, the Internet igaaverful medium to influence employee health
and well-being.
Current Study

Literature emphasizing the significance of emplogkgsical and mental health
continues to be on the rise. Of central importaondée current study, contemporary intervention
methods were utilized to determine their effectas&in modifying employees’ health status on
a variety of dependent variables (i.e., workaholigmork stress, job satisfaction, and personal
health behaviors). Specifically, educational ingrions were disseminated through email,
making available new information on Internet inemtions. In sum, the current study attempted
to globally increase employee health by targetiadippants using educational email
interventions and investigating a unique set ofedelent variables. In addition to assessing the
self-reported status of each of the four dependamables, individual levels of self-efficacy and
mindfulness were also assessed to test for pokembiderating effects.
Study Hypotheses

A rise in employee well-being concerns and heafthcasts have led to increased
attention on health initiatives. A 2004 survey 6b3rganizations, conducted by the Deloitte
Center for Health Solutions and ERISA Industry Catter, showed that 62% of the companies
had already implemented wellness programs, withdalitional 33% considering beginning a
program of their own (Benavides & David, 2010). &ss of health interventions has been
demonstrated for a variety of targeted employeeears, such as improvements in work
climate, perceived stress, and heart rate varigljitilo et al., 2008; Wolever et al., 2012). In

direct relation to the current study, Napolitan@le{2003) used an internet-based, email “tip”

21



sheet intervention to successfully change physicaity behavior. Given these findings, the
following hypothesis was presented:

Hypothesis 1: Educational interventions, disseminated throughilenvdl significantly
improve self-reported levels of employee health.

Past intervention studies, which randomly assigreticipants into treatment groups,
have found that improvements in the experimen@lgican also be seen in the control group.
This phenomenon is called the “diffusion of treati€dGunderson & Svartdal, 2010). A
potential explanation for such diffusion is thatradividuals in the experimental group improve,
such as in health, they motivate individuals in¢batrol group to also improve (Guderson &
Svartdal, 2010). This was of particular concerthm current study for a variety of reasons. First,
the study participants worked at the same orgabizaind were potentially in close contact.
Second, the recruitment process informed parti¢gptimat the study investigated online wellness
interventions. Third, the interventions were diss&ted via email and could easily be passed
between participants. Thus, it was determinedttiavalidity of the study would be threatened
if the control group did not receive interventions.

In order to mitigate this threat to validity ther@nt study delivered interventions to the
control group that were similar to the experimentggrventions but differed in content. Previous
research has demonstrated the importance of targegventions. Specifically, interventions
that included tailored information initiated greabehavior change (Owen et al., 1987). Given
these findings, the following hypothesis was présgn

Hypothesis 2: Following exposure to interventions, which speailig target the
dependent variables, employees in the experimgntalp will report greater improvements in

health than employees in the control group. Speadlf,
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Hypothesis 2a: Following exposure to an intervention addressingkabolism,
employees in the experimental group will reportagee decreases in workaholism at Time 2 than
those in the control group.

Hypothesis 2b: Following exposure to an intervention addressiogkvstress, employees
in the experimental group will report greater dases in work stress at Time 2 than those in the
control group.

Hypothesis 2c: Following exposure to an intervention addressaoiggatisfaction,
employees in the experimental group will reportagee increases in job satisfaction at Time 2,
than those in the control group.

Hypothesis 2d: Following exposure to an intervention addressieglth behaviors,
employees in the experimental group will reportageee increases in health promoting behaviors
(increased physical exercise, increased healthydiereased frequency of smoking, decreased
frequency of alcohol consumption) at Time 2 thawsthin the control group.

Bandura (1977, 1997) presented self-efficacy attiaat factor in one’s ability to
successfully engage in a task. A study conductéld 58 schoolteachers, demonstrated a positive
association between self-efficacy and physicavagt{Schwerdtfeger et al., 2008). Specifically,
self-efficacy can serve as a moderator, strengtigethie relationship between intention and
behavior change, in the presence of planning (Kpetnal., 2012). Based on these findings, the
following hypothesis was presented:

Hypothesis 3: The effect of the intervention will be greater those with higher self-
efficacy.

Defined as the ability to center one’s attentiothi& present moment in a nonjudgmental

fashion, while taking note of all current feelingsoughts, and sensations, mindfulness has been
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shown to have significant effects on well-being lf&Zinn, 1990; Smith et al., 2011).
Mindfulness is related to reduced depression, PTBsical symptoms, and alcohol problems
(Smith et al., 2011). A possible explanation fardh findings is an increase in cognitive
flexibility and tolerance for emotional arousal,fasilitated by mindfulness (Smith et al., 2011).
For these reasons, the following hypothesis wasgoted:

Hypothesis 4: The effect of the intervention will be greater those with higher

mindfulness.
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CHAPTER II: METHOD
Participants

The current study includes a sample comprised 6ff&dulty and staff members
employed at a large southeastern university. Deapdgc information for variables age, gender,
race, education level, marital status, number dfidn, career status, average number of hours
worked per week, job tenure, organizational tenanel,income bracket was collected. In the
current study, the average age was 44 years wahge of 22-70 years. The sample consisted of
primarily females (81.8%). Additionally, the majiyrbf participants reported that they were
Caucasian American (83.0%), followed by African Aroan (13.5%), Asian/Pacific Islander
(1.7%), “Other” (1.2%), Native American (0.3%), aloatin American (0.3%).

The study participants were well educated, as%4thad a Master’s degree, 23.3% had a
four-year college degree, 19.8% had a Doctoratee#ed 2.8% had an Associate’s degree,
11.7% had a high school diploma, and 6.2% had te&smnal degree. The majority of
participants were married (64.0%) and had child64%). Of those who indicated that they
had children, an average of two children was regbr€areer status was defined using a
classification system utilized by the universitgrir which the sample was obtained. Participants
indicated the following positions; SPA Non-Exempt 3%), SPA Exempt (15.2%), EPA Non-
Faculty (15.2%), CSS (13.2%), Associate Profes8di%), Assistant Professor (8.2%), “Other”
(6.1%), Instructor (4.7%), Professor (3.8%), andniastrative Staff (2.9%). Participants
indicated an average of 8.4 years with the unityeesid 5.7 years in their current position.

The average number of hours worked per week, whidhded hours spent at work plus
hours spent outside of work when completing wotktesl tasks, was 46.1 with a range of 35-90

hours. Specifically, 46.3% reported working 35-4its per week, 36.3% reported working 41-



50 hours per week, 12.7% reported working 51-60$1per week, and 4.4% reported working
more than 61 hours per week. The annual incomeédosan consisted of less than $20,000
(0.3%), $20,000-$39,999 (35.6%), $40,000-$59,992%), $60,000-$79,999 (16.9%),
$80,000-$99,999 (5.8%), $100,000-$149,999 (8.74HOP00-$249,999 (3.2%), and over
$250,000 (0.3%).

Procedure

The study experimenters contacted potential pagrdis via a recruitment email that
included a brief description of the study, the iegments for participation, the presence of
interventions, and the duration of the study. Té@uitment email also contained a hyperlink,
which directed participants to an online surveytédsvithin Qualtrics, an online survey
provider. As an incentive to participate, indivitkievere informed that study participation made
them eligible to be entered into a raffle to wireaf four $50 Visa gift cards.

In strict adherence to Institutional Review BodRIR) standards, upon opening the
survey link, participants were immediately promptedead and agree to an informed consent
document (see Appendix A). This document infornfedindividual that participation was
voluntary, their responses were confidential, &y tmay withdraw from the study at any time
without penalty. After electronically confirmingeh informed consent, participants were asked
a series of qualifier questions (i.e., “Are youeatst 18 years of age or older?”, “Do you
currently work at least 35 hours per week?”, and $ou currently have an active email
address?”). Patrticipants were required to answes™to all qualifier questions to be eligible to
continue the survey. Next, participants were pradpbd create a unique identifier, which
consisted of their birth city and the last 3 digitgsheir phone number (e.g., Chicago853).

Unique identifiers were used to pair pretest argttpst responses. After creation of a unique
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identifier, participants continued with the survegyich measured workaholism, work stress, job
satisfaction, personal health behaviors, mindfidnaad self-efficacy. The survey took
approximately 15-20 minutes to complete.

After completion of the survey, participants weutcanatically directed to an additional
survey asking them to provide their preferred emddress, which would be used to disseminate
the study interventions. The additional survey s@&sarate from the first and in no way
jeopardized the anonymity of the study. Participamere then randomly assigned into one of
two groups—an experimental group and a control grdine experimental group was
administered four health interventions that speaily targeted the dependent variables (i.e.,
workaholism, work stress, job satisfaction, andspeal health behaviors; see Appendix C). The
control group was administered four distractormveations that did not specifically relate to the
dependent variables (i.e., being proactive, plagprmnioritizing, and utilizing synergy; see
Appendix D).

Interventions were disseminated electronicallyh provided email addresses. Each
group received one intervention per week, for a-fweek period following the end of Time 1
testing. To control for order effects, participardgseived each of the four interventions in
variable order based on four possible order paitdepicted in a 4x4 Latin square. In general,
the subject matter of the experimental intervergtimecluded a brief explanation of the topic (i.e.,
definition), benefits of healthy levels of the \&bie (e.qg., increased productivity due to stress
reduction), consequences of unhealthy levels of#éinable (e.g., trouble concentrating due to
excessive stress), tips for behavior improvement,(practicing relaxation techniques), and a
request to participate in behaviors that promotatpe levels of the subject matter (e.g., take a

10 minute break the next time you are feeling sedgo record your thoughts, feelings, and
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sensations). All information provided in the intemtions was acquired through online sources,
otherwise available to the general public (e.g..efinan Heart Association website).

Following the four-week intervention period, stuekperimenters emailed participants
and provided them with a survey link. The survek ldirected participants to a final survey,
identical to the first. Following completion of tfieal survey, all participants were sent an
email, which thanked them for their participatiodgrovided them with the interventions that
they did not receive during the study. Finally, tiaa were exported from Qualtrics to statistical

analysis software. An experimental group modehmsam in Figure 2.
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Figure 2. Experimental Groupodel
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M easur es

Workaholism. The Work Addiction Risk Test (WART; Robinson, 1998s used to
measure workaholism (see Appendix B). The WART sta®f 25 items, which describe a
range of work habits (e.g., “I feel guilty whenrhanot working on something”). Participants
used a 4-point scale, ranging froiviel'y Untrue of Me” to “Very True of Me,” to indicate how
well each item described their work behaviors.rBponses were summed, offering a score
ranging from 25 to 100. None of the items were re¥ascoredA greater overall score indicated
a higher level of work addiction. Robinson (199)arted a coefficient of .88. Similarly, the
current study revealed a coefficientf .89.

Work Stress. The Stress in General Scale-Revised (SIG-R; YaulaieBroadfoot,
Gillespie, Gillespie, & Guidroz, 2011) was usedrteasure work stress (see Appendix B). The
SIG-R is an 8-item assessment that measures oveIstress by presenting the participant
with adjectives or short phrases describing a veordition (e.g., demanding, overwhelming).
Participants were asked if each item described therent job situation and responded using a
3-point scale, including 1Yes,” 2 “No,” and 3 ‘Cannot Decide.” Answer choices Yes,” “ No,”
and ‘Cannot Decide” were scored as “1,” “0,” and “0,” respectivelyn®item was reverse
scored, indicated by an asterisk in Appendix B.rAfponses were summed, offering a score
ranging from O to 8. A higher score on the ovematlasure indicated greater levels of work
stress. The SIG-R measure has demonstrated aceepbalvergent and discriminant validity
(Yankelevich et al., 2011). The current study rée@at coefficient, of .83.

Job Satisfaction. The Abridged Job in General Scale (A-JIG; RusSgitzmdller, Lin,
Stanton, Smith, & Ironson, 2004) was used to meg@lr satisfaction (see Appendix B). The A-

JIG is an 8-item assessment that measures joliesatis, using the same short phrase and
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adjective format as the SIG-R. Sample items ingltBetter than most” and “Makes me
content.” Participants were asked if each item dlesd their current job and responded using a
3-point scale, including 1Yes,” 2 “No,” and 3 ‘Cannot Decide.” The A-JIG was scored in the
same fashion as the SIG-R. Three items were regemed, indicated by an asterisk in
Appendix B. All responses were summed, offering@e ranging from 0 to 8. A greater score
on the overall measure indicated higher level®bfgatisfaction. Russell et al. (2004) reported a
coefficienta of .85, as well as acceptable convergent andidis@nt validity. Similar to

Russell et al. (2004), the current study revealededficiento of .86.

