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Risk management is an ongoing concern for modern organizations in terms of their finance,
their people, their assets, their projects and their reputation. The majority of the processes
and systems adopted are very financially oriented or fundamentally mechanistic; often better
suited to codifying and recording risk, rather than understanding and working with it. Risk is
fundamentally a human construct; how we perceive and manage it is dictated by our attitude,
behavior and the environment or culture within which we work. Organizations that seek to
mitigate, manage, transfer or exploit risk need to understand the psychological factors that
dictate the response and behaviors of their employees, their high-flyers, their customers and
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Preface

This book aims to bring together a number of researchers and practitioners from several
countries to contrast and compare interventions for stress and well-being. During the last
decade, several types of interventions have emerged. Indeed, the recent developments
in positive organizational scholarship (Cameron and Spreitzer 2012) raise questions
regarding the “traditional” stress interventions which were either focused on reducing
exposure to psychosocial risks (i.e. job demands, job control, social support, rewards)
or on improving individuals’ capacities to cope with the demands of the workplace
(Cooper and Cartwright 1997, Giga et al. 2003). Although this book does not aim to
resolve the fundamental differences that might exist between these two domains (Biron
et al. 2012; Fineman 2006; Hackman 2009; Luthans and Avolio 2009), researchers and
practitioners describe their strategies for reducing stress, and for improving individual
and organizational health and well-being. We hope that their contributions will:

1. set concrete examples of best practices to create healthy workplaces;
promote theoretical developments in both the fields of stress prevention and
positive organizational scholarship, by emphasizing the differences, similarities and
intervention practices in each of these fields;

3. help practitioners develop, implement and evaluate these complex interventions.
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CHAPTER

Improving Individual
and Organizational
Health: Implementing
and Learning from
Interventions

RONALD J. BURKE

Abstract

This introduction sets the stage for the chapters that follow. Factors that diminish or
enhance levels of individual and organizational health are identified from the literature.
A case is then made for the benefits of individual- and organizational-level interventions,
although the evidence is mixed. Here we present a number of different interventions,
efforts undertaken by researchers and organizations together, to improve the mental
and physical health of employees through a number of different change initiatives.
Some interventions target individuals and their attitudes and behaviours, others target
workplace relationships, still others target work units and wider organizational features.
Outcomes include various individual health and well-being outcomes such as levels of
smoking, obesity, depression, elevated levels of blood pressure, accidents and workplace
injuries, and absence and turnover. We identify factors associated with the success of these
interventions (e.g. clear goals, top management commitment, employee participation)
and indicate how interested individuals and organizations might proceed to develop
worksite interventions on their own. These themes, and others, are addressed in more
detail in the following contributions.

Introduction

This volume builds upon the already published Risky Business (Burke and Cooper 2010),
The Fulfilling Workplace: The Organization’s Role in Achieving Individual and Organizational
Health (Burke and Cooper 2012), New Directions in Organizational Psychology and Behavioral
Medicine (Antoniou and Cooper 2011), and Improving Organizational Interventions for Stress
and Well-being: Addressing Process and Context (Biron et al. 2012). In Risky Business, we
examined the effects of human frailties on individuals, their families and workplaces, and
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the effects of toxic organizations on employees and organizational performance. In The
Fulfilling Workplace: The Organization’s Role in Achieving Individual and Organizational Health,
we focused on organizational initiatives that address the incidence and effects of human
frailties and organizational toxicity. In New Directions in Organizational Psychology and
Behavioral Medicine, the authors considered antecedents and consequences of workplace
stress and ways to reduce potentially adverse effects. And, in Improving Organizational
Interventions for Stress and Well-being: Addressing Process and Context, we made the case for
more organizational-level intervention efforts and how these might be undertaken and
evaluated.

Consider the following conclusions based on research studies about men and women
in a variety of jobs:

* increasing violence against hospital-based nursing staff, primarily but not exclusively
in emergency and psychiatric units;

* increasing levels of workplace incivility more generally (Leiter et al. 2011);

e recent mine disasters in the United States, Chile and China resulting in injuries and
deaths;

® increases in obesity and being overweight among adults and children in many
countries and their associated health-related risks;

e increasing incidence of workplace violence where disgruntled employees take out
their complaints with attacks and shootings of those they hold responsible (Lester
2011);

e abusive supervision with corrosive effects on employees (Tepper 2000);

* abusive customers with negative effects on employees in the retail sector;

e doctors (usually physician interns) falling asleep during surgeries, patient interviews,
and in a few cases while driving home from work (Burke 2010);

e Post-Traumatic Stress Disorder (PTSD) reported by first responders, police officers, fire
fighters, and soldiers (Burke 2011);

® increasing levels of job insecurity among public sector employees as governments try
to reduce their budget deficits;

e increases in stress associated with organizational restructurings, mergers and
downsizings (Barling et al. 2005, Schabracq et al. 2003);

e the stresses associated with international travel, and the stresses experienced by
expatriates working in new countries;

e about half the occupants of managerial and professional jobs are falling short in their
performance (Hogan and Hogan 2001);

e a growing number of surveys of mangers and professionals have found that their
levels of work stress has increased, and this has increased levels of psychological
distress and diminished physical health (Cooper et al. 2009, Antoniou and Cooper
2005);

* more managers and professionals have reported working more hours in more intense
jobs and taking less than their full allotment of vacation time (Hewlett and Luce
2006, Burke and Cooper 2008); this results in employees being fatigued, lacking in
energy, indicating diminished well-being and prone to mistakes (Loehr and Schwartz
2003, Schwartz 2007, Seldman and Seldman 2008);

® increasing numbers of managers and professionals report work-family and family-
work concerns (Drago 2007, Friedman and Greenhaus 2000);
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e concerns have been raised about the character (greed, materialism, corruption)
of managers and professionals given the increasing number of corporate scandals
worldwide (Burke et al. 2011);

* increasing numbers of women who obtain business education, start their careers
in large organizations, and then “opt out” (Maineiro and Sullivan 2006). Women
continue to make little progress in career advancement in organizations worldwide
(Davidson and Burke 2011, Wittenberg-Cox and Maitland 2008);

* most people are less ethical than they think they are. We have considerable knowledge
as to the rationalizations they use to justify their unethical choices and why they are
blind to their own and others’ unethical choices and behaviours;

e toxic organizational environments that diminish employee well-being and limit
organizational performance (Kusy and Holloway 2009, Lubit 2004).

Our Rationale for This Collection

Several factors have come together for us in the development of this collection. First, there
is a body of evidence suggesting that both individual factors and workplace experiences
are associated with individual mental and physical health concerns and organizational
well-being. There is a vital need for more intervention work that addresses these concerns.
Second, this distress spills over into families and society as a whole in terms of emotional,
physical and financial tolls. Third, we know a lot about the factors associated with these
adverse outcomes. Fourth, we are gaining an increased understanding of the actual
benefits to individuals and their workplaces following interventions designed to address
particular health and well-being outcomes, and how best to undertake intervention
projects in the workplace (Bambra et al. 2009, Caulfield et al. 2004). We have come to
know a lot about implementing successful change, but it is not easy or guaranteed (Briner
and Reynolds 1999). Successful change is complex. It is time consuming and requires that
some resources be made available to carry out the project successfully.

Fifth, there is a need to showcase interventions that have worked, what was
successful, what challenges remain, and what lessons were learned from these applied
interventions. Learning from men and women working in actual organizations has been
shown to be more useful than getting the same information from academics. We see this
volume as performing a critical “sharing” function. Sixth, interventions that have been
successful in one setting cannot be transferred directly into other workplaces but need to
be tailored to fit particular work settings. “Off the shelf” or “one size fits all” thinking is
likely to produce actions that fall short (Biron et al. 2009). But these case studies provide
examples of success, how this success was achieved, and what workplaces need to think
about before undertaking similar — or different — interventions. Seventh, interventions,
when undertaken, need to be monitored, maintained, invigorated to prevent “fade out,”
and evaluated. These processes indicate aspects of success and failure, and contribute to
lessons learned for future efforts.

Interventions can be at different levels: individual, work unit, and total organization.
Interventions can have different targets, including aspects of individual well-being such
as satisfaction, work-family integration, depression, blood pressure, obesity, mental and
physical heath, workplace relationships and interpersonal processes such as increasing
workplace civility and reducing incidences of workplace bullying and abusive supervision,
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and organizational outcomes such as accidents and injuries, attendance and turnover, and
violence against employees (e.g. nurses). Intervention content includes the following:
education and training, data collection and feedback for employee problem solving and
action planning, individual coaching and counseling, team building, identifying and
changing workplace norms and rewards in ways that improve well-being and successful
performance. There is a long history of organizational intervention covering at least
the past 50 years. In the 1960s, organizational development (OD) interventions were
undertaken to improve organizational performance (see Sashkin and Burke 1987, for a
review, Argyris 1970), for example changes in the design of jobs (Davis and Cherns 1975,
Hackman and Oldham 1976, 1980) and changes to organizational culture (Schein 1978).
Unfortunately there has been relatively little effort made to conduct research studies on
the intervention process and the success of organizational interventions since then. This
situation is now slowly changing (see Biron et al. 2012).

In this collection, we assemble current thinking and research evidence relevant to
enhancing the satisfaction and mental and physical health individuals achieve from all
their life roles — the whole person — with particular attention to workplace experiences and
their association with a wide range of health and well-being outcomes. Thus it is applied
and practical. Managers and policy makers have indicated that they learn more from
interventions that have been undertaken in actual workplaces and from the experiences
of individuals working in these organizations.

WHAT DO WE MEAN BY WELL-BEING AND BY HEALTHY ORGANIZATIONS?

Most writers and researchers on individual well-being typically see well-being as including
physical and psychological health. And health is not just the absence of illness but also
a state of optimal functioning: individual and organizational health have both positive
and negative aspects (Csikszentmihalyi 1990, 2003, Fredrickson 2003, Seligman 2002,
Tetrick et al. 2012, Hoffman and Tetrick 2003). This also means that the development and
implementation of organizational interventions must consider both positive and negative
aspects of the work environment. Positive and negative aspects of the work environment
often co-exist (Cameron 2007). The contributors in this volume share their experiences
of various types of interventions at both the individual and organizational levels, with
targets ranging from stress reduction to improved well-being. As Biron discusses in the
concluding chapter of this book, we posit that creating healthy workplaces entails the
implementation of sustainable interventions at the individual and organizational levels.
Whether these interventions aim to improve well-being or to reduce stress, they all aim
to create healthier workplaces.

Academics and practitioners have addressed the question of what competitive
advantages make one organization more effective than another (Likert 1961, 1967, Peters
and Waterman 1982, Lawler 2003, Katzenbach 2000, Sisodia et al. 2007). Lencioni (2012)
offers organizational health as the key competitive advantage. Successful organizations
are healthy organizations. For Lencioni, an organization is healthy when it is whole,
consistent and complete, having a unified management, operations and culture. Healthy
organizations support the development of satisfied, engaged and healthy employees. He
identifies four steps to organizational health: building a cohesive top leadership team,
creating a clear vision and strategy, clearly over-communicating this vision and strategy,
and continually reinforcing this clarity.
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An example of healthy organization is provided by Galt (2012) who describes an
organizational-level intervention undertaken by Union Gas in Canada to turn around
what senior executives concluded was a dysfunctional top team, following prodding
by its parent company Houston Energy. The top team at Union Gas exhibited a very
low level of trust. Working with an external consultant, top team members began by
indicating the behaviours they thought each person should exhibit, continue exhibiting
or stop. This process then moved down the ranks, helping managers clarify their roles
and responsibilities, and how they could support others. Four priorities were emphasized
following this exercise: strategy, financial performance, employee engagement and
organizational culture. Since then Union Gas has met all performance targets and has
been cited during 2010 and 2011 as one of Canada’s top 100 employers. Unfortunately
there are more unsuccessful efforts to bring about positive organization change than
successful ones (By 2005, Kotter 1995). Balogun and Hope Hailey (2004) conclude that
about 30 per cent of organizational change efforts are successful. Jauvin et al. (Chapter
14, this volume) provide answers as to why some of these change efforts fail to produce
the intended results.

INTEREST IN OCCUPATIONAL HEALTH AND FOR THIS VOLUME

There has been increased attention devoted to the field of occupational health
psychology over the past decade both by professional associations and by the creation
of academic and practitioner journals including intervention research projects (Quick
and Tetrick 2011). The former would include the US based Society for Occupational
Health Psychology and the American Psychological Association/National Institute for
Occupational Safety and Health (NIOSH) partnership which has hosted a biannual work,
stress and health conference. In addition North American business school conferences
(Academy of Management, Administrative Sciences Association of Canada) and European
psychology and management conferences (European Academy of Occupational Health
Psychology, European Academy of Work and Organizational Psychology, British Academy
of Management) have increasingly included symposia on work and health associations,
with some attention to intervention projects.

Europe, in general, and Scandinavia in particular, is at the forefront in terms of
intervention activities. An important by-product of this collection would be to make this
work available to researchers and practitioners in countries that have not advanced as far
in the application of current knowledge to address work and health issues. This interest
is also reflected in the development of academic journals focusing on work and health,
and on the role played by interventions. These include: the Journal of Occupational Health
Psychology, Work and Stress, Health Psychology, the Journal of Applied Behavioral Science, and
the European Journal of Work and Organizational Psychology, to name a few.

We see the content of this collection as being of interest to several audiences. These
include government agencies such as NIOSH, currently active in supporting intervention
work, government policy-makers tasked with understanding and addressing work and
health issues, health-care providers and insurers working to reduce work and health
difficulties and their associated costs, line managers interested in factors influencing
the attitudes and performance of their employees, medical officers and human resource
managers responsible for employee health and well-being and health and safety issues,
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and academic writers and researchers interested in applying their work to improve the
work life of employees and their organizations.

Various levels of government (national and local) have become increasingly concerned
about the escalating costs of health care, and given budgetary constraints are eager to
examine potentially important avenues for increasing levels of employee health and
well-being. This volume addresses important avenues for preventing employee ill health,
thus lessening the burden on the health-care system. The content combines research
evidence, self-assessment tools where relevant and practical implications.

A CHANGING ORGANIZATIONAL ENVIRONMENT

Organizations today are facing a number of new demands in order to remain competitive.
These include increasing competition from developing countries (Brazil, India, China
and Russia), increasing globalization, new technologies, more demanding consumers,
changes in expectations of the workforce, the need to control costs, increasing rate and
scope of change, increasing speed in market change, increasing importance of knowledge
capital, changing demographics of the workforce, and a global search for talent.

Organizations will need to increase their effectiveness in order to meet these changes.
This will increase the need to manage the health and performance of their workforces.
Some countries (e.g. the UK, the Netherlands, several Scandinavian countries) have
already introduced legislation to support such efforts. In other countries, organizations
will have to undertake these efforts on their own initiative to remain successful.

A large and increasing body of research evidence has identified workplace stress
as a major factor in employee well-being and health (Barling et al. 2005, Cartwright
and Cooper 2009, Langan-Fox et al. 2007). There are massive financial costs associated
with work-related illnesses and injuries (Hurrell 2005). We now have a reasonably good
understanding of job, work and organizational factors that diminish employee well-
being. These include role stressors, work schedules, poor leadership, harassment and
discrimination, and the physical work environment, among others.

There is increasing realization that individual health contributes to organizational
health and organizational health contributes to individual health (Burke and Cooper 2012,
Quick et al. 1997, Tetrick et al. 2012, Lowe 2011, Lencioni 2012). Coming to grips with
and addressing workplace demands increases both individual health and organizational
effectiveness. Organizations are now more interested in managing psychosocial risks to
employee health (e.g. job demands, abusive supervisors, job dissatisfactions) by planning
and implementing interventions that enhance employee well-being (Biron et al. 2012).
Employee health and well-being is a performance issue.

Lowe (2011) makes the case for the emerging integration of interest in employee
health and health promotion, workplace changes to reduce stress and improve individual
health and well-being, and organizational performance and success; areas that historically
have been considered separately. This integration strengthens the link between people
and organizational performance, between healthy people and healthy organizations, and
between healthy organizations and benefits to all societal stakeholders. Lowe proposes
looking at organizations through a health lens. Healthy people and healthy organizations
have the same qualities (e.g. vigorous, engaged, resilient). Lowe identifies four building
blocks of a healthy organization: a positive culture, inclusive leadership, a vibrant
workplace, and inspired employees. Lowe then develops a healthy organization value
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chain in which culture and leadership lead to effective people practices, which in turn
lead to a vibrant workplace, which in turn leads to inspired employees, which in turn lead
to sustainable success in the form of value created for employees, customers, shareholders
and communities. Thus organizational leaders need to think in more holistic/integrative
terms and with a long-term horizon.

CORPORATE WELLNESS INITIATIVES

This thinking by corporate leaders has recently been reflected in the emergence of interest
in corporate wellness initiatives (Report on Business 2012). A Harvard University study
reported reduced absenteeism of 1.7 days per employee per year and a saving of $274.00
per employee. European studies report reduced absenteeism of 1.5 days per employee and
benefits of $251.00 per employee. US human resources firm Towers Watson reported that
firms having wellness programmes reported 11 per cent higher revenues per employee
than industry peers, with less absenteeism, fewer disability claims, turnover and medical
costs. These firms also indicated 28 per cent higher returns to shareholders as well.

Canadian research conducted in 2010 involving a survey of 4,000 respondents
indicated that 87 per cent of Canadians believed individuals can control their own health
and 73 per cent indicated that people have responsibility to look after themselves. But
most Canadians are falling short here. This is due to willpower (61 per cent), a lack of
time (46 per cent) and a lack of money (39 per cent). Organizations are therefore creating
a culture supporting attitudinal and behavioural change.

A survey of 677 organizations in 2011, the Buffett National Wellness Survey found
that 72 per cent of organizations offered at least one employee wellness programme such
as employee assistance for family or legal matters, flu shots or nutrition counselling.
Wellness programmes also make organizations employers of choice. In addition, wellness
programmes are relevant to keeping an ageing workforce committed and productive.
Wellness programmes are particularly relevant to the overall health of employees
indicating potential risk factors.

The following factors have been found to be associated with effective wellness
programmes (Isaac and Ratzan 2013):

1. Setting goals and measuring progress. These include: weight, blood pressure,
cholesterol, overall healthy lifestyle habits, health satisfaction, weight loss, and hours
spent exercising.

2. Taking a strategic, multi-pronged approach. Targeting attitudes and behaviours
associated with key health outcomes.

3. Using incentives to encourage participants, offering rewards for taking part.

4. Senior management involvement. Senior managers need to promote, support and
take part in the wellness offerings.

5. Creating a strong communications initiative to challenge participation and
commitment. This typically involves the following: email reminders, an easy-to-
access website, newsletters, banners, bulletin boards, information on goals and
progress, and ongoing communication from senior management.

In the same vein, Dollard (2012) reports on “best practice principles” embraced in an
intervention project with the Australian government. These practices included:
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—_

Support of top management through involvement and commitment.

Human resource management practices include leadership and management
capability and accountability.

A positive work group climate — colleague and manager support.

Involvement of all layers of the organization.

Integration into the day-to-day operation of the organization.

Risk identification, risk assessment and implementation of risk controls at
organizational and work unit levels.

7. Participation and consultation with employees, unions and health and safety
representative — a bottom-up approach.

N

oUW

Interventions: Definitions and Types

Cartwright and Cooper (2005) view organizational interventions as actions undertaken
by organizations aimed at managing exposure to work stressors and their negative
consequences. Organizational interventions can be undertaken at the individual level as
well as at the organization level.

