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Abstract

This study was a result of the second phase of a two-phase research project. In the previous
phase, the draft of healthy workplace indicators was developed by means of literature review and
soliciting of expert opinion. There were 46 indicators divided into 6 different groups. This phase of the
project was a quantitative cross-sectional descriptive study which aimed at exploring the opinion of
employers and occupational health officers (OHOs) of the enterprises towards the pilot set of healthy
workplace indicators. The field data collection was conducted by means of a postal survey. Question-
naires were sent to 180 workplaces in Samutprakarn province. The response rates of employers and
OHOs were 66.7 per cent (n = 120) and 68.3 per cent (n = 123), respectively. It was found that the
majority of the enterprises had a workplace health promotion policy (59.3%), had health promotion
activities (60.2%), did not have designated personnel responsible for health promotion (69.1%), had a
health promotion budget (53.7%), were large scale enterprises (61.0%), and did not have a mother
enterprise in foreign country (81.3%). In general, the mean scores of the opinions of employers and
OHOs toward indicators in the appropriateness aspect were high. For the achievability aspect, there
were 9 indicators which less than half of the employers thought they could achieve, and 10 indicators
that less than half of the OHOs thought they could achieve. The opinion of employers and OHOs
differed significantly in 4 indicators in the appropriateness aspect and 1 indicator in the achievability
aspect.

In conclusion, both the employers and OHOs considered most of these indicators appropriate
for the enterprises and most indicators were achievable and useful as a guideline and evaluation tool
for workplace health promotion.
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Comprehensive health services comprise of
health promotion, disease prevention, treatment, and
rehabilitation. Basically, health promotion and disease
prevention aim at primary prevention, i.e., preventing
humans from getting diseases. The Ottawa Charter on
Health Promotion, a result of the First International
Conference on Health Promotion, defines health pro-
motion as "the process of enabling people to increase
control over, and to improve, their health"(1,2), Health
promotion may be achieved via several strategies such
as creating partnerships, and implementing through
various setting approaches. Setting approaches in-
clude schools, hospitals, cities, and workplaces(3:4),

Global health problems have shifted from
communicable diseases to non-communicable diseases
and illnesses resulting from risky health behavior(5).
Thailand, like several other countries, has put more
effort and resources into improving health care set-
tings and treatment services. Recently, it has been
realized that this strategy increased health care costs
and could improve the population’s life span but not
their quality of life. So health promotion was high-
lighted in the current Ninth National Health Deve-
lopment Plan as part of the human development. In
Thailand, public and private sectors work together in
health promotion activities in these settings with the
Thai Health Promotion Foundation acting as the major
facilitator, both financially and technically. Another
key partner is the Department of Health, Ministry of
Public Health.

Workplaces, in general, are dangerous places
and workers are at risk of exposure to various health
hazards. WHO estimated that 120 million workers
suffered from occupational injuries annually and
200,000 of them died, and 68-157 million workers
obtained occupational and work-related diseases each
year(6,7), In Thailand, the statistics of workplace
injuries are around 33-34 per 1,000 employees per
year which is still higher than the International Labor
Organization’s target of less than 26 per 1,000
employees. On the other hand, workplaces are the
crucial place for workers to have access to compre-
hensive health services especially health promotion.
Work is a key process and the workplace is a critical
site for efforts towards health promotion and sustain-
able development(8). If workers appreciate health
promotion and healthy behaviors, they are likely to
influence their families toward health promotion as
well. If these activities could gain some success, they
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might be easily expanded to the workers’ families
since the workers are responsible for their family’s
financial status and therefore influence their family
members’ health behaviors(3.9).