Personal Health. Personal health was measured using a 13-item assesdesigned by
the study experimenters (see Appendix B). Partitgpeesponded using a variety of response
formats, including multiple-choice and Likert scaléhe assessment covered a wide range of
personal health topics, including overall healting smoking and alcohol consumption
frequency, fast food consumption frequency, exerfrisquency and exercise intensity. Sample
items include, “Where do you go to engage in phatsactivity or exercise?” and “Would you
like to change your current smoking behavior?” Bemere scored and assessed individually.
None of the items were reversed scored.

Mindfulness. The Five Facet Mindfulness Questionnaire (FFMQ;rB&enith, Hopkins,
Krietemeyer, & Toney, 2006) was used to measuralfuiness (see Appendix B). The FFMQ is
a 39-item assessment that consists of five fackdigsh measure mindfulness skills: observing,
describing, acting with awareness, nonreactivitinaer experience, and nonjudging of inner
experience. Sample items include, “I'm good atifigdkhe words to describe my feelings” and
“I notice the smells and aromas of things.” Papaits responded using a 5-point scale, ranging

from 1 “Never or Very Rarely True” to 5 “Very Often or Always True.” Responses were
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summed, resulting in a total score for each offitheefactors. A total score for the entire
measure, ranging from 39 to 195, was also calalldeeteen items were reverse scored,
indicated by an asterisk in Appendix B. Baer e{2006) reported coefficients for each of the
five factors, ranging from .75 to .91. The currstudy revealed a coefficieatfor the entire
measure of .91.

Self-Efficacy. The General Self-Efficacy Scale (GSES; Schwarzab|&, Kwiatek, &
Schrdder, 1997) was used to measure self-efficeaxy Appendix B). The General Self-Efficacy
Scale is a 10-item assessment that measures ardimalis global sense of personal competence
to effectively handle stressful situations. Althbugealth-specific self-efficacy measures are
available, the General Self-Efficacy Scale wasdeteto measure the construct as a general
personality disposition. As opposed to specificaliiglressing health behaviors, generalized self-
efficacy may be used to support behaviors in mieltifmmains (Schwarzer et al., 1997). Due to
the range of predictors used in this study a gé@echapproach was deemed most appropriate.
However, for use in the current study, some iteragewnodified to address work and personal
wellness issues, indicated by a double asteriski{fAppendix B. Sample items include, “I can
always manage to solve difficult problems at wdrktry hard enough” and “I can solve most
personal wellness problems if | invest the necessfhort.” Participants responded using a 4-
point scale, ranging from INot at all True of Me” to 4 “Exactly True.” All responses were
summed, resulting in a score ranging from 10 toNthe of the items were reverse scored. A
greater overall score on the measure indicatecehilgirels of global self-efficacy. Schwarzer et
al. (1997) reported coefficients ranging between .75 and .90. The current stedgaled a

coefficienta of .87.
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Data Analysis

Descriptive statistics (i.e., means, standard diewig, and ranges) and correlations were
calculated for all study variables (i.e., workaboli work stress, job satisfaction, personal health
behaviors, mindfulness, and self-efficacy). Dedorgstatistics were also calculated for
demographic variables such as age and genderdén twr describe the study sample. Finally, a
reliability analysis was conducted on all meastimesnsure adequate internal consistency
reliability (i.e., Cronbach’s alpha).

The study included one independent variable, “@rowhich consisted of participants’
membership in either the experimental or controugt The study included four dependent
variables, which consisted of participants’ scaresneasures of workaholism, work stress, job
satisfaction, and personal health behavior. Fintlg study included two moderator variables,
which consisted of participants’ scores on measoir@sindfulness and self-efficacy.

For each of the four dependent variables, a @iffee score between pre and post
assessment scores was calculated for each panti¢[pi-F). First, a paired-samples t-test was
conducted for each dependent variable, testingulidnypothesis that, ignoring groups, mean
DIFF = 0 (Hypothesis 1). Next, a one-way analy$igamiance (ANOVA) was conducted for
each of the four dependent variables, testing tilehgpothesis that, between groups, mean
DIFF = 0 (Hypothesis 2a to 2d). Finally, a leasiags analysis of covariance (ANCOVA) with
an interaction term was used to test for moderatoderator variables (Covariate) were
examined separately, but with identical analysé@sgusiodel DIFF = Group Covariate
Group*Covariate. This determined if the interactierm was significant, indicating that the
relationship between the covariate and DIFF diffdsetween groups (Hypothesis 3 & 4). If the

interaction term Group*Covariate was not significahe term was dropped from the model and
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model DIFF = Group Covariate was tested. This tegtdhe covariate term was significant,
indicating that the moderator variable affectedah®unt of change from pretest to posttest,

ignoring groups. A .05 criterion of statistical sificance was used for all statistical analyses.
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CHAPTER II1: RESULTS
Data Screening

Participants were recruited through network connastof key university faculty and
staff members, as well as university electroniclimgiists. These recruitment methods linked
the study researchers to a large participant poal §,288). Specifically, sampling included the
distribution of emails to all available participart.e., not random), informing them of the study
topic and requesting their participation. Partitipain the study was voluntary, anonymous, and
participants had the ability to withdraw at anymiavithout penalty. A power analysis was
conducted and it was determined that the targetyeumf participants to ensure sufficient power
of the results was approximately 300.

A total of 1021 survey responses were originalgereed from the Time 1 survey, a
response rate of 16.2%. Sixty-eight respondentse weleted from the study as they failed to
pass the qualifier questions or to provide informedsent to participate. Next, 136 respondents
were deleted for failing to provide a unique idéeti Finally, listwise deletion removed an
additional 162 respondents who failed to compleie @ more study measures (Allison, 2001).
In general, participants who were removed for migslata appeared to start the survey but not
finish it. Initial data screening on the Time 1\sey resulted in 655 usable surveys.

A total of 783 survey responses were originallyereed from the second portion of the
Time 1 survey, which asked for the participantsadraddress. A possible explanation for the
discrepancy in responses between the Time 1 samwveyhe Email survey is that the participants
were directed to the Email survey, but closed tivelb browser before completing it. Thirty-five
respondents were removed after failing to pasdftgrajuestions, identical to those in the Time

1 survey. Participants were required to answentlaifier questions a second time because



study researchers could not prevent those who desgmed unqualified by the Time 1 survey
from being routed to the Email survey. Twelve aiddidl respondents were deleted after
providing unusable email addresses (i.e., did n@tigde a domain name). Data screening on the
Email survey resulted in 736 usable email addreSdesemail addresses were divided into eight
groups, designated to receive either the experahentcontrol interventions in one of four
possible order patterns. Each group contained & ipants.

A total of 475 survey responses were received etime 2 survey out of the 736
potential participants who received the study weations, a response rate of 64.5%. After
pairing participants’ Time 1 and Time 2 survey @sges, 129 respondents were deleted from
the study as a result of not participating in tih@d 2 study or for failing to complete one or
more study measures on the Time 2 survey. UltimaBa6 participants were included in the
current study.

Descriptive Statistics and Correlations

Descriptive statistics (means, standard deviatiand,ranges) and correlations for the
current study variables are shown in Table 1. TH&RW at Time 1 and Time 2 was negatively
correlated with the A-JIG, the FFMQ, the GSES, gederal health status at Time 1 and Time 2.
In contrast, the WART at Time 1 and Time 2 was fpasly correlated with the SIG-R at Time 1
and Time 2. Additional correlations were found betw the WART at Time 1 and/or Time 2
and number of drinks (i.e., the number of alcohdhioks consumed per day) and diet (i.e.,
frequency of meals within dietary guidelines) an€&il and/or Time 2. Finally, the two
administrations of the WART were highly correlateith each other (.76), indicating test-retest
reliability. These correlations are consistent vp#st research. For example, Aziz and Zickar

(2006) found a positive correlation (.38) betwesn $1G, the predecessor of the SIG-R, and

36



measures of workaholism. This is comparable tatreelations found in the current study,
which range from .35 to .47 across administratoithe measures.

The SIG-R at Time 1 and Time 2 had the highesatneg correlation with the A-JIG at
Time 1 and Time 2. Additionally, negative correteus were found between the SIG-R at Time 1
and/or Time 2 and the FFMQ, the GSES, and geneadtihstatus at Time 1 and/or Time 2.
Finally, the two administrations of the SIG-R wéirghly correlated with each another (.75),
indicating test-retest reliability. In comparisangdrevious studies, which have revealed a
negative correlation (-.18) between the SIG-R artlex versions of the A-JIG, the current study
found similar but larger correlations between the tneasures, ranging from -.32 to -.39 across
Time 1 and Time 2 (Yankelevich et al., 2011).

The A-JIG at Time 1 and Time 2 was positively clated with the FFMQ, the GSES,
and general health status at Time 1 and Time 2itidddlly, the A-JIG at Time 1 and/or Time 2
was negatively correlated with the number of cigase(i.e., the number of cigarettes smoked
per day) at Time 1 and/or Time 2 and positivelyelated with diet and exercise frequency at
Time 1 and/or Time 2. Finally, the two administoais of the A-JIG were highly correlated with
each other (.79), indicating test-retest reliayilit

The FFMQ at Time 1 and Time 2 was positively dated with the GSES, general health
status, diet, and exercise frequency at Time 1Tame 2. Additionally, the FFMQ at Time 2
was positively correlated with exercise intensityfane 1. In contrast, the FFMQ at Time 1 and
Time 2 was negatively correlated with the numbesigérettes at Time 1 and Time 2. Finally,
the two administrations of the FFMQ were highlyretated with each other (.83), indicating
test-retest reliability. These correlations areststent with past research, which has revealed a

positive correlation (.34) between the FFMQ and sness of self-efficacy (Greason &
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Cashwell, 2009). However, the current study fouigthér correlations, ranging from .47 to .52
across administrations of the measures.

The GSES at Time 1 and Time 2 was positively dated with general health status,
exercise frequency, and exercise intensity. Inresttthe GSES at Time 1 and Time 2 was
negatively correlated with the number of cigarette$ime 1 and Time 2. Additionally, the
GSES at Time 1 and/or Time 2 was negatively caedlavith fast food consumption (i.e.,
frequency of fast food consumption per week) atd hrand/or Time 2. An unexpected
relationship was found between the GSES and dosfcifically, the GSES at Time 1 and Time 2
was positively correlated with diet at Time 1. Howe regarding diet at Time 2, the GSES was
negatively correlated at Time 1 and positively etated at Time 2. Finally, the two
administrations of the GSES were highly correlatétt each other (.71), indicating test-retest
reliability. In general, these correlations aresistent with past research that indicates a
positive relationship between measures of seltatly and positive health behaviors such as
exercise (Scholz, Keller, & Perren, 2009).

In addition to the aforementioned correlationsssn the study measures, several items
within the personal health measure correlated i another. First, general health status at
Time 1 and Time 2 was positively correlated witbtdexercise frequency, and exercise intensity
at Time 1 and Time 2. In contrast, general healitus was negatively correlated with fast food
consumption at Time 1 and Time 2. Additionally, geal health status at Time 1 was negatively
correlated with number of cigarettes at Time 1 @imde 2. Second, number of cigarettes smoked
at Time 1 and Time 2 was negatively correlated @i#t at Time 2, as well as exercise
frequency and exercise intensity at Time 1 and T2mghird, number of drinks at Time 1 and

Time 2 was negatively correlated with fast foodstonption at Time 1 and Time 2. In contrast,
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number of drinks at Time 1 and Time 2 was posiyivarrelated with exercise frequency and
exercise intensity at Time 1 and Time 2. Additibpatumber of drinks at Time 1 was positively
correlated with diet at Time 1 and number of drink3ime 2 was positively correlated with diet
at Time 1 and Time 2. Forth, fast food consumpébiime 1 and Time 2 was negatively
correlated with diet, exercise frequency, and agermtensity at Time 1 and Time 2. Fifth, diet
at Time 1 and Time 2 was positively correlated veidiercise frequency at Time 1 and Time 2.
Finally, the diagonal on Table 1 indicates Cronkmelpha, a measure of internal
consistency, for each of the study measures. Adlystneasures had strong alphas, which range
from .83 to .91 and exceed the recommended valu&Opfor use in research that investigates
mean differences between experimental treatmentsr(&lly, 1978). As previously mentioned,
means, standard deviations, and ranges for afittiayy variables are also included in Table 1. In
general, the study variables means and rangesosasgstent with previous research. For
example, Aziz et al. (2010) reported a mean of ®@rid range of 29-88 for the workaholism
measure, the WART. In the current study, the Tina@d Time 2 means for the WART were
60.86 and 61.32, respectively. Furthermore, theeatistudy had Time 1 and Time 2 ranges for

the WART of 31-97 and 26-96, respectively.
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Table 1

Correlations and Descriptive Statistics (N = 346)