Many writers on intervention draw a distinction between primary, secondary and
tertiary levels of intervention. Primary interventions are focused on changing, reducing
or eliminating environmental sources of stress in the workplace that result in the
experience of stress. Examples would include changes in the design of jobs, improving
communication, enhancing leadership skills, and changes to the organizational structure
itself. Secondary interventions focus on increasing the personal resources of employees so
they are better able to cope with the workplace stressors they experience. Examples include
stress management programmes. Tertiary interventions focus on treating employees
who have developed serious stress-related emotional and/or physical health problems.
Examples would include counselling, employee assistance programmes. This dimension
focuses on when to intervene, a time dimension. Individual-level interventions would
typically be secondary and tertiary; organizational-level interventions would typically be
primary and tertiary.

Barling et al. (2005) also distinguish three levels of population inclusiveness in a
taxonomy of work stress interventions. Universal interventions target all employees,
selective interventions target vulnerable subgroups, and indicated interventions target
individuals who are experiencing adverse outcomes. This dimension identifies who
will be targeted for intervention - all employees, or a subset of those at higher risk or
already in distress. Cartwright and Cooper (2005) identify the following individual-level
interventions: health promotion activities, stress management training programmes,
relaxation and meditation techniques, exercise, cognitive behavioural therapy, and
counselling. Hurrell (2005) places primary organization-level interventions into two
categories: psychosocial and socio-technical. Psychosocial interventions include
participatory action research, job redesign, and changing the behaviours of managers and
supervisors. Socio-technical interventions reviewed include: workload interventions, work
scheduling interventions, and work process and procedure interventions. He includes,
as tertiary prevention organizational level interventions, medical care, psychological
counselling and therapy, and post-traumatic stress interventions. Passmore and Anagnos
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(2009) show how organizational coaching and mentoring can reduce levels of stress of
focal individuals and others around them.

There are more individual-level interventions than organization-level interventions
since the former are easier to carry out and require fewer resources (Giga et al. 2003).
Organizational-level interventions are difficult to conduct, require considerable
cooperation from organizations, need considerable resources — time, financial and skill
- and organizational needs may be in conflict with researcher needs. Yet, a review by
Lamontagne et al. (2007) suggests that positive effects, such as stress reduction, are more
likely when interventions integrate primary, secondary and tertiary levels. As mentioned,
organizational interventions are rather difficult to conduct and to evaluate. As Biron et
al. (2012) highlight, the lack of attention to the process and context of the intervention
can explain why so many interventions have failed to produce the intended results. In
the next section, we consider some of these process and contextual issues influencing the
outcome of interventions.

Process and Context Factors

There is a gap between research and practice that exists in all areas of organizational
behaviour and organizational psychology (Anderson 2007). It is not surprising that it exists
in the undertaking of workplace interventions to improve individual and organizational
health and performance managers, and the consultants that often advise them, are less
interested and capable of undertaking sound evaluation studies than are some academics
and researchers. Interventions are often implemented without evaluation and without
public discussions of their merits. Some published evaluation studies of organizational
interventions are limited because of research design flaws. Flaws include the absence of
a theoretical model underpinning the intervention, lack of a control group, no a priori
evaluation of risks, lack of a prospective design, a too short follow-up period after the
implementation of the intervention, and failure to provide qualitative information on the
context and implementation of the intervention (Semmer 2006). One of the flaws that
has been flagged quite frequently is the lack of attention paid to process and contextual
factors influencing the intervention (Cox et al. 2007, Griffiths 1999, Nielsen et al. 2010).
In this section, we describe recent developments on this topic of intervention process
and context.

PROCESS EVALUATION MODEL

Randall and Nielsen (2012) propose a model which includes three components to evaluate
the process and context of interventions:

1. context;
2. intervention design and implementation; and
3. participants’ mental models.

Context refers to both the organizational context (e.g. pre-intervention healthiness,
fit between organizational culture and the intervention, ceiling effects that might
prevent further improvements) and the discrete context (e.g. the context surrounding
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the intervention that could influence it, such as organizational change or conflicting
priorities). The second and third components of their model refer to process factors.
These include how the intervention was carried out, who did what, where and why and
to what effect (Cox et al. 2007: 353). Process factors apply to all phases of an intervention.
The second component of their model is the intervention design and implementation
strategy, which refers to issues such as who initiated the intervention and for what
motives, whether the intervention activities targeted the problems of the workplace, what
were the roles of stakeholders such as middle managers, senior management, participants,
external consultants, what exactly was the substance and nature of changes, whether
interventions reached their target and were communicated properly. Finally, Randall and
Nielsen suggest evaluating a third component, participants’ mental models which refers to
individuals’ perceptions and appraisal of the intervention. Ideally, interventions need to
be assessed at their development, their implementation, and in terms of their effectiveness
(Goldenhar et al. 2001, Griffiths 1999). By evaluating these process and contextual issues,
occupational health interventions can be improved since early adjustments can be made.
Moreover, this type of evaluation allows for more meaningtul interpretations as to why
and how the intervention produced intended or non-intended effects.

DOES THE INTERVENTION FIT?

Well-designed and well-planned interventions sometimes fail to produce intended results.
One of the reasons why, as posited by Randall and Nielsen (2012), is that intervention
outcomes are largely affected by the degree of fit between the intervention and individual
employees (person—-intervention fit), and the degree of fit between the intervention and
the environmental context in which the intervention is introduced (environment-
intervention fit). They state that the degree of fit between “the active ingredients of the
intervention and the required remedy for a specific presenting problem in a specific
context” shapes the intervention process and then the intervention outcomes. The
absence of expected outcomes, or only limited impact, result from inconsistent fit across
employees and contexts.

Randall and Nielsen (2012) refer to environment-intervention fit to describe the
appropriateness of the intervention in its setting. Good fit exists in a contest that
supports the initial implementation of the intervention and does not interfere with
or limit ongoing intervention activities. Poor fit occurs when there are changes in the
top team or organizational setting (reorganization merger, downsizing) or changes in
pre-intervention job design (limited opportunities for employee input, increased job
demands). Person-intervention fit deals with the potential benefits the intervention
has for employees in addressing a concern. Randall and Nielsen offer two processes that
are helpful in determining levels of fit: first, a complete pre-intervention assessment of
presenting stress-health-related problems in context. Second, intervention planning
activities that involve key stakeholders in design, implementation and evaluation
(participative action research).

INTERVENTION DEVELOPMENT, IMPLEMENTATION AND EVALUATION

Noblet and LaMontagne (2009) offer a seven-stage framework for undertaking an
intervention project:
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1. Gaining management support — all levels of management, from top to bottom, must
be supportive if the intervention is to have any chance of being successful.

2. Forming a coordinating/steering team - individuals with knowledge, skill and
reputation need to be identified to spearhead and champion the investigation into
organizational health.

3. Conducting a needs assessment and issue determination — identifying issues affecting
employee health and well-being, the seriousness of these effects, and factors likely to
be sources of them.

4. Setting goals and priorities — identifying issues that need to be addressed and those
having higher priority and then using this to establish intervention goals.

5. Developing interventions and action plans - the interventions that will be undertaken
and specific steps needed to move them forward, the timing of them and who is
responsible for them.

6. Implementing interventions — taking action, monitoring the ongoing process, ensuring
adequate resources are available, managing internal and external communication,
identifying early what seems to be working and what is having difficulty, and
responding to changing needs and priorities.

7. Evaluation intervention processes and outcomes — what are the critical questions to
be answered and how will these be best addressed in terms of methods and tools of
data collection.

These seven steps need to be integrated, and in some cases, though presented in a linear
fashion, the steering/coordinating team may have to retrace some steps.

LaMontagne et al. (2012) identify five barriers at the process level to organizational-
level intervention, building on their seven stages described above, along with suggestions
on how to address them. They consider both internal barriers and external barriers. Internal
barriers include gaining management support, articulating the need for comprehensive
worker- and work-direct interventions, establishing participatory processes, early detection
of opportunities and threats in the implementation of the intervention. External barriers
refer to the broader labour market, the local or international economy, national cultures,
political conditions, regulatory and other policy influences.

Although organizational-level interventions are known to be complex to implement,
there is a growing body of research demonstrating that when they are properly developed
and implemented, they can be relevant to reduce exposure to stressors and improve well-
being. However, issues remain regarding their evaluation. The following section describes
some of these issues in evaluating stress and well-being interventions.

Issues in Designing and Undertaking Organizational
Interventions

A NEED TO CONSIDER BOTH PROCESS AND CONTEXT

Process refers to how the intervention was carried out — who did what, when, why and to
what effect. Context refers to the larger job, workplace and organizational environment
in which the intervention is carried out (Kompier 2004). There is a need to collect both
qualitative and quantitative data to monitor the progress of the intervention as well as
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evaluate the success of the intervention (Semmer 2006). There is a need to consider both the
reduction of workplace stressors and the reduction of adverse health consequences along
with a focus on positive outcomes such as flourishing, courage and engagement. There
is a need for an integrated approach to addressing psychosocial issues in the workplace
that include both positive and negative job characteristics, individual differences, and
personal lifestyle behaviours — both occupational and non-occupational factors.

ADDRESSING THE NEGATIVE, ENHANCING THE POSITIVE, OR BOTH?

Much of the early writing on employee well-being focused on the experience of stress
and a number of potentially negative outcomes associated with the stress experience.
These included job dissatisfaction depression, psychosomatic symptoms, intent to quit,
absenteeism and counterproductive work behaviours. More recently attention has been
focused on positive individual and organizational outcomes at work such as joy, virtues,
generosity, psychological capital and peak performance (Cameron et al. 2003). Stress
interventions, at both individual and organizational levels, lessen negative outcomes,
positive interventions at both individual and organizational levels increase positive
outcomes. Biron et al. (2012) review these approaches, providing examples of both types
of interventions. Although these two approaches can be conceptually distinguished, both
want to bring about changes in the workplace that improve individual and organizational
well-being. They are complementary, each has potential advantages and disadvantages,
and they can be combined.

INDIVIDUAL DIFFERENCES IN RESPONSE TO CHANGE

Organizational changes can make life difficult for some or many employees. Mergers,
acquisitions and downsizings have been shown to have adverse impacts on employee
well-being in addition to failing to meet their stated financial objects in at least half
and perhaps more of their undertakings. In fact one can see a workplace intervention
as increasing levels of stress for some employees. Individuals react differently to sources
of stress and engage in different coping responses (Cartwright and Whatmore 2005).
Organizational changes more broadly, and interventions to improve employee and
organizational well-being, affect individual employees on a personal level. These personal
impacts are likely to influence their perceptions of and reactions to change content and
change processes. Tvedt and Saksvik (2012) suggest at least three individual difference
factors, or personal resources, are predictive of readiness, openness and resilience to
change: a disposition for life changes — being open to and experiencing many life changes;
optimism - generally expecting good things to happen; and self-efficacy — believing
one is able to successfully deal with the changes one meets. They describe a three-step
“therapeutic instrument” for dealing with individual resistance to change. It begins with
assessing an individual’s resistance to change as well as levels of resilience The second
step involves determining the impact of the change on the individual as he/she sees it.
The third step involves “therapy” for individuals scoring high on resistance and negative
impact of the change, a kind of counselling and coaching session in which the individual
explores beliefs about what the change would entail and the impact it would have and
what has actually happened so far.
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LEARNING FROM FAILURES

Implementing an organizational-level intervention is a complex and difficult undertaking.
Failures are as likely to occur as successes; but failures are rarely written or talked about.
We can learn a lot about effective intervention from analysing why they fail. Biron
et al. (2010) describe a failed intervention carried out in a unit (205 employees) of a
much larger organization in the UK. They used both qualitative data (field observations
and interview notes) and quantitative data (surveys). This department, following UK
legislation requiring an assessment of risk factors associated with employee health and
well-being, was required to take part. The department was given a structured package to
help them in this undertaking and decided to take a top-down approach. Evaluation data
indicated that the intervention failed to achieve its objectives. Three main reasons for
failure emerged: the unit had relatively low levels of stress; there was low perceived need
for the intervention as a result; and managers having responsible roles in the design of
the intervention lacked training and resources to do their part. The lack of commitment
from this unit was not a unique feature of this organization, in general employees felt low
commitment to other initiatives suggested by senior management.

What We Believe about Organizational-level Interventions

Changing the work itself and the work environment is more effective than changing
people in improving employee health and organizational performance. Changing the
work itself and the workplace addresses the sources of stress whereas changing people
deals with the consequences of exposure to stress. There is a need to better “fit” the
intervention and its implementation to the workplace and organizational context.
Randall and Nielsen (2012) define it “as the degree of fit between the active ingredients of
the intervention and the required remedy for a specific presenting problem in a specific
context.” Fit will influence both the intervention process and the intervention outcomes.
We can learn a lot from interventions that fail (Biron et al. 2010).

CHARACTERISTICS OF SUCCESSFUL ORGANIZATIONAL-LEVEL INTERVENTIONS

Karanika-Murray et al. (2012) identified several elements of successful organizational-
level interventions. These were:

1. They combine individual and organizational-level actions with a primary, secondary and
tertiary focus across all organizational levels — they are integrative and comprehensive.

2. They use a multi-disciplinary approach — micro and macro - and employ multi-modal
interventions with the commitment of major stakeholders.

3. They use a participatory approach.

4. They employ a well-developed implementation framework.

5. They assess the needs of the organization and its employees; solutions are tailored to
the specific organizational context.

6. They integrate solutions into day-to-day business practices.

7. They incorporate external factors in supporting and driving change at the
organizational level.
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8. They employ clear concepts and definitions to support both implementation and
evaluation.

WHAT WE KNOW ABOUT ORGANIZATIONAL INTERVENTIONS

1. Interventions should integrate more than one level — the individual level and the
organizational level.
Interventions can target both skills and processes.
They are complex and should target both short and long term;
Resources are needed — both time and money.
No one size fits all. There is no approach that will work in every instance.
Leadership commitment is vital, and so is employee participation.
There is a need to take action and learn from these actions.
A “burning platform” may be helpful in increasing motivation to act.
Outside assistance is often valuable.

. There is a need to collect “data” from people on site to both understand the issues

and enlist commitment and support as well as ideas.

. There is a need to build skills, cooperation and trust within the intervention steering

team.

12. There is a need to collect both subjective and objective data to best understand their
implementation, progress and consequences.

13. There is a need for more evaluation of workplace interventions. There is a gap
between research and practice. It is difficult to undertake high quality evaluation
research here but recent developments brings examples of better research designs in
these evaluations.

0PN WD
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The currently available data on the benefits of organizational interventions to reduce
workplace stress and its negative consequences and improve organizational performance
show mixed results but this could be because researchers were mainly concerned with
effectiveness questions such as “did the intervention work?,” instead of process and
context factors such as “how and why did the intervention work?.”

COUNTRY LEGISLATION SUPPORTING WORKPLACE INTERVENTIONS

Some countries (e.g. the UK, the Netherlands, Sweden and Norway) have passed legislation
requiring the audit of workplaces for risks to employee health and well-being (Leka et al.
2011, Mackay et al. 2012, Daniels et al. 2012, Weyman 2012). This legislation supports
prevention of risk and promotion of health. Interventions then follow from required
audits, and evaluation of interventions is endorsed to improve their effectiveness. Having
such legislation, however, is no guarantee that workplace interventions will always be
carried out as suggested and be successful.

Conclusion

There are hundreds of academic journals and thousands of books that address content on
improving individual and organizational performance. We know that transformational
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leadership is associated with higher levels of employee work engagement (Tims et al.
2010), that Total Quality Management (TQM) is associated with higher levels of customer
service (Garcia et al. 2012), that higher levels of civility in the workplace is associated
with higher levels of employee psychological health and lower intention to quit (Cortina
et al. 2001), and that individuals scoring higher on self-efficacy are more engaged, less
burned out and perform at higher levels (Bandura 1997). It seems to be time to test some
of this wisdom in the form of individual- and organizational-level interventions. This
calls for increasing researcher and practitioner collaboration (Maslach et al. 2011). And
the good news is that this is increasingly being done.

Acknowledgements

Preparation of this chapter was supported in part by York University.

References

Anderson, N. 2007. The practitioner-researcher divide revisited: Strategic-level bridges and the roles
of IWO psychologists. Journal of Occupational & Organizational Psychology, 80(2), 175-83.

Antoniou, A.-S. and Cooper, C.L. 2005. Research Companion to Organizational Health Psychology.
Cheltenham: Edward Elgar.

Antoniou, A.-S. and Cooper, C.L. 2011. New Directions in Organizational Psychology and Behavioral
Medicine. Farnham: Gower Publishing.

Argyris, C. 1970. Intervention Theory and Method: A Behavioral Science View. Reading, MA: Addison-
Wesley.

Balogun, J. and Hope Hailey, V. 2004. Exploring Strategic Change. 2nd editon. London: Prentice Hall.

Bambra, C., Gibson, M., Snowden, A.J., Wright, K., Whitehead, M. and Petticrew, M. 2009. Working
for health? Evidence from systematic reviews on the effects on health and health inequalities of
organizational changes to the psychosocial work environment. Preventative Medicine, 43, 454-61.

Bandura, A. 1997. Self-efficacy: The Exercise of Control. New York, NY: Freeman and Co.

Barling, J., Kelloway, K. and Frone, M. 2005. Handbook of Work Stress. Thousand Oaks, CA: Sage
Publications.

Biron, C., Cooper, C.L. and Bond, EW. 2009. Mediators and moderators of organizational
interventions to prevent occupational stress. In The Oxford Handbook of Organizational Well-being,
edited by S. Cartwright and C.L. Cooper. Oxford: Oxford University Press, 441-635.

Biron, C., Cooper, C.L. and Gibbs, P. 2011. Stress interventions versus positive interventions: Apples
and oranges? In Oxford Handbook of Positive Organizational Scholarship, edited by K.S. Cameron
and G.M. Spreitzer. New York, NY: Oxford University Press, 938-50.

Biron, C., Gatrell, C. and Cooper, C.L. 2010. Autopsy of a failure: Evaluating process and contextual
issuesin an organizational-level work stress intervention. International Journal of Stress Management,
17, 135-58.

Biron, C., Karanika-Murray, M. and Cooper, C.L. 2012. Organizational Stress and Well-being Interventions:
Addressing Process and Context. London: Routledge.

Briner, R.B. and Reynolds, S. 1999. The costs, benefits, and limitations of organizational-level stress
interventions. Journal of Organizational Behavior, 20, 647-64.



16 Creating Healthy Workplaces

Burke, R.J. 2010. Work hours, work intensity and work addiction: Weighing the costs. In Risky
Business: Psychological, Physical and Financial Costs of High Risk Behavior in Organizations, edited by
R.J. Burke and C.L. Cooper. Farnham: Gower Publishing, 62-106.

Burke, R.J. 2011. Tragic duty. In Risky Business: Psychological, Physical and Financial Costs of High
Risk Behavior in Organizations, edited by R.J. Burke and C.L. Cooper. Farnham: Gower Publishing,
287-322.

Burke, R.J. and Cooper, C.L. 2008. The Long Work Hours Culture: Causes, Consequences and Choices.
Bingley: Emerald Publishing.

Burke, R.J. and Cooper, C.L. 2010. Risky Business. Farnham: Gower Publishing.

Burke, R.J. and Cooper C.L. 2012. The Fulfilling Workplace: The Organization’s Role in Achieving
Individual and Organizational Health. Farnham: Gower Publishing.

Burke, R.J., Tomlinson, E.C. and Cooper, C.L. 2011. Crime and Corruption in Organizations: Why it
Occurs and What to Do About it. Farnham: Gower Publishing.