WHO has recommended the Healthy Work
Approach (HWA) which consists of 4 cornerstones
including health promotion, occupational health and
safety services, human resource  management, and
sustainable development(10-12), HWA aims at im-
proving the quality of life of workers. Workers’ life
and health are important not only to themselves but
also to their families and the society at large. The suc-
cess of workplace health promotion depends largely on
the participation from all parties including employers,
employees, health personnel, safety officers, and
worker representatives. Such participation preferably
includes the entire spectrum of the activities: policy
setting, planning, implementing, contributing to the
activities, and evaluating(13-15),

However, workplace health promotion acti-
vities in Thailand have been somewhat not compre-
hensive and directive, making it difficult to clearly
evaluate the situation, success and obstacles. The acti-
vities varied from single projects to attack specific pro-
blems such as screening for hypertension, to sophisti-
cated projects(16). It would be better and more direc-
tive to have a set of indicators to be used both as a
means and as an end, i.e., as an improvement guide-
line and as an evaluation tool. Since workplace health
promotion in Thailand is relatively new(10), having
healthy workplace indicators would definitely clarify
the direction and boost the health promotion acti-
vities. The objective of the first phase of this research
project was to propose a set of healthy workplace
indicators for further use in the second phase. And the
objective of this second phase was to conduct a pilot
field trial using the set of healthy workplace indicators
to assess its preliminary evaluation in terms of appro-
priateness and achievability of each indicator from

“the view point of employers and occupational health

officers (OHO:s).

MATERIAL AND METHOD

In Phase 1, the authors extensively reviewed
articles and publications on health promotion(7.17-
25), workplace health promotions and their measure-
ment/evaluation, then synthesized the first draft of
healthy workplace indicators. After proposing this
draft to a group of 24 experts in health promotion,
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occupational medicine/health, and other stakeholders,
the authors solicited their comments and opinions,
and then made appropriate changes. The second draft
was the result of Phase 1(26) and was used in this
Phase 2 study. Phase 1(26) by the authors yielded 46
healthy workplace indicators divided into 6 groups
(see details in the Result section). Each indicator was
accompanied by scoring criteria (not presented) to
make it more objective and comprehensible.

The target population was workplaces with
more than 50 employees since they were required
by law to have at least one OHO (mainly a safety
officer). The authors chose Samut Prakan province to
conduct this pilot-study because it is a highly indus-
trialized area. The calculated sample size was 180
(27). The authors stratified the workplaces into 16
types according to the Workmen Compensation Act,
and randomly selected the workplaces from each type
in proportion to the total number of workplaces of
each type. Questionnaires containing the set of healthy
workplace indicators were sent to employers and
OHOs of these 180 stratified-randomly-selected work-
places, and asked them to participate in the study by
evaluating the appropriateness and achievability of
each indicator. The questionnaires were content-vali-
dated by a group of experts in occupational health/
medicine and were pretested in 30 workplaces in
Rayong province. Opinion about appropriateness of
each indicator was asked by 5 rating scales. Opinion
about achievability of each indicator was asked by
3 categories: no, uncertain, and yes. The descrip-
tive data, explored factors related to employers” and
OHOs’ opinions were analayzed, and the employers’
and OHOs’ opinions were compared. The study was
approved by the ethical committee of the Faculty of
Medicine, Chulalongkorn University.

RESULTS

The Ottawa Charter addressed 5 major health
promotion actions: build a healthy public policy,
create a supportive environment, strengthen commu-
nity actions, develop personal skills, and reorient
health services. Most publications and articles also
addressed these points in healthy workplaces. Con-
cerning the external (outside the workplace) environ-
ment as well as the internal (inside the workplace)
environment(3), the first phase by the authors yielded
46 healthy workplace indicators divided into 6 groups.
Each indicator was accompanied by scoring criteria
(not presented) to make it more objective and com-
prehensible.
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The response rates were 66.7 and 68.3 per
cent for employers and OHOs respectively. The res-
ponse rates were not different by size of workplaces
(number of workers) (data not shown), so the non-
response bias was unlikely according to size of work-
places. The authors obtained 120 pairs of employers-
OHOs from the same workplaces for comparison.
General characteristics of employers and OHOs parti-
cipating in the present study are shown in Table 1.
There were only 3 workplaces (2.4%) with a health pro-
motion policy written separately from other policies.

The majority of employers were male
(63.3%), had a mean age of 41.11 years, had a bachelor
degree (74.16%), were managing directors (91.7%),
had a average duration in the current position for
7.79 years, and agreed to workplace health promotion
(86.7%). The OHOs were male 52 per cent and female
48 per cent. They had a mean age of 36.04 years,
had a bachelor degree (59.3%), were safety officers
(54.5%), had the average duration in the current posi-
tion for 6.47 years, and agreed to workplace health
promotion (91.0%).