Variable WART WART SIG-R SIG-R A-JIG A-JIG FFMQ FFMQ GSES  GSES GHS GHS  SMOKE
(T1) (T2) (T1) (T2) (T1) (T2) (T1) (T2) (T1) (T2) (T1) (T2) (T1)

WART (T1) (89)

WART (T2

(T2) 76%  (.89)

SIG-R (T1) 35%  36%  (.83)

SIG-R (T2) 39%F  47%  75%  (83)

A-JIG (T1

JG (T1) S23%F Q2% _30%k 38k (83)

AJIG (T2) S19%F L 22%k U 32%k L 3Q%k  7Q%  (86)

FFMQ (T1) S44%F 30 _16% L 23%F 3R 4% (91)

FFMQ (T2) S38% 38% 10 -25%F  24%  21% 83 (9])

GSES (T1) S15% -6 -10 - 17% 23% 19%  53% 5o (86)

GSES (T2) S12%F 16% - 13% -23%F 21% 2% 47% 53 71 (87)

GHS (T1) S13% -09 -7 J27%F 25%F 0%k 7% G¥k 3Gkx 3g%k -

GHS (T2) S12% 0 - A3% 0 - 11% -23% 20%F 20%%  22%F 0%k 37%x kK 70%* s

SMOKE (T1) .09 .06 .04 04 -12%  -17%  -15%  -13% -12% - 17* -11* -.07 -

SMOKE (T2) 10 .07 01 03  -10 -15%  -15%  -12%  -11% -17% -11* -.08 94x*

DRINK (T1) 14* .08 .06 07  -02  -07 04 .06 .04 .06 13* .06 02

DRINK (T2) .09 .06 .06 08 -02 -06 .07 .07 .04 .08 10 .05 -.03

F-FOOD (T1) | -.01 01 -01 04 -06 -06  -10 -08  -12% -10  -27* - 27** 04
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F-FOOD (T2)
DIET (T1)
DIET (T2)
EX-FR (T1)
EX-FR (T2)
EX-IN (T1)
EX-IN (T2)

Range of
Current Data

Range of
Possible
Scores

Mean

SD

-.04 -02
-.04 -10
-.07 - 12*
.02 -.02
-02 -.05
.01 .03
.04 .06
31-97  26-96

25-100 25-100

60.86 61.32

11.56  11.63

.01
.00
-.03
.00
-01
01
.06

0-8

0-8

3.42
2.53

.09
-.06
-.07
-.07
-.08
-02

.00

0-8

0-8

3.51
2.55

-.05
.07
10
10
10
.09

-.05

0-8

0-8

6.38
2.00

-.06 -.09
.04 21%*
13* 20%*
15* 13*
15* 15%
10 .08
.03 .08
0-8  79-182
0-8  39-195
6.22 136.71
2.23 18.60

-.09
19%*
21

15*

A17*

14*

.08

70-183

39-195

137.14
18.19

-15
14*
-.15*
7%
19%*
21%*
.18*

17-40

10-40

31.66
4.23

-21%*
18%*
25%*
21
30%*

.19*
22%

14-40

10-40

31.85
4.26

-26%*
20%*
22%*
30%*
30%*
26%*

A17*

1-5

1 =Poor

5=

Excellent

3.63
91

-29%* .06
21%* -.08
24K -11*
28%* -.15*
33%* -.15*
28%* -17*
20%* -.24%*
1-5 1-6

1 =5P=oor 1=0
Excellent 6=20+

3.62 1.24

.88 .86

Note. Entries on the main diagonal are Cronbach’s alpha. WART = Work Addiction Risk Test; SIG-R = Stress in General-Revised; A-JIG =
Abridged Job in General Scale; FFMQ = Five Facet Mindfulness Questionnaire; GSES = General Self-Efficacy Scale; GHS = General health
status rating; SMOKE = Average number of cigarettes smoked per day; DRINK = Average number of alcoholic drinks consumed per day;
F-FOOD = Average number of times fast food is consumed per week; DIET = Average meal within dietary guidelines rating; EX-FR =
Exercise frequency (number of days engaged in exercise per week); EX-IN = Exercise intensity rating.
*p <.05, **p <.001.
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Table 1 Continued

Correlations and Descriptive Statistics (N = 346)

Variable

SMOKE
(T2)

DRINK DRINK

(T1)

(T2)

F-FOOD
(T1)

F-FOOD
(T2)

DIET
(T1)

DIET EX-FR EX-FR

(T2)

(T1)

(T2)

EX-IN
(T1)

EX-IN
(T2)

WART (T1)

WART (T2)

SIG-R (T1)

SIG-R (T2)

A-JIG (T1)

A-JIG (T2)

FFMQ (T1)

FFMQ (T2)

GSES (T1)

GSES (T2)

GHS (T1)
GHS (T2)
SMOKE (T1)
SMOKE (T2)
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DRINK (T1)
DRINK (T2)
F-FOOD (T1)
F-FOOD (T2)
DIET (T1)
DIET (T2)
EX-FR (T1)
EX-FR (T2)
EX-IN (T1)

EX-IN (T2)

Range of
Current Data

Range of

Possible
Scores

Mean

SD

.03
-.05

.02

.07
-.08
- 13*
-.13*
-13*
-.14*

- 20%*

1-6

6=20+

1.20

.79

74
- 21%*
-.24*

13*
.05
.15*
18%*
A7*

20

1-3

.54

- 23%*
-.25%*
14>
14*
.16*
A7*
13*

20

1-4

.56

69%*
-.35%*
-.29**
-20%*
-.30**
-.20**

-.14*

1-5

.84

- 34%*
-.24%*
- 31%*
-.34%*
-23%*

- 24%%

1-5

81

62%*

30

27**
.07

-.01

1-5

1 = Never
5 =All of
the time

3.22

90

29k

32%*
.06
.03

1-5

1 = Never
5=All of
the time

3.23

.87

80**
38%*

37

1-8

QQ
1
N O

2.00

A1

43

1-8

2.02

.66™*

1-3

1=Low
3 =High

1.84

.69

1-3

1=Low
3 =High

1.85

.69

Note. Entries on the main diagonal are Cronbach’s alpha. WART = Work Addiction Risk Test; SIG-R = Stress in General-Revised; A-JIG =
Abridged Job in General Scale; FFMQ = Five Facet Mindfulness Questionnaire; GSES = General Self-Efficacy Scale; GHS = General health
status rating; SMOKE = Average number of cigarettes smoked per day; DRINK = Average number of alcoholic drinks consumed per

day; F-FOOD = Average number of times fast food is consumed per week; DIET = Average meal within dietary guidelines rating; EX-FR
= Exercise frequency (number of days engaged in exercise per week); EX-IN = Exercise intensity rating.
*p <.05, **p <.001.



Tests of Hypotheses

Hypothesis 1. Hypothesis 1 proposed that educational intervestidisseminated
through email, would significantly improve self-geped levels of employee health. To examine
this hypothesis, difference scores between prepastiassessment scores were calculated for
each participant on each dependent variable. Aegaamples t-test was conducted for each
dependent variable, testing the null hypothesis thaoring groups, mean DIFF = 0. Analyses
revealed that, with the exception of fast food congtion, there was no effect of the study
interventions on difference scores. Investigatibthe fast food consumption variable
demonstrated that, ignoring groups, there wasrafgignt decrease in fast food consumption
following the study intervention$344) = 2.332p = .020. Thus, Hypothesis 1 is partially
supported.

Hypothesis 2. Hypothesis 2 proposed that following exposure terirentions, which
specifically target the dependent variables, eng#gyin the experimental group will report
greater improvements in health than employeesarctimtrol group. This hypothesis was further
separated into four sub-hypotheses to proposepmfie influence that such interventions
would have on the study variables (i.e., workamo)ig/ork stress, job satisfaction, and personal
health behaviors). To examine this hypothesis,eaway ANOVA was conducted for each
dependent variable, testing the null hypothesisttteamean pre-post change did not differ
between groups. Analyses revealed that, with xise@ion of alcohol consumption, there was
no significant effect of treatment on pre-posteli&nce scores. Although there was a main effect
of treatment on number of drinks, it was in the @pfe direction as hypothesized, thus
Hypothesis 2 was not supported. Subsequently, Higses 2a to 2d were not supported. Means

for the current study variables at Time 1 and Tiae shown in Table 2.
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Table 2
Means at Time 1 and Time 2

F- DIET EX-  EX-

Variable | WART SIG-R A-JIG FFMQ GSES GSH SM DR FOOD FR IN

31.66

Time 1 60.86 3.42 6.38 136.71 3.63 124 140 2.02 3.22 3.67 184

Time 2 6132 351 622 13714 3185 362 120 142 194 323 375 185

Note. WART = Work Addiction Risk Test; SIG-R = Stress in General-Revised; A-JIG = Abridged Job in General
Scale; FFMQ = Five Facet Mindfulness Questionnaire; GSES = General Self-Efficacy Scale; GHS = General
health status rating; SM = Average number of cigarettes smoked per day; DR = Average number of alcoholic
drinks consumed per day; F-FOOD = Average number of times fast food is consumed per week; DIET =
Average meal within dietary guidelines rating; EX-FR = Exercise frequency (number of days engaged in
exercise per week); EX-IN = Exercise intensity rating.

Hypothesis 2a. Hypothesis 2a proposed that following exposurentogervention
addressing workaholism, employees in the experiaigmoup would report greater decreases in
workaholism at Time 2 than those in the controlugroA one-way ANOVA revealed that there
was no main effect of treatment on difference seéwe workaholismF(1, 305) = 1.907p =
.168.

Hypothesis 2b. Hypothesis 2b proposed that following exposurentingervention
addressing work stress, employees in the experahgraup would report greater decreases in
work stress at Time 2 than those in the controlgré\ one-way ANOVA revealed that there
was no main effect of treatment on difference sséwework stress;(1, 334) = .253p = .616.

Hypothesis 2c. Hypothesis 2¢ proposed that following exposurentingervention
addressing job satisfaction, employees in the éxygetal group would report greater increases
in job satisfaction at Time 2 than those in thetadrgroup. A one-way ANOVA revealed that
there was no main effect of treatment on differesmmes for job satisfactioR(1, 317) = .169,

p=.681.
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Hypothesis 2d. Hypothesis 2d proposed that following exposurartantervention
addressing health behaviors, employees in the Empetal group would report greater increases
in health promoting behaviors (i.e., increased may®xercise, increased healthy diet, decreased
frequency of smoking, and decreased frequencycohal consumption) at Time 2 than those in
the control group. A one-way ANOVA revealed thagrthwas no main effect of treatment on
difference scores for exercise frequenggl( 344) = .022p = .881), diet F(1, 343) = 1.084p =
.299), fast food consumptiof (L, 343) = 3.737p = .054), and number of cigarett€gX, 342) =
.118,p = .732). In contrast, there was a main effectedtiment on difference scores for number
of drinks,F(1, 341) = 5.382p = .021. Investigation of the alcohol consumptionalale
demonstrated that, in comparison to the contraigremployees in the experimental group
consumed more alcohol following the study interiamg. Furthermore, the difference between
Time 1 and Time 2 scores was significantly différfeom zero in the experimental grougl(/6)
=-2.215,p =.028) but not the control groufi65) = 1.043p = .299).

Hypothesis 3. Hypothesis 3 proposed that the effect of the irgetion would be greater
for those with higher self-efficacy. A least squaANCOVA was conducted using model Pre-
Post Change = Group Self-Efficacy Group*Self-Eftigdo determine if there was a significant
interaction between self-efficacy and group menttiprsA significant interaction would indicate
a differential relationship between the covariatd difference scores when comparing the
treatment groups with each other. Analyses revaak@dhere was no significant interaction
between self-efficacy and group membership for wbdtism E(1, 286) = 1.197p = .275),
work stressK(1, 313) = 1.124p = .290), job satisfactior(1, 296) = 2.073p = .151), diet

(F(1, 320) = .630p = .428), fast food consumptioR({L, 320) = 1.702p = .193), number of
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cigarettesi(1, 319) = .414p = .521), number of drink$=(1, 318) = .227p = .634), and
exercise frequencyr(1, 321) = .002p = .962). Thus, Hypothesis 3 was not supported.

Following, the model Pre-Post Change = Group SHit&cy was tested to investigate
the unique effects of self-efficacy on each depahdariable. Analyses revealed that, after
controlling for group membership, self-efficacy was significantly correlated with the amount
of change from pretest to posttest for workahol{sifl, 287) = 2.322p = .129), job satisfaction
(F(1, 297) = .351p = .554), diet F(1, 321) = 1.099 = .295), number of cigaretteB(Q, 320) =
.237,p=.627), and number of drinks({, 319) = .649p = .421). In contrast, self-efficacy was
significantly correlated with the amount of charfigem pretest to posttest for work streB¢1,
314) = 6.856p = .009), fast food consumptiok({L, 321) = 4.465p = .035), and exercise
frequency E(1, 322) = 7.117p = .008). Specifically, in comparison to those loweself-
efficacy, employees higher in self-efficacy repdréegreater increase in work stress, a smaller
decrease in fast food consumption, and a greatezase in exercise frequency between pretest
and posttest.