By, R.T. 2005. Organizational change management: A critical review. Journal of Change Management,
5, 369-80.

Cameron, K.S. 2007. Forgiveness in organizations. In Positive Organizational Behavior, edited by D.L.
Nelson and C.L. Cooper. Thousand Oaks, CA: Sage Publications, 129-42.

Cameron, K.S., Dutton, J.E. and Quinn, R.E. 2003. Positive Organizational Scholarship: Foundations of
a New Discipline. San Francisco, CA: Berrett-Koehler.

Cartwright, S. and Cooper, C.L. 2005. Individually targeted interventions. In Handbook of Work
Stress, edited by J. Barling, E.K. Kelloway and M.R. Frone. Thousand Oaks, CA: Sage Publications,
607-22.

Cartwright, S. and Cooper, C.L. 2009. The Oxford Handbook of Occupational Well-being. Oxford:
Oxford University Press.

Cartwright, S. and Whatmore, L.C. 2005. Stress and individual differences: implications for stress
management. In Research Companion to Organizational Health Psychology, edited by A. Antoniou
and C.L. Cooper. Chichester: Edward Elgar, 163-73.

Caulfield, N., Chang, D., Dollard, M.F. and Elshaug, C. 2004. A review of occupational stress
interventions in Australia. International Journal of Stress Management, 11, 149-66.

Cooper, C.L., Quick, J.C. and Schabracq, M.J. 2009. International Handbook of Work and Health
Psychology. New York, NY: John Wiley.

Cortina, L.M., Magley, V.., Williams, J.H. and Langhout, R.D. 2001. Incivility in the workplace:
Incidence and impact. Journal of Occupational Health Psychology, 6, 64-80.

Cox, T., Karanika, M., Griffiths, A. and Houdmont, J. 2007. Evaluating organizational-level work
stress interventions: Beyond traditional methods. Work & Stress, 21, 348-68.

Csikszentmihalyi, M. 1990. Flow: The Psychology of Optimal Experience. New York, NY: HarperCollins.

Csikszentmihalyi, M. 2003. Good Business: Leadership, Flow, and the Making of Meaning. New York,
NY: Viking.

Daniels, K., Karanika-Murray, M., Mellor, N. and Van Veldhoven, M. 2012. Moving policy and practice
forward: Beyond prescriptions for job characteristics. In Improving Organizational Interventions for
Stress and Well-being: Addressing Process and Contest, edited by C. Biron, M. Karanika-Murray and
C.L. Cooper. London: Routledge, 313-32.

Davidson, M.J. and Burke, R.J. 2011. Women in Management Worldwide: Progress and Prospects.
Farnham: Gower Publishing.

Davis, L.E. and Cherns, A.B. 1975. The Quality of Working Life. Vols 1 and 2. New York, NY: Free Press.

Dollard, M.F. 2012. Psychosocial safety climate: A lead indicator of workplace psychological health
and engagement and a precursor to intervention success. In Organizational Stress and Well-being



Improving Individual and Organizational Health 17

Interventions: Addressing Process and Context, edited by C. Biron, M. Karanika-Murray and C.L.
Cooper. London: Routledge, 77-101.

Drago, R.W. 2007. Striking a Balance: Work, Family, Life. Boston, MA: Dollars and Sense.

Fredrickson, B.L. 2003. Positive emotions and upward spirals in organizations. In Positive
Organizational Scholarship, edited by K.S. Cameron, J.E. Dutton and R.E. Quinn. San Francisco,
CA: Berrett-Koehler, 163-75.

Friedman, S.D. and Greenhaus, J.H. 2000. Work and Family — Allies or Enemies? What Happens When
Business Professionals Confront Life Choices? New York, NY: Oxford University Press.

Galt, V. 2012. When management needs a tune-up-or an overhaul: Plagued by low levels of trust
among its executives, Union Gas turned around its corporate culture and improved efficiency.
Globe and Mail, March 1, B10.

Garcia, E., Salanova, M., Grau, R. and Cifre, E. 2012. How to enhance service quality through
organizational facilitators, collective work engagement, and relational service competence.
European Journal of Work and Organizational Psychology, 22, 113-26.

Giga, S.L., Noblet, A., Faragher, B. and Cooper, C. 2003. Organizational stress management
interventions: A review of UK-based research. The Australian Psychologist, 38, 158-64.

Goldenhar, L.M., LaMontagne, A.D., Katz Heaney, C. and Landsbergis, P. 2001. The intervention
research process in occupational safety and health: An overview from NORA Intervention
Effectiveness Research Team. Journal of Occupational and Environmental Medicine, 43, 616-22.

Griffiths, A. 1999. Organizational interventions: Facing the limits of the natural science paradigm.
Scandinavian Journal of Work and Environmental Health, 25, 589-96.

Hackman, J.R. and Oldham, G.R. 1976. Motivation through the design of work: Test of theory.
Organizational Behavior and Human Performance, 16, 259-79.

Hackman, J.R. and Oldham, G.R. 1980. Work Redesign. Reading, MA: Addison-Wesley.

Hewlett, S.A. and Luce, C.B. 2006. Extreme jobs: The dangerous allure of the 70-hour work week.
Harvard Business Review, December, 49-59.

Hoffman, D.A. and Tetrick, L. 2003. Health and Safety in Organizations. San Francisco, CA: Jossey-
Bass.

Hogan, R. and Hogan, J. 2001. Assessing leadership: A view of the dark side. International Journal of
Evaluation and Assessment, 9, 540-51.

Hurrell, J.J. 2005. Organizational stress interventions. In Handbook of Work Stress, edited by J. Barling,
E.K. Kelloway and M.R. Frone. Thousand Oaks, CA: Sage Publications, 623-45.

Isaac, EW. and Ratzan, S.C. 2013. Corporate wellness programs: Why investing in employee health
and well-being is an investment in the health of the company. In The Fulfilling Workplace: The
Organization’s Role in Achieving Individual and Organizational Health, edited by R.J. Burke and C.L.
Cooper. Farnham: Gower Publishing, 301-13.

Katzenbach, J.R. 2000. Peak Performance: Aligning the Hearts and Minds of Your Employees. Boston, MA:
Harvard Business School Press.

Karanika-Murray, M., Biron, C. and Cooper, C.L. 2012. Concluding comments: Distilling the
elements of successful organizational intervention implementation. In Improving Organizational
Interventions for Stress and Well-being: Addressing Process and Context, edited by C. Biron, M.
Karanika-Murray and C.L. Cooper. London: Routledge, 353-61.

Kompier, M. 2004. Commentary: Does the “Management Standards” approach meet the standard?
Work & Stress, 18, 137-39.

Kotter, J. 1995. Leading change: Why transformation efforts fail. Harvard Business Review, March-
April, 59-67.



18 Creating Healthy Workplaces

Kusy, M. and Holloway, E. 2009. Toxic Workplace! Managing Toxic Personalities and Their Systems of
Power. New York, NY: John Wiley.

LaMontagne, A.D., Noblet, A.J. and Landsbergis, P.A. 2012. Intervention development and
implementation: Understanding and addressing barriers to organizational-level interventions.
In Organizational Stress and Well-being Interventions: Addressing Process and Context, edited by C.
Biron, M. Karanika-Murray and C.L. Cooper. London: Routledge, 21-37.

LaMontagne, A.D., Keegel, T., Louie, A.M., Ostry, A. and Landbergis, P.A. 2007. A systematic review of
the job-stress intervention evaluation literature, 1990-2005. International Journal of Occupational
and Environmental Health, 13, 268-80.

Langan-Fox, J., Cooper, C.L. and Klimoski, R.J. 2007. Research Companion to the Dysfunctional
Workplace. Cheltenham: Edward Elgar.

Lawler, E.R. 2003. Treat People Right: How Organizations and Individuals can Propel Each Other into a
Virtuous Spiral of Success. San Francisco, CA: Jossey-Bass.

Leiter, M.P., Laschinger, H.K.S., Day, A. and Gilin-Oore, D. 2011. The impact of civility interventions
on employee social behavior, distress, and attitudes. Journal of Applied Psychology, 96, 1258-74.
Leka, S., Jain, A., Iavicolj, S., Vartia, M. and Ertel, M. 2011. The role of policy for the management of

psychosocial risks at the workplace in the European Union. Safety Science, 49, 558-64.

Lencioni, P. 2012. The Advantage: Why Organizational Health Trumps Everything Else. San Francisco,
CA: Jossey-Bass.

Lester, D. 2011. Violence in the workplace. In Occupational Health and Safety, edited by R.J. Burke
and C.L. Cooper. Farnham: Gower Publishing, 179-95.

Likert, R.J. 1961. New Patterns of Management. New York, NY: McGraw Hill.

Likert, RJ. 1967. The Human Organization: Its Management and Value. New York, NY: McGraw Hill.

Loehr, J. and Schwartz, T. 2003. The Power of Full Engagement: Managing Energy, Not Time is the Key
Top High Performance and Personal Renewal. New York, NY: Free Press.

Lowe, G. 2011. Creating Healthy Organizations: How Vibrant Workplaces Inspire Employees to Achieve
Sustainable Success. Toronto: University of Toronto Press.

Lubit, R.H. 2004. Coping with Toxic Managers, Subordinates ... and Other Difficult People. Upper Saddle
River, NJ: Prentice-Hall.

Mackay, C., Palferman, D., Saul, H., Webster, S. and Packham, C. 2012. Implementation of the
management standards for work related stress in Great Britain. In Organizational Stress and Well-
being interventions: Addressing Process and Context, edited by C. Biron, M. Karanika-Murray and
C.L. Cooper. London: Routledge, 285-311.

Mainero, L.A. and Sullivan, S.E. 2006. The Opt-out Revolt: Why People are Leaving Companies to Create
Kaleidoscope Careers. Mountain View, CA: Davies-Black.

Maslach, C., Leiter, M.P. and Jackson, S.E. 2011. Making a significant difference with burnout
interventions: Researcher and practitioner collaboration. Journal of Organizational Behavior, 33,
296-300.

Nielsen, K., Randall, R., Holten, A.L. and Rial-Gonzalez, E. 2010. Conducting organizational-level
occupational health interventions: What works? Work & Stress, 24, 234-59.

Noblet, A. and LaMontagne, A.D. 2009. The challenges of developing, implementing, and evaluating
interventions. In The Oxford Handbook of Organizational Well-being, edited by S. Cartwright and
C.L. Cooper. Oxford: Oxford University Press, 466-96.

Passmore, J. and Anagnos, J. 2009. Organizational coaching and mentoring. In The Oxford Handbook
of Organizational Well-being, edited by S. Cartwright and C.L. Cooper. Oxford: Oxford University
Press, 497-521.



Improving Individual and Organizational Health 19

Peters, T.J. and Waterman, R.H. 1982. In Search of Excellence: Lessons from America’s Best-run Companies.
New York, NY: Harper.

Pfeffer, J. 2010. Building sustainable organizations: The human factor. Academy of Management
Perspectives, 24, 34-45.

Quick, J.C. and Tetrick, L.E. 2011. Handbook of Organizational Health Psychology. Washington, DC:
American Psychological Association.

Quick, J.C., Quick, J.D., Nelson, D. and Hurrell, J. 1997. Preventative Stress Management in Organizations.
Washington, DC: American Psychological Association.

Randall, R. and Nielsen, K.M. 2012. Does the intervention fit? An explanatory model of intervention
success and failure in complex organizational environments. In Organizational Stress and Well-
being Interventions: Addressing Process and Context, edited by C. Biron, M. Karanika-Murray and
C.L. Cooper. London: Routledge, 120-134.

Report on Business. 2012. More wellness, better performance. Globe and Mail, May.

Sashkin, M. and Burke, W.W. 1987. Organization development in the 1980s. Journal of Management,
13, 393-417.

Schabracq, M.J., Winnubst, J.A.M. and Cooper, C.L. 2003. The Handbook of Work and Health
Psychology. New York, NY: John Wiley.

Schein, E.H. 1978. Career Dynamics. Reading, MA: Addison-Wesley.

Schwartz, T. 2007. Manage your energy, not your time, Harvard Business Review, October, 63-73.

Seldman, M. and Seldman, J. 2008. Executive Stamina: How to Optimize Time, Energy and Productivity
to Achieve Peak Performance. New York, NY: John Wiley.

Seligman, M. 2002. Authentic Happiness: Using the New Positive Psychology to Realize Your Potential for
Lasting Fulfillment. New York, NY: Free Press.

Semmer, N.K. 2006. Job stress interventions and the organization of work. Scandinavian Journal of
Work and Environmental Health, 32, 515-27.

Sisodia, R., Wolfe, D.B. and Sheth, J. 2007. Firms of Endearment: How World-class Companies Profit
from Passion and Purpose. Upper Saddle River, NJ: Wharton School Publishing.

Tepper, B.J. 2000. Consequences of abusive supervision. Academy of Management Journal, 43, 178-90.

Tetrick, L.E., Quick, ]J.C. and Gilmore, P.L. 2012. Research in organizational interventions to improve
well-being: Perspectives on organizational change and development. In Organizational Stress and
Well-being Interventions: Addressing Process and Context, edited by C. Biron, M. Karanika-Murray
and C.L. Cooper. London: Routledge, 59-75.

Tims, M., Bakker, A.B. and Xanthopoulou, D. 2010. Do transformational leaders enhance their
followers’ daily work engagement? Leadership Quarterly, 22, 121-31.

Tvedt, S.D and Saksvik, P.O. 2012. Perspectives on the intervention process as a special case of
organizational change. In Improving Organizational Interventions for Stress and Well-being: Addressing
Process and Context, edited by C. Biron, M. Karanika-Murray and C.L. Cooper. London: Routledge,
102-19.

Weyman, A. 2012. Evidence based practice — its contribution to learning in managing workplace
health risks. In Improving Organizational Interventions for Stress and Well-being: Addressing Process
and Context, edited by C. Biron, M. Karanika-Murray and C.L. Cooper. London: Routledge, 333-
50.

Wittenberg-Cox, A. and Maitland, A. 2008. Why Women Mean Business: Understanding the Emergence
of Our Next Economic Revolutions. San Francisco, CA: Jossey-Bass.



This page has been left blank intentionally



-1 Creating Healthy
Workplaces: Models
and Approaches



This page has been left blank intentionally



CHAPTER

The WHO Global
Approach to Protecting

and Promoting Health at
Work

EVELYN KORTUM

Abstract

This chapter outlines the policy instruments of the World Health Organization (WHO)
in the area of workers’ health. It explains the WHO global approach to developing,
implementing and evaluating healthy workplace programmes which address the
protection and promotion of workers’ health in an integrated manner, and explains its
rationale for such programmes. Psychosocial workplace hazards and work-related stress
are set on an equal footing with the physical working environment in the WHO approach,
which also covers the personal health resources and the interface with the community in
which the company is active to ensure the application of business social responsibility.
The chapter underlines the importance of psychosocial hazards with respect to a
comprehensive policy framework, and explains why it has such a high relevance. Lastly,
some good practice examples are outlined that comply with the principles of the WHO
healthy workplace approach.

Introduction: The WHO Action Plan to Address the Health of
Workers Worldwide

The WHO action on protecting and promoting the health of workers is mandated
by the Constitution of the Organization, as well as a number of resolutions passed at
various sessions of the World Health Assembly, the supreme decision-making body of the
Organization with its 194 Member States to date.

The workplace is an ideal setting for early interventions and for protecting and
promoting the health of workers and their families (Ivanov and Kortum 2008). Currently,
and despite the existence of effective interventions to prevent occupational diseases and
injuries, there are still major gaps in the health status of workers between and within
countries. The current global policy instrument in place, the WHO Global Plan of Action
on Workers’ Health (WHO 2007), 2008-2017, provides a political framework for the
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development of policies, infrastructure, technologies and partnerships to achieve a basic
level of health protection in all workplaces throughout the world. The prime principle
underpinning the Global Plan is that workers should be able to enjoy the highest attainable
standard of physical and mental health including favourable working conditions for their
health and for sustaining their livelihoods. Therefore, it is important that the workplace is
not detrimental to health and well-being. Participation in processes to improve workers’
health should include workers and employers and their representatives. WHO Member
States are, at the same time, requested to develop national plans and strategies for
implementing the Global Plan of Action and to work towards protecting and promoting
workers’ health through essential interventions and basic services for prevention of
occupational diseases and injuries. These instruments recognize the close link between
occupational or workers’ health on the one hand, and public health on the other. This
is important as it lifts the workers’ health issues out of a silo and transfers these onto the
public health agenda where they can get the prominent attention they deserve.

Traditionally, Ministries of Health take a general public health approach in developing
their policies and strategies, while Ministries of Labour take an approach that focuses
primarily on occupational health, as they may differ in terms of their priorities and
actions in relation to issues such as work, employment and workplace risks and their
prevention. The Global Plan brings these approaches together, and attempts to deal
with a large array of aspects of workers’ health, including the importance of building a
solid evidence base, and the benefits from focused international networking. To enhance
the capacity for implementation of a large number of activities related to the Global
Plan, the WHO is supported by its large Global Network of Collaborating Centres for
Occupational Health (CCs) and other partners. The WHO also has formal relations
with three non-governmental organizations (ICOH, IOHA and IEA). Work with relevant
intergovernmental organizations, such as the ILO, is key to success.

The WHO Healthy Workplace Initiative (WHO 2010a) is only one way towards
achieving these aims, but its advantage is that it combines all approaches that have
proven to be successful in building healthy and safe workplaces. The model, which was
developed and published after extensive intra- and extramural consultations, has the
advantage of being applicable to all sizes of workplaces, and has been well accepted by the
international scientific and business community as a useful approach to ensuring workers’
health. Particularly, the global approach to dealing with well-being issues, including
psychosocial risks, was a much needed variation from the traditional occupational health
and safety (OHS) approach (Kortum 2012).

The WHO Healthy Workplace Initiative

The WHO Healthy Workplace model and framework include both content and process,
which are made very explicit within the model. The model may be implemented in any
workplace of any size, in any country. There is no “one-size-fits-all” and each enterprise
must adapt good practices to their own workplace, their own culture and their own country
legislatory framework. The WHO model and framework brings together the principles
and common factors that appear to be universally supported in the literature and in the
perceptions of experts and practitioners in the fields of health, safety and organizational
health (WHO 2010a). The main criteria applied to the development, implementation
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and evaluation of healthy workplace programmes include a number of core values that
reply to business ethics including personal and social codes of behaviour, the business
case to include costs of prevention versus those resulting from accidents or occupational
diseases, and the legal case where business liability will enhance adherence to legislation
and policies. Further criteria of the model refer to management commitment, worker
involvement, an approach to learning from others and working towards sustainability.
Sustainability strategies are means for businesses to engage themselves in improving
health protection and health promotion, as well as social well-being for workers and their
communities. Therefore, the healthy workplace initiative promotes a comprehensive
approach to workplace health promotion and protection.

The definition of a healthy workplace is strongly based on the WHO definition of
health which is enshrined in its Constitution and which stresses an integrated approach
to health: “A state of complete physical, mental and social well-being, and not merely
the absence of disease,” as well as evidence from best practice in the research and practice
literature. The WHO definition of a healthy workplace (WHO 2010b) encompasses
the four avenues of influence where actions can best take place and the most effective
processes by which employers and workers can take action:

A healthy workplace is one in which workers and managers collaborate to use a continual
improvement process to protect and promote the health, safety and well-being of all workers
and the sustainability of the workplace by considering the following, based on identified needs:

®  health and safety concerns in the physical work environment;

®  health, safety and well-being concerns in the psychosocial work environment
including organization of work and workplace culture;

e personal health resources in the workplace provided by the employer; and

® ways of participating in the community to improve the health of workers, their
families and other members of the community.