The employers replied that they had no policy
on workplace health promotion (40%), but had work-
place health promotion activities (60%), had no per-
sonnel responsible for workplace health promotion
(69.2%), had a budget for workplace health promo-
tion (54.2%), were in large scale workplaces (61.7%),
and did not have a foreign mother company (81.8%).
The OHOs replied that they had no policy on work-
place health promotion (40.7%), had workplace health
promotion activities (60.2%), did not have personnel
responsible for workplace health proinotion (69.1%),
had a budget for workplace heaith promotion (53.7%),
were in large scale workplaces (61.0%), and did
not have a foreign mother company (81.3%). Both
employers and OHOs gave rather similar answers.

Employers’ and OHOs’ opinions toward each
indicator are shown in Table 2. For employers, their
three lowest scores in terms of appropriateness were:
giving employees an opportunity to perform various
tasks, ensuring that the workplace has activities aimed
at strengthening the relationship with the employees’
families, and providing a stress management program
for employees. For OHOs, their three lowest scores in
terms of appropriateness were: giving employees an
opportunity to perform various tasks, having health
promotion plans: annual plans, short-term plans, and
long-term plans, and providing an accident reduction
program outside the workplace. These are shown in
bold in Table 2.
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Table 1. General characteristics of employers (n = 120) and occupational heaith officers (OHOs) (n =

123).
Characteristics Employers Occupational health officers
Number  Percentage Number  Percentage
Gender
Male 76 63.3 64 520
Female 44 36.7 59 48.0
Age
Younger than 30 years 5 4.2 30 244
30-39 years 52 433 51 41.5
40-49 years 47 39.2 36 29.3
50-59 years 10 83 5 4.0
60 years or older 6 5.0 1 0.8
Employers : minimum = 25 years, maximum = 68 years, mean = 41.11 years, SD = 8.34 years
OHOs : minimum = 22 years, maximum = 68 years, mean = 36.04 years, SD = 8.4 years
Educational level
Lower than bachelor 4 33 41 333
Bachelor 89 74.2 73 59.4
Master 26 21.7 9 7.3
Not answer 1 038 - -
Position in company
Owner 10 83 4 33
Managing director 110 91.7 1 08
Safety officer - - 67 54.5
Personnel officer - - 48 39.0
Nurse - - 1 08
Others - - 2 1.6
Duration in current position
Less than 5 years 39 325 55 44.7
5-9 years 41 342 40 325
10-14 years 9 1.5 2 1.6
15-19 years 20 16.7 20 16.3
20-24 years 9 75 1 0.8
_ 25 years or more 2 1.7 5 4.1
Employers : minimum = 0.3 years, maximum = 28 years, mean = 7.79 years, SD = 6.25 years
OHOs : minimum = 0.3 years, maximum = 30 years, mean = 6.47 years, SD = 6.1 years
Opinion about workplace health promotion
Disagree 3 25 4 33
No opinion 13 10.8 7 5.7
Agree 104 86.7 112 91.0
Having workplace health promotion activities
No 46 38.3 47 38.2
Yes 72 60.0 74 60.2
Not answer 2 1.7 2 1.6
Having personnel assigned for workplace health promotion
No 83 69.2 85 69.1
Yes 37 30.8 38 30.9
Having budget for workplace health promotion
No 55 45.8 57 46.3
Yes 65 54.2 66 537
Size of workplace
Medium (50-199 employees) 46 383 48 39
Large (200 employees or more) 74 61.7 75 61
Having a foreign mother company
No 97 80.8 100 81.3
Yes 23 19.2 23 18.7
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In terms of achievability, Table 3 shows
and compares indicators that less than half of the
employers and OHOs replied that they could achieve
the terms.