Hypothesis 4. Hypothesis 4 proposed that the effect of the ietion would be greater
for those with higher mindfulness. A least squakB&COVA was conducted using model Pre-
Post Change = Group Mindfulness Group*Mindfulnesddtermine if there was a significant
interaction between mindfulness and group member#&mnalyses revealed that there was no
significant interaction between mindfulness andugrmmembership for workaholisr& (1, 268) =
.234,p = .629), work stres$~(1, 287) = .066p = .798), job satisfactior~(1, 271) = 2.030p =
.155), diet E(1, 293) = .053p = .817), fast food consumptioR({L, 293) = .246p = .612),
number of cigaretted=(1, 293) = .041p = .840), number of drinkd=(1, 292) = .009p = .924),

and exercise frequencl({, 294) = .487p = .486). Thus, Hypothesis 4 was not supported.
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Following, the model Pre-Post Change = Group Mihmddfsis was tested to investigate the
unique effects of mindfulness on each dependemblar Analyses revealed that, after
controlling for group membership, mindfulness was significantly correlated with the amount
of change from pretest to posttest for workahol{sifi, 269) = .035p = .852), job satisfaction

(F(1, 272) = .103p = .749), diet E(1, 294) = .013p = .908), fast food consumptioR({, 264)

.016,p = .899), number of cigaretteB((L, 294) = .931p = .335), number of drinkd=(1, 293)

.014,p = .904), and exercise frequendy(1, 295) = .505p = .478). In contrast, mindfulness
was significantly correlated with the amount of mhe from pretest to posttest for work stress
(F(1, 288) = 14.419 < .001). Specifically, in comparison to those lowemindfulness,
employees higher in mindfulness reported a greateease in work stress between pretest and

posttest.
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CHAPTER 1V: DISCUSSION

Research suggests that the current workforce ctsnnareasingly more time to work
(Brady, Vodanovich, & Rotunda, 2008). This growingnd has several important implications
as far as personal well-being and organizationasequences. On an individual level,
employees may become overly committed to work aipeteence deleterious health
consequences, as seen in workaholism (Oates, 1Rdrl¢xample, heavy work involvement is
associated with work stress, decreased job sdisfa@nd increased risk of negative personal
health behaviors (e.g., greater alcohol consumgiahhigher frequency of smoking; Ng &
Jeffery, 2003; Snir & Harpaz, 2012). These findingse also found in the current study, as
number of hours (i.e., number of hours spent akytus hours spent outside of work when
completing work-related tasks) had a significardifpee correlation with workaholism, work
stress, and alcohol consumption

Not only are the negative effects of heavy worloirement experienced by employees,
but such excessive commitment may also impact a@gaonal outcomes. When employees’
heavy involvement in work results in stress, theyyraxperience mental and physical iliness that
can result in increased healthcare costs, reducetligtivity, and absenteeism (Macik-Frey et
al., 2007). Nevertheless, the workplace is a ulighvironment to successfully intervene and
improve employees’ health and well-being. As swatrkplace health initiatives have become
increasingly more popular since the 1980’s (Hareteal., 1999). Health promotion programs
have evolved over time from face-to-face intervamdito educational programs that can be
accessed via the Internet. The current study abmedhance the research surrounding modern

health interventions and examined the effectivenésslucational interventions disseminated



through email. If proven effective, email intervients can provide a low-cost method for
improving employee health and are easily manageatdpnizations.

Overall, the results of the current study sugdest ¢ducational health interventions,
disseminated through email, are not effective iiatmg behavior change for workaholism,
work stress, job satisfaction, and personal hdmdtiaviors. However, after receiving the
interventions, employees in both the experimentdl@ntrol group consumed less fast food.
Additionally, there were several significant resulivhich conflicted with the study hypotheses.
For example, a main effect of treatment was founmcafcohol consumption, such that employees
in the experimental group engaged in higher alcobosumption following the intervention
phase. In general, results of the current studpiacky the existing research by investigating the
effectiveness of a modern method of health intetgan
Correlations

There were many important correlations found bebnbe measures used in the current
study. First, Time 1 and Time 2 measures for wookam, work stress, and job satisfaction
correlated highly with each other, ranging from t@183, indicating strong test-retest reliability.
Furthermore, several items from the personal heaéthsure showed similar correlations
between Time 1 and Time 2 administrations, ranfjiogn .62 to .94. These results were
consistent with previous findings. For example,ravévo-week period, the WART showed test-
retest reliability of .83 (Robinson, Post, & Khak&892). Although the current study revealed a
slightly lower correlation (.76), the measures wagparated by approximately 11 weeks.

Next, the WART was highly correlated with a measoirwork stress, the SIG-R, and a
measure of mindfulness, the FFMQ. As previously teeed, past research has found similar

correlations between the WART and versions of & Bziz & Zickar, 2006). In turn, this
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finding further supports the connection betweenkabolism and work stress, such that
individuals who report high levels of workaholisifs@report high levels of work stress.
Additionally, due to the longitudinal nature of tberrent study, this relationship appears to be
stable over time. Regarding mindfulness, a negaélationship was found between it and
workaholism. This makes sense in that the condepbdkaholism, as an intense fixation on
work, is in direct conflict with mindfulness, whichquires present-moment attentivenesalto
feelings, thoughts, and perceptions (Smith etalll).

Mindfulness and job satisfaction were positivelyretated with each other. Mindful
individuals have a greater ability to regulate tlenotions during stressful situations and are
more cognitively flexible (Smith et al., 2011). Raps an individual's ability to regulate his/her
response to stress helps in developing greater @i ofijob satisfaction. This result provides
additional support for the increasing need for rfuhtkess-based wellness programs in the
workplace to help alleviate stress and increasagbisfaction (Fries, 2009). This idea is further
supported by the negative correlation between stdss and job satisfaction. Previous research
has established this relationship, demonstratiagfttors, which decrease work stress, help to
improve job satisfaction (Griffiths, Baxer, & Tovay-Jones, 2011).

In addition to mindfulness, self-efficacy also lapositive correlation with job
satisfaction. This finding was expected, as previsudies have demonstrated the relationship
between general self-efficacy and job satisfactionggleby, Cooper, & Penz, 2009). It is
possible that an individual’'s positive perceptidmpersonal competence and control over
behavioral tasks enhances their job satisfactibis fielationship may occur either by mentally
perceiving a higher rate of success in the midstark challenges, or perhaps via actual success

in the workplace, leading to higher satisfaction.
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Finally, self-efficacy was positively correlatedtivimindfulness and ratings of general
health status. The positive relationship betwedreticacy, mindfulness, and health represents
the mentally and physically healthy individual. Baschers have demonstrated that self-efficacy
translates into physical activity via intention asubsequent planning behavior (Koring et al.,
2012). Thus, mindful individuals who are attentivehe present-moment may use their feelings,
thoughts, and emotions to build self-efficacioubdie and engage in planned physical activity,
which promotes their overall health. Likewise sifpossible that individuals who engage in
physical activity experience increased self-efficas beliefs and heightened levels of
attentiveness.

Effectiveness of an Internet-Based | ntervention

A paired-samples t-test was used to determine eheithucational interventions,
disseminated through email, significantly improwedf-reported levels of employee health.
There were no significant differences between Tinaad Time 2 on measures of workaholism,
work stress, and job satisfaction. Additionallytwihe exception of fast food consumption, no
differences between Time 1 and Time 2 were fountherpersonal health measure. The effect
seen in fast food consumption was consistent wighstudy’s hypotheses. However, it appears
that under the specific circumstances, email heatdrventions do not have a large enough
influence on an individual's everyday life to magdifehavior. In general, this result highlights
the difficult task of modifying employee health laefor via interventions. In the current study, it
is possible this finding is due to several methodmlal characteristics that prevented the
interventions from having a significant impact anpoyees. Specifically, it is possible that
aspects of the email interventions, such as the [@vailoring of the intervention information

and the timeline utilized for the intervention eti could have prevented the desired behavior
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change. This may be due to the non-intrusive natbieenail interventions. Given that email is a
common method for delivering information, it is pdse that non-tailored information delivered
for a brief period of time was simply overlookeddayployees.

Regarding fast food consumption, it was found #ftgr receiving the interventions,
individuals in both the experimental and contragy consumed less fast food. A possible
explanation for this finding involves three aspe€isst, all participants were informed that they
were participating in an employee wellness progr@etond, by asking participants to report
their health behaviors, the study may have engedddgmand characteristics. Third, the amount
of fast food one consumes may be perceived aslglodated to their level of wellness. It is
possible that the combination of these aspectsanfied participants to portray an increase in
health at Time 2. Furthermore, participants’ reporhis increase in health on fast food
consumption, which they could have assumed to lageketo wellness.

Following analyses that ignored treatment groups)eaway ANOVA was conducted for
each dependent variable to test for a main effeceatment. With the exception of alcohol
consumption, there was no main effect of treatroendifference scores. Further investigation of
alcohol consumption revealed that, in comparisaiéocontrol group, employees in the
experimental group engaged in higher frequencyuwopsion of alcohol following the
intervention phase. A possible explanation for fimding involves the content of the
interventions. Specifically, the experimental mentions encouraged the participant to decrease
workaholism and work stress, as well as increasesaisfaction. In contrast, the control
interventions revolved specifically around produityi, such as prioritizing and setting goals.
Perhaps, in an attempt to separate from work, dserstress, and increase satisfaction,

individuals in the experimental group engaged aolabl consumption. Whereas, individuals in
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the control group were focused on increasing prtvdtcand alcohol consumption presented
itself as contradictory to that goal.
Self-Efficacy asa Moderator

Results revealed that self-efficacy did not modethe relationship between the
intervention and difference scores for any of tiuelg variables. However, self-efficacy was
significantly correlated with the amount of charfigsm pretest to posttest for work stress, fast
food consumption, and exercise frequency. Spedtlificself-efficacious employees reported a
greater increase in work stress, a smaller decradast food consumption, and a greater
increase in exercise frequency between pretespasitiest. The work stress and fast food
consumption results were in the opposite direciypothesized, whereas, the exercise
frequency result was in agreement with the stugyotheses.

Although no clear reason exists in the curreptditure regarding the contradictory
results for work stress and fast food consumpgogssible explanation exists in the context of
the exercise frequency result. It is possible fle#ftefficacious employees who wished to
improve their well-being opted to engage in exa&rcighich is known to be positively related to
health. Additionally, consistent engagement in bekavior could require substantial resources,
which self-efficacious employees possess. Howekiey, may not have had sufficient resources
to engage in additional healthy behaviors, suatedscing their work stress and eating healthy
foods.

One explanation for the finding for exercise fregeaeis that there are more widely
known methods of achieving success regarding eseariri comparison to the other study
variables. Workplace health interventions thatéaexercise are prevalent, whereas,

interventions targeting variables such as workaholand job satisfaction are much less
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common. For example, Harden et al. (1999) fountttteamost widely addressed issue for
health promotion interventions was cardiovascuisease. Furthermore, the interventions target
behaviors such as exercise as solutions to théhha@icern. This greater prevalence of
interventions and educational material, which infsrindividuals about ways to engage in
physical exercise, could have given participargseater ability to initiate the requested behavior
change. This increased knowledge of the ways tabgait changing one’s behavior, in
combination with self-efficacy to engage in theqass of improving oneself, may have led to
the observed moderating effect.
Mindfulness as a M oder ator

Results revealed that mindfulness did not modereteelationship between the
intervention and difference scores for any of tiuelg variables. However, mindfulness was
significantly correlated with the amount of charfigem pretest to posttest for work stress.
Specifically, mindful employees reported a greaterease in work stress between pretest and
posttest. Similar to the contradictory results rdga self-efficacy and work stress, no current
explanation exists in the literature for this fingi However, it is possible that although mindful
employees devoted attention to their present momfeelings, thoughts, and emotions, they were
ill prepared to manage their current level of wetiless. Specifically, the employees were
attentive to their level of work stress, yet unablenanage the stress due to insufficient coping
strategies and emotional management skills, thasezkating the experience of work stress. A
potential answer may also be found within the uasibmitations of the current study.
Study Limitations and Future Resear ch

In an attempt to maximize the effectiveness ofstinely interventions, consideration was

given to the advice provided by past studies. Karmple, Wolever et al. (2012) advised that in
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order for workplace stress management programe subcessful, they must be accessible,
engaging, convenient, and have minimum time anatioe requirements. Email interventions
provide the optimal method for accomplishing theslescribed guidelines. Furthermore, Harden
et al. (1999) stated that methodologically, heptttmotion interventions should use pre and
post-intervention data as well as experimental@mrdrol groups. Again, the current study
adhered to these guidelines. Yet, despite incatpw such suggestions, there are some
limitations to the current study. First, the cutrstudy potentially suffered from demand
characteristics that could have threatened itsnatevalidity. Specifically, participants were
made aware of their participation in an employe#éngss program. This could have engendered
responses that the participants believed wereeatkby the study’s researchers. Such responses
could have been aimed at representing a positiagshin behavior, such as a reduction in fast
food consumption.