The four avenues of influence found in the model in Figure 2.1 refer to content and not
process. Each of the four avenues is explained further below, including some examples of
interventions to make the workplace healthier and safer. Important to note is that all four
avenues interact and have common denominators.

The physical work environment is the part of the workplace facility that can be
detected by human or electronic senses, including the structure, air, machines, furniture,
products, chemicals, materials and processes that are present or that occur in the
workplace, and which can affect the physical or mental safety, health and well-being
of workers. If the worker performs his or her tasks outdoors or in a vehicle, then that
location is the physical work environment. Examples of interventions include:

eliminating a toxic chemical or substituting with one less hazardous;
installing machine guards or local exhaust ventilation;

training workers on safe operating procedures; and

providing personal protective equipment such as respirators or hard hats.

Personal health resources in the workplace encompass the supportive environment to
include health services, information, resources, opportunities and flexibility an enterprise
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Physical Work
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Figure 2.1 The four avenues of influence

provides to workers to support or motivate their efforts to improve or maintain healthy
personal lifestyle practices. They also enable them to monitor and support their ongoing
physical and mental health. Examples include:

e providing fitness facilities, classes or equipment for workers;

e providing healthy food choices in the cafeteria and vending machines;

® putting no-smoking policies in place, and providing smoking cessation assistance;

e providing information about alcohol and drugs, and employee assistance counselling;

e providing confidential medical services such as health assessments, medical
examinations, medical surveillance and medical treatment if not accessible in the
community (e.g. antiretroviral treatment for HIV).

The psychosocial work environment includes the organization of work and the
organizational culture; the attitudes, values, beliefs and practices that are demonstrated
on a daily basis in the enterprise/organization, and which affect the mental and physical
well-being of employees. These are sometimes generally referred to as workplace stressors,
which may cause emotional or mental stress to workers. Examples of interventions include:

e reallocating work to reduce workload;
e enforcing zero tolerance for harassment, bullying or discrimination;
¢ allowing flexibility in how and when work is done to respect work-family balance;
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® recognizing and rewarding good performance appropriately;
¢ allowing meaningful worker input into decisions that affect them.

Enterprise community involvement or business responsibility comprises the activities,
expertise and other resources an enterprise engages in or provides to the social and
physical community or communities in which it operates; and which affect the physical
and mental health, safety and well-being of workers and their families. It includes
activities, expertise and resources provided to the immediate local environment, but also
the broader global environment. Examples include:

e providing free or affordable primary health care to workers, and including access for
family members, small- and medium-sized enterprise (SME) employees and informal
workers;

e providing free supplemental literacy education to workers and their families;

e providing leadership and expertise related to workplace health and safety to SMEs in
the community;

e implementing voluntary controls over pollutants released into the air or water;

e allowing workers to volunteer for non-profit organizations during work hours;

e providing financial support to worthwhile community causes without an expectation
of concomitant enterprise advertising.

Clearly every enterprise may not have the need or capacity to address each of these four
avenues at the same time. The way an enterprise addresses the four avenues must be
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Figure 2.3 The WHO Healthy Workplace model and framework

based on the needs and priorities identified through an assessment process that involves
extensive consultation with workers and their representatives through health and safety
committees. Implementing a healthy workplace programme that is sustainable and
effective in meeting the needs of workers and employers requires more than knowing
what kinds of issues to consider. To successfully create such a healthy workplace, an
enterprise must follow a process that involves continual improvement (a management
systems approach). This is graphically represented by the continual improvement loop
of mobilize, assemble, assess, prioritize, plan, do, evaluate and improve demonstrated in
Figure 2.2 on the previous page.

Two core principles that underlie this model are featured in the centre of Figure 2.3.
These principles of management commitment and workers’ involvement are not merely
steps in the process, but are ongoing circumstances or conditions that must be tapped
into at every stage of the process.

Good Practices are Slowly Spreading

It is encouraging to observe that there are good practices at the international level that
address the four avenues of influence in a comprehensive manner. An example from
the automotive industry (Panter 2012) in South Africa was the implementation of an
organizational health management programme to ensure the health and well-being
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of its employees. An HIV prevention programme is in place in 44 workplaces and has
24 community peer educators. It concentrates on information about HIV and AIDS
and other sexually transmitted diseases, distributing condoms, promoting voluntary
counselling and testing. This is a comprehensive programme integrating physical and
psychosocial working environment management systems with health promotion,
HIV/AIDS programmes and community health activities. The success factors were the
involvement of employee representatives in the initial design and implementation of the
programme. Support was provided by the corporation’s leadership and parent company.
Also the involvement in the implementation process of trade unions and other employee
formations was successful. The programme now enjoys ongoing support from the middle
management.

An example from India (Venkatesh 2006) is a programme that promotes health and
safety, while implementing activities for the prevention of incidents and diseases. In
most developing countries the physical working environment is still the number one
risk area. This programme is also comprehensive with activities to improve all avenues of
influence of the WHO model. It includes, for instance, a system to increase recognition,
arrangements of working hours, means to balance work and family demands, activities
to prevent infectious and non-communicable diseases, a programme to support the
community in health, education, women empowerment, protection of the environment,
as well as the continuous improvement of the physical working environment. Systems
for recognition or awards and permissible flexible shifts including clear job descriptions
were provided. Good measurable results were so far obtained for injury reduction.

In a Kenyan hotel chain, the management implemented a comprehensive wellness
programme addressing HIV/AIDS and non-communicable diseases (Lutalo 2007). The
wellness programme provides hotel employees with a comprehensive set of activities,
ranging from the provision and promotion of health information to the provision of
medical facilities and a sexual harassment policy. It also includes occupational health and
safety provisions and covers non-communicable and communicable diseases. Benefits
were registered from the surrounding community and hotel guests who benefit from
access to programmes and facilities.

Of Equal Importance But Still Largely Ignored: The Psychosocial
Working Environment

The psychosocial working environment is one of four avenues of influence of the WHO
policy framework for healthy workplaces. Psychosocial hazards have nowadays become a
global phenomenon but are still ignored by many. Signs are that many workplaces around
the world experience repeated reorganizing, downsizing and expanding of organizations.
This has become very common and is related to established health effects among workers
and employees (Ferrie et al. 2007, Theorell et al. 2003, Westerlund et al. 2004a, 2004b). In
addition, the experience of job insecurity has been associated with poorer physical and
mental health outcomes (Ferrie et al. 1998, Metcalfe et al. 2003, Ostry and Spiegel 2004,
Pollard 2001, Virtanen et al. 2005). According to a recent European survey, job insecurity
is one of the ten highest psychosocial hazards in the EU (EU-OSHA 2007). Sustained job
insecurity due to precarious labour market situations has been linked to poor health
behaviours by way of declines in specific coping mechanisms. Some evidence shows
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Table 2.1  Global financial and mental health impact of work-related stress

Type of cost Country Estimated cost Source

Work-related health Globally 4-5% of the GDP Takala 2002

loss and associated

productivity loss

Occupational diseases | Commonwealth | 10 million disability-adjusted life CDPP 2007

and accidents years (DALYs) lost

Work-related stress and | EU (15 Member | On average between 3% and 4% | Gabriel and

related mental health States) of the GNP = €265 billion/year Liimatainen

problems 2000

Stress at work UK Estimate 5-10% of the GNP/year | Worrall and
costing employers around €571 Cooper 2006
million

Sick leave due to stress | Sweden €2.7 billion Koukoulaki

and mental strain 2004

Stress-related illnesses France Between €830 and €1,656 million | EU-OSHA 2009

that temporary employment is associated with increased death from alcohol-related
causes and smoking-related cancers (Kivimaki et al. 2003). The WHO estimated that 400
million people around the world suffer from mental or neurological disorders, or from
psychosocial problems such as those related to smoking, drinking and drug abuse (WHO
2001). A number of health outcomes, particularly from work-related stress, have been
well documented in the literature, such as heart disease, depression and musculo-skeletal
disorders. Also the interlinkages of these health outcomes and work-related stress have
been studied broadly (WHO 2010Db).

Absences caused by occupational injuries or ill health affect not only workers’ lives
but also businesses and their communities. This is of growing concern globally in addition
to, in particular, absenteeism due to work-related mental health problems and the rising
cost to economies, employers and insurances. Statistics show that in many industrialized
countries, 35-45 per cent of absenteeism from work is due to mental health problems
(WHO 2003) and that about 40 per cent of employee turnover is due to stress at work.
Table 2.1 demonstrates the national and global business cases through the economic
impact on countries and at the global level of absences due to work-related stress resulting
in mental health problems.

Generally, statistics from industrialized countries show that the collective cost of
work-related stress is high, having potentially major impacts on national economies.
And the link between health and productivity has been recognized for centuries as the
cornerstone for a healthy economy (Goetzel et al. 2002, Oxenburgh et al. 2004, Stewart
et al. 2004). The high costs of the impact of work-related stress, which is evidenced by
national statistics, have facilitated public dialogue, and the issuance of many studies that
attempt to address the causes and origins of work-related stress. It has been estimated that
the cost of the work-related health loss and associated productivity loss is estimated to
reach around 4-5 per cent of the GDP (Takala 2002).

Usually, workers in industrialized countries enjoy a welfare system that provides a
public “safety net,” as a result of which the burden of unemployment is shared by the
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Figure 2.4 The link between poverty and sub-standard working conditions in
developing countries

government (Dewa et al. 2007). In the absence of a welfare system that may protect
individuals who are unable to work, for example, as a result of their mental illness, workers
in developing countries are likely to continue to work despite their disability (Dewa et al.
2007) and the impact on workplace productivity is, therefore, even magnified, and goes
beyond the direct costs as a result of impairment in the workplace.

In many low-income countries without welfare systems, workers and their families
have no choice but to further plunge into poverty when they get sick due to the high
cost of healthcare. Figure 2.4 describes this vicious cycle of poverty, which needs to be
addressed together by businesses in terms of respecting OHS legislation and taking their
business responsibilities towards their workers seriously and governments who need to
develop and enforce legislation for the protection and for the promotion of workers’
health. Politicians, policy-makers, labour unions and employers need to be convinced of
the importance of occupational health and safety (Rantanen et al. 2004). This is an effort
to bridge research and practical application.

Although research (EU-OSHA 2007) indicates that impact from psychosocial hazards
reaches beyond the workplace, Nuwayhid (2004) argues that the internal domain of
occupational health research, such as focusing on workplace hazards, work organization,
exposure-disease spectrum, etc., works well in industrialized countries. He stresses that
the focus should be first on the external-contextual domain, followed by a more focused,
specific workplace approach, which would help build consensus amongst occupational
health researchers and other disciplines (e.g. economists, social scientists, unionists,
women'’s organizations). Such research may facilitate the creation of political mechanisms
responsive to occupational health needs in developing countries and also facilitate the
adoption of psychosocial risks and work-related stress into the national policy frameworks
addressing workers’ health. The issue seems to be that it does currently not translate well
to developing countries due to the lack of mechanisms and risk assessment processes,
which is why the issues need to be addressed at policy level while including the causal
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Figure 2.5 Influences on health according to the WHO ‘Healthy Workplace’
model (Macdonald, 2011)

factors of workplace as well as the influences external to the workplace as graphically
demonstrated in Figure 2.5.

Figure 2.5 clearly outlines the importance of addressing the interplay between work
and non-occupational diseases that include communicable and non-communicable
diseases, which underlines that it is important that the area of the health of workers needs
to develop towards a public health approach (WHO 2007). In 2011, the UN Secretary
General reported regarding the prevention of non-communicable diseases that “part of
the burden of non-communicable diseases is attributable to occupational risk factors
including exposure to chemical, physical, biological, ergonomic and psychosocial hazards
at work” (UN 2011). This also provides fertile ground for greater business responsibility
and putting in place interventions at the workplace.

Even in Europe, where the policy context of health and safety is considered to be more
advanced, initiatives have not had the impact anticipated both by experts and policy-
makers so far, which may mainly be due to the gap between policy and practice (Levi
20035). For example, findings from the PRIMA-EF European-wide stakeholder survey (Leka
and Cox 2008) also show that not only in developing countries but also in Europe there
is low prioritization of work-related stress, particularly by employers. Trade unions and
employer organizations believe that, a priori, there is lack of awareness about the issue of
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work-related stress, and governments primarily blame low prioritization of psychosocial
issues in general for the lack of initiatives in this area (Natali et al. 2008).

Conclusion

Overall, psychosocial hazards and work-related stress are not prioritized by policy-makers
anywhere in the world. And although no clear patterns of evaluation and impact of
policy-level interventions have been reported so far, possibly due to lack of resources
(time and money) and confounding variables, stakeholders highlight the need for more
long-term evaluation. The development of clear key messages to reach policy-makers,
accompanied by clear communication structures, is essential to obtaining impact (Leka
et al. 2010). The Healthy Workplace model provides such a clear format for messages to
policy-makers and is easy to adopt and to adapt. A large number of multi-nationals and
development agencies have so far adopted the model as part of their business strategy
towards sustainability.

Hence, addressing psychosocial hazards globally and in unison with other workplace
hazards should be recognized as an important objective, particularly when statistics show
that the collective cost of stress is high for national economies and at the global level, in
particular for mental health problems. In many past country frameworks, this important
element has often been forgotten and in current frameworks that address psychosocial
hazards and mental and physical health at work, the relevant action is still lagging
behind. The public health impact from psychosocial risks, added to the traditional health
impact, is enormous and cannot be ignored any longer at a global level and, indeed, a
call to employers, worker representatives, researchers and policy-makers to include these
globally emerging issues within comprehensive and broad approaches to occupational
health and national plans for occupational health, is a call for attention to occupational
health per se. This is particularly the case considering the economic burden and human
suffering involved. To respond to many of the new challenges posed by globalization for
the health of workers, the United Nations Human Rights Council issued a report by the
Special Rapporteur on the right of everyone to the enjoyment of the highest attainable
standard of physical and mental health (United Nations 2012). The report rightly states
that “the right to a healthy workplace environment is an integral component of the right
to health.”
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CHAPTER

Work and the Dynamics
of Development:
An Integrated Model

ANTONELLA DELLE FAVE and MARTA BASSI

Abstract

This chapter addresses the topic of work from a theoretical perspective, within a general
framework encompassing cultural dimensions as well as the role of work in the process
of individual development. To this purpose, work will be discussed as a basic component
of the social and personal life, taking into account the variety of its structural features
and the quality of experience individuals associate with it, in relation to their goals and
expectations, health conditions, and specific skills and potentials.

Introduction: Culture and Work

Culture is a crucial element to consider when analysing work and its impact on the
life of individuals. As clearly stated by Jablonka and Lamb (2005), human evolution
is grounded into factors and mechanisms that go far beyond genetics. Epigenetic
variations, much more frequent than genetic mutations, take place at various levels as
non-random consequences of environmental pressures on the organism, enhancing its
plasticity. Among these variations, emerging at progressively higher levels of complexity
in the individual-environment interaction, the prominent ones are differences in gene
expression and in cell structure; body-to-body routes of materials’ transmission (such
as breastfeeding); social learning; and symbolic information and artefacts. The role of
individual intentionality and direction becomes growingly crucial across these levels
(Jablonka and Lamb 2007).

Culture originally developed within the constraints of ecological niches. Specific
climatic conditions, available sources of food and of raw materials gave rise to highly
diversified societies. Cultural differentiation occurring through the various types of
epigenetic variations played the same role that the creation of new species and subspecies
plays in biology: it improved flexibility and it increased the amount of information and
survival strategies which humans could adopt to cope with the environmental demands
(Newson et al. 2007). Ultimately, cultural inheritance influenced the features and history
of human communities much more than biology (Richerson and Boyd 2005, Delle Fave
et al. 2011a).
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Culture can thus be understood as information originally produced and stored in
the human brain, and transmitted through various mechanisms (Henrich et al. 2008). In
particular, besides its individual intrasomatic localization, culture is embedded in material
and symbolic artefacts, from books to buildings, from frescoes to utensils. The storage of
cultural information in extrasomatic carriers has important implications for the survival
of individuals and groups. In addition, cultural products outlive their biological creators,
thus representing a repository of information that can be transmitted across generations
as effectively — or even more effectively — than genes.

Artefact production, the social structure of each human community, the labour
division between genders and across social classes represent outcomes of the cultural
information developed and transmitted within a specific ecological niche. The material
and intellectual products of the daily work of each member of a community - be they
carpenters, scientists, architects, poets, farmers, office employees or economists — are
the substantial core of this cultural creation and transmission process. Some of these
products are perishable goods, others are long-lasting objects, others are even difficult
to destroy once produced (plastics or nuclear waste, for example). Some of them, like
pharmaceutical or medical products, become vital for the biological survival of the
members of a society, or even of the whole species; others, especially in post-industrial
societies, are temporarily fashionable but exposed to quick extinction; others represent
symbols of values and meanings developed within a specific cultural context: this category
comprises for example law provisions, artworks, educational systems and their contents.

Rules, norms and values formalized in laws and in institutionalized normative
systems, such as the national constitutions, represent the visible outcomes of the shared
understanding of reality and the meaning attribution process ceaselessly performed
by cultural groups in time (Baumeister 2005, Leung and Morris 2001). In particular,
constitutions comprise the basic social values, which can be defined as assumptions
on what is desirable for the individual and for the group in a specific culture (Rokeach
1974, Schwartz and Bilsky 1987). They represent sets of cultural instructions or attempted
solutions to universal human problems, such as biological survival, development and
maintenance of relationships, transmission of information across generations (Kluckhohn
and Stroedbeck 1961). The solutions to these problems can however vary across human
communities. Variation can concern the specific strategies identified to solve a problem,
or the priority attributed to a given problem in relation to the other ones to be solved.
Different solutions and priorities are the foundations of cultural diversity.

Moving from the analysis of constitutional texts from different Western and non-
Western countries, Massimini and Calegari (1979) systematized universal human problems
and related solutions into 11 units of information, operationalizing them as components
of a cultural network. These units can be grouped into overarching categories, representing
more general issues each community has to deal with: biocultural reproduction
(comprising the unit’s work, income and property); the structure and organization of the
society, and its contents’ transmission mechanisms (including education, information
exchange, participation, status, decision-making, legal system); and the core values on
which the culture is built (comprising individual and social values). The whole set of
units has been defined ‘network’ because its elements interact with one another, and are
connected by mutual influences (Massimini and Delle Fave 2000).

Work is listed as the first unit of the network, and its role appears essential for the
biological and cultural survival of any community. Work as a core component of society is
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also recurrent in the great majority of national constitutions in the world. Its importance
for human life is therefore hardly underestimated. Nowadays, work is considered such a
relevant component of the individual and social life that the World Health Organization
has included it in its definition of mental health. According to this definition, mental
health is “a state of well-being in which the individual realizes his or her own abilities,
can cope with the normal stresses of life, can work productively and fruitfully, and is able
to make a contribution to his or her community” (WHO 2004).

Work from the Subjective Perspective: Optimal Experience,
Goals and Meanings

The complexity of human behaviour can hardly be captured through simplified
paradigms, and the current state of the art in psychological studies does not allow for
a unified perspective yet. Individuals and societies, like any other living system, show
dynamic features, tending towards progressively higher levels of complexity through
the exchange of information with the environment that leads to a ceaseless system’s
transformation (Pribram 1996). In particular, the acquisition of new information is
transformed into stable neural connections at the biological level; into personal skills,
beliefs, meanings and purposes at the psychological level; and into codified rules, norms
and values at the social level. However, with time the integration of new information at
the biological, psychological and social levels leads to progressive changes in the whole
system configuration (Delle Fave 2007).