Factors related to employers’ and OHOs’
opinions are shown in Table 4. For employers, fac-
tors significantly related to their opinion about appro-
priateness were age, opinion toward workplace health
promotion, and having personnel assigned to be res-
ponsible for workplace health promotion. Factors
significantly related to their opinion about achievabi-
lity were gender, having a policy on workplace health
promotion, having workplace health promotion acti-
vities, having personnel assigned to be responsible
for workplace health promotion, having a budget for
workplace health opromotion, and having a foreign
mother company. For OHOs, factors significantly
related to their opinion about appropriateness were
gender, having a policy on workplace health promo-
tion, having workplace health promotion activities,
having personnel assigned to be responsible for work-
place health promotion, having budget for workplace
health opromotion, and having a foreign mother com-
pany. Factors significantly related to their opinion
about achievability were their position in the com-
pany, having a policy on workplace health promo-
tion, having workplace health promotion activities,
having personnel assigned to be responsible for work-
place health promotion, having a budget for work-
place health opromotion, size of workplace, and having
a foreign mother company.

When comparing employers’ and OHOs’
opinions towards the appropriateness of each indi-
cator using paired r-test (n = 120 pairs)(28,29), the
authors found that they were significantly different
in 4 indicators. Three of them were in Group 4: pro-
viding education and training in occupational health
and safety for every employee, providing a stress
management program for employees, and ensuring
that the workplace has activities aimed at strengthen-
ing the relationship with the surrounding community,
and one was in Group 5: conducting and recording the
results of occupational health and safety activities.

When comparing employers’ and OHOs’
opinions towards the achievability (combination of
‘uncertain’ and ‘no’ vs ‘yes’) of each indicator using
McNemar’s test (n = 120 pairs), it was found that
they were significantly different in only 1 indicator
in Group 5: having a regular periodic physical exami-
nation according to risk factors.

health officers
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Occupational

Employers
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Indicators that less than half of the employers and occupational health officers replied that they could achieve.

directly (as their primary job or with enough time to do this job).
1. Ensuring that employees participate in decision- making, planning, implementing, and evaluating health issues.
Group 2: 3. Giving employees an opportunity to perform various tasks.
Group 2: 7. Supporting and preparing employees for their retirement.

Group 4: 3. Providing a nutritional program for employees.

and AIDS prevention.

2. Having personnel with knowledge and understanding in the area of health to take responsibility for workplace health promotion
Group 4: 10. Providing an accident reduction program outside the workplace.

Group 4: 8. Providing a reproductive health program for employees covering such areas as family planning, sexually-transmitted diseases
Group 4: 12. Ensuring that the workplace has activities aimed at strengthening the relationship with the surrounding community.

Group 4: 11. Ensuring that the workplace has activities aimed at strengthening the relationship with employees’ families.

Group 4: 7. Providing a stress management program for employees.

Group 4: 4. Providing an anti-smoking program for employees.