Next, there were also some shortcomings in theshatterventions and their
administration. The interventions contained genefiermation, as opposed to material tailored
specific to participants. Although research indésathat when compared to face-to-face
interventions, Internet-based programs can reswdtperior performance, previous studies
highlight the importance of individually tailore@&lth material (Hageman, Walker, & Pullen,
2005; Wolever et al., 2012). In contrast, the aurstudy used health material that was not
specified for any particular individual. This methwas used in an attempt to establish non-
intrusive health interventions. Tailored intervent would require enhanced contact and
discussion with individual participants. Study @s#ers strived to investigate the effectiveness
of interventions that required minimal contact wpklrticipants and maximum ease for

dissemination by individuals potentially untrainachealth interventions (i.e., management).
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Thus, no personalization of information was conddcHowever, it is believed that this is a
potentially vital aspect of Internet-based heattierventions. Furthermore, the overall results of
the study indicate that face-to-face interventimosild be altogether more effective. In the
future, researchers should conduct initial intemaavith participants to establish health and
well-being goals. In turn, interventions shouldtéored to the individual and involve periodic
face-to-face communication with the participantisTimethod could both increase the feelings of
participation within the individual and make thégrventions more pertinent to their life. An
additional limitation of the interventions includéne diverse range of health behaviors targeted.
As opposed to focusing on a single health behandradministrating multiple interventions to
modify the behavior, the current study focused @myrhealth behaviors and participants
received a single intervention to shape the belnakigture research should investigate the
influence of email interventions that target a &rgealth behavior through multiple
interventions.

In addition to minimal contact with and customiaatfor participants, study researchers
did not control for whether or not the participavieswed the study interventions and the amount
of time dedicated to viewing them. Again, studyeashers believed this was an important
aspect to avoid when creating non-intrusive, lownte@ance interventions. However, it too may
be vital for email interventions to be succesdfulfuture research on this topic, investigators are
encouraged to examine the actual amount of acavécpation. Such information would
provide greater understanding about the individudile choose not to actively participate in
health interventions as well as the appropriatewarhof time needed for the interventions to be

effective.
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A final limitation of the study involves the conteof the control interventions. To
increase the methodological strength of the stadgntrol group was used. As a control,
participants were sent interventions identicahimse in the experimental group, with the
exception of the content. Individuals in the coh¢n@up received interventions that addressed
topics unrelated to the study variables, such asifizing and utilizing synergy. In contrast,
individuals in the experimental group received iméations that specifically addressed the study
variables. Given the current study results, itabdved that the control interventions could have
had a similar, if not equal, effect on the selfergpd levels of the study variables. In future
research, control interventions that have a deeckask of influencing the study outcomes
should be used. However, researchers should alsogmezant of the possibility for
communication between participants in differenatmeent groups and the ease of transmission
of emalil interventions between individuals.

Organizational/Practical Implications

Based on previous research, its results and recowfaiens, and the observed areas of
improvement in the current study, several promigirganizational and practical implications
exist. With growing rates of Internet use, orgati@es have the ability to promote well-being to
large numbers of employees quickly and withouttthditional costs of producing and
dispensing hard copy materials (Stralen et al. L 2(However, as demonstrated by the current
study, employee health behavior can be difficultnimdify. Furthermore, previous research
demonstrates that when behavior is modified byrirtehealth interventions, it often returns to
baseline levels over time (Napolitano et al., 2008erefore, in order to effectively initiate
positive health behavior in employees, organizatisimould dedicate thoughtful consideration to

the lessons derived from past research. Also, @gaons must avoid investing in employee
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health intervention programs that do not incorpothe suggestions of previous research and
demonstrate strong results for behavior changeeftfle®less, with increased investigation of the
most effective methods for creating and dissemagatimail interventions, employers could
experience the benefits traditionally derived frorare costly and burdensome interventions.
Such benefits include decreased medical costs¢cegldemployee absenteeism, and increased job
satisfaction (Harden et al., 1999).

Finally, as demonstrated by past research ansdleet results in the current study, self-
efficacy and mindfulness are two promising varialfta organizations to help manage the well-
being of their workforce, thus, managers shouldrmte their benefits. Furthermore, managers
can support their employees by providing Employssigtance Programs, which incorporate
more individualized interventions such as mindfgbibased stress reduction programs. Based
on the volume of past research, it is beneficiahfi@nagement to take such an approach with
their employees. Work stress can reach levels &gjeito minor psychiatric disorders (Flaxman
& Bond, 2010). In turn, highly stressed employeageha costly negative impact on their
organization. As such, organizations should usé-esthblished health interventions and push
for innovative strategies to improve the well-beofgts employees.

Conclusions

In an attempt to increase success, managemenstaogét the health and well-being of
its employees. Although the current study did mad & significant effect of health interventions
disseminated through email, it adds to the groviody of research that promotes the
importance of such interventions and provides gusddor future research. It is possible that an
employee’s exposure to methods for improving peakbaalth increases his/her ability to

initiate behavior change. Therefore, managers shaamote health and educate employees, in
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addition to helping them develop the psychologieaburces needed to engage in new healthy
behaviors. Holistic Employee Assistance Prograraspiovide employees with tailored
information could accomplish this task. Furthermaa@ntinued research should be conducted on
email interventions, as they represent a cost-@ffeand easily managed method for
intervention, which is necessary in modern businesseased acceptance of the notion that
employee well-being is important and intimatelyatetl to an organization’s bottom-line will

help to support the need for such research.

60



References

Allison, P. D. (2001).Missing Data. Thousand Oaks, CA: Sage.

Anderson, E. S., Wojcik, J. R., Winett, R. A., & Wims, D. M. (2006). Social-cognitive
determinants of physical activity: The influencesotial support, self-efficacy, outcome
expectations, and self-regulation among particpants church-based health promotion
study.Health Psychology, 25, 510-520.

Andreassen, C.S., Ursin, H., & Eriksen, H.R. (200 he relationship between strong motivation
to work, “workaholism,” and healthPsychology & Health, 22, 625-629.

Aziz, S., & Zickar M. J. (2006). A cluster analysiwestigation of workaholism as a syndrome
Journal of Occupational Health Psychology, 11, 52-62.

Baer, R. A., Smith, G. T., Hopkins, J., Krietemeykr & Toney, L. (2006). Using self-report
assessment methods to explore facets of mindfulAessssment, 13, 27-45.

Bandura, A. (1977). Self-efficacy: Toward a unifyitheory of behavioral change.
Psychological Review, 84, 191-215.

Bandura, A. (1997)cdf-efficacy: The exercise of control. New York, NY: Freeman.

Benavides, A. D., & David, H. (2010). Local goveremh wellness programs: a viable option to
decrease healthcare costs and improve productRutyic Personnel Management, 39,
291-306.

Brady, B. R., Vodanovich, S. J., & Rotunda, R. @00'he impact of workaholism on work-
family conflict, job satisfaction, and perceptiohl@sure activitiesPsychol ogist-

Manager Journal, 11, 241-263.



Brown, H. E., Brown, W. J., Burton, N. W., & GilsoN. D. (2011). Does physical activity
impact on presenteeism and other indicators of plade well-being@ports Medicine,
41, 249-262.

Burg, J. M., Wolf, O. T., & Michalak, J. (2012). Rifulness as self-regulated attention:
Associations with heart rate variabilit$wiss Journal of Psychology, 71, 135-139.

Burke, R. A., & Ng, E. S. W. (2007). Workaholic lastors: Do colleagues agree? International
Journal of Sress Management, 14, 312-320.

Burke, R. J. (2000). Workaholism in organizatioRsychological and physical well-being
consequencestress Medicine, 16, 11-16.

Burke, R. J. (2004). Introduction: Workaholism nganizationsJournal of Organizational
Change Management, 17, 420-423.

Cheng, Y., Kawachi, I., Coakley, E. H., Schwartz&Colditz, G. (2000). Association between
psychosocial work characteristics and health fomitig in American women:
Prospective studyritish Medical Journal, 320, 1432-1436.

Constitution of the World Health Organization (194% eamble to the Constitution of the World
Health Organization. Geneva, CH: World Health Organization.

Cooper, C., & Dewe, P. (2004). Well-being: absestagpresenteeism, costs and challenges.
Occupational Medicine, 58, 522-524.

Cranny, C. J., Smith, P. C., & Stone, E. F. (199@&).satisfaction: How people feel about their
jobs and how it affects their performance. New York, NY: Lexington Books.

De Lange, A. H., Taris, T. W., Kompier, M. A. J.ottman, I. L. D., & Bongers, P. M. (2004).
The relationships between work characteristicsraadtal health: Examining normal,

reversed and reciprocal relationships in a 4-wawdysWork & Stress, 18, 149-166.

62



Duggleby, W., Cooper, D., & Penz, K. (2009). Hopelf-efficacy, spiritual well-being and job
satisfactionJournal of Advanced Nursing, 65, 2376-2385.

DuVall, C., Dinger, M. K., Taylor, E. L., & Bembeb. (2004). Minimal-contact physical
activity interventions in women: A pilot studf&merican Journal of Health Behavior, 28,
280-286.

Elo, A., Ervasti, J., Kuosma, E., & Mattila, P. (). Evaluation of an organizational stress
management program in a municipal public works oizgtion.Journal of Occupational
Health Psychology, 13, 10-23.

Faragher, E. B., Cass, M., & Cooper, C. L. (200%k relationship between job satisfaction and
health: A meta-analysi©ccupational and Environmental Medicine, 62, 105-112.

Finkelstein, E., Fiebelkorn, I., & Wang, G. (200%he costs of obesity among full-time
employeesAmerican Journal of Health Promotion, 20, 45-51.

Finkelstein, E., Linnan, L., Tate, D., & Leese (Z009). A longitudinal study on the relationship
between weight loss, medical expenditures, andnésism among overweight
employees in the WAY to Health studipurnal of Occupational and Environmental
Medicine, 51, 1367-1373.

Flaxman, P. E., & Bond, F. W. (2010). Worksite strenanagement training: Moderated effects
and clinical significancelournal of Occupational Health Psychology, 15, 347-358.

Fox, E. (2012)The Internet and Health. Retrieved from Pew Research Center, Pew Internet &
American Life Project site: http://www.pewinterreggy/Infographics/2013/Health-and-
Internet-2012.aspx

Frase-Blunt, M. (2001). The busman’s holidelf Magazine, 46, 76-80.

63



Fries, M. (2009). Mindfulness based stress redndtio the changing work environment.
Journal of Academic and Business Ethics, 2, 1-10.

Frone, M. R., Russell, M., & Cooper, M. J. (199Rglation of work-family conflict to health
outcomes: A four-year longitudinal study of empldysarentsJournal of Occupational
and Organizational Psychology, 70, 325-336.

Furnham, A. (2004)The psychology of behavior at work. Psychology Press, London, England.

Greason, P. B., & Cashwell, C. S. (2009). Mindfslkhand counseling self-efficacy: The
mediating role of attention and empatpunselor Education and Supervision, 49, 2-19.

Griffiths, M. R., Baxter, S. M., & Townley-Jones,.®. (2011). The wellbeing of financial
counselors: A study of work stress and job satisfacJournal of Financial Counseling
and Planning, 22, 41-53.

Gundersen, K., & Svartdal, F. (2010). Diffusiontiegatment interventions: Exploration of
‘secondary’ treatment diffusiofPsychology, Crime & Law, 16, 233-249.

Gustainiene, L., & Endriulaitiene, A. (2008). Jatisfaction and subjective health among sales
managersBaltic Journal of Management, 4, 51-65.

Hageman, P. A., Walker, S. N., & Pullen, C. H. (@Drailored versus standard internet
delivered interventions to promote physical acyivuit older womenJournal of Geriatric
Physical Therapy, 30, 28-33.

Harden, A., Peersman, G., Oliver, S., Mauthner,&Qakley, A. (1999). A systematic review
of the effectiveness of health promotion intervemsi in the workplacedccupational
Medicine, 49, 540-548.