As bio-cultural entities, humans inherit a genotype, and build their culturetype by
acquiring cultural information throughout life (Boyd and Richerson 19835), progressively
attaining higher levels of complexity. Throughout their lives individuals interact with
the information available in their daily environment by means of the process of daily
psychological selection (Csikszentmihalyi and Massimini 1985). They differentially replicate
subsets of this information, thus actively contributing to the horizontal and vertical
transmission of culture. Psychological selection results from the person’s preferential
investment of attention and resources on a limited amount of the environmental
opportunities for action and engagement. In particular, when daily activities are perceived
as sources of well-being and positive experiences, they are more likely to be preferentially
replicated and cultivated in the long run. Their selective cultivation provides the
individual with increasingly complex competences and skills, fostering personal growth
and development. More generally, psychological selection affects both the developmental
trajectory of each individual and the survival and transmission of cultural information,
norms and values (Massimini and Delle Fave 2000).

Several cross-cultural studies (summarized in Delle Fave et al. 2011a) showed that
two core elements play a key role in guiding psychological selection. The first one is
the association of specific activities with optimal experience, or flow (Csikszentmihalyi
1975/2000), characterized by engagement, skill investment, involvement and enjoyment.
The second component is the long-term meaning individuals attribute to the activities
available to them in their daily environment (Hicks and King 2009, Schlegel et al. 2011,
Steger et al. 2008). Meaning-making represents the way in which people actively organize
their own experience in time around their values and beliefs through goal setting,
definition of priorities, and action strategies. As previously outlined, with time individuals
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can attribute different meanings to the same situation, according to progressively more
complex principles in organizing experience (Kegan 1994, Kunnen and Bosma 2000).
Through the attribution of meaning to specific life activities and domains, individuals
pursue goals they deem as relevant, as well as consistent with social values and others’
needs.

The potential association of daily activities with optimal experience and meaning is
influenced by the level of complexity and challenge characterizing them. In particular, as
concerns the work domain, the enrolment in repetitive, simplified and merely executive
tasks strongly limits the availability of occasions for optimal experiences. In a recent
study conducted on a large sample of adult participants belonging to different cultures
(Delle Fave et al. 2011a), traditional work activities such as handicrafts, cooking, farming
and gardening were quoted as occasions for flow much more frequently than office and
factory tasks. This is not surprising, since technology and automation have led to the
standardization of behaviour and of its products, to restrictions in individual initiative,
to a decrease in the variation of activity structure and outcomes, with energy and artefact
consumption prevailing on the creative transformation and effective use of environmental
resources (Oskamp 2000). Nevertheless, work does represents a substantial opportunity
for optimal experience, and considering that it accounts for a substantial portion of
individuals’ daily lives in most countries, understanding its potential in promoting well-
being is a crucial issue for researchers and practitioners.

Research recurrently highlighted that optimal experience during work activities is
characterized by high cognitive investment, as theoretically expected, but also by below
average scores of affect and intrinsic motivation, however counterbalanced by the
perception of high stakes in the task at hand, and long-term goals. This finding was
obtained with the most diverse groups of professionals, including white-collar workers,
managers, assembly-line workers (Csikszentmihalyi and Lefevre 1989, Haworth and Hill
1992), physicians (Delle Fave and Massimini 2003) and teachers (Bassi and Delle Fave in
press). All participants constantly reported an experience of engagement, concentration
and clear goals while working, but they did not describe the task as highly enjoyable or
intrinsically rewarding. This phenomenon - not surprising, given the compulsory nature
of work — was labelled work paradox (Csikszentmihalyi and Lefevre 1989).

The profile of optimal experience at work contrasts with the one associated with leisure
activities such as sports and hobbies, which are characterized by intrinsic motivation,
cognitive engagement, but by below-average goals and stakes in the activity. This finding
leads to some considerations in light of the other core dimension of psychological
selection, namely meaning. The immediate pleasure and reward derived from an activity
can be related to intrinsic motivation (Ryan and Deci 2000), while the perception of long-
term goals refers to broader pursuits that include professional achievements, potentially
— though not necessarily — related to extrinsic motives such as career development and
salary.

The human tendency to setand pursue goals, and its role in supporting the achievement
of developmental tasks were largely investigated (Gollwitzer 1999, Sheldon et al. 2004).
The perception of long-term goals and meanings during optimal experience at work was
detected in different samples (Delle Fave and Massimini 2005, Demerouti 2006, Rheinberg
et al. 2007, Salanova et al. 2006), suggesting the functional value of the work paradox
in promoting competence development and professional commitment. These findings
were further confirmed by a more recent study, conducted among adult participants from
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seven Western countries with the aim to investigate different components of perceived
well-being, including meanings and goals (Delle Fave et al. 2013). The percentage of
participants reporting work as a goal and a meaningful thing was second only to the
percentage of those reporting family. Job related goals and meaningful things referred
primarily to work as a value per se, and to its role in promoting individual well-being
in terms of satisfaction, competence development and self-actualization. Other studies
highlighted that the work domain can offer meaningful occasions for proving one’s
worth, sustaining self-esteem, and ultimately contributing to a full life (Page and Vella-
Brodrick 2009, van den Heuvel et al. 2009). Recently Linley et al. (2010) provided an
overview of the ways people can find meaning and purpose in work settings, by giving
coherence and direction to their activities and by aligning organizations’ strategies to
support personal fulfillment.

Work and Social Integration

The potential of work as an opportunity for skill implementation and goal pursuit is
especially evident when dealing with populations who live in disadvantaged conditions,
such as immigrants or people with disabilities. To this purpose, it is important to notice
that disadvantage is not only related to individual impairments and limitations; it also
depends on the cultural attitude towards such limitations. As often emphasized, the so-
called disadvantaged groups are only disadvantaged in an environment in which their
condition brings about disadvantageous consequences (Saravanan et al. 2001).

As concerns migration, a study conducted among participants who had moved to
Italy from India, Eastern Europe, South America and Africa (Delle Fave and Bassi 2009)
showed that job opportunities represent one of the crucial components of adaptation
(Zlobina et al. 2006), and that it can promote the retrieval of optimal experiences in
the new country. Of course, participants with higher education levels and engaged in
professionally qualified jobs were advantaged in this endeavour. However, also women
employed as nurses, housemaids and caregivers reported their job as the prominent
opportunity for optimal experience and goal pursuit in daily life, even though many of
them had attained college education in their homeland. Nevertheless, working in families
allowed them to develop competencies and to mobilize resources at different levels: the
professional one, the relational one, and the cultural one, supporting and facilitating
their integration process.

As concerns disability, studies were conducted among people with blindness or motor
impairments (Delle Fave and Massimini 2004). Work was prominent among their perceived
opportunities for optimal experiences, with variations according to the kind and time of
onset of disability. People born blind mostly referred to handicrafts and manual activities
such as knitting, working as physiotherapists or bookbinders, bottoming chairs with
straw. On the contrary, people with acquired blindness mostly quoted activities based
on intellectual skills, such as teaching. These competencies, developed during school
years, turned to be a resource for their integration into productive life, counterbalancing
the difficulties faced in performing practical tasks. Participants with motor disabilities
(prominently medullary lesions due to trauma) highlighted the multifaceted role of
work: an opportunity to improve personal skills and performance, but also a way to
participate into social life. Similar findings were obtained among Nepalese youth with
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motor disabilities. Work accounted for almost half of the activities they associated with
optimal experience; it included both traditional activities, such as woodcarving and
tailoring, and modern jobs, such as computer programming and printing. Again, the
association of optimal experience with work facilitated both personal skill development
and the person’s active contribution to society.

Finally, work proved to be a key resource for women and men with achondroplasia
(Cortinovis et al. 2011): it was prominently associated with optimal experience, and
it represented a major present challenge and future goal for these participants. These
empirical evidences support the “normalization” function of employment (Adelson
2005) in circumstances implying diversity at any level.

Work, Cultural Meanings and Daily Life

The WHO definition of mental health reported in the first section of this chapter,
apparently very broad and inclusive, is however strongly focused on performance, and
it endorses a clearly Western pragmatist perspective: well-being means not only doing,
working, making, but also being fruitfully productive (Delle Fave and Fava 2011). This
approach entails a dangerous discriminatory attitude towards some categories of citizens.
Can we consider a person unable to work because of quadriplegia as lacking mental
health? Can we assume that after retirement people get suddenly affected by some kind
of mental disorder? Should a hermit who devotes his life to meditation, rituals and prayer
be classified as a mentally disturbed person? And - on the contrary — what about people
with Down syndrome or mild cognitive impairment, diagnosed as mentally retarded,
who work productively and fruitfully?

The identification of work as a substantial component of mental health, within
an allegedly universal definition, derives in fact from a culture-bound perspective. In
particular, Western societies emphasize performance more than experience, quantification
of time and activities more than their quality. This is true of all life domains, including
work. The conceptualization of productivity itself is influenced by cultural features:
in industrial and post-industrial societies it is quantified on the basis of well-defined
material and economic standards. In other contexts, on the contrary, its relevance
and role can widely vary according to the typology of activity and to the family and
community needs and resources (Haworth 1997). For example, in rural contexts where
agriculture and handicrafts are the prominent sources of subsistence, work activities
are an integral part of the daily life, they are often shared with other family members,
they represent opportunities for socialization and exchange of information within the
community, and their role and meaning in individuals’ life is manifold, in that these
activities can satisfy a variety of basic and higher-order needs, from biological survival to
personal skill development and self-expression (Delle Fave and Massimini 1988, 1991).
For the disadvantaged categories of citizens exemplified in the previous pages work is not
prominently relevant in terms of productivity, but — besides satisfying survival needs - it
is perceived as an opportunity for social inclusion and interpersonal interactions. For this
reason these categories of citizens do not focus on job performance to achieve optimal
experiences, but on the social context of work.

Overall, the conceptualization of work as a specific and separated domain of daily life is
typical of industrial and post-industrial societies (Csikszentmihalyi 1990, 1997), in which



Work and the Dynamics of Development 43

a clear distinction is made between the time devoted to work and the time devoted to all
the other daily activities, in particular leisure and family/social interactions (Rojek 2000).

Moreover, the relationship between work and leisure is not homogeneous within
a given society, but it depends on people’s occupation. To this purpose, Parker (1997)
proposed three patterns of work-leisure relationship, which can be related to the main
theories developed in this field. The extension pattern derives from the spillover approach,
that posits mutual influences in terms of skill development and levels of satisfaction
between different areas of life (Leiter and Durup 1996, Staines 1980). This pattern is typical
of people involved in creative and autonomy-supporting jobs, such as artists, scientists
and specialized professionals. The opposition pattern, also originating from the spillover
approach, applies to people enrolled in risky and damaging jobs, who compensate through
leisure the frustrations and constraints of work. The separation pattern, stemming from
Dubin’s theory of segmentation (1956), considers work and leisure as two independent
life domains, with no mutual influences, and it applies to the great majority of today’s
workers, employed in neither particularly creative nor dangerous jobs. Considering
that in post-industrial societies the extension pattern is confined to a minority of jobs,
not available to a large portion of the population, the negative consequences of the
dichotomized perspective embedded in the opposition and separation patterns are clearly
reflected in the psychological literature on work, that emphasizes the need for fostering
workers’ motivation and for countering the levels of stress and burnout associated with
productive activities (Le Blanc et al. 2008, Schaufeli et al. 2009).

Unfortunately, many jobs do not provide workers with the opportunities for
concentration, control, engagement and personal initiative that allow for the emergence
of optimal experience. Similarly, not all jobs share the same richness in meaning and the
same potential for personal growth and development. Work conditions can be widely
improved, however this is not always feasible to the extent that job tasks themselves
become engaging and enjoyable. In these circumstances, finding involvement, goals
and meaning in other life domains such as hobbies, cultural and social interests, family
and interpersonal relations represents a more practicable way to foster well-being and
to provide people with both opportunities for individual development and social
participation (Rojek 2000). To address this issue, researchers have recently focused on the
benefits derived from pursuing balance in life as a whole and across domains.

Harmony and Balance in Daily Life: Unexplored Dimensions of
Well-being

A historical and interdisciplinary overview of harmony as a concept related to quality of
life (Delle Fave 2014) has recently highlighted that, beyond philosophical and conceptual
differences, in all cultural traditions harmony has been directly or indirectly related to
well-being. The concepts of ataraxia (Epicure, ancient Greece), anasakti (Hinduism),
viraaga (Buddhism) imply evenness of judgement, peace and quietness of mind, and the
ability to preserve balance and serenity in both enjoyable and challenging times.
Harmony represents an indicator of a good quality of life, at both the individual and
social levels. At the psychological level, it has been variously defined as a dynamic state
of existence, related to satisfaction or contentment, agency, spiritual enrichment and
a positive outlook (Lu 2001); a condition of self-acceptance and positive relationships
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(Mufioz Sastre 1998); a component of wisdom, together with self-love, good judgement,
appreciation and purpose in life (Jason et al. 2001); a dimension of spirituality, together
with meaning and purpose, social connectedness, peacefulness, gratefulness, forgiveness
and self-discipline (Koenig 2008). A recent international survey has highlighted that, when
invited to define happiness in their own words, people very often refer to inner harmony
and balance (Delle Fave et al. 2011b). At the social level, harmony is a prominent value
of collectivistic societies, and it can be considered a goal per se — according for example
to the Confucian perspective — or a means to pursue consensus, conformity and conflict
avoidance (Leung et al. 2002). More recently, it has been identified as a dimension of
social quality, together with social-economic security, social inclusion, social cohesion
and empowerment to develop individual potential (Ho and Chan 2009).

Particularly interesting for the purpose of this chapter is the concept of cross-domain
balance, emerged in the WHO’s definition of quality of life as a multi-componential
construct (WHOQOL Group 2004). Sirgy and Wu (2009) recently explored balance across
life domains as a core component of well-being. Their theoretical approach moves from
the assumption that, in order to satisfy the full spectrum of human needs, people have
to engage in multiple life domains. A balanced life derives from fulfilment in various
important domains, combined with little or no negative affect in other ones. Sirgy and Wu
articulate their theory in three basic postulates. The first one states that people who derive
life satisfaction from multiple life domains (balance) are likely to experience higher levels
of subjective well-being than those whose life satisfaction stems from a single domain.
According to the second postulate, balance contributes to subjective well-being because
through involvement in a single life domain people can satisfty only a limited part of
the full spectrum of developmental needs. Finally, the third postulate states that, since
subjective well-being can only be attained when both survival and growth needs are met,
balance across life domains is necessary to well-being. A very important aspect of this
model consists in the salience of the domains considered. The attainment of well-being
must concern relevant life domains, that are deemed as meaningful by the individual and
that allow for the satisfaction of both basic and growth needs.

As a consequence, people experiencing moderate levels of satisfaction from multiple
- and salient — life domains are likely to report higher levels of subjective well-being than
people experiencing high levels of satisfaction stemming from a single — though salient
— domain. In other words, it is better to be moderately happy and satisfied in multiple
life domains, than to experience extremely positive feelings in one single domain, to the
detriment or neglect of the others.

The concept of cross-domain balance has important implications for the work
context. Several studies have highlighted that impairments or limitations in one life
domain do not significantly modify the general quality of life level, which is relatively
stable (Cummins and Nistico 2002). As discussed above, especially in contemporary
urban contexts many people are forced to devote a relevant amount of their daily life to
jobs that are low in complexity, challenge variation and opportunities for self-expression
and skill development. Nevertheless, investing resources and attention in multiple life
areas can allow them to compensate for the dissatisfaction with work, thus achieving
higher levels of well-being.

Moreover, considering the spillover effect, previous studies have shown that the
importance individuals attach to single life domains is crucial in determining the weight
of a domain in contributing to overall well-being (Diener et al. 2000). In order to preserve
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well-being in spite of a job that does not provide opportunities for optimal experiences,
meaning-making and skill development, downplaying its importance can be an adaptive
strategy (Wu 2009).

Conclusion: An Integrated Model of Development

As outlined in the previous pages, work is one, albeit crucial, component of human life.
Its structure and relevance are shaped by the ecosystem as well as by the cultural context.
Individual workers, in their turn, build their job experience according to the intrinsic
complexity and challenges of the activity — on the one hand - and to their personal skills,
goals and meanings — on the other hand. Figure 3.1 summarizes the various dimensions
of the individual-environment interplay highlighting their dynamic relationship. Work
can be considered a specific case of this dynamic interplay.

The research findings illustrated in this chapter suggest that individual development
can take place in multiple life domains — education, work, leisure, relationships — provided
that people are exposed to complex and challenging, as well as personally and socially
meaningful, opportunities for action. Individuals should be encouraged to follow their
own path toward complexity through the effective use of their competencies and skills,
and through the cultivation of activities associated with lifelong and socially relevant
meanings, as diversified as possible across the different life domains.

This process has also long-term cultural implications. Through their psychological
selection, individuals can actively influence the complexity of their cultural system. The

Culture Goals/
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Culture _

Challenges/
Demands

Quality of Goal Setting
Experience Meaning Making
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Figure 3.1 An integrated model of development
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contents and values of a given culture are the result of the combined action of individuals
who find meaning and opportunities for self-expression in the most varied activities
and tasks. These people come from different backgrounds, have different access to job
opportunities in their life, experience hardship or affluence, live in metropolitan areas
or in small villages, cope with extraordinary circumstances or with the little troubles of
ordinary life. In order to give the adequate relevance to such a variety of perspectives,
a paradigm centred on harmony, as the dynamic integration of various aspects and
components of a whole, can promote the development of interventions and social
policies respectful of differentiation and diversity.
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CHAPTER

ACT: A Third Wave

Behavioural-Cognitive
Approach to Creating
Healthy Workplaces

JULIE MENARD and BRENT BERESFORD

Abstract

This chapter examines the efficacy of Acceptance and Commitment Therapy (ACT) as an
intervention tool in organizations in order to promote employees’ health and wellness.
Based on a number of different studies, the authors present how the literature has shown
a significant impact of this approach on the psychological health of employees and on
different organizational outcomes such as workloads, presenteeism and absenteeism. The
authors expose a brief example of such an intervention and conclude with an agenda for
future research and implications for practice.

Introduction

Robert Frost once said: “the difference between a job and a career is the difference between
forty and sixty hours a week.” We spend countless hours at work in order to financially
support our families and ourselves. For many, most of the day’s sunlit hours are spent
sitting behind a desk. Thus, it is obvious why there is an importance in being and feeling
well in the workplace. This imperative need and its important link to performance in daily
work tasks have helped to create a place for the psychologist in organizational settings. It
is now well recognized that psychological distress in employees leads to more sick leave
and presenteeism and performance decrease due to health problems (Lim et al. 2000).
Most work settings past the pre-contemplation stage of change regarding their view on
mental health amongst employees (see Prochaska and DiClemente 1984 for more details
on their model of change). However, most organizations are still at the contemplation
phase. Hence, they are conscious of the consequences of poor mental health but are still
focusing on the costs. Many ‘loops’ will be necessary to properly deal with employees’
health and wellness.