Table 3.
Indicators
Group 1
Group 2
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DISCUSSION
é S ‘Eé S The first phase of the present research yielded
_é‘ag 3 S S a set of six groups comprised of 46 indicators for
-g i healthy workplace. This second phase was essentially
% g E e o on the try-out anq feasibi.lity assessment of these indi-
g€ g g 2 = .:é =2 cators, before introducing them to the public.
& & e oow e Most OHOs were safety officers, whereas
g there was only 1 nurse (0.8%). This indicates that most
E o |8 S & g occupational health activities were currently under
S8 |3 = S = the responsibility of safety officers, few workplaces
Elo n|A . .
% s had health personnel responsible for occupational
& & Ll health. This is similar to a study by Ngamkiatpaisal
Slg~ g g % 88 g § et al(30), which revealed that physicians had limited
$ 4 wo nw »ne roles in occupational health in the workplace. Most
of them provided only services on medical treatment.
b - © = - Moreover, most of them were hired on a part-time
E w8 ¥R 8 basis, and hence had few chances to contribute to
. < occupational health activities. This was emphasized
-’§ . _ - - by the finding that less than half of the employers and
2 = S = S OHOs replied that they could achieve this indicator:
g % N i v © © having personnel with knowledge and understanding
@ s '—I': in the area of health to take responsibility for work-
9 .= 5'§ 0 -3 223 8 place health promotion directly.
.g < g g 6 Fg 49 Large workplaces had higher resources and
B >3 budgets to allocate for workplace health promotion
P 4 R and other occupational health activities - this can
CHIEIPE 5 o 9 easily explain the difference between medium and
E E’ £ sla P 3 S ” large enterprises. It was noted that employers scored
= s g lower than OHOs on every indicator, this might be
E gg R sz 23 =8 E because OHOs were exposed to workplace health pro-
= Z :{:l 8 ; E E o £ < |3 motion and occupational health more than employers
E = - K and hence saw the potency of the success more clearly
g 3 :? than employers.
?,' .é ne g2 5alk . Only 3 workplaces had a workplace health
2 3 B 2 promotion policy written and separate from other
e 8 8 policies. This may reflect the current situation that
N = g most workplaces are not so interested in workplace
4 g ;«—: health promotion. Since policy is the key component
g .§ £ leading to most workplace strategies and activities,
E‘ g L; this should be one key point that all stakeholders
: E. e ; working on workplace health promotion should con-
_: 5 = 8 z sider when working with workplaces. They should try
1 § g : & E_ to encourage them to put workplace health promotion
K = X § g into their poligy as the very first step to approach the
E *é § 22% 4 workplace settlpg.
< 2 w2 g =) Knowing factors related to employers’ and
= “g _% %é ) ‘2 OHOs’ opinions will help concemed bodies when
< 1 - 5 %E § launching and expanding the workplace health pro-
e | ;:,, 2 >8- % E g" ;,, 3 >3- ; motion program that the)f should consider to correct
R E 8 B s factors such as - not having a budget for workplace
= o T n o+ «

health promotion, not having workplace health pro-
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motion activities, and not having personnel assigned
to be responsible for workplace health promotion.

Indicators in Group 1 - policy regarding
workplace health promotion - seems to be easily
achieved since it is required by law that a workplace
with more than 50 employees must hire at least 1
safety officer and have a safety, health and envi-
ronment committee. Indicators in Group 2 - giving
employees an opportunity to perform various tasks -
got the lowest score. This may reflect the fact that
most industries preferred the Taylorism way of work-
ing and producing, i.e., one employee performs only
one task and another performs the nest task sequen-
tially in a chain as frequently seen in the assembly
line. The authors suggest that this indicator be removed
or changed to: "let the employees have an opportu-
nity to learn something new and have career develop-
ment”. Indicators in Groups 3 and 5 got high appro-
priateness and achievability scores indicating that
they were realistic and could be achieved. The excep-
tions seemed to be: having a return-to-work physical
examination in case of long-term sick leave, and
reducing the extent of sick leaves resulting from ill-
ness of employees in the past year. This is similar to
the Canadian’s National Quality Institute’s sugges-
tion that physical environment always gets improved
earlier and easier than other perspectives(11), which
may be due to rules and regulations, as well as some
globally common standards such as ISO series 14000
and 18000. In general, it seems that healthy work-
place indicators that go along with the laws or inter-
national standards are perceived as realistic, appro-
priate and achievable.

HEALTHY WORKPLACE INDICATORS IN THAILAND : PHASE 2 (A PILOT STUDY)
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Nevertheless, those indicators getting low
scores should be thoroughly considered. If they are
still useful, then concerned bodies should enhance the
workplace’s capability to achieve these indicators by
making them realize the importance and benefit of
workplace health promotion, education and training,
providing technical support, providing financial sup-
port directly or indirectly (such as tax reductions for
workplaces achieving a high score on healthy work-
place indicators).

It was also found that the employers seemed
not to have enough confidence that the employees
could participate in workplace health promotion acti-
vities - this should also be corrected. Since employee
participation is one of the major key success factors
in all workplace health issues. Concerned bodies
should expand the workplace health promotion idea
through employers that they should enable their
employees to improve control over and improve their
own health (empowerment)(2,21), and employers will
benefit financially by obtaining more productivity.
One strategy is to integrate these indicators into other
standards or guidelines such as those of the Depart-
ment of Health, the Ministry of Public Health, Thai
Industrial Standards Institute (TISI), International
Organization for Standardization (ISO), or Social
Accountability (SA), and encourage their use nation-
wide by, for instance, conducting a contest for a Prime
Minister Award.
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