Henry J. Kaiser Family Foundation. (200&ijnployee Health Benefits: 2005 Annual Survey.

Hoppock, R. (1935Job satisfaction. New York, NY: Harper.

64



Ilverson, D., Lewis, K. L., Caputi, P., & Knospe,(3010). The cumulative impact and
associated costs of multiple health conditionsropleyee productivityJournal of
Occupational and Environmental Medicine/American College of Occupational and
Environmental Medicine, 52, 1206-1211.

Johnston, K., Westerfield, W., Momin, S., PhillipR., & Naidoo, A. (2009). The direct and
indirect costs of employee depression, anxiety,eandtional disorders--an employer

case studydournal of Occupational and Environmental Medicine/American College of
Occupational and Environmental Medicine, 51, 564.
Kabat-Zinn, J. (1990¥ull catastrophe living: Using the wisdom of your body and mind to face
stress, pain, and illness. New York, NY: Bantam Dell/Random House.
Kelloway, E. K., & Day, A. (2005). Building healthworkplaces: Where we need to be.
Canadian Journal of Behavioural Science, 37, 309-312.
Kirk, M. A., & Rhodes, R. E. (2011). Occupation ®ates of adults’ participation in leisure-
time physical activityAmerican Journal of Preventative Medicine, 40, 476-485.
Koring, M., Richert, J., Lippke, S., Parschau,Reuter, T., & Schwarzer, R. (2012). Synergistic
effects of planning and self-efficacy on physicetivaty. Health Education & Behavior:
The Official Publication of the Society for Public Health Education, 39, 152-158.
Lazarus, R. S., & Folkman, S. (1988).ess, appraisal, and coping. New York, NY: Springer
Pub. Co.
Leslie, E., Marshall, A. L., Owen, N., & Bauman, ®005). Engagement and retention of
participants in a physical activity websikreventive Medicine, 40, 54-59.
Levin, S. (1996). Pilot study of a cafeteria pragneelying primarily on symbols to promote

healthy choiceslournal of Nutrition Education and Behavior, 28, 282-285.

65



Locke, E. A. (1969). What is job satisfactiodB and Human Performance, 4, 309-336.

Loeppke, R., Taitel, M., Richling, D., Parry, T.e&sler, R., Hymel, P., & Konicki, D. (2007).
Health and productivity as a business stratdgyrnal of Occupational and
Environmental Medicine, 49, 712-721.

Long, B., & Flood, K. (1993). Coping with work st Psychological benefits of exercigérk
& Stress, 7, 109-119.

Macik-Frey, M., Quick, J. C., Nelson, D. L. (200Advances in occupational health: From a
stressful beginning to a positive futurdBurnal of Management, 33, 809-840.

Marshall, A.L. (2004). Challenges and opportunif@spromoting physical activity in the
workplace.Journal of Science and Medicinein Sport, 7, 60-66.

Martin, A. D. (2010). Work-related negative expade: A unification model of poor employee
well-being and work-related mental ill-health amtbstance consumptioBuropean
Psychologist, 15, 109-120.

Matusitz, J., & McCormick, J. (2012). Sedentarigrhe effects of Internet use on human obesity
in the United Statesocial Work in Public Health, 27, 250-269.

Mino, Y., Babazono, A., Tsuda, T., & Yasuda, N.@8R Can stress management at the
workplace prevent depression? A randomized cotletrdrial. Psychotherapy and
Psychosomatics, 75, 177-182.

Napolitano, M., Fotheringham, M., Tate, D., SciamaIC., Leslie, E., Owen, N., ... Marcus, B.
(2003). Evaluation of an Internet-based physicalég intervention: a preliminary
investigation Annals of Behavioral Medicine, 25, 92-99.

National Center for Health Statistics. (2007). @emfor Disease Control

http://www.cdc.gov/nchs/.

66



Nelson, D. L., & Burke, R. J. (200Zrender, work stress, and health. Washington, D.C:
American Psychological Assoc.

Ng, D. M., & Jeffery, R. W. (2003). Relationshipsti&een Perceived Stress and Health
Behaviors in a Sample of Working Adultdealth Psychology, 22, 638-642.

Nunnally, ]. C. (1978). Psychometric theory (27 ed.) New York, NY: McGraw-Hill.

Oates, W. (1971)Confession of a workaholic: The facts about work addition. New York, NY:
World Publishing.

Orth, U., Robins, R. W., & Widaman, K. F. (2012jtd-span development of self-esteem and its
effects on important life outcome¥urnal of Personality and Social Psychology, 102,
1271-1288.

Owen, N., Lee, C., Naccarella, L., & Haag, K. (1p&Xercise by mail: A mediated behavior-
change program for aerobic exercidmurnal of Sport Psychology, 9, 346-357.

Pelletier, B., Boles, M., & Lynch, W. (2004). Chanig health risks and work productivity over
time. Journal of Occupational and Environmental Medicine, 46, 746-754.

Physical Activity Guidelines Advisory Committee O(Z8). Physical Activity Guidelines Advisory
Committee Report, 2008. Washington, DC: U.S. Department of Health and Human
Services.

Porter, G. (1996). Organizational impact of work&m: Suggestions for researching the
negative outcomes of excessive walburnal of Occupational Health Psychology, 1, 70-
84.

Robinson, B. E. (1999). The work addiction riskt&evelopment of a tentative measure of

workaholism.Perceptual and Motor Skills, 88, 199-210.

67



Robinson, B. E., Post, P., & Khakee, J. F. (1992%t-retest reliability of the work addiction
risk test.Perceptual and Motor Skills, 74, 926.

Russell, S. S., Spitzmidiller, C., Ironson, G. Hn,lL. F., Smith, P. C., & Stanton, J. M. (2004).
Shorter can also be better: The abridged job irgéscaleEducational and
Psychological Measurement, 64, 878-893.

Scholz, U., Keller, R., & Perren, S. (2009). Prédg behavioral intentions and physical
exercise: A test of the health action process amtrat the intrapersonal levelealth
Psychology, 28, 702-708.

Schwarz, U., & Hasson, H. (2011). Employee sekkdairoductivity and objective
organizational production levels: Effects of wotkdiealth interventions involving
reduced work hours and physical exercieernal of Occupational and Environmental
Medicine, 53, 838-844.

Schwarzer, R. (1992). Self-efficacy in the adoptoid maintenance of health behaviors:
Theoretical approaches and a new model. In R. SadewéEd.),Self-efficacy: Thought
control of action. Washington, DC: Hemisphere, 217-243.

Schwarzer, R., Baldler, J., Kwiatek, P., Schrode& Bhang, J. X. (1997). The Assessment of
Optimistic Self-beliefs: Comparison of the Germ&panish, and Chinese Versions of the
General Self-efficacy Scal@pplied Psychology: An International Review, 46, 69-88.

Schwerdtfeger, A., Konermann, L., & Schénhofen(2Q08). Self-efficacy as a health protective
resource in teachers? A biopsychological approdehlth Psychology, 27, 358-368.

Shimazu, A., Schaufeli, W. B., & Taris, T. W. (201Blow does workaholism affect worker
health and performance? The mediating role of a@ppernational Journal of

Behavioral Medicine, 17, 154-160.

68



Smith, B. W., Ortiz, J. A., Steffen, L. E., Tooldy, M., Wiggins, K. T., Yeater, E. A,, ...,
Bernard, M. L. (2011). Mindfulness is associatethiewer PTSD symptoms, depressive
symptoms, physical symptoms, and alcohol problemshan firefightersJournal of
Consulting and Clinical Psychology, 79, 613-617.

Snir, R., & Harpaz, |. (2012). Beyond workaholishewards a general model of heavy work
investmentHuman Resource Management Review, 22, 232-243.

Spence, J.T., & Robbins, A.S. (1992). Workaholigrafinition, measurement, and preliminary
results.Journal of Personality Assessment, 58, 160-178.

Stralen, M. M., de Vries, H., Mudde, A. N., Bolm&), & Lechner, L. (2011). The long-term
efficacy of two computer-tailored physical activititerventions for older adults: Main
effects and mediatorslealth Psychology, 30, 442-452.

Strazdins, L., D'Souza, R. M., Lim, L., Broom, D., & Rodgers, B. (2004). Job Strain, Job
Insecurity, and Health: Rethinking the Relationslgurnal of Occupational Health
Psychology, 9, 296-305.

United States Chamber of Commerce. (2086)pl oyee Benefits Sudy, 2006-43. Retrieved from
http://www.uschamber.com

United States Department of Labor, Bureau of L&gtatistics. (2011)Current population
survey, 2011-47: Absences from work of employed full-time wage and salary workers by
occupation and industry. Retrieved from http://www.bls.gov/cps/tables.htmseices.

WHO. (2000).Occupational medicine in Europe: Scope and competencies. Bilthoven,

Netherlands: World Health Organization.

69



Wolever, R. Q., Bobinet, K. J., McCabe, K., MackenE. R., Fekete, E., Kusnick, C. A., &
Baime, M. (2012). Effective and viable mind-bodsess reduction in the workplace: A
randomized controlled triallournal Of Occupational Health Psychology, 17, 246-258.

Worrall, L., Cooper, C., & Campbell, F. (2000). Tiew reality for UK managers: Perpetual
change and employment instabilityork, Employment & Society, 14, 647-668.

Wright, T. A., & Cropanzano, R. (2000). Psycholajiwell-being and job satisfaction as
predictors of job performancéournal of Occupational Health Psychology, 5, 84-94.

Yankelevich, M., Broadfoot, A., Gillespie, J.Z.,IBspie, M.A., & Guidroz, A.M. (2011).
General job stress: A unidimensional measure anaoib-linear relations with outcome

variables Sress and Health, 28, 137-148

70



Appendix A: IRB Approval Letter and Informed Consent Document



EAST CAROLINA UNIVERSITY

University & Medical Center Institutional Review Board
Office

4N-70 Brody Medical Sciences Building: Mail Stop 682

600 Moye Boulevard - Greenville, NC 27834

Office 252-744-2914 - Fax 252-744-2284 - www.ecu.edu/irb

Notification of Initial Approval: Expedited

From: Social/Behavioral IRB
To: Justin Raines

CC: Shahnaz Aziz

Date: 11/2/2012

Re: UMCIRB 12-001949

Internet-Based Health and Well-Being Interventions

| am pleased to inform you that your Expedited Appglmawas approved. Approval of the stt
and any consent form(s) is for the period of 11022to 11/1/2013. The research study is
eligible for review under expedited category #7e Thairperson (or designee) deemed this
study no more than minimal risk.

Changes to this approved research may not betettiaithout UMCIRB review except when
necessary to eliminate an apparent immediate haaahe participant. All unanticipated
problems involving risks to participants and othmusst be promptly reported to the UMCIRB.
The investigator must submit a continuing revieagare application to the UMCIRB prior to
the date of study expiration. The Investigator naddtere to all reporting requirements for this
study.

The Chairperson (or designee) does not have atmdtéor conflict of interest on this study.

IRBO0000705 East Carolina U IRB #1 (Biomedical) IGF000418
IRBO0003781 East Carolina U IRB #2 (Behavioral/S83G0000418 IRB00004973
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East Carolina University I nformed Consent to Participate in Research
Information to consider before taking part in reshdhat has no moi
than minimal risk.

Title of Research Study: InternetBased Health and W-Being Interventions in a WorkirPopulation
Principal Investigator: Justin Raines, Graduate Stuc

Institution/Department or Divison: East Carolina University

Address: East Fifth Street, Greenville, NC 27¢

Telephone#: 252-737-1376

Researchers at East Carolina University (ECU) ¢ problems in society, health problems, environme
problems, behavior problems and the human condit@uar goal is to try to find ways to improve 1
lives of you and others. To do this, we need #ip bf volunteers who are willing to take par
research.

Why isthisresearch being done?

The purpose of this research study is to determimether online health interventions are effecti
positively influencing various aspects of employeasiness The decision to take part in this researc
yours to make. By conducting this research, weetiopearn more about the link between-intrusive
health interventions and positive change in em@oyellnes:

Why am | being invited to take part in thisresearch?

You are being invited to take pantthis research because you are a member of tfegsiona
community, work at least 35 hours per week, ana:fzavactive email address. If you volunteer to
part in this research, you will be one of approxehad400 people to do ¢

Aretherereasons| should not take part in thisresearch?
This study is intended for futlime employees who are over the age of 18 and &aaetive ema
address. If this description does not fit you, thiase do not proceed to complete the questian

What other choicesdo | haveif | do not take part in thisresearch?
You can choose not to participate in this reseatetly

Whereistheresearch going to take place and how long will it last?