In order to act in a proactive way to both prevent (i.e. early intervention) and
decrease employee distress in organizations there is a need to instate interventions
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promoting mental health, directly in work settings. Most worksite interventions — called
stress management intervention (SMI) and referring to any organizational activity or that
focuses on reducing the presence of work-related stressors or on supporting individuals to
minimize the negative outcomes of exposure to these stressors (Ivancevich et al. 1990) —
lie within secondary and tertiary level of interventions (Richardson and Rothstein 2008),
when consequences of distress are already visible. Organizational-level interventions
have been proved efficient to decrease employee distress, stress and improve performance
(Bambra et al. 2007, Egan et al. 2007). However, those interventions aim first at changing
the work environment to reduce inherent psychosocial risks (e.g. decrease demand,
improve control) but do not provide direct tools for workers. As highlighted by Bond
and Hayes (2002), three main issues still remain when using solely psychosocial risk
management techniques in work settings:

1. some sources of workplace stress are not completely avoidable;
the ability of a worker to modify his/her workplace stress can be impeded by a lack of
ability to find an appropriate fashion to manage their stress; and

3. people may have behaviour patterns that are linked to an increase in stress reactions
outside of the workplace, and these reactions can be related to their experience of
stress at the workplace.

Based on these observations, we believe that there is a place for individual-focused
interventions within a comprehensive stress management programme that provide both
direct tools to employees and manage psychosocial risks through work reorganization,
which could be used both as an early intervention in order to prevent stress as well as
a secondary and tertiary stress prevention intervention. Job stress can be prevented and
controlled effectively using a systems approach that integrates primary, secondary and
tertiary intervention (LaMontagne et al. 2007).

Many theories and phenomena studied in psychology have been adapted and
applied to the workplace. One such model is part of a third wave of cognitive-
behavioural therapies called Acceptance and Commitment Therapy (or ACT, pronounced
as spelled and not as Aay-See-Tee). It is a relatively recent approach that has its roots in
mindfulness-based therapies, and it is proving to be a very valuable tool in many areas
of mental health such as depression or depressive symptoms (e.g. Bohlmeijer et al.
2011, Forman et al. 2007, Zettle and Hayes 1986, Zettle and Rains 1989), anxiety (e.g.
Dalrymple and Herbert 2007, Roemer et al. 2008), chronic pain (e.g. Dahl et al. 2004,
McCracken et al. 2007) and, more interestingly, work stress (e.g. Bond and Bunce 2000)
(see Ruiz 2010 for a review). Meta-analyses showed ACT significantly reduces distress
symptoms with medium to large effect sizes (Hayes et al. 2006, Ost 2008). ACT was
developed to help individuals live with difficult emotional and cognitive experiences
(Hayes et al. 2006).

In this chapter, the basic principles of ACT will be introduced in order to clarify its
unorthodox take on human functioning. Afterwards, several research studies using ACT
and its underlying processes will be presented in order to exemplify its place for creating
healthy workplaces. Finally, in order to help practitioners use ACT within their practice,
a typical ACT intervention will be described.
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The Origins of Acceptance Commitment Therapy

ACT and other third-wave therapies came about partly because of the current popular
scientific views regarding psychiatric diseases. Some therapists were discontented by the
large presence of emphasis on form of mental health issues versus the lack of focus on
the function of these problems (Hayes et al. 1999, 2012). Others raised issues with the
apparent disconnection between recommended clinical treatments and the context in
which these mental health problems played out in everyday life (Hayes et al. 1999, 2012).
According to Hayes and collaborators (1999), human suffering comes, at least partly,
from the following tendencies:

1. avoidance behaviours, which aim to change, control or avoid painful thoughts,
emotions or bodily sensations. Those behaviours actually contribute to maintain or
worsen suffering;

2. fusion with mental content (i.e. thought and emotions), leading the person to
perceive mental content as the reality or as an extent of the Self;

3. an orientation towards the past or the future instead of a mindful internal and
external experience of the present moment; and, finally

4. actions or behaviours that are not in line with one’s values.

ACT authors looked to take a different approach, and integrated these concerns into their
new perspective on human suffering that takes into consideration both the function of
mental content and behaviours and the context in which they unfold.

The model underlying ACT is based on a particular philosophy of science in
combination with a view of cognition from a language perspective called functional
contextualism. This view defines psychological events such as thoughts, beliefs, feelings
and emotions as the interactions of whole organisms in and with a context considered
both historically and situationally (Hayes et al. 2012). In this view, behaviour, be it overt
or covert, is combined with its context into one organizing unit that becomes the focus of
all interventions. Therefore, no behaviour is evaluated as good or bad on its own without
considering its function and its effect. Taking this view of psychological events helps
ACT’s clinical and academic community to address certain issues that have been raised
due to the current emphasis on the form and not the function of these same events.
Their answer lies in seeing the two elements functioning together as one, thus never
overlooking either.

Additionally to functional contextualism, the ideas about cognition used by ACT
practitioners come from the relational frame theory (RFT). According to RFT, at the basis of
language abilities and other high level cognitive processes is an ability to learn and apply
relational frames (Hayes et al. 2012). Relational framing is a learned operant behaviour in
which the relationship between one thing and another comes to be known (Hayes et al.
1999). This process is ubiquitous, allowing us to constantly create relationships between
anything and everything without ever having to follow any specific rules or guidelines.
Once an event is compared to another, a relational frame is created, and we assume
to have learnt something about these events based on this newly derived relationship.
According to Hayes et al. (1999, 2012), the main issue lies in the fact that these relational
frames that we learn are arbitrarily applicable and thus it is difficult to determine how
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and when events are related (e.g. if we say “good,” you'll probably think “bad”; if we say
“what doesn’t kill you ...,” you'll probably think “makes you stronger”). As we learn and
develop, there are more and more relations of this type, expanding our relational frame
web (i.e. the collection of all relational frames that we have ever learnt). Consequently,
this can lead to the derivation of harmful and unhelpful relations that, once learnt,
cannot be “un-learnt.” The bright side is that many useful problem-solving processes
are carried out via the information held in these webs. Also, without relational framing
there would be no language! However, relation frames hold a strong control over our
behaviour (Hayes et al. 1999, 2012). Moreover, since relational frames are rule-governed
they are therefore not necessarily applicable in all types of situations, and can lead to
psychological rigidity, which is associated with suffering and maladaptive functioning
(Hayes et al. 1999, 2012). Hence, according to ACT theorists, one of the root causes of
psychological rigidity (and human suffering) is related to the way in which we learn to
use and apply language.

ACT's Six Processes and Psychological Flexibility

Third-wave practitioners have integrated this view of language into a functional-
contextual model, ACT, that aims at developing psychological flexibility (process at the
centre of Figure 4.1), a learnt and developable ability that helps individuals exert a
voluntary distanciation from one’s difficult thoughts and emotions in order to live them
fully while making sure to strive for goals that are fully related to one’s values (Hayes
et al. 2006). In other words, it is the ability to be consciously in touch with the present
moment, accepting it for what it truly is, and then adapting one’s behaviour as needed
in the light of one’s personally chosen and constructed values (Hayes et al. 1999, 2012).
Individuals who are psychologically inflexible tend to suppress their undesired thoughts
and negative emotions, therefore using experiential avoidance. Such a strategy has been
shown to be counterproductive since it increases distress and reduces the ability to take
action when facing difficult events (Gross 1998).

According to the ACT model, six core processes lead to psychological flexibility. They
aim at developing three response styles: open, centered and engaged. The core processes
are illustrated in the Hexaflex (Figure 4.1).

ACCEPTANCE AND DEFUSION

The first two processes, acceptance and defusion, constitute the core process dyad leading
to an open response style. Acceptance is accepting instead of controlling one’s difficult or
hurtful thoughts, emotions and bodily sensations, while reducing avoidance behaviours.
Cognitive defusion is untangling from one’s thoughts, emotions and bodily sensations
without trying to change them.

When a person refuses to encounter his/her negative psychological experiences
head-on, using techniques that seek to change these events (e.g. have positive thoughts;
see the positive side of the situation) or push them away (e.g. avoid thinking), is called
experiential avoidance, which could lead to detrimental consequences when avoidance
behaviours take the person away from his/her valued course of action (Hayes et al.
2004). It is not necessarily the avoidance strategy itself that is troublesome. A little bit of
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Figure 4.1 The Hexagon Model of Psychological Flexibility (Bond et al. 2006)

experiential avoidance, in the short term, can be self-protective in some specific situations
such as not showing disgust when tasting an unsavoury dish cooked by one’s partner, or
not showing signs of stress during a job interview. The problem is its application as one’s
main coping strategy in the long term. Experiential avoidance is the core mechanism in
the development and maintenance of psychological distress (Kashdan et al. 2006). It is
the fact that it comes to be applied in unnecessary contexts that can lead to problems of
adaptability (Bonanno et al. 2004). “Experiential avoidance becomes a disordered process
when it is applied rigidly and inflexibly such that enormous time, effort, and energy is
devoted to managing, controlling, or struggling with unwanted private events” (Kashdan
et al. 2006: 1302). Paradoxically, attempting to control unpleasant thoughts, feelings and
sensations (i.e. through thought suppression) actually increases both their frequency and
related distress (Gross 1998).
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Acceptance processes seek to encourage “the adoption of an intentionally open,
receptive, flexible, and non-judgmental posture with respect to moment-to-moment
experience” (Hayes et al. 2012: 77). The application of this type of process encourages
appetitive-driven instead of aversive-driven behaviours. Being in contact with the present
moment in a way that is focused, flexible and voluntary is an important part of the base
of support for being open and engaged (Hayes et al. 2012). This type of awareness can be
learnt through mindfulness exercises and thus help to improve one’s ability to be centred
(Baer 2003).

Cognitive fusion occurs when our thoughts control our behaviour, regardless of the
context — it is a difficulty in separating the processes and products of thinking from
objective reality (Hayes et al. 2012). For example, if one thinks “I am not interesting,”
the process of cognitive fusion lead her/him to think this thought defines her/him as an
individual. The thought “not interesting” becomes an extension of the Self (i.e. “I AM not
interesting”). When mental content (i.e. thought, belief, emotion) is perceived as a true
reflection of the reality or an extension of the Self, there is a risk of acting according to
this thought or belief, therefore allowing mental content to control one’s action. In that
particular case, it is likely that the person’s action would be not to talk (because she/he is
not interesting), than actually acting in a “not interesting” way.

Thus, defusion methods seek to increase one’s ability to tell the difference between
the content of one’s thoughts and the processes that are incessantly occurring in our
minds, allowing for a more open view of reality (Hayes et al. 2012).

MINDFULNESS AND TRANSCENDENT-SELF

The third process — mindfulness - is deliberately noticing one’s internal and external
experience as it unfolds in the present moment, without any judgement. Mindfulness
techniques are based on Buddhist meditation and consist of bringing one’s complete
attention to the present experience on a moment-to-moment basis (Kabat-Zinn 1994)
and have been shown to efficiently help a broad range of individuals to cope with stress
and other clinical and nonclinical problems (Grossman et al. 2004). The fourth process,
perspective change (also called Transcendent Self or Self-as-context), can be simply defined
by developing a new/different perspective on one’s issues. Developing perspective change
aims at differentiating oneself and the context in which the Self evolves. Mindfulness and
transcendent Self are the core process dyad leading to a centred (towards the Self instead
of towards mental content) response style.

As we grow and mature, our tendency to use relational framing causes us to constantly
name, categorize and evaluate events. In doing so, we become fused to these processes,
and the stories and descriptions that we create about ourselves come to define who we
are in our minds (Hayes et al. 1999, 2012). Thus, the Self that we come to know is a
conceptualized Self (or Self-as-content). In contrast, the core process of having a view of the
Self-as-context involves being able to view the Self from different perspectives regarding
time, place and person. This view of the Self involves an element of social compassion
because our perspective is only gained in relation to the perspective of another. One comes
to understand the concept of here only in relation to the concept of there; the concept
of now is understood in relation to then; and the concept of I is understood in relation
to the concept of you. This “socially interconnected sense of self” allows for behavioural
responses that come from a more centred state of mind (Hayes et al. 2012).
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VALUES AND COMMITTED ACTION

The last two processes, values and committed action, are the core process dyad leading
to an engaged response style. Values are clarified and actions in concordance with one’s
values — committed actions — are taken (Hayes et al. 2006, 1999, 2012).

The goal of the core process of valuing is to get away from behaviour that is controlled
by a problem-solving mode of mind (e.g. pleasing others, reacting) and encourage
choosing behaviours that are anchored in freely chosen personal values. In order to do
this, one must take committed actions that directly aim at pursuing a valued life, instead
of adopting impulsive and avoidant behaviours. These committed actions serve the
purpose of maintaining moment-to-moment devotion to a higher value-based purpose,
thus encouraging a more engaged behaviour pattern (Hayes et al. 1999, 2012).

According to ACT principles, in order to maintain psychological flexibility, a balance
must be found between the three response styles, and thus within the six core processes
(Hayes et al. 2006, 2012). What ACT interventions do concretely is to use and develop
all of these processes with individuals (e.g. employees, patients) in order to foster the
creation of psychological flexibility in the service of diminishing suffering.

With its roots in all of the above-described processes, the ACT approach is meant to
promote a more open, centred and engaged approach to living (Hayes et al. 2012). Hence,
it is for this reason that ACT can be used for more than only the treatment of mental
health disorders and should be used to promote healthier living. With the fast-paced
living that most of Western society is engaged in, stressors abound. It is only reasonable
to believe that if approaching life with more mindfulness and acceptance, one could
improve one’s situation and come out feeling better. Several researchers have held to this
idea, and seek to show how the core processes described in the psychological flexibility
model are actual predictors of change in real-life situations such as the workplace.

ACT for Creating Healthy Workplaces: State of Science
THE ROLE OF PSYCHOLOGICAL FLEXIBILITY IN HEALTHY WORKPLACES

In a long-term comparative study, Bond and Bunce (2003) worked with employees of a
customer service centre to examine the effect of one’s level of acceptance on job satisfaction,
work performance and mental health levels. Even after controlling for negative affectivity
and locus of control, they found that higher levels of psychological flexibility in employees
(as measured by the Acceptance and Action Questionnaire) still predicted better mental
health and work performance. Furthermore, psychological flexibility actually mediated
the predictive effect between perceived job control (i.e. perception of one’s ability to exert
influence over one’s work environment) and work performance and job control and mental
health. Low levels of job control have been shown to correlate with undesirable employee
and organizational outcomes such as job dissatisfaction and increased use of sick leave
(Bond and Bunce 2000). Also, increasing control over one’s environment has been shown
to make it more rewarding and less threatening to individuals (Ganster 1989). Thus, these
findings are of particular interest because they show that psychological flexibility, one
of the core process developed through ACT interventions, act as a mechanism to reduce
stress and increase performance in work settings.
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Bond and Flaxman (2006) found similar results in a three-wave panel design over
three months carried out amongst call centre employees (n=448). They showed that the
ability to learn a new work-related computer program, work performance and mental
health predicted both the synergy between previously measured levels of job control
and psychological flexibility. Indeed, the beneficial effects of job control on learning,
performance and mental health are enhanced when people have higher levels of flexibility.
This study supports the idea that encouraging the development of psychological flexibility
in employees could facilitate change implementation.

In a study of a work reorganization intervention amongst call centre employees,
Bond et al. (2008) considered the effect of previously measured levels of psychological
flexibility on employee performance 14 months after the intervention. As in the previously
described studies, the authors found that psychological flexibility levels moderated the
effects on an employee’s level of psychological distress and work absenteeism rates in this
type of situation.

Finally, in another comparative study, Donaldson-Fielder and Bond (2004) sought
to support the measurement of psychological flexibility processes in the workplace, over
and above the use of emotional intelligence scales. Whereas principles of ACT encourage
the acceptance of internal events, emotional intelligence promotes the regulation of one’s
thoughts and feelings. This study showed that levels of acceptance predicted general
mental health and physical well-being in the workplace, whereas emotional intelligence
did not significantly predict either.

All of these studies support the suggestion that the core processes of psychological
flexibility ought to be developed in employees in order to create healthier work
environments, promote improved productivity levels, and encourage superior levels of
well-being in general. At the time this chapter was submitted for publication, there was
58 published randomized-controlled trials comparing ACT to diverse control conditions
such as treatment as usual and waitlist. The following studies actually put ACT to the test
by using group ACT interventions in the workplace and studying their effects.

Hence, ACT was adapted to a nine-hour workshop on the worksite, over a 14-week
period (Bond 2004, Bond and Bunce 2000, Bond and Hayes 2002, Flaxman and Bond
2006). The goal was to use ACT as a brief, group-based, worksite stress management
intervention (Bond and Hayes 2002). The typical 2+1 ACT protocol is described in details
in two manuals (Bond 2004, Bond and Hayes 2002).

Bond and Bunce’s (2000) study compared an ACT intervention, considered an
emotion-focused intervention, to an Innovation Promotion Program (IPP), considered a
problem-focused stress management intervention, and to a waitlist control group, each
comprised of 30 employees in a media organization. The goal of the ACT group was to
improve the acceptance of negative psychological states that result from unavoidable
work-related situations, whereas the goal of the IPP group was to help individuals identify
and change causes of occupational strain. Both ACT and IPP interventions improved
employees’ general mental health and innovativeness, compared to the waiting list.
However, they showed that distressed employees who took part in ACT workshops were
significantly less distressed than those from both the IPP and the waiting list (i.e. control
group) after a 23-week period. Change in the ACT group was explained by the acceptance
of undesirable thoughts even if there was no change in the frequency of those thoughts
and no modification of work stressors.
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In their 2008 study amongst call centre employees, Bond and collaborators showed
that compared to a control group, a control-enhancing work reorganization intervention
thatincluded both task reorganization and ACT workshops led to improvements in mental
health. They also showed that those who took part in a worksite stress intervention had
lower sick leave rates than those in a control group after a 14-month period.

Another study had the goal of comparing a stress inoculation training (SIT), a
common intervention in organizations that is derived from a “second-wave” cognitive
behavioural therapy (CBT), to an ACT intervention (Flaxman and Bond 2010a). Whilst
acknowledging that mediators of change in SIT are poorly understood, Flaxman and Bond
(2010a) hypothesized that psychological flexibility would mediate the effect of the ACT
intervention on mental health. Working with 107 employees from local government
organizations they found that even though both interventions (SIT vs. SIT+ACT) proved
to be equally effective in reducing psychological distress, the mechanism for the SIT was
not found, whilst psychological flexibility was found to mediate the effects of the ACT
treatment group.

In a study involving two governmental organizations in the UK (n=311), Flaxman
and Bond (2010b) compared employees who took part in a stress management training
session based on ACT to a control waitlist group. Results revealed that amongst those
who were distressed at baseline, those who attended the three workshops reported less
distress over a six-month period than those in the control group. Indeed, amongst those
who were already distressed, 69 per cent showed clinical improvement. Hence, based on
this result, ACT seems especially relevant amongst employees who are already showing
symptoms of distress.

Other studies similarly used ACT for brief stress management interventions in health
care settings. In working with 30 substance abuse counsellors, an all-day ACT seminar
was found to significantly reduce levels of prejudice and stigma that these counsellors
directed towards substance abusers (Hayes et al. 2004). The intervention was also shown
to reduce symptoms of burnout at three-month follow up.

Using a comparison with a waitlist control group, it was shown that four one-hour
ACT intervention sessions given over the course of one month amongst 106 social
workers significantly reduced levels of stress and symptoms of burnout and increased
mental health for those with mid to high levels of stress (Brinkborg et al. 2011).

Dahl et al.’s study (2004) took an interesting twist by applying their ACT intervention
with public health service employees suffering from chronic pain and/or stress. These
workers were considered to be at risk of using high amounts of sick leave or requiring
early retirement because of their medical conditions. The goal of this study was to add
an ACT intervention to the regular medical treatment and compare results to the control
group, which would receive medical treatment as usual. The authors purported that the
ACT interventions would create a more open and accepting attitude within the persons
towards their negative physical experiences. They also believed that the emphasis on life
goals would help to provide an incentive to working towards new ways of alleviating
symptoms. The ACT interventions consisted of four one-hour individual sessions given
over the span of one month, each focusing on a single core process of psychological
flexibility, namely values, defusion, commitment and acceptance. The results indicated
that health services employees in the treatment group used significantly less sick leave
and medical services. Again their reported levels of physical symptoms and beliefs about
work causing these symptoms remained similar to those in the control group. These
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results supported the author’s hypothesis that the ACT intervention would shift the focus
away from negative symptoms towards more values-based behaviours. However, because
of the used method, no moderation effects could be defined. Nonetheless, these results
add considerable support for the use of ACT interventions with workers suffering from
chronic pain.

Thus, ACT interventions are not only proving useful in the workplace, but the
psychological flexibility model is also lending itself well to empirical study in that its
mechanisms seem to be working as the theories suggest.

ACT Intervention Protocol: A Brief Overview

Typically, an ACT worksite intervention (Bond 2004, Bond and Hayes 2002, Flaxman
and Bond 2006) is comprised of two half-day workshops in small groups (about 10
employees) over a two-week period, during normal working hours. A booster session
follows these two workshops, two or three months afterwards (2+1 method), leading to a
total of nine hours of worksite training. Using ACT in small groups during working hours
is logistically advantageous and allows people to share and consolidate learning and to
find social support. In the following section, we will briefly describe the intervention we
are currently using with workers in a career transition process, following a job loss due to
downsizing or job termination. The format was inspired by Bond (2004) Bond and Hayes
(2002) and Flaxman and Bond (2006) and adapted to our participants’ specific context
and needs.

Based on the six processes described earlier, the two main aims of the workshops are
to bring employees:

1. to be in contact their internal and external experience, as it unfolds in the present
moment, with acceptance and without judgement; and
2. to engage in values-driven actions.

As in the work of Bond and collaborators, the first session starts with a discussion on stress,
its sources and consequences, with a special highlight on job loss in order to meet our
participants’ specific needs and address their current concerns. Various metaphors and
mindfulness exercises based on Hayes et al. (1999, 2012) and Harris (2008, 2009) are used
to develop defusion, acceptance and contact with the present moment and perspective
change (Self-as-context). Many of these exercises are available on the Association
for Contextual Behavioral Science (ACBS) website (www.contextualpsychology.org).
Mindfulness exercises consist of eye-closed “contact with the present moment” exercises
lasting between five and 10 minutes. Since most workers are not familiar with these types
of exercises, we recommend not exceeding 10 minutes, at least at the first session. The
session ends with homework - practising mindfulness for 10 minutes a day until the
next session (one-week practice). Since mindfulness is seen as a skill, it needs practice
in order to fully develop. We recommend providing participants with a CD or podcast
featuring one or two mindfulness exercises in order to practice mindfulness exercises
between sessions. Again, some are available on the ACBS website. In order to introduce
the process of values and committed actions, we also give a value-clarification exercise to
be completed by the participants.
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To reinforce the importance of practice, the second session starts and ends with a
mindfulness exercise. We ask participants to share their experience of mindfulness
practice over the last week and encourage tips-sharing between participants. The process
of values is introduced, along with the notion of committed action. Metaphors are used to
highlight the detrimental consequences of fusion and experiential avoidance. Participants
are invited to voluntarily share the content of their homework on value-clarification.
Afterwards, participants complete a “committed actions” plan based on the values they
identified. Based on the implementation intentions theory (Gollwitzer and Sheeran 2006)
and outcome-based simulations, they specify their intentions of implementing value-
based action in their plan, along with possible barriers to actions and solutions to resolve
them. Again, the session ends with homework — 10-minutes of mindfulness practice a day
until the next session (in two or three months). We also suggest participants programme
a weekly reminder on their smartphone (or diary) to check:

1. if their actions are aligned with their committed actions plan; and
2. as areminder of the importance of mindfulness practice.

Conclusion

Finally, the booster session starts and ends with a mindfulness exercise. Participants share
their experience of mindfulness practice and commitment to the action plan over the
last weeks (i.e. challenges, issues, good tips, observed outcomes). All six processes are
reviewed using metaphors and exercises. At the end of the booster session, participants
are invited to integrate mindfulness practice and commitment to action plan to their
everyday lives.

Based on current evidence, ACT looks promising in order to create healthier
workplaces. The approach has the advantage to provide employees with tools that can
be used both at work and in their personal lives. The format (i.e. short workshops during
normal work hours) is seen as logistically convenient for organizations. Also, ACT is a
cognitive-behavioural intervention (CBI). As shown in Richardson and Rothstein’s (2008)
meta-analysis of 36 interventions, CBIs (which included an ACT study and a mindfulness
study) had the strongest effect size on reducing distress (d=1.164). However, more
research is needed to find out about the long-term efficacy of ACT more specifically and
it would be useful to know how long the effects last. We still don’t know how each one of
the six processes plays a role in developing psychological flexibility and if some process
are more efficient than others. Moreover, little is known about the effect of ACT among
diverse types of workers since most studies were amongst health care, social workers and
telemarketers.

There currently is a debate on whether interventions need to be broad and
comprehensive to successfully prevent and manage stress. As stated by Leka and Cox (2008)
intervention strategies “should address the root causes of work-related stress (primary
prevention); provide training to managers and employees on stress management in order
to reduce its impact (secondary prevention); and, for those that have suffered ill health
as a result of work-related stress, provide them with resources to manage and reduce their
respective effects (tertiary prevention).” Hence, ACT could be used as a complementary
tool within a larger psychosocial risk management intervention at the organizational
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level. However, Richardson and Rothstein’s (2008) meta-analysis did not support the
multimodal intervention approach. Surprisingly, they even found that effect sizes were
reduced when multiple techniques (i.e. relaxation and organizational intervention) were
used. They explained these results by the difficulty to implement many components
at the same time, which could work to the detriment of the more complex individual
components of stress. Unfortunately, organizational interventions remain scarce so their
meta-analysis was based on only five studies, which did not report effect on absenteeism
and performance (Richardson and Rothstein 2008). Therefore, there is a need to remain
cautious.

Hence, based on the current state of the debate, to create healthy workplaces, we
recommend using ACT workshops as part of an organizational stress management
intervention that takes into consideration the organizational readiness to change (Leka
and Cox 2008) and actual capacity to implement such a programme.
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Abstract

There is a growing need for organizations to better manage stress and conflict-related
issues in the workplace. However, although much is known about the antecedents
and consequences of these issues, very few studies have tried to validate broad-based
intervention programmes designed to mitigate the impact of stress and conflict. The
main goal of the first study was to examine the efficacy of the six-month job stress and
work-life balance workshop to improve employee outcomes. The main goals of the
second study were to develop and validate a stress and conflict phone-based coaching
programme that would be more accessible and tailored.

Introduction

To date, we have a good understanding of the work-related antecedents of work-life
conflict and job stress as well as their consequences (see Sonnentag and Frese 2003 for
an overview). Both work factors (e.g. poor collegial relationships; Leiter et al. 2012) and
individual factors (e.g. negative coping styles; Day and Livingstone 2001) are associated
with reduced employee well-being and increased conflict and stress. An inability to
manage work and non-work demands as well as conflicts can exacerbate stress and increase
individual strain, leading to negative repercussions for organizations (e.g. turnover; Kossek
and Ozeki 1999) as well as for employees, their families and society (Parasuraman and
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Greenhaus 1997). The resulting stress can increase negative physiological strain outcomes
(e.g. cardiovascular problems, high blood pressure, ulcers; Kristensen 1996, Wager et al.
2003) and negative behavioural outcomes (e.g. absenteeism; Kahn and Byosiere 1992;
drug use; Frone et al. 1994). The financial costs to organizations are also substantial (see
for example, Cooper and Dewe 2008, Duxbury and Higgins 2003).

These relationships of stress and conflict with negative employee outcomes indicate a
need for organizations to identify and offer programmes, interventions, and resources to
reduce job stress, support positive work-life balance, and in turn, improve worker health and
well-being. However, despite the large body of research on the predictors of stress, conflict
and health, there is a surprising lack of quantitative research and few validated, broad-based
intervention programmes designed to mitigate these issues (DeRango and Franzini 2003,
Kelloway et al. 2008, Kenny and Cooper 2003). That is, despite the knowledge we have
accumulated about work conflict and stress, despite the individual and organizational costs
associated with these issues, and despite the acknowledged need for such programmes and
interventions, little quantitative, longitudinal intervention research has been conducted to
identify and evaluate initiatives to reduce conflict and improve balance.

Hurrell (2005) argued that more research is needed to identify and evaluate the
individual and organizational interventions that can be used to reduce employee stress
and conflict. Therefore, in Study 1, we created and validated a pilot programme of
workshops to help employees identify stressors, set goals, manage stress, develop coping
strategies, and maintain work-life balance. Learning from the results and feedback
obtained in Study 1, we developed and validated a phone-based coaching programme
based on the same materials, the results of which are described in Study 2.

Job Stress and Work-Life Balance

Job stress is a widely reported phenomenon: it negatively affects employees, their families
and, ultimately, their communities (Kelloway and Francis 2006), and it has been listed
as one of the top 10 leading causes of work-related death (Sauter et al. 1990). Similarly,
work-family conflict is associated with negative health costs for individuals, in terms of
increased depression and alcohol use, and decreased physical health (Adams et al. 1996,
Duxbury and Higgins 2003, Frone 2003). This conflict also impairs family functioning
(Adams et al. 1996, Duxbury and Higgins 2003). Many illnesses, including diabetes and
cardiovascular concerns, are preventable with early interventions aimed at nutrition,
exercise and stress management (Hu et al. 2001). However, many organizations and
employees do not know how to reduce these stressors and improve work-life balance.
Job stress may arise directly from the demands of the job, interactions with others at
work, and conflicts among work and non-work priorities. Researchers have done a good
job of identifying the antecedents of stress and work-life conflict. For example, time
factors (e.g. work overload, scheduling of work and family demands) are associated with
negative health, stress, and work—family conflict (Day and Livingstone 2001, Rogers et al.
1991, Williams 2003), job withdrawal and decreased life satisfaction (Bellavia and Frone
2003, Frone et al. 1997, Hammer et al. 2004, Totterdell 2005). Interpersonal relationships
both at work and home also affect individuals’ well-being (Hain and Francis 2006),
such that a lack of social support predicts decreased well-being and increased strain (see
Viswesvaran et al. 1999 for a meta-analysis). Low job control and unclear role expectations
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are associated with decreased job and life satisfaction and increased stress (Adams and Jex
1999, Carayon 1995, Day and Jreige 2002, Peir6 et al. 2001, Spector 1986). Conversely,
supportive supervisors (Thomas and Ganster 1995), high work commitment (Day and
Chamberlain 2006) and schedule flexibility (Thomas and Ganster 1995) are associated
with less work-family conflict.

Job stress and conflict models may help provide a framework to organize these
antecedents, and help identify ways to improve employee well-being. These models typically
identify three major stress components (Hurrell et al. 1998, Lazarus and Folkman 1984):

1. stressors or demands are external events or elements that have the potential to create
stress;

2. perceived stress occurs only if the individual appraises these events as being negative
(i.e. “stressful”);

3. strain refers to the potential immediate and long-term health outcomes (Barling
1990) that occur when an individual perceives stressors as negative and is unable to
cope with them (Lazarus 1995, Quick et al. 1992).

Individuals differ in what they view as stressful and how they react to stress depending
on their personal resources (Lazarus and Folkman 1984). Therefore, these models suggest
that we may be able to improve employee health through interventions that reduce the
demands, provide supports to help employees reassess the negativity of the demands,
and reduce strain outcomes.

Work Stress and Conflict Interventions

The fact that occupational stress has negative effects on many aspects of one’s life has
created a need for research on interventions that can “treat, manage, and prevent” this
stress (Caulfield et al. 2004: 151). We can categorize stress and conflict interventions
as primary, secondary, or tertiary in nature (see for example, Hurrell 2005, Hurrell and
Murphy 1996). Primary interventions aim to minimize or eliminate exposure to stressors
(e.g. job redesign: Hurrell 2005, Quick et al. 1997). Secondary interventions focus on
changing individuals’ reactions to stressors and improving their resilience so that they
can better cope with experienced stress (e.g. stress management programmes). Tertiary
interventions focus on treating individuals who experience negative outcomes caused by
exposure to stressors (e.g. employee assistance programmes: Quick et al. 1997), in terms
of a “heal the wounded” perspective (Kelloway et al. 2008: 421).

Primary intervention (reducing stressors/demands) is a valuable component of
stress reduction. Although primary prevention is often viewed as the ideal form of stress
management, it is not feasible as the sole solution because it is impossible to eliminate
all demands and because the same demand can be viewed differently (positively or
negatively) by people. Moreover, regardless of the potential to realize improvements of
employee health, these types of interventions often require organizational change and,
therefore, may be viewed by some organizational stakeholders as being too costly or
disruptive to implement (Cartwright and Cooper 2005, Hepburn et al. 1997). In general,
improvements from workplace interventions are often short-lived, because individuals
often revert to old habits.
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Conversely, the traditional medical model typically focuses on tertiary interventions
(i.e. treating health problems); however, a sole focus on these types of interventions is not
optimal because they ignore prevention. Moreover, even in the face of stressors, many
illnesses, including cardiovascular concerns and diabetes, are preventable with early
interventions aimed at stress management, nutrition, and exercise (Hu et al. 2001, Stampfer
et al. 2000). Therefore, secondary prevention (e.g. addressing individual perceptions of
stressors and increasing individual coping resources) is important because it bridges the
gap between primary and tertiary interventions. It acknowledges that not all stressors
can be eliminated, but it also empowers individuals to minimize their negative reactions
to potential stressors, and decreases reliance on tertiary treatment. Moreover, Cartwright
and Cooper (2005: 618) argued that an “effective strategy for stress prevention needs
to incorporate both work-related and worker-related initiatives.” That is, incorporating
different levels of work stress and conflict interventions may be most effective.

There are several components of an effective stress and conflict intervention, including
self-insight, goal setting, and time management. Because of the individual nature of stress
reactions, approaches such asinsight and reflection (i.e. non-ruminative self-attentiveness:
Trapnell and Campbell 1999) may be effective methods in any intervention programme
to improve well-being and goal attainment (Grant 2003). Moreover, self-reflection can
reduce reliance on maladaptive coping methods (Mactavish and Iwasaki 2005).

Similarly, reaching one’s goals can improve mental health (Sheldon and Kasser
2001). Therefore, helping employees to identify effective goals (in terms of being specific,
realistic, measurable in behavioural terms, attainable, and time-bound) should be
effective in reducing stress and conflict (Locke and Latham 2002). Healthy behaviours
(e.g. physical activity) and relaxation (e.g. listening to music) assist in facilitating health
and are effective coping mechanisms (Moos et al. 2003).

Because feeling overloaded is a major concern for many employees (Williams 2003),
incorporating training on time management and setting priorities may improve employee
well-being. Extending the popular three-component model of organizational commitment
(Meyer et al. 1993), we can utilize affective, normative, and continuance commitment to
describe and prioritize time demands. Employees can categorize responsibilities as tasks
that they “want to” complete (i.e. affective commitment to the task); those they “have to”
complete (i.e. continuance commitment); and those they feel they “ought to” complete
(i.e. normative commitment). Using this model, identifying and reducing the “ought to”
responsibilities should reduce conflict and strain by reducing time commitments and
focusing on high-priority goals.

Poor interpersonal relations are a significant source of job stress (Sauter et al. 1990,
Warr 1987) and lead to job dissatisfaction and lower productivity (Hain and Francis
2006, Hodson 1997). Conversely, positive co-worker relationships lead to job satisfaction
(Nielsen et al. 2000) and less job stress, strain, and burnout (Beehr et al. 2000, Hain and
Francis 2006). Stress and conflict programmes should incorporate effective communication
tactics, identify pitfalls to avoid, and introduce conflict-management techniques to
improve relationships and reduce existing conflict (Oetzel and Ting-Toomey 2006).
Similarly, helping employees develop and maintain effective support networks should
help reduce strain and conflict.

A lack of control is linked to decreased job and life satisfaction and increased stress
(Adams and Jex 1999, Carayon 1995, Day and Jreige 2002, Spector 1986). To a great
degree, job control is a function of the job itself and may not be something that employees
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have the power to change. However, programmes that help participants examine ways
to increase control in their jobs and life (e.g. time management/prioritization to control
one’s schedule, work with a supervisor to achieve more flexibility at work) or to improve
the control that they do have over their job and home lives (e.g. delegate tasks at work and
at home; declining offers of unnecessary and unwelcome tasks) may be more effective.

In addition to reducing stressors, using secondary prevention in terms of incorporating
coping, reappraisal, and strain reduction techniques is important. Coping is defined as
behavioural and psychological attempts to reduce the symptoms of a stressful situation
(Lazarus and Folkman 1984). Emotion-focused coping involves changing how one feels
about a stressful situation. For instance, enacting social support can be beneficial and
calming (Taylor et al. 2000). Problem-focused coping involves changing the stressful
situation through problem solving (Lazarus and Folkman 1984). Cognitive reappraisal
involves changing the way one thinks about a stressful situation or reinterpreting the
situation in a positive manner. Disengagement involves using food, alcohol or drugs or
other activities to “disengage” from one’s problems (Carver et al. 1989). Both emotion-
focused and problem-focused coping are associated with lower distress (Violanti 1992).
Typically, problem-focused coping is effective when stressors are within one’s control,
and emotion-focused coping and cognitive reappraisal are effective when the stressor is
outside one’s control. Conversely, disengagement is associated with negative outcomes
(Day and Livingstone 2001, Tyler and Cushway 1995). Strain reduction techniques (e.g.
yoga, meditation, progressive muscle relaxation) are aimed at minimizing the negative
consequences of stress. Similar to reappraisal, these techniques tend to be most effective
when employees cannot control the source of the stress. They may be able to reduce
strain by invoking what control they have over their response to the stress.

The studies available on organizational stress interventions have demonstrated the
effectiveness of specific work-stress life-coaching interventions in reducing stress (Bond
and Bunce 2001, Grant 2003, Hurrell 2005, Mikkelsen et al. 2000, Terra 1995). Compared
to health promotion research that has produced somewhat ambiguous results, there
is some encouraging evidence for the effectiveness of stress management programmes
(Kelloway et al. 2008), although some of the positive effects may be only short-term (see
Giga et al. 2003). For example, Mikkelsen et al. (2000) found that participants in a short-
term intervention (in which they focused on identifying job stressors and implementing
strategies to reduce them) experienced reduced stress and demands relative to controls
immediately after the intervention. Wolever et al. (2012) evaluated the effectiveness of
two mind-body workplace stress reduction programmes. They found that participants
who were randomly assigned to one of several programmes (i.e., a yoga based workplace
stress reduction programme, an online mindfulness-based programme, or an in-person
mindfulness-based programme) all showed improved levels of perceived stress, sleep
quality, and the heart rhythm coherence ratio of heart rate variability relative to the
control groups, with online and in-person delivery methods being equally effective.
Theorell et al. (2001) found that, compared to a control group of managers, managers
who received stress management training experienced lowered serum cortisol levels.
However, some studies suggest that stress management training alone may not be
effective. For instance, Thomason and Pond (1995) found that compared to a control
group, participants in their stress management training programme did not experience
improved health. However, introducing a self-management module into the training (i.e.
goal setting, self-reinforcement) resulted in significant reductions in blood pressure.
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Study 1: Workshop Intervention Programme

Based on the well-established stress and conflict literatures, we developed a comprehensive
six-session workshop programme intended to provide information and practical solutions
to employees experiencing work and job stress and conflict (ABLE Workshops: Achieving
Balance in Life and Employment) to be conducted over a six-month period. We based the
workshop materials on the literature demonstrating the importance of goal setting, time
management, setting priorities, developing coping strategies, identifying individual and
organizational resources and support, reducing demands in one’s life, and balancing work
and life responsibilities. We conducted a pilot study to examine the validity of the newly
developed ABLE workshop. We assessed employees’ physical and psychological health at
two times (i.e., before starting and upon ending the six-month programme). Employees also
participated in concurrent exercise and nutrition programmes offered by the organization.

Hypothesis 1: Participants in the ABLE workshop will experience:

a) decreased work-life conflict;

b) decreased strain and stress;

¢) decreased negative mood;

d) decreased burnout (emotional exhaustion); and

e) increased positive mood) from Time 1 (before workshops) to Time 2 (after workshops).

Hpypothesis 2: At a group level, there will be a significant decrease in:

a) workers’ compensation claims; and
b) bsenteeism over the period of the intervention compared to the equivalent time prior
to the intervention.

Method

Sixty-three employees (61 women and 2 men) from a long-term health care facility
participated in a six-month programme on job stress and work-life balance. They met once
a month for six months in one of several group settings. In between the workshops, they
received weekly emails providing additional information on the past session, reminders
and overviews about the upcoming sessions, and useful tips to put the workshop content
into action. All participants also had the opportunity to contact a member of the research
team to answer any questions or deal with new issues that may have arisen in between
session. A listserv also was created in which all participants could post tips for improving
balance and reducing stress and for sharing success stories.

The interactive workshops were based on research on stress, goal-setting theory,
coping, health, time management, and work-life balance, and they incorporated basic
learning principles to help employees reduce and manage stressors and attain personal
health goals.

The average age of participants was 46.29 years (SD=9.99). Participants had been in
their current jobs an average of 12.37 (SD=8.62) years, and they worked an average of
41.61 hours per week (SD=6.41). The majority (50.8 per cent) worked an 8-hour day
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(ranging from 6- to 12-hour days), and 75 per cent of participants work a stable Monday-
Friday shift. Approximately 50 per cent of participants were married or living common
law with their partners; 77.4 per cent had at least one child, and 21 per cent indicated
that they had eldercare responsibilities.

Because of missing data at the second data collection, the final sample when
examining Time 2 variables is N=23. There were no differences between this subsample
and the full sample.

Measures

DEMOGRAPHICS

Participants were asked to respond to several questions about their work (e.g. work
hours, job tenure), personal demographics (e.g. age, gender, education), and family status
information (e.g. marital status, children, eldercare). The organization also collected data
on the number of days participants missed from work for (a) the year prior to the study;
and (b) the six months of the study and the six months following the study, as well
as health and safety claims made to a government compensation board (i.e. Workers’
Compensation, WCB) for the same two time periods.

WORK-LIFE CONFLICT

Work-life conflict was assessed using six items developed by Day (1996, see also Day and
Chamberlain 2006). Using a five-point Likert scale (1=strongly disagree, 5=strongly agree),
participants were asked to indicate the extent to which agreed with the items (e.g. “It
is hard to balance my role as an employee with my life outside of work”). Cronbach’s
alpha for Time 1 was 0=0.89, with item-total correlations ranging from r=0.58 to 0.85;
Cronbach’s alpha for Time 2 was a=0.94, with item-total correlations ranging from r=0.47
to 0.92.

STRAIN

Strain was assessed with the 20-item Strain Symptoms Checklist (Bartone et al. 1989),
which measures both psychological and physiological health symptoms and complaints.
Using a six-point frequency scale ranging from O (never) to 5 (always), participants
indicated the extent to which they agreed with the items (e.g. “feeling life is pointless”;
“headaches”). Cronbach’s alpha for Time 1 was 0=0.90, with item-total correlations
ranging from r=0.58 to 0.85; Cronbach’s alpha for Time 2 was a=0.84, with item-total
correlations ranging from r=0.47 to 0.76.

EMOTIONAL EXHAUSTION

Emotional exhaustion was assessed using the five-item Emotional Exhaustion subscale of
the Maslach Burnout Inventory — General Survey (Maslach et al. 1996). Respondents were
asked to rate each item using a seven-point frequency scale (0 = never; 6 = every day).
Emotional exhaustion assesses the extent to which participants feel tired and drained
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from work (e.g. “I feel emotionally drained from work”). In the present sample, the
internal reliability of this scale was 0=0.83, with item-total correlations ranging from
r=0.38 to 0.67.

MOOD

The 20-item Positive and Negative Affectivity Scale (PANAS, Watson et al. 1988) was used
to measure positive and negative mood. Using a five-point Likert-type scale (1 = very
slightly or not at all; 5 = extremely), respondents were asked to rate the extent to which
they experienced a list of positive emotions (e.g. enthusiastic, determined) or negative
emotions (e.g. distressed, hostile) within the past few weeks.! In the present sample, the
internal reliability of this positive mood scale was a=0.89, with item-total correlations
ranging from r=0.55 to 0.67. The internal reliability of the negative mood scale was
0=0.91, with item-total correlations ranging from r=0.55 to 0.67.

Study 1: Workshop Intervention Results

In order to assess Hypotheses 1a—e, we conducted a paired t-test for each of the outcomes.
When comparing their pre- and post-workshop scores, employees experienced significant
increases in positive mood, t(23)=-2.80, p<0.01). They also experienced significant
decreases in strain, t(22)=2.50, p<0.05, stress, t(23)=2.51, p<0.05, negative mood,
t(23)=3.12, p<0.01, negative physical symptoms, t(23)=2.83, p<0.01, and emotional
exhaustion, t(22)=2.38, p<0.05. There was no change in work-life conflict.

To test Hypothesis 2 pertaining to absenteeism rates and worker compensation claims,
we examined organizational data from the 12-month period prior to the study and
compared it to the 12-month period that covered the 6 months of the intervention and
the 6 months following the intervention. The average number of days missed from work
dropped from 8 to 6 from the 12-month period prior to the intervention to the subsequent
12-month period (6 months of the intervention and 6 months after the intervention; i.e. a
25 per centimprovement). There also was an 18 per cent reduction in worker compensation
claims (i.e. average uses dropped from 0.22 to 0.18) during this same period.

Study 1: Discussion

The goal of the pilot study was to examine the efficacy of the six-month intervention
programme on employees’ self-rated well-being and stress indices. Participants reported
significant increases in positive mood as well as significant reductions in stress, strain,
negative mood, and exhaustion. Contrary to expectations, however, work-life conflict
was not significantly reduced for this group. Importantly, the group also experienced a
significant decrease in worker compensation claims and improvements in attendance.
We collected qualitative data after the conclusion of the intervention. The majority of

1 Watson et al. (1988) found that the test-retest reliability for the PANAS when used to evaluate mood over the “past
few weeks” (0.58) is similar to the test-retest reliability for the PANAS when used to evaluate mood in the “moment”
(0.54).
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participants reported that the sessions were very useful and led them to healthier lifestyle
practices.

LIMITATIONS AND FUTURE RESEARCH

Although results suggests that this programme was valuable, there are several cautions
that should be taken with it. The small sample size (which was exacerbated by missing
data at the Time 2 data collection) within one organization limits the generalizability of
the study. A true longitudinal design should include more than two data collection times
(Kelloway and Francis 2012), and it would help establish the extent to which the effects of
the programme could be maintained. Finally, although there were positive changes in the
participants, we cannot conclude that these effects are due solely to the workshops. For
example, the participants were also involved in other health-related workshops, which
may have had positive effects on their well-being. Similarly, other systematic changes
within the organization may have had positive effects on all employees. Having a control
group with which to compare these participants would be very valuable. Therefore, future
research should study the effectiveness of this programme using a larger sample over a
longer time period, and including a control group.

There are several practical limitations as well: participants provided several suggestions
to improve the content, process, and format of the workshops. Although the organization
allowed participants to attend the workshops during work time, and although several
different sessions were offered to accommodate the shifts of the participants, many of the
participants indicated it was difficult to get away during busy times (e.g. when colleagues
were away from work). Therefore, they suggested that a more flexible nature tailored
to their individual schedules would be more effective. They also suggested decreasing
the time gap between the sessions to enhance compliance and to stay more connected
with the programme. Because participants were dealing with unique issues, several noted
that tailoring the topics to individuals would be beneficial, make it more relevant, and
be a better use of the individual participant’s time. Although they noted that they felt
comfortable in the workshops, several also indicated that some issues were not discussed
because of concerns about privacy.

Cartwright and Cooper (2005) argued that there is a scarcity of comprehensive and
regular evaluation studies examining the efficacy of stress intervention programmes.
Study 1 was an important first step in developing and validating a programme to help
employees reduce stress and improve work-life balance. However, it is possible to improve
the programme based on the practical limitations inherent in the first study. Moreover,
it is necessary to provide a more rigorous examination of the efficacy of this programme.
Cartwright and Cooper (2005) also argued that few studies incorporate control groups,
which are integral to examining the efficacy of intervention programmes. Moreover,
stress interventions may be unsuccessful because they are too short in duration and
do not allow sufficient practice time (Niven and Johnson 1989). Therefore, based on
the positive results of the pilot study, the positive comments of participants, and the
suggestions for future research, we conducted a second study in which we expanded the
ABLE programme by incorporating the workshop content into a new, more accessible and
more tailored phone-based coaching delivery format.
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Study 2: ABLE Phone-Based Coaching

We modeled the ABLE Coaching Programme after a validated coaching programme format
that would address participants’ suggestions, while ensuring the efficacy of the content
and the overall programme. ABLE is based on the delivery strategy of the Strongest
Families Program, a phone-based coaching health treatment programme designed to help
families who are experiencing psychological problems (McGrath et al. 2001). The model
ensures its services are accessible to all families (regardless of location) and is convenient,
accessible, and cost-effective (Lingley-Pottie et al. 2005).

This format addresses the practical limitations identified in the pilot study, by
allowing the programme to:

1. reach employees regardless of their proximity to the research centre (e.g. include
employees in both rural and urban areas);

2. reduce time demands and scheduling conflicts for participants;

tailor the programme to individual needs; and

4. increase feelings of confidentiality.

w

The content of ABLE is similar to the workshop, but it has more flexibility to tailor
the programme for individuals because it involves individual coaching sessions. These
sessions addressed knowledge transfer, primary interventions (reducing demands), and
secondary interventions (coping, reappraisal, reducing strain), and healthy behaviours.
Participants received programme materials (i.e. manual and web link) and talked to a
trained coach via telephone on a weekly basis.

SUMMARY AND HYPOTHESES

Hypothesis 1: There will be significant interaction between the control and intervention
groups before and after the ABLE intervention, in that, compared to the control group,
the intervention group will report increased:

a) positive mood;

b) life satisfaction, as well as decreased;
¢) negative mood;

d) perceived stress; and

e) hassles from Time 1 to Time 2.

Method
PROGRAMME DESCRIPTION

The Achieving Balance in Life and Employment (ABLE) is a 12-week phone-based coaching
programme, targeting employee well-being and health using tailored goal setting and by
helping participants to increase their personal resources. ABLE is based on a validated
distance-coaching programme, and integrates the latest research on work-life balance
and job stress into its programme materials.
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We conducted a longitudinal intervention study with employees from 15 organizations
throughout Nova Scotia, Canada. They participated in one of two sessions of the ABLE
Programme, using a wait-list control design. Each participant was assigned a coach,
who phoned the participant weekly at a mutually compatible time, and worked with
the participant to guide them through the programme, answer questions, and modify
the programme to meet their specific needs. Coaches had 24-hour access to a supervisor
and registered psychologist, and they had weekly case supervision meetings. Calls were
recorded to help problem solve, improve coach effectiveness, and monitor quality. The
supervisor conducted a random check on the calls to ensure programme fidelity and
standardization.

Therefore, participants learned about these coping and strain reduction methods,
and identified problem-focused coping strategies to use for demands that are within
their control and emotion-focused coping and reappraisal strategies to use for demands
that are beyond their control. They also learned strategies to minimize coping through
disengagement. More specifically, participants:

1. use self-reflection to identify the types of stressor encountered (i.e. controllable or
uncontrollable situation) as well as one’s typical personal coping styles (long term)
and strategies (specific situations);

2. evaluate the effectiveness of their own coping styles;

3. identify methods for increasing functional long-term coping styles, as well as effective
short-term strategies;

4. improve interpersonal functioning and social relationships; and

5. identify and implement effective strain reduction techniques as identified above
(including an assessment of the individual needs and perceived effectiveness of these
techniques).

INTERVENTION AND SURVEY PROCESS

The 15 organizations were recruited through our organizational contacts who had
expressed an interest in such a programme. The contacts were asked to communicate
with all of their employees through their regular channels (e.g. email, voice mail, or
organizational mailings) to inform them of the ABLE programme and to provide the
website for more information and to register.

Employees who were interested in the study completed a registration page containing
several surveys designed to screen out individuals who have any clinical levels of
depression and anxiety. The programme targeted employees who experience moderate
levels of conflict and burnout, and therefore, any individuals who were classified as very
high on depression and anxiety were excluded from the study. A clinical member of
the research group contacted these individuals for further consultation and provided
information to ensure that they would be able to receive the proper treatment for their
symptoms.

PARTICIPANTS AND PROCEDURE

Participants (N=169: 123 women; 45 men; 1 not reported) were recruited for the ABLE
programme intervention study through contacts from these 15 organizations (e.g.
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health care, government, university, service) across an eastern Canadian province.
Organizational contacts distributed a standardized recruitment email to their employees.
All participation was voluntary and anonymous (i.e. employers did not know who
was participating). Participants were divided into intervention and control groups. All
participants completed a survey electronically prior to the onset of the ABLE programme
and after the first session.

There were 103 participants (86 women; 16 men; 1 did not indicate) who completed
the survey at both Time 1 and Time 2. Approximately half of the participants were
assigned to the ABLE treatment group (N=56: 46 female; 10 male) and the rest of the
participants were assigned to a wait-list control group (N=46: 40 female; 6 male). A
true randomized design was not used because the entire sample of participants was not
recruited in time to begin the programme. Therefore, all participants were assigned to
the treatment group until this group was full and then participants were assigned to a
wait-list control group.

The average age of participants was 43.56 years (SD=9.61). They had a mean tenure
of 9.2 years (range: 13 weeks to 35 years) and worked an average of 41.6 hours per week
(range: 17.5 to 90). Participants had a wide variety of jobs, including: Human Resources
Manager, Accountant, Administrative Assistant, Interior Designer, Library Assistant,
Director of Operations, Paramedic, Registered Nurse, and Lab Technologist. Participants
were well educated; all but one participant completed high school and 79.0 per cent had
completed at least one college or university degree. Almost three quarters (74.0 per cent)
reported being married or common law and reported having at least one child. Table 5.1
shows the socio-demographics of the first study.

MEASURES
Participants completed the following measures at three times throughout the study:

Demographic, background and work information: Participants were asked to indicate their
age, gender, type of job, number of hours worked, shift work.

Mood: The 10 positively-worded items from the Positive and Negative Affectivity Scale
(PANAS, Watson et al. 1988) were used to measure positive mood. Using a five-point
Likert-type scale (1 = very slightly or not at all; 5 = extremely), respondents were asked
to rate the extent to which they experienced a list of emotions (e.g. enthusiastic, excited,
determined, inspired) within the past few weeks. The internal reliability of this scale was
0=0.91 (with item-total correlations ranging from r=0.57 to 0.76) at Time 1, and a=0.92
(with item-total correlations ranging from r=0.64 to 0.80) at Time 2.

Life satisfaction: Life satisfaction was measured using the 10-item Life Satisfaction Scale
(Tepperman and Curtis 1995). Respondents used a five-point scale (1=strongly disagree;
S=strongly agree) to indicate the extent to which they were satisfied with various aspects
of their life in general (e.g. “please indicate how satisfied you are with each of the
following ... my relationship with my child(ren) ... my job ... my life as a whole”). In
the present study, the internal reliability was a=0.79 (with item-total correlations ranging
from r=0.59 to 0.75).



Table 5.1

Study 1: Means, standard deviations and intercorrelations among the study variables

Time 1 Time 2
M SD 1 2 3 4 5 6 7 8 9 10 11 12 13 14
1. Age 46.29 | 9.99| —
2. Work hours | 41.61 6.41| -0.07 —
Time 1
3. WLC 2.72| 091] -0.26%| 0.23 | (0.89)
4, Positive 295| 0.73| 0.15 | 0.07 | -0.18 | (0.89)
mood
5. Negative 1.95| 0.80]|-0.02 | -0.02 | 0.20 | -0.25 | (0.91)
mood
6. Emotional 3.55| 1.77| 0.02 | -0.272| 0.292| -0.38*| 0.43"| (0.54)
exhaustion
7. Strain 3.01 0.80| 0.33*| -0.23 |-0.36°| 0.312| -0.11 | -0.08 | (0.90)
8. Stress 3.07| 0.96] -0.11 0.17 | 0.48%|-0.28*| 0.51¢| 0.45<| -0.09 | (0.70)
Time 2
9. WLC 245 095(-0.20 | -0.15 | 0.59°| -0.12 | -0.44*| 0.29 | -0.10 | -0.08 | (0.94)
10. Positive 3.24| 0.72| 0.422| 0.16 | -0.10 | 0.57*| -0.16 | -0.20 | 0.02 | -0.07 | -0.14 | (0.91)
mood
11. Negative 1.63| 0.57|-0.422|-0.20 | 0.12 | -0.00 | 0.56°| 0.09 | 0.33 | 0.30 |-0.06 | -0.33 | (0.87)
mood
12. Emotional 3.28| 1.24|-0.35 | -0.31 0.32 | -0.38 | 0.27 | 0.71¢| 0.23 | 0.39 | 0.42 | -0.532| 0.35 | (0.83)
exhaustion
13. Strain 3.29| 0.69| 0.24 | -0.26 | -0.06 | 0.25 | -0.14 | -0.23 | 0.73¢| 0.01 |-0.03 | 0.24 | 0.09 | 0.01 | (0.84)
14. Stress 2.74| 0.72|-0.34 | 0.13 | 0.55°|-0.23 | 0.06 | 0.30 | 0.02 | 0.37 | 0.57°| -0.472| 0.34 | 0.63"| -0.16 | (0.43)

Notes: 2 p<0.05, ° p<0.01, © p<0.001.




Table 5.2  Study 1: means, standard deviations and intercorrelations among study variables

M SD 1 2 3 4 5 6 7 8 9 10 11 12
1. Age 43.34 | 9.64
2. Gender — — 0.08
3. Group — — -0.07 |-0.10

Time 1

4. Positive mood 292 | 0.77 | -0.03 |-0.01 |-0.192

5. Negative mood 229 | 0.82 | -0.06 | 0.24*> | 0.10 |-0.28°

6. Life satisfaction 3.28 | 0.79 | -0.06 |-0.16 |-0.03 | 0.52¢| 0.43¢

7. Perceived stress 3.53 | 0.86 | -0.08 | 0.182 | -0.05 | -0.24¢ | 0.40°¢ | -0.36°

8. Dai