The research procedures will be conducted onlizea securonline survey software company. The tc
amount of time you will be asked to volunteer fuststudy is approximately 15 minutes, on only
occasions. That is, the survey will be repeatedthadnterval between Time 1 and Time 2 will be watt
three nonths. Within the period of time-between the two surveys, you will be sent one efraih
study researchers, once a week for four weeks,hwoa will be asked to attend to. The amount ot
it will take you to attend to each email is approately £ minutes. Following the first survey, you will |
randomly placed into one of two groups. The growijtisdiffer from one another in regard to the camt
of the emails you will be asked to attend to. Weedwing a repeated measures design to see ielf-
report measures are stable. A repeated measuiiga gk also help to determine if the onlil
interventions have an influence on employee wedl
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What will | be asked to do?

You are being asked to complete a short onlineeyuregarding impressions and feelings of your joth a
working behaviors, health behaviors, general bekdfout yourself, and demographic information. $dea
do not include your name at any point during cortiqeof the survey. You will be asked, however, to
create a unique identifier in the survey at Timandl use the same code at Time 2, thereby allovsrig u
anonymously match the responses. You may end yaticipation at any point, or refuse to answer any
of the questions that you deem inappropriate. Cetigui of the online survey equates participant
consent. Please be honest when indicating resptm#as questionnaire. Note that upon completion of
the survey you will be directed to an additionalvsy that asks for your preferred email address. ribt
mandatory to provide your preferred email addreggibing so will make you eligible to receive study
interventions and continue your participation ia gtudy. Following the first brief survey, you wiié
asked to attend to a series of emails deliveredtireecourse of four weeks, as well as completcard
brief survey.

What possible harms or discomforts might | experienceif | take part in the research?
It has been determined that the risks associatddtiis research are no more than what you would
experience in everyday life.

What arethe possible benefits| may experience from taking part in thisresearch?

We do not know if you will get any benefits by tagipart in this study. However, this research will
further our understanding of online health inteti@rs and their influence on employee wellness.sThu
although there may be no personal benefit from ypauticipation, the information gained by doingsthi
research may help others in the future.

Will | bepaid for taking part in thisresearch?

We will not be able tpay you for the time you volunteer while beinghiststudy. However,
participation will automatically enroll you in affi@ to win one of four $50.00 Visa gift cards. Tisdfle
will take place at the end of the study.

What will it cost meto take part in thisresearch?
It will not cost you any monetp be part of the research study.

Who will know that | took part in thisresearch and learn personal infor mation about me?
Data collected for this study will be kept confitiehand will be protected to the fullest extenbyided by
law. In any sort of report we might publish, welwibt include any information that will make it (sisle
for others to identify a participant. Data will ®red securely and only the research investigatitirhave
access to it.

How will you keep the information you collect about me secure? How long will you keep

it?

At no point in the survey process will any idenitiy information (i.e., name) be associated withryou
responses. All responses to the survey will rernaimpletely anonymous and confidential. The final
report for this study will include only aggregai@ata; no individual data will be singled out fopaeate
analyses. The responses you provide will be encadddinalyzed by the research investigators at East
Carolina University. Only members of our reseaeamt will be permitted to view the survey data. The
information collected from this study will be stdrm a private database and may be used in future
research.
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What if | decide| do not want to continuein thisresearch?

If you decide you no longer want to be in this egsh after it has already started, you may st@mgt
time. You will not be penalized or criticized fatopping. You will not lose any benefits that \should
normally receive.

Who should | contact if | have questions?

The people conducting this study will be availabl@nswer any questions concerning this reseacsh, n
or in the future. You may contact the Principaldstigator, Justin Raines, at 252-737-1376 (dag§), 9
am-5:00 pm).

If you have questions about your rights as soméakiag part in research, you may call the Office fo
Human Research Integrity (OHRI) at phone number2822914 (days, 8:00 am-5:00 pm). If you
would like to report a complaint or concern abdig research study, you may call the Director ef th
OHRI, at 252-744-1971.

| have decided | want to take part in thisresearch. What should I do now?
The person obtaining informed consent will ask y@read the following and if you agree, you should
indicate your agreement with this form:

¢ | have read (or had read to me) all of the abof@imation.

¢ | have had an opportunity to ask questions abangishin this research | did not understand and
have received satisfactory answers.

e | know that I can stop taking part in this studyay time.
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Demographics
Please check the box that best reflects your answer to each of the following questions.

Please assign yourself a unique identifier with the following format: birth city + last 3 digits of
your phone number (e.g., Chicago853):

How many hours per week do you work (i.e., numbero  f hours spent at work plus hours of work
done outside of the office that directly supports y our position’s duties)?

How old are you (in years)?

Gender: [ ] Male [] Female

Race: [] Caucasian American [ | African American [] Native American
[ ] Latin American [ ] Asian/Pacific Islander [_] Other
Highest level of education:  : [] Less than High School [] High School [] Associates Degree

[] College (B.A./B.S.) [] Professional Degree (M.D. etc) [ | Masters (M.A. etc.) [ ] Doctorate (PhD)

Marital Status:  [] Single [] Living with someone [ ] Married [ ] Separated
[ ] Divorced [ ] Widowed
Do you have any children? []Yes []No
If yes, then how many?

How many years have you worked at your organization in the same capacity (e.qg., teaching,
administration, etc.)?

How many years have you held your current position?

Career Status: [_] Assistant Professor ] Associate Professor ] Full Professor

] Clinical Professor [] Support Staff [] Professional Staff

Income Bracket: [] Less than $20,000 [_] $20,000-39,999 [ ] $40,000-59,999 []$60,000-79,999

] $80,000-$99,000 [_] $100,000-$149,000 [_] $150,000-$249,000 [_] $250,000 and over
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Working Styles

Please answer the following questions concerning how you feel about various aspects of your work by
choosing one of the four alternatives that best reflects your answer.

N

ook w

10.
11.
12.
13.

14.
15.
16.
17.
18.
19.
20.
21.

22.
23.

24,

25.

1 2 3 4
v v v v
Very Somewhat Slightly True Very True
Untrue of Me Untrue of Me of Me of Me

| prefer to do most things myself rather than ask for help.............ccccoeeeeen.
I get impatient when | have to wait for someone else or when something
takes too long, such as long, slow-moving lines.............c..ccooi i e,
| seem to be in a hurry and racing against the clock.....................cooei.
| get irritated when | am interrupted while | am in the middle of something..
| stay busy and keep many irons inthe fire.............cooooi i,
| find myself doing two or three things at one time such as eating lunch
and writing a memo, while talking on the phone................ocoii .
I overly commit myself by biting off more than | can chew........................
| feel guilty when | am not working on something...............coovcvivv i e,
It is important that | see the concrete results of what 1 do.........................
I am more interested in the final result of my work than in the process .......
Things do not seem to move fast enough or get done fast enough for me..
I lose my temper when things don’t go my way or work out to suit me.......
| ask the same question over again, without realizing it, after I've already
been given the answer once..
| spend a lot of time mentally plann|ng and th|nk|ng about future events
while tuning out the here and now.. e
| find myself continuing to work after my coworkers have caIIed |t qwts .....
I get angry when people don’t meet my standards of perfection................
| get upset when | am in situations where | cannot be in control................
| put myself under pressure with self-imposed deadlines when | work .......
Itis hard for me to relax when I'm not working...............ccooeiii i,
I spend more time working than on socializing with friends, on hobbies, or
on leisure activities.. e
| dive into projects to get a head start before aII phases have been
fINAlIZEA ... ———
| get upset with myself for making even the smallest mistake...................
| put more thought, time, and energy into my work than | do into my
relationships with friends and loved Ones..........cocoo i,
| forget, ignore, or minimize birthdays, reunions, anniversaries, or
holidays... . .
| make |mportant decrsrons before I have aII the facts and have a chance
to think them through thoroughly...
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Job Stress

Do you find your job to be stressful? For each of the following words or phrases, circle:

1o, for "Yes" if it describes your job

20, for "No" if it does not describe it

TR for "?" if you cannot decide

Yes No ? Yes

1. Demanding..............cccuunn. 1 2 3 5. Nerve-wracking.................. 1
2. Pressured......cccceeeeeieeienneneannnn. 1 2 3 6. Hassled ..............coeevinnnnnn 1
3. Calm* i 1 2 3 7. More stressful than I'd like... 1
4. Many things stressful............. 1 2 3 8. Overwhelming........cccccee..... 1
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Job Satisfaction

Does each of the following items describe your current job? For each of the following words or phrases,
circle:

1o, for "Yes" if it describes your job
2, for "No" if it does not describe it
TR for "?" if you cannot decide
Yes No ? Yes No
1. Good...coeveiiiiiiiii e, 1 2 3 5. Makes me content.................. 1 2
2. Undesirable*...........cccceveeeeennns 1 2 3 6. Excellent........cccocovcieeenennn, 1 2
3. Better than most..........ccc...... 1 2 3 7. Enjoyable..............ooi i 1 2
4. Disagreeable*...........cccccvn.n... 1 2 3 8. Poor*..........cooeiiiiieee, 1 2
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Personal Health

Please select the response that best describes, in general, your current health status.
Poor

Q

QO Fair

O Good

O Very Good
O Excellent

Do you have any of the following health conditions? Please select all that apply.
U Type 2 Diabetes

U Heart Disease

U High Cholesterol

u Cancer

U High Blood Pressure

O Kidney Disease

O No current health conditions
Other

O

Please indicate, on average, the number of cigarett  es you smoke during a normal 24-hour period.
(20 cigarettes is equal to 1 pack of cigarettes)
0

1-4
5-9
10-14
15-20
20+

(O ONONONONG,

Would you like to change your current smoking behav ior? Please mark all that apply.
d No

O Yes, | would like to decrease the amount of cigarettes | smoke during a day
O VYes, | would like to decrease the frequency of smoking cigarettes
O Yes, | would like to stop smoking

Please indicate, on average, the number of alcoholi ¢ drinks you consume during a normal 24-hour
period.
o0

o 1-2
O 34
O 5+

Would you like to change your current drinking beha vior? Please mark all that apply.
d No

U Yes, | would like to decrease the amount of alcohol | consume during a day
O VYes, | would like to decrease the frequency of consuming alcohol
O Yes, | would like to stop drinking

81



During a typical week, how many times to you eat a meal purchased at a fast food restaurant?
Examples of fast food restaurants include Wendy's, McDonalds, Cookout, Taco Bell, Kentucky
Fried Chicken, and Pizza Hut.

0

1-2
3-4
5-6
6+

0000

Would you like to change your current fast food eating behavior? Plea  se mark all that apply.
d No

U Yes, | would like to decrease the amount of fast food meals | consume during a day
U Yes, | would like to decrease the frequency of consuming fast food meals
U Yes, | would like to stop consuming fast food

Using the following graphic  and thinking about the last time you had dinner | in general, how
frequently does your typical meal consists of the recommended amount of each food group.

s
[

Never

Rarely
Sometimes
Often

All of the Time

00000

During a typical week, other than in your regular | ob, how many days do you engage in any
physical activity or exercise that lasts at least a half an hour?
0

(ONONONONONONONG)
~No N WN R
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Please indicate the level of intensity in which you engage in physical activity or exercise.

Low intensity exercise, such as walking does not in duce sweating unless it's a hot, humid
day. There is no noticeable change in breathing pa  tterns.

Moderate intensity exercise, such a jogging or weig ht training will induce sweating after
performing the activity for about 10 minutes. Breat hing becomes deeper and more
frequent. You can still carry on a conversation.

High intensity exercise, such a cycling or sprintin g will induce sweating after 3-5 minutes.
Breathing is deep and rapid. You can only talk in short phrases.
O Low

O Moderate
O High

Where do you go to engage in physical activity or e xercise?
Home

Private Gym
University Gym
Sidewalks/Roads
Public Park
Other

(O ONONONONG,

If you do not participate in physical activity or e xercise, please indicate the main reason why you
do not.

My job is physical or hard labor

Exercise is not important to me

| don't have access to a facility and/or resources to exercise
| don't have enough time

| don't like exercise

| would need child care and | don't have it

It costs too much to exercise

I'm physically disabled

| don't know

Other

(ONONONONONONCONONONG

83



Mindfulness

Please rate each of the following statements using the scale provided. Write the number in the blank that
best describes your own opinion of what is generally true for you.

1 2 3 4 5
v v v v v
Never or very Rarely true Sometimes true Often true Very often or

rarely true always true
1. When I'm walking, | deliberately notice the sensations of my body moving. 1 2 3 4 5
2. I’'m good at finding words to describe my feelings. 1 2 3 4 5
3. | criticize myself for having irrational or inappropriate emotions.* 1 2 3 4 5
4. | perceive my feelings and emotions without having to react to them. 1 2 3 4 5
5. When | do things, my mind wanders off and I'm easily distracted.* 1 2 3 4 5
6. When | take a shower or bath, | stay alert to the sensations of wateronmy 1 2 3 4 5

body.
7. I can easily put my beliefs, opinions, and expectations into words. 1 2 3 4 5
8 | don't pay attention to what I'm doing because I'm daydreaming, worrying, 1 2 3 4 5

or otherwise distracted.*
9. | watch my feelings without getting lost in them. 1 2 3 4 5
10. Itell myself | shouldn’t be feeling the way I'm feeling.* 1 2 3 4 5
11. I notice how foods and drinks affect my thoughts, bodily sensations, and 1 2 3 4 5

emotions.
12. It's hard for me to find the words to describe what I'm thinking.* 1 2 3 4 5
13. | am easily distracted.* 1 2 3 4 5
14. | believe some of my thoughts are abnormal or bad and | shouldn’t think 1 2 3 4 5

that way.*
15. | pay attention to sensations, such as the wind in my hair or sun on my 1 2 3 4 5

face.
16. I have trouble thinking of the right words to express how | feel about 1 2 3 4 5

things.*
17. I make judgments about whether my thoughts are good or bad.* 1 2 3 4 5
18. Ifind it difficult to stay focused on what's happening in the present.* 1 2 3 4 5
19. When | have distressing thoughts or images, | “step back” and am aware 1 2 3 4 5

of the thought or image without getting taken over by it.
20. | pay attention to sounds, such as clocks ticking, birds chirping, or cars 1 2 3 4 5

passing.
21. Indifficult situations, | can pause without immediately reacting. 1 2 3 4 5
22.  When | have a sensation in my body, it’s difficult for me to describe it 1 2 3 4 5
because | can't find the right words.*

23. It seems | am “running on automatic” without much awareness of what'm 1 2 3 4 5

doing.*
24.  When | have distressing thoughts or images, | feel calm soon after. 1 2 3 4 5
25. Itell myself that | shouldn’t be thinking the way I'm thinking.* 1 2 3 4 5
26. | notice the smells and aromas of things. 1 2 3 4 5
27. Even when I'm feeling terribly upset, | can find a way to put it into words. 1 2 3 4 5
28. | rush through activities without being really attentive to them.* 1 2 3 4 5
29. When | have distressing thoughts or images | am able to just notice them 1 2 3 4 5

without reacting.
30. Ithink some of my emotions are bad or inappropriate and | shouldn’t feel 1 2 3 4 5

them.*
31. I notice visual elements in art or nature, such as colors, shapes, textures, 1 2 3 4 5

or patterns of light and shadow.
32. My natural tendency is to put my experiences into words. 1 2 3 4 5
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33.

34.
35.

36.
37.
38.
39.

When | have distressing thoughts or images, | just notice them and let
them go.

I do jobs or tasks automatically without being aware of what I'm doing.*
When | have distressing thoughts or images, | judge myself as good or
bad, depending what the thought/image is about.*

| pay attention to how my emotions affect my thoughts and behavior.

I can usually describe how | feel at the moment in considerable detail.

| find myself doing things without paying attention.*

| disapprove of myself when | have irrational ideas.*
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Generalized Self-Efficacy

Please answer the following questions concerning various beliefs about yourself by choosing one of the
four alternatives that best reflects your answer.

1 2 3 4
v v v v
Not at all True Barely True Moderately True Exactly True

1. | can always manage to solve difficult problems at work if | try hard

1 2
enough.**
2. If someone opposes me, | can find means and ways to get what | want. 1 2
3. ltis easy for me to stick to my aims and accomplish my health and 1 2
wellness goals.**
4. 1 am confident that | could deal efficiently with unexpected events in my
work and personal life.** 1 2
5. Thanks to my resourcefulness, | know how to handle unforeseen 1 2
situations.
6. | can solve most personal wellness problems if | invest the necessary
effort.**
7. | can remain calm when facing difficulties because | can rely on my coping
abilities.

8. When | am confronted with a problem, | can usually find several solutions.
9. Iflamin a bind, | can usually think of something to do.
10. No matter what comes my way, I'm usually able to handle it.
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Maintaining W ell-Being

An e

£l i
hodily nealth, |

[Employvee Wellness Program

How can you manage workaholism?

Eat lunch with o friend
Eatmg lunch with s friend will help seperte

you from tive presence-of work Confide i
the friend and request to not allow the
conversttion o drifl wwards wark.

Prioritize:

Take tme to fgure out what 15 mos
mmportant o you. Make lists of vour
pricrities, keeping in mind what makes vou,
ws well as the others around vou {e.g., fumily)

the most satisfied.

Take o walk

Foree vourselt to disconnect fom work to take
& shoart walk. Use o pedometer énd set a
minimum member of steps that must be

schieved cach dav

Meditate,

Fake M minutes to disconnect from the busy
wirld and spend time m meditation. Mo
previous experience 15 requimed. Simply - find o
quict place to relax and release mental and
physical tension, remeving eneself fram daily

BCESEIE.

Make it happen! Over the next week:

Benefitz of decreased workaholism:

o Improved physical health
«  Avoid burnout
* Increazed enjoyment of non-

worle activities

Symptoms of workaholism:
« Work-family conflict
¢ Decreased job satisfaction

e [ncreased stress levels

*  Develop and begin o daily routine of non-work activities, Aim for at least two
additional activities than In your current routing,
o Activities could include exercise, meditation, or reading a book,
Avoid cramming the non-work activities into-an already busy schedule filled with work.
Use the new activities as o replacement for thne spent foeusing on work.

DON'T STOP THERE: Continue to prioritize vour life. Make time for yourself and enjoy each moment.
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Maintaining Well-Being

Work Stress:

The adverse reaction people have to excessive pressures or other types of
demand placed on them at work.

How can you manage work stress?

© Set well-defined and realistic goals and

time frames for vourself.
Ensure that you have the time and mental
capacity before taking on additional

responsibilities.
2 Add good nutrition and exercise. Benefits of stress reduction:

When your body has the nuintion it needs it s Increased productivity
i sistani to st
i more resisiant to stress. B —

2 Getenough sleep. ¢ Increased happiness
Sleep helps your body to restore. build your

immune system, and relaxes your muscles. Symptoms. of cxcessive: stress:

*  Practice relaxation techniques. ¢ Trouble concentrating
Allow time to relax during times of high  Muscle tenzsion, headaches, and stomach
stress. Deep breathing and flexing and then Pruble_ms
fa cl h b ) : s
;:;::EE;LT:;:““ - R oR e Feeling anxious, irritable, or depressed

Make it happen! Over the next week:

DON'TSTOF THERE: Stress management is o process. Work daily on your stress management technigues!
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Maintaining W ell-Being

Job Satisfaction:

Any combination of crcumstances that allows
an individual to say T am satisfred with my
Jjob.

i w0y Pl % 3 « 105 by b foy v )
How can you manage job salisfaction?

Create new challenges.

Take on a new project that can motivate Benefits of increased job satisfaction:
you and offer a sense of growth. Start
smull, achieving set poals, before moving ¢ Reduced work stress

onto Iargr:r [0l e

» Mentor a colleague. » [ncreased productivity

o 1o amist less erpetiontad (et » Positive mental health
members, Offer advice and share

expertences to challenge yourselfand

abserve your positive influcnce on others.

Expand vour skills. Symptoms of low job satisfaction:

k]

Seek new learning opportumitics related to Bevinasa |
your work. Ask o supervisor about truining CCIEAS OIS S
1o learn sbout different work tazks or

altend workshops to learn new shalls.

Low feelings of self-worth

SuppoFL YOUF passion Decreased maotivation

Foeus on how work outcomes (e.g., pav]
help to support your passions. Develop
hobbies outside of the workplace that are
made passible by the support yvour job
provides vou.

Make it happen! Over the next week:

DON'T STOP THERE: Conlinue 1o strive to achieve set goals, improving many features of your work life.
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Maintaining Well-Being

Health:

A state of complete physical, mental and social well-being and not merely the
absence ¢ se or infirmity.

How can you manage your physical health?

Add o your diet.

= Add new and mteresting foods to vour diet. A
variety of fruts, vegetables, nuts, grams, and oils
benefit us in many ways, They naturally mcrcase
our well-being and energy levels. Try im-season
fruns, kale, slmonds, and multi-gram breads,

—

g_g: Plan for exercise.

" Planning to exercise goes hevond finding the time,
Hegin by setting realistic goals. Use the buddy
system and find ¢ workout parlner to stay Benefits of improved physical health:
accountable. Finally, research exercise programs
and max Up your routine often. s Increa=sed ener oy levels
Clear the air.

4| o ¢ Improved mood
. CQuitting to smoke tobacco can be a ditficult task.

v

['o greatly improve vour health, take 2 mult-step

. Reduced risk of chronic illness
spproach to guitting. Clearly define why you are : P : : RS
quitting and set wp a healthy rewand system 1o a

5 Symptome of decreased physical health:
enjoy the absenee of the unhealthy habit. ymp phay

| B Count and measure, » Poor/disrupted sleep

-—Eﬂ: Excessive alcohol consumption harms individual
well-being in many wavs. Counting and s Unpredictable appetite and cravings
measuring your drinks is the first step to selbing
realistic goals o reduce your alcohol o [rregular bowel movements

consumption. Seck help if vou are having trouble
reducing your consumpLeon.

Make it happen! Over the ﬁEJ{f week:

o  Research an assortment of exercise programs, readily avalable on the Internet, selecting one that
IIErests Vou,
o Abyour home, gym, o outdoors begin the exercise progeam, aiming for 30 minutes of
exercise 4 times o weel. Work atan infensity o break o sweat.
¢ Incorporate Bwvo new fruits or vegeinbles into your diet, enjoying them at least twice throughout the
week.

DON'T STOP THERE: Work daily on your physical health and be patient for results. Make health a lifestyle.
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Improving Employee Life
I Wellness |

Emplovee Program

Be Proactive

Become more I)!'D‘dl:'[i‘nr"i?.'
Self reflect to determine what is important to vou

Being proactive is about taking
responsibility for the oulcomes you
experience in your life. You must use
foresight, plan, and act ahead of
anticipated cvents. Taking initiative
and aligning your decisions with your
lile goals increases the success of your

lifi.

Create action steps or a checklist for accomplishing daily tasks

Anticipate problems before they arise

Develop a problem-solving mentality, instead of dwelling on their existence

Aet

Dron’t obsess about
planning and fail to
act. Planning should
be used Lo motivate
calculated frst steps.
Taking the step is what
being proactive is
about,

Prediet
Anteipate future
challenges and begin
to prepare and develop
the necessary skill set
now,
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Question

I you find voursell
constantly being
reactive or“fightling
fires”. queslion your
approach. Look for
ways to belter prepare
for future cvents,




A unportant as successfully completing
work tasks, completing tasks in the correct
order can help produce unforeseen benefits.
Putting first things first is about balancing
responsibilities in order 160 put the most
important tasks first. Learning how to plan,
priocitize and strategically decline

unnecessary responsibilities allows you 1o
not become overextended. Put First Things First

Today:

Benehits received from putting
first things first;

o Enhanced lbcus

o Increased time for personal
priorities and not just
problem-solving or “fighting
fires™
Concentrated effort to

successiully accomplish the

most im fra rtant tasks
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Improving Employee Life

Emplovee Wellness Program

A

Begin with the End in Mind

Physical outcomes in life, Beginning with the end in Begin with the end in
such as suceess, are a mind is about focusing mind by (.'re:l.ling a
reflection ol the mental each day on the vision of Personal Mission
ideas you lsled, [n arder 1o yaur desired direction, Statement. Include:

be successtul you must
! =Personal values

visualize who vou are and

-Life guala
what vou wish to

-Individual approach to
accomplish, =
accomp]:shmg your

guals

-An important starting Pnint to heginning with the end
in mind is to spend time in th:mght. Search within

J.'uurzmlftn determine what is most important to you.

-Create your guahi around your self-discoveries.
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Improving
Employee Life

Inspire synergy
ynergize within a group

s  Share your vision and
cncourage the vision ol
Svnergy is the effective use ofteamwork, in
order to find bright new solutions to problems. It
15 4 process ofeollaboraton, allowing the group

to henefit from each individual’s unigue UG PR an

characteristics. Open-mindedness 15 key o

. ! e monstra S
allow synergy o occur between people with * Demonstrate trust and
respect
varying psychological differences. When used
. .t Consistently ing
ecllectively, more efficient solutions are " msistently mspire 4

; pasilive environmen
discovered, which would not otherwise have

been possible,

Synergized work groups should feel positive, respected, creative,
and enthusiastic to collectively attain one another’s goals.